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ABSTRACT

Adherence to antihypertensive medication plays a tremendous role in controlling BP,
however poor adherence to antihypertensive medication leads to complications of HTN,
wastage of health care resources, and workload on health care providers which results in
poor clinical outcome. This study aimed to assess antihypertensive medication adherence
and its associated factors among hypertensive patients’ in North Showa Zone public
hospitals’, Oromia regional state, North Ethiopia. 2021. An institutional-based cross-
sectional study was conducted from February 8 to March 8/2021 in three public hospitals
of North Showa Zone. Out of four public hospitals, three hospitals were selected through
simple random sampling techniques and the final sample size 348 was selected systematic
random sampling. Data were checked, cleaned and entered into Epi data software version
3.1, and imported to SPSS version 23 software for analysis. Descriptive analysis was done
and presented in frequencies and percentages. The association between independent and
dependent variables was analyzed using bivariate and multivariate analysis, and variables
that show P-values of < 0.05 with 95% CI will be considered statistically significant. This
study includes 348 participants with a 97.4% response rate. Of the respondents, 56.9%
adhere to their medication. Marital status (AOR=3.24,95%CI=1.12-9.60), residence
(AOR=2.59,95%CI1=1.42-4.75), Controlled BP (AOR=4.26, 95%CI1=2.37-7.67), number
of medication (AOR= 2.59,95%CI=1.35-4.97), comorbidity (AOR=2.24, 95%CI1=1.33-
4.67), knowledge (AOR=5.01,95%CI=2.69-9.35), insurance coverage user
(AOR=2.20,95%C1=1.23-3.95) and forgetfulness were found statistically significant. The
adherence status of this study was sub-optimal and the knowledge status of patients about
HTN and their treatments was the most associated factor. Give health education for
patients about HTN and its treatments, early diagnosis, and management of comorbidity,

and adherence counseling are important for improving the adherence status of clients.

Key Words: Adherence, antihypertensive medication, public hospitals



1. INTRODUCTION

1.1. Background
Hypertension is a condition in which the blood vessels’ pressure has raised or when a

systolic blood pressure is >140 mm Hg and diastolic blood pressure is > 90 mm Hg (1).
As National Health and Nutrition Examination Surveys (NHANES) prevalent
hypertension is traditionally defined as blood pressure (BP) greater or equal to140 mmHg
systolic and greater or equal to 90mmHg diastolic and currently taking antihypertensive

medications (2)

Hypertension is a silent killer that rarely shows symptoms and contributes to the burden
of heart disease, stroke and kidney failure, and premature mortality and disability. It
accounts for 51% of deaths due to stroke and 45% of deaths due to heart disease, and

disproportional in low- and middle-income countries (1).

It is the most leading risk factor for cardiovascular disease(CVD) and affecting more than
1 billion people worldwide, as well as accountable for more than 10 million preventable
deaths worldwide each year and expected to increase by 29% to reach 1.56 billion by 2025
(3,4). In 2015 the global burden of diseases reported in India shows that it leads to 1.6
million deaths and thirty three point nine (33.9) million disability-adjusted life (5).

The prevalence of hypertension has been continuously increasing at an alarming rate
which put a great impact on health care providers (6). Between 2015-2016 as National
Health and Nutrition Examination Survey study done in the United States shows that the
prevalence of hypertension was 29.0% and increased with age (7). In Turkey,
approximately 30% general population and 45-50%population over 50years old have

hypertension (8).

In sub-Saharan Africa (SSA) the prevalence of hypertension is high and it is the main
driver for CVD in the region (9,10). In the Democratic Republic of Congo, the prevalence
of hypertension has been increased in the past three decades (11). In Kenya, as a national
survey shows it was 24.5% (12). In 2015 a meta-analysis done in Ethiopia shows that the

prevalence of hypertension was 19.6% (23.7 urban and 14.7% rural) (13).



Worldwide HTN is a growing public health problem and the impact is higher in
developing countries including Ethiopia with high prevalence and hidden epidemic in the
population. A study was done in Ethiopia among adults, most patients were detected
unintentionally when they were admitted to hospital for unrelated disease or subjected to
pre-employment or preoperative medical checkups (14)

As the World Health Organization (WHO) defines that adherence is the extent to which a
person behavior taking medication and making healthy lifestyle changes corresponds with
recommendations from medical or health care advice (15,16). Adherence to prescribed
medical regimens plays an incredible role in sustaining the health and well-being of
individuals with HTN (17). It is an imperative issue, directly linked with the management
of chronic diseases (18), particularly anti-hypertensive medication adherence is an
important predictor of optimal BP control and its complications such as CVD, stroke and
renal failure (3,19,20)

The treatment of HTN primarily depends on the level of understanding and the perception
of an individual towards HTN, and identifying factors related to poor adherence to
medications was a fundamental step for future improvements that tailor specific
interventions to improve MA (medication adherence) (21). In Pakistan, MA was a
multifaceted phenomenon, which didn’t depend on one factor rather than multiple factors
such, sociodemographic, types of medication prescribed, social support, patient health

provider relationship, cost, as well as psychological challenges (22)

A hospital-based cross-sectional study done in western Rajasthan, India, shows that
forgetfulness behavior followed by poor knowledge and lack of awareness was the most
common cause of poor adherence (23). In Ethiopia, a case-control study done in Hawassa
referral hospital show that even though the prevalence of adherence was low, the most
determinants of antihypertensive medication adherence were sociodemographic(age and

residence), co-morbidities, and knowledge towards HTN (24)



1.2.  Statement of the Problem

Blood pressure control remains unsatisfactory in the world and several factors have been
identified which hinder BP control. From them, poor MA plays a tremendous role. In the
absence of new drugs to control BP, drug adherence is a crucial issue in the management
of hypertensive patients. As various studies have been done show that lack of persistence
follow-up by a poor day -to -day execution of the prescribed drugs is the major challenge
in controlling BP (25). A case-control study done in Hawassa referral hospital shows that
only the availability of effective antihypertensive medications does not bring a good
outcome in controlling BP, rather than adhering to their medication (24,26)

Adherence to anti-hypertensive medications is an effective intervention in managing the
disease, as WHO recommends proper attention to be given towards adherence issues more
than the development of new treatment regimens. On average, the overall adherence to
long-term therapies for chronic illnesses is 50% among the developed countries and lower

in developing countries (27)

Worldwide the proportion of hypertensive patients, whose disease treated effectively with
medication remains low in developing countries (low and middle income countries) (28).
A study done in Northern Vietnam shows that only 49.8% adhere to their medication (29).
In Cameron, 43.9% were compliant with their anti-hypertensive medication (6). In
Ethiopia, a cross-sectional study done in Nedjo general hospital show that, only 31.4% of

the participants were adherent to their medication (30)

Poor adherence is a global public health concern with substantial health and cost
implications. In the USA, around 125,000 deaths and $US100 billion annually cost was
caused by poor adherence (31). Finding from Malaysia show that, poor adherence to
medications is a major cause for treatment failure, especially in chronic diseases such as
HTN (32).

Furthermore, poor adherence is the most common cause of uncontrolled high BP over the
world and leads to useless drug overdose or class changes which end up to increase the
adverse effects of drugs and medical costs (33). It is highly associated with poor BP
control and risk of CVD as well as increases an avoidable hospital admission of

hypertensive patients (34-36)



A study done in Northwest Ethiopia shows that poor adherence has a great impact in the
reduction of effective medication and the efficiency of the health care system (18,37,38).
In the same manner, a study done in University of Gondar Hospital show that it also
increases health care resources expenditure and bad outcome of diseases, that leads the
patients’ hopeless, low satisfaction and ended until the patient decided to stop their

treatment that results in complication of HTN or death (39)

Poor adherence and poor HTN control still unresolved big challenges for health care
providers, but having information about HTN is a significant independent determinant of
good adherence. Poor HTN control and identification knowledge deficit as a contributing
factor to poor adherence remains the main obstacle for a multidisciplinary team of health
care providers (40). Finding from United Arab Emirates (UAE) shows that there was a
strong positive correlation between knowledge and drug adherence, and they suggest that
MA has a multi-factorial phenomenon while knowledge has only one key factor (41).

Even though numerous studies have been conducted on the impacts of poor adherence to
antihypertensive medication, but the factors are not yet clearly determined (42). In
Ethiopia, only a few studies have been tried to look at the knowledge of HTN among
hypertensive patients (10). In the same manner, a study done in Debra Tabor shows that
there was a scarcity of data on MA and its associated factors(18,19). So, this study will be
aimed to assess antihypertensive medication adherence and its associated factors among

hypertensive patients in North Showa Zone Public Hospitals, North Ethiopia 2021



2. LITERATURE REVIEW

Adherence is define as the extent to which a person follows a treatment plan upon agreed
with a health care provider (31). Adherence to prescribed medication is a primary
determinant of treatment success, so public health personnel should focus on increasing
the adherence of anti-hypertensive medication (43). This literature review summaries on
anti-hypertensive MA and its associated factors from global to local. The associated
factors which are study under this title are: sociodemographic factors, personal factors,
clinical factors, organizational factors and social supporting factors with the
antihypertensive medication adherence.

2.1.  Anti-Hypertensive Medication Adherence

Worldwide the proportion of hypertensive patients’, whose disease is treated effectively
with medications remains low in developing countries, so greater efforts should be
devoted to improving anti-hypertensive MA to control BP and its complications (28).
Finding from meth analysis done in the United States shows that, majority of the people
in the world are non-adherence to their chronic medication regimens, approximately 43%

to 65.5% of patients fail to adhere their prescribed regimen were hypertensive patient (44).

A study done in rural Northern Vietnam, out of 315 below half (49.8%), in Romania
(68.9%), in Sir Lanka (71.8%) and in Korea, out of 1,523 patients, 1,245 (81.7%) had
good adherence to antihypertensive medication respectively (29,45-47). A community
based cross-sectional study conducted in urban and rural areas in India shows that only
23.7% adhere to their medication (25). However, a study done in Saud Arabia only 7.58%
adhere to antihypertensive MA (22).

In SSA the high prevalence of HTN is associated with contrastingly low awareness,
treatment, and control rates (48). A study done on the twelve countries of SSA show that,
only 36.5% adhere to their drugs (49). In Cameron 43.9% were compliant with their
antihypertensive drug treatments (6). in Nigeria 61.2% adhere to antihypertensive
medication (50). A cross-sectional study done in Kiambu district hospital in Kenya shows
that 62.4% of the respondents were fully adherent to treatment, but only 48.3% of them
had controlled BP (51)



In Ethiopia, as different study reveals, there was inconsistency of antihypertensive MA
among hypertensive patients. A case-control study done in Hawassa referral hospital show
that more than two-thirds (67%) of respondents were found to be adherent (24), in
northwest Ethiopia 67.2% (18), JUSH 61.8% (37), Addis Ababa 66.6% (52) and 31.4% in
Nedjo general hospital (30) were adherent.

2.2. Factors Associated to Anti-Hypertensive Medication Adherence
2.2.1. Sociodemographic

A study done in Chinese on the determinants of hypertension treatment adherence among
population shows that out of total 27.46% of patients were compliant with their
antihypertensive treatments, but gender, residence, occupation and the duration of
hypertension were found to be the main factors affecting treatment adherence with p-value
0.034, 0.029 and less than 0.001 respectively (53). In Korea those with higher levels of
educational were more likely to be adherent than the counterpart (54). A prospective one-
year based study conducted in Northern Vietnamese community shows that only age was
significant association with MA and they suggest that, age should be considered for

guiding the choice to whom target for improving medication adherence (29).

A cross-sectional study done in Southeast of Iran shows that, age and level of education
significantly predicted adherence to treatment (55). In Lebanon patient education was the
cornerstone for treatment success (56). Finding from Saudi Arab shows that, from
sociodemographic variables only sex and number of children were significantly associated
with non-adherence to antihypertensive medication with (p=0.01 and 0.03) respectively,
but there was no significant association with age, nationality, level of education, marital

status, occupation, monthly income and having health insurance coverage (57).

A study done in Gahana hospitals show that age, marital status, educational level, income,
duration of diagnosis, number of medications taken and sexual dysfunction was associated
with medication adherence(58) and a study done Ghana and Nigeria shows that, mean age
of patients who were non-adherent to medications was 54.5 + 13.2 years while those who
were adherent had a mean age of 60.9 + 12.1 years (P < 0.001) (59).



A study done in Hawassa referral hospital shows individuals who had hypertensive, lived
in urban areas were six times more likely to adhere to their medications as compared to
those who lived in rural areas (24) (19). Individuals whose age was >60 years were 67%
less likely to adhere to their antihypertensive medication therapy than younger(19). A
study done in Addis Ababa at selected public hospitals on the relation between gender and
medication adherence reveals that female were 2 times more likely to be adherent than
male(52). In Black Lion Hospital individuals who married were 2 times more likely to
adhere to anti-hypertensive medication compared to divorced and those who had private
business were 72% less likely to adhere to medication management compared to
governmental employed (60).

2.2.2. Knowledge

Knowledge about HTN and its treatment has an incredible role in understanding and
avoiding confusion about the disease condition and treatment. A cross-sectional based
study conducted at inpatients hospital in Samarkand, Uzbekistan reveals that good
knowledge of patients about hypertension had five times (OR=5.4, 95% CI, 1.7-16.2)
controlled their BP and four times (OR=3.8) adhere to the drugs than poor knowledge(61).
A survey conducted in Poland on relationship between patients’ knowledge and MA
among hypertensive patients shows that patients’ knowledge on HTN was a significant
independent determinant of good adherence (=0.208; P=0.001) (40).

In Tamil Nadu, India shows that, participants who had good knowledge about any factors
pertaining to drug compliance were three times more compliant with antihypertensive
drugs than who had poor knowledge (62). At United Arab Emirates, there were a positive
correlation between knowledge and drug adherence among hypertensive patients. Despite,
it believed that MA was a multi-factorial phenomenon and knowledge was the only key
of those factors (41). Individuals who had good knowledge about the diseases were two
times and three times more adhere than the counter in Negeria and Kenya respectively
(50,51)



In Ethiopia, a study done at Debra Tabor general hospital and Addis Ababa shows that
those who had good knowledge about HTN and its treatment were approximately nine
(AOR=8.86, 95% CI: 4.67, 16.82) times and three time more adhere to their

antihypertensive medications than poor knowledge respectively(19,52)
2.2.3. Clinical Factors

A study done on barriers to MA among hypertensive patients in Iran shows that there was
a significant positive relationship between duration of HTN and the degree of MA
(P<0.001), but there was a significant negative relationship between the number of
medications used and concurrently with other diseases and the degree of MA or the
duration of HTN, the number of medications used and concurrently with other diseases
significantly decreased to (76%) of the total amount of MA (63). In Brazil, there was a
strong positive correlation between a higher complexity of the drug therapy and a low

adherence to treatment (64).

A cross-sectional study done in Uzbekistan shows that those, whose BP controlled were
significantly more adherent to antihypertensive drugs than uncontrolled BP patients (
OR=15.5, 95% CI 6.9-34.9) (61). A cross-sectional study done in Malaysia and Romania
shows that, there was a significant association between low adherence and uncontrolled
BP(32,45). A cross-sectional study don in India show that individuals who had

comorbidities were four times more adhere than the counter part (25).

A finding from Algeria show that, number of taking antihypertensive drugs and no co-
morbidity were four times statically significant with antihypertensive medication
adherence with (p<0.013) and (p<0.006) than the counter part respectively. In the same
ways as a duration of HTN increased better compliance levels were expected and about
75% of the patients with a better compliance had controlled systolic BP levels
(<140mmHg) (33). A study done in Ghana and Nigeria reveals that, there was a significant
association between MNA and poor BP control (P = 0.006) (59)

A cross-sectional study done at selective public hospitals of Addis Ababa shows that
55.4% of the respondents had co-morbidities, from that diabetes mellitus was found to be

the most frequent comorbidity with 57.1% of the respondents having it; 12.2% had



coronary artery disease, 11.1% had a history of stroke, 2.1% had CKD and 17.4% had
other comorbid diseases(52). A study done in southwest Ethiopia shows that individuals
who had no co-morbidity were 12 times more likely to adhere to antihypertensive

medications than the counterparts(37).

A case-control study was conducted in Hawassa referral hospital shows that individuals
whose BP control were two (AOR=2.35) times and cross sectional study was conducted
at University of Gondar hospital, it was three ( AOR = 2.93) times adhere than the
counterpart and those with no or one co-morbidity were 2.5 and 2.68 times higher than
those who had two co-morbidities (adjusted OR = 2.50, 95%CI 1.01, 6.21)(24,39). In
Debra tabor hospitals, those who took a single drug per day were three (AOR=3.04) times
more adhere to their prescribed drugs as compared to patients who took multiple drugs per
day(19,37,52)

2.2.4. Organizational Factors

The health care system and health care providers such as physicians, pharmacists and
nurses have a tremendous role in their daily practice to improve patient medication
adherence(43). A cross-sectional study done in Saudi Arabia shows that individuals whose
last visit was greater than one month duration and those whose drugs changed by physician
more than once were significantly associated to non-adhere than the counter-part with
(p<0.001 and p= 0.002) respectively, but those who counseled by health care providers
were more adherent than the counter part with (p<0.001)(57). In Kenya individuals who
have been counseled by their clinicians on MA were more likely to be adherent than the
counter (p=0.000)(51).

A cross-sectional study done in northwest Ethiopia shows that individuals who had
favorable attitude about antihypertensive treatment were ten times more adherent than
unfavorable and a good patient provider relationship was four times more adhere than

counterpart (18).



2.2.5. Social Supporting Factors

A multidimensional social support is a support that one could obtain from family, friends
and significant others. A Study done in India show that psychosocial interventions has
great role to increases social support which enhance the adherence among HTN patients
and there was a significant positive correlation between social support and adherence
(p<0.001)(17). In the same way a study done in Namibia on assessing adherence to
antihypertensive therapy in primary health care show that having a family support system
and attendance of follow-up visits were significant predictors of adherence (OR = 5.4, p
=0.045) and (OR = 3.1, p = 0.03) respectively (65).

As a study done in Kenya shows that there was a positive relationship between
multidimensional social support and MA among hypertensive patients, through reminding
and information sharing, which lead to good MA (66). A cross-sectional study done in
Central Ethiopia show that the treatment adherence was significantly and positively
associated with having family support with (AOR: 1.65; 95% CI = 1.23, 2.22)(26)
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2.3.Conceptual Framework
This conceptual framework is developed through reviewing different kinds of literatures
which show the association between the dependent and independent variables. It is
adopted and modified from the listed articles (18,19,21,37,51,53,61,63-65)

Clinical factors:

% Comorbidity

% BP Status

St BMI

% Time of diagnosis

" Duration of treatment
" Number of drugs
Sociodemographic factors

oLl Age
# Sex Personal factors:
% Marital status

&% No. of children Antihyperten
#* Income sive

&% Education Medication
' Residence Adherence

% Knowledge

Organizational factors
Social supporting factors: _
&% Health care- patient

#* Family relation
% Non family % |nsurance user

#%  Drugs availability
Drugs changed by Dr.

Figure 1: Proposed conceptual framework showing the associated factors of anti-
hypertensive medication adherence in 2021
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3. JUSTIFICATION OF THE STUDY

Even though hypertension is a preventable disease, but only the availability of effective
antihypertensive medication didn’t bring the intended outcome. In the worldwide majority
of hypertensive patients are poorly adhering to their medication and less aware of the
associated factors especially in developing countries including Ethiopia. Poor adherence
to their medication has a negative impact on the quality of life of hypertensive patients
and an inevitable challenge for health care providers. Even though various studies have
been tried to determine the associated factors of anti-hypertensive medication adherence,
but the factors are not yet clearly determined and only a few studies have been done on

knowledge.

Though there is a scarcity of data and inconsistent results on antihypertensive medication
adherence and its associated factors as a study done in Ethiopia before and there is no
study done in the study area. To fill this research gap, the study aimed to assess the
antihypertensive medication adherence and its associated factors among hypertensive

patients in North Showa Zone Public Hospitals, Oromia, North Ethiopia, 2021.

12



4. SIGNIFICANCE OF THE STUDY

Knowledge of the prevalence of antihypertensive medication adherence and its associated
factors among hypertensive patients follow-up enables the health care professionals and
planners to establish proper measures to prevent complications of hypertension, to
increases the ultimate clinical outcome and survival status of the hypertensive patient.

The findings from this study will provide the hypertensive patients with information on
their adherence status and associated factors, and help them to prevent the problems and
seek medical care timely. It will also be an input for the North Showa Zone health bureau
and policymakers to review or strengthen their plan on antihypertensive medication
adherence and its associated factors. Additionally, it will be used to reduce the workload
on health care providers and gives clues to emphasize the health profession on associated
factors of anti-hypertensive medication adherence. Furthermore, it will be used as an input

for future researchers on related topics.
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5. OBJECTIVE

5.1.General Objective
To assess antihypertensive medication adherence and its associated factors among
hypertensive patients in north showa zone public hospitals, Oromia regional state, North
Ethiopia. 2021

5.2.Specific Objective
v To determine anti-hypertensive medication adherence among hypertensive patients
in North Showa Zone public hospital, Oromia regional state. North Ethiopia. 2021
v" To identify factors associated to anti-hypertensive medication adherence among
hypertensive patient in North Showa Zone public hospital, Oromia regional state,
North Ethiopia. 2021

14



6. METHODS AND MATERIALS

6.1.Study Area and Study Period

As a Conesus done in 2007 shows that, the total population of north showa has 1,431, 305
from this 717552 men and 713753 women; with the area of 10322.48 square kilometers.
The zone’s capital city is Fiche which located at a distance of 112 km from Addis Ababa
in the north direction. North Showa is surrounded by Amhara regional state in North and
East, Addis Ababa special zone in South and West Showa zone in the West. The Zone has
four governmental hospital and the study involves all of the hospitals. The study was
conducted on follow-up units at Fiche general hospital, Kuyu hospital and Dera hospital.
The total number of hypertensions follow up in North showa with a year is 7087. Fiche
general hospital has 2626, Muka Xuri hospital 1144, Kuyu hospital 1980 and 1337at Dera
hospital. The study was conducted from November /2020 to May/ 2021

6.2.Study Design

Institutional-based cross sectional study was used

6.3.Sources of Population
All hypertensive patients who had a follow up at North Showa Zone public hospitals,

Oromia regional state.
6.3.1. Study Population

All hypertensive patients found in the public hospitals who were 18-years old and above,
on antihypertensive medication at least for 6-month duration and available during the data

collection.
6.3.2. Study Unit
Hypertensive patients’

6.4.Inclusion and Exclusion Criteria

6.4.1. Inclusion Criteria

All hypertensive patients found in the hospitals who were 18years old and above, on
antihypertensive medication at least for 6-months period before the study and those who

were voluntary to participate.
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6.4.2. Exclusion Criteria
Patients with cognitive impairment
Seriously ill patients

6.5.Sample Size Determination

The sample size (n) required for the study was calculated using the formula used to
estimate a single population proportion. Considering the study done in Nedjo general
hospital on adherence to antihypertensive medication among chronic follow up of
hypertension, a proportion of 31.4%(30) was taken to determine the sample size with a
level of confidence intervals 95% and a margin of error 5%.

Therefore: n=C</2°P0-P)
' @7

Where, n= Sample size

Z o/2= Critical value =1.96

p= Percentage of antihypertensive medication adherence = 0.314
d=Precision (margin of error) =0.05

n = (1.96) 2 0.314(1-0.314) / (0.05) 2= 331

Substituting the values for each of these variables in the above formula, the sample size

was estimated to be 331.

Due to the total number of hypertensions follow up at North Showa public hospital was

less than 10,000, a correction formula was used as follow:
ne = n/(1+n/N)
Whereas: ng the final sample size

n: the initial sample size was 331

N: is the total number of hypertensions follow up at North Showa Zone is 7,087
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By substituting the value in the above equation, the sample size was 316 and adding non
response rate of 10%, the final sample size was 348

6.6.Sampling Technique.

There are 4 public health hospitals that give chronic follow-up services in the North Showa
Zone. Out of these three hospitals were selected using sampling random sampling
techniques for the study. The number of study units for each follow-up was proportionally
allocated based on the number of patients coming per-month and those who were a part of
the final sample size were selected using systematic random sampling. The 1% interviewee
was selected by lottery methods from chronic illness clinical registration books, code was
done with the “K” value and continue until sample size required was full filled by adding

the “k” value to the sub-sequent selected one.

4 PUBLIC HOSPITAL FOUND IN NORTH SHOWA

~ @ @‘ Simple random sampling

Kuyg Fiche ngeral Dera Hospital
Hospital Hospital 112 ver month
240per month 260per month P
@ @ {} «Proportion allocation
136 148 64

« SRS

K: 2

Total sample size required is 348

Key: SRS: Systematic Random Sampling

Figure 2: Schematic presentation of sampling techniques
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6.7.Variables
6.7.1. Dependent

Adherence to anti-hypertensive medication
6.7.2. Independent

a Sociodemographic Factors: sex, age, marital status, number of children, monthly
income, educational status and residence

a Clinical Factors: Comorbidity, BP status, BMI, time of diagnosis, duration of
treatment and number of drugs used

a Personal Factors: Knowledge

a Organizational Factors: Health care provider-patient relation, insurance coverage user,
drugs availability in hospitals and drugs changed by Dr.

a Social Supporting Factors: Family and non-family support

6.8.0Operational Definition
Adherent:- respondents who score >6 in Morisky Medication Adherence Scale-8(37,67)

Non-adherent:- respondents who score <6 in MMAS-8(37,67)

Good knowledge:- respondents who scored points at the mean and above from the item

knowledge questions prepared on hypertensions(24)

Poor knowledge:- respondents who scored points less than the mean from the item

knowledge questions prepared on hypertensions(24)

Co-morbidities:- respondents with one or more medical conditions in addition to

hypertensions(52).

Social support:- A respondent whose score above the mean value on the Duke Social

Support and Stress scale were taken as having social support (52)
Young adult: individuals whose age range from 18-39years (68)
Middle adult: those whose age range from 40-59years (68)

Old: those whose age greater or equal to 60 years (68)
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Poverty Line: individuals whose daily income were lees 1.9$(2500ETB) (69)
4.9. Data Collection Instruments.

A structured and pretested interviewer-administered questionnaire was used. The
following listed parts were assessed during data collection.

I: Sociodemographic factors which contain around ten (10) closed and open-ended

questions.

I1: Clinical factors: This is the question item that incorporates HTN status, BMI, duration
of diagnose, number of medications used and comorbidities

I11: Personal factors: was used to assess the general knowledge of patients about HTN and

its related issues.

IV: Organizational factors: It contains 7 open and closed-ended questions, used to assess
the health care patient relationships and health care system.

V: Social supporting factors: was used to assess the supporting status of individuals, from

family and non-family members which contains 12 questions (clearly described below)

VI: Antihypertensive medication adherence: It is the ways of the individual’s
antihypertensive medication status was assessed and it contains 8 closed-ended questions

(clearly described below).

All the above-stated questionnaire was adopted from similar study done before and some
standard guidelines tools that are used to assess antihypertensive medication adherence
and its associated factors. Such as the WHO STEPwise approach to chronic disease risk
factor surveillance (70). On the adherence status of antihypertensive medication, it
contains eight items Morisky’s Medication Adherence Scale (MMAS-8) which was used
to assess the study participant’s MA. A scoring scheme of “Yes” = 1 and “No” = 0 for the
first seven, except the 5™ question which reversed and items in the last a five-point Likert
response, was used with options “never”, “once ”, “sometimes”, “usually”, and “always”,
low <6, 6-8 medium and 8 high adherents (71)

19



The Duke Social Support and Stress Scale contain 12items that were used to assess social
support gained from family, friends or significant others. The responses were coded as
follows: “none” =0, “some” =1, “a lot” =2, “yes” =2, “no” =0 and “there was no such
person” =0. A blank response was considered as “0”, the support score was calculated by
summing the six responses in both sections (family and non-family support); based on the
reply to the last question, 2 was added to either the family or non-family support. The total
result was divided by 22 and multiplied by 100 to give a 0 to 100 score (72). All question
was first prepared in English and translated to the local language of the community “Afan
Oromo and Ambharic” for data collection and translated back to English by independent
language expert in order to ensure its consistency. The question contains around six
components: sociodemographic, clinical, personal, organizational factors, social

supporting factors, and antihypertensive medication adherence status evaluation tools.

4.10. Data Collection Methods

Data was collected through face-to -face interviewers. Three BSc nurse were assigned as
data collector separately to three hospitals which had a follow-up unit of HTN and
supervised by two experienced BSc nurse. The principal investigator supervises the
overall activity done daily. The training was given by the principal investigators for two
days on overview of the study topics, interview technique, ethical issues and the rights of
participants for the sake of keeping consistence in all of the data collectors and to minimize

bias through the data collection.

4.11. Data Quality Control

Pretest was done on 5% of the total sample size at Chanco hospital to assess whether the
checklist item was easily understood by data collectors. Data collectors and supervisors
were trained for two days on the purpose of the study, details of the questionnaire, on
interviewing techniques, importance of privacy, and ensuring the confidentiality of the
respondents. The questionnaire was prepared in English language and translated to “Afan
Oromo and Amharic” then back to the English language by language experts to check its
consistency. Close supervisions at the end of every data collection was made; the
questionnaire was reviewed and checked for completeness, accuracy and consistency by

supervisor and principal investigator to take timely corrective measures.
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4.12. Data Processing and Analysis

All the interviewed questionnaires were checked visually by the principal investigator.
Data were coded, cleaned and entered using Epi Data version 3.1 software. Double entry
was made to cross-check the data for completeness before analysis. The entered data was
be exported and analyzed with Statistical Package for Social Science (SPSS) version 23
software. Descriptive analysis was done in frequencies, percentages, means, and standard
deviation, and presented by tables, graphs, and pi-chart.

A bivariate analyses was computed to see the frequency distribution and to test whether
there is an association between medication adherence and selected independent variables,
respectively. Factors associated with medication adherence on bivariate analysis were
identified, and the variables with P-values of <0.2 were taken to multivariable logistic
regression and analysis was done by controlling the confounding variables. An adjusted
odd ratio (AOR) with 95% confidence intervals and P-value<0.05 were declared as having
a significant relation ships with the outcome variables. Muticollinearity and fitness of the
model was checked. Model fitness was tested by the Hosmer-Lemeshow goodness of fit

test and the model was adequately fit with a P-value >0.05.

4.13. Ethical Consideration

Ethical clearance was obtained from the Research and Ethics Committee of the
Department of Nursing and midwifery of AAU and the official letter was sent to three
public hospitals found in North Showa Zone. After getting permission from the hospitals
to participate in the study, verbal and written consent was obtained for the willingness of
patients to participate. The patients’ privacy was maintained by conducting the interview
in a private place and inform them, they were not be any incentive or harm for their
participation in this study. Finally, participants’ identity was kept anonymous throughout

the data collection and analysis process.

4.14. Dissemination of Finding.

The final result of this research will be presented to the community department of nursing
and midwifery of AAU and different seminar. It will be disseminated to the North Showa
health bureau and three public hospitals found in North Showa Zone. Finally, it will be

published in peer-reviewed journals for further utilization
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7. RESULT

7.1.Sociodemographic Characteristics of the respondents

In this study, a total of 348 chronic follow-up hypertensive patients were interviewed from
three public hospitals in North Showa Zone that fulfill the inclusion criteria with a
response rate of 97.4%. As shown in table 1, from the participants more than half (56.3%)
were female. The mean age of the respondents was 53.26 + 11.086 years and majority of
the respondents 197(58.1%) were in the 40-59 age group. By their religion: 66.4%, 21.5%,
and 12.1% were Orthodox, Muslim, and Protestant respectively. More than three quarter
280(82.6%) of the participants were married and 55.5% of them had four and above four
children. Two hundred twenty-seven (67%) of respondents were live in urban. Out of the
respondents, 109(32.2%) can’t read and write, and 143(42.2%) were farmers while more
than half (63.2%) of them were less than 2500 ETB monthly income.

Table 1: Socio demographic characteristic of hypertensive patients (N = 339), North
Showa Zone Public Hospitals, Oromia, North Ethiopia, 2021.

Variables Frequency Percent
Sex Male 148 43.7
Female 191 56.3
Age 18-39 45 13.3
40-59 197 58.1
>60 97 28.6
Religion Orthodox 225 66.4
Muslim 73 215
Protestant 41 12.1
Marital Single 15 4.4
status Married 280 82.6
Divorced 16 4.7
Widowed 28 8.3
Number of <3 151 44.5
children >4 188 55.5
Residence  Urban 227 67
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Rural 112 33

Ethnicity Oromoo 226 66.7
Ambhara 100 29.5
Tigre 2 0.6
Gurage 11 3.2
Educational Can’t read and write 109 32.2
level Read and write 77 22.7
Primary 68 20.1
Secondary 36 10.6
College/University 49 145
Occupation  Farmer 143 42.2
Merchant 110 32.4
Gov’t employee 58 17.2
Daily labour 28 8.3
Monthly <2500 214 63.2
income >2500 125 36.9

7.2. Clinical Character of Hypertensive Patients
In this study, more than one -third (39.1%) of the respondents’ blood pressure (BP) were
greater than or equal to 140/90mmHg, and more than three-quarters (84.4%) of them had
a normal range of body mass index. Out of the respondents, more than three-quarters
(78.2%) of them was a 5Syears history of hypertension and 50.4% of them were on

treatments for 2-4 years. The mean number of pills taken per day was 1.95 with a standard

deviation of 0.84 and 30.1% of them taking three and above drugs (Table 2)

From the participants more than half (52.5%) of them had no comorbidities (Figure 3)
and 62.8% had good knowledge about hypertension and its treatments’. The total mean
score of respondents® social support on the Duke’s social support and stress scale” was
49.96 + 14.63 and more than half (53.4%) of them got support from family or non-family
members (Table 2).
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Table 2: Clinical character of the hypertensive patients’ (N=339) in North showa Zone
Public Hospitals, Oromia, North Ethiopia, 2021

Variables Frequency Percent
Blood pressure less than 120/80mmHg 30 8.8
120-129/<80mmHg 57 16.8
130-139/80-89mmHg 119 35.1
> 140/90mmHg 126 39.2
BMI Less than 18.5 14 4.1
18.5 to<25 286 84.4
>25 39 11.5
Time of diagnosed in <5 265 78.2
year(s) >5 74 21.8
Duration of treatment  0.5-1 52 15.3
2-4 171 50.4
>4 116 34.2
Types of medication 1 125 36.9
2 112 33.0
>3 102 30.1
Knowledge status Good 213 62.8
Poor 126 37.2
Social supporting  Supported 181 53.4
status Unsupported 158 46.6
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Figure 3: Prevalence of Co -morbidity among hypertensive patients at North Showa
Zone, three public hospitals, North Ethiopia, 2021

7.3.0rganization and hypertensive patient’s relationships.
The relationships of organization and hypertensive patients follow up in North Showa
Zone public hospitals show that more than half (57.8%) of them used insurance coverage
and got their medication free from the hospitals, however around 43.4 % of the patients
respondent that, drugs didn’t available in the hospitals. Almost all (95.6%) of the
respondents had good relationships with their health care providers. Nearly half (48.1%)
of the respondents’ drugs changed by their Doctors, and 15.6% had changed three and

above three respectively.

25



Table3: Organization and Hypertensive patients’ relationships (N=339), North showa
public hospital, Oromia, North Ethiopia, 2021

Variables Frequency Percent
Insurance coverage user Yes 196 57.8
No 143 42.2
Drug available in hospital Yes 192 56.6
No 147 43.4
Relationships with health care providers Yes 324 95.6
No 15 4.4
Drugs Changed by Dr. Yes 163 48.1
No 176 51.9
If yes, how many 1 57 16.8
53 15.6
>3 53 15.6

7.4. Medication adherence characteristics of the respondents.
Through using the MMAS-8 scale individuals who respond 6 and above were considered
as adherent and the opposite was true for non-adherence. So out of the 339 chronic follow-
up hypertensive patients, more than half (56.9%) of them adhere to their medication
(Figure 4). Out of the study subjects, more than one-third (34.5%) hadn’t taken their
medication due to forgetfulness. Besides this 32.7%, 24.2%, and 11.2% didn’t take their
medication as a result of feeling worse, travel/leave the house, and feel better respectively
(Table 4). Even though the frequency of remembering differed between the study subjects,
almost more than half (56.9%) of respondents had difficulty remembering their

medication.
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Table 4: Medication Adherence Status of Hypertension Patients follow up at North Showa
Zone Public Hospital, Oromia, North Ethiopia, 2021. N=339.

Variables

Frequency
and percent

Frequency
and percent

Yes No
Do you ever forget to take your medicine? 117 (34.5)  222(65.5)
In the last two weeks, is there any day when you did not take  82(24.2) 257(75.8)
your high blood pressure medication?
Have you ever stopped taking your medications or 82(24.2) 276(78.8)
decreased the dose without your doctor order, because you
felt worse when you took them?
Do you forget to take your medications, when you travel or 111(32.7) 228 (67.3)
leave the house?
Did you take your high blood pressure medication 297 (87.6) 42(12.4)
yesterday?
Do you stop taking your medications, when you feel your 38 (11.2) 301(88.8)
blood pressure is controlled?
Have you ever felt distressed for strictly following your high 49 (14.5) 290 (85.5)

blood pressure treatment?

How often do you have difficulty to remember taking all your blood pressure medications?

Never 146(43.1)
Once 49(14.5)
Sometimes 110(32.4)
Usually 33(9.7)
Always 1(0.3)
Adherent 193 56.9
Non-adherent 146 43.1
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Figure 4: Antihypertensive Medication Adherence Status of North Showa Zone Public
Hospital, North Ethiopia. 2021

7.5.Factors Associated with Antihypertensive Medication Adherence
To identify the association between antihypertensive medication adherence and predictive
variables, a bivariate logistic regression analysis was first done for all independent
variables. A total of nineteen (19) variables were found to be candidates for multivariate
analysis with a p-value less than 0.2 (Table 5). In order to find out the independent
predictors of antihypertensive medication adherence, multivariate logistic regression
analysis was done. Before running the multivariable analysis, Hosmer-Lemeshow
goodness of fit (P=0.245) and multicollinearity (VIF=1.04-1.58) were tested and the

model was adequately fit and no multcollinearity among the variables.

The candidates’ variables identified for multivariate logistic regression analysis were
entered into SPSS version 23 using the backward method. Seven variables, namely:
marital status, residence, BP status, number of medications used, co-morbidity, knowledge
status about HTN and its treatments, and insurance user showed significant association

with antihypertensive MA among hypertension patients follow-up at P-value <0.05.

Table 5 presented the multivariate logistic regression of factors associated with
antihypertensive medication adherence. As table 5 showed that those who got married
were 3 times (AOR=3.28, 95%CI= 1.12-9.60) more adhere than widowed. In the same

28



manner, individuals who live in the Urban area were three times (AOR= 2.59, 95%ClI
=1.42-4.75) more adhere than the counterpart. Those who have controlled BP had a
significantly higher chance of being adherent to their medication (AOR=4.26, 95% ClI
=2.37-7.67) than uncontrolled BP. The odds of adherence of those who took less than or
equal to two drugs were three times (AOR=2.59, 95%CI1=1.35-4.97) higher than the odd

of adherence among hypertensive patients who took three and more drugs (Table5).

Those who had no comorbidities were two times (AOR=2.48, 95%CI=1.33-4.67) more
adhere than those who had any comorbidities. The odds of adherence to anti-HTN
medication among those who had good knowledge was five times (AOR = 5.01, 95%ClI
= 2.69-9.35) higher than the odds of adherence among HTN patients who had poor
knowledge. Besides, those whose drug cost covered by insurance was two (AOR=2.20,

95%CI=1.23-3.95) times more adhere to their medication than those paid a cost (Table 5)
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Table 5: Bivariate and multivariate logestic regression analysis result showing factor
associated with antihypertensive medication adherence among hypertensive patients
follow up at North Showa Zone Public Hospitals, Oromia, North Ethiopia, 2021. (N=339)

Variables Adherence COR (95%CI P-value AOR (95%CIl)  P-value
Adh  Non-
erent adherent
Male 79 69 1
Sex
Female 124 67 2.12(1.37-3.29) 0.001*
18-39 23 23 1.21(0.06-2.43  0.604
Age 40-59 126 70 2.17(1.32-3.56) 0.002*
>60 53 44 1
Single 3 12 0.63(0.14-2.82 0.54 0.46(0.08-2.64) 0.380
Marital ~ Married 178 102 4.36(1.86- 0.001*  3.28(1.12-9.60) 0.030**
status 10.26)
Divorced 4 12 0.83(0.21-3.37) 0.798 0.59(0.11-3.17)  0.539
Widowed 8 20 1 1
No. <3 99 52 1.90(2.07-5.31)  0.004*
children >4 94 94 1
Residen  Urban 152 76 3.31(2.07-5.31) 0.002*  2.59(1.42-4.75)  0.002**
ce
Rural 42 70 1 1
Educatio Informal 88 103 1
nal level Formal 105 43 2.86(1.81-4.50) <0.001*
Occupat  Farmer 79 64 2.22(0.96-5.15) 0.063*
ion Merchant 66 44 2.70(1.14-6.39) 0.024*
Gov’t 38 20 3.42(1.33-8.79) 0.011*
employe
Daily 10 18 1
worker
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Monthly <2500 117 97 1
income  >2500 76 49 1.29(0.82-2.01) 0.27
BP Controlle 145 61 4.21(2.65-6.70) <0.001* 4.26(2.37-7.67) <0.001**
status d
Uncontro 48 85 1 1
Iled
Less than 6 8 1.08(0.33-3.50) 0.898
BMI 18.5
18.5- 162 102 2.29(1.30-4.03) 0.004*
24.99
>25 25 36 1
Duration <byears 163 102 2.34(1.39-3.97) 0.002*
of >5years 30 44 1
diagnos
Duration <byears 163 102 2.34(1.39-3.97) 0.002*
of >Syears 30 44 1
treatme
No. of <2 91 40 2.36(1.49-3.75) <0.001* 2.59(1.35-4.97) 0.004**
drugs >3 102 106 1 1
Comorbi Absence 131 46 4.59(2.90-7.29) <0.001* 2.48(1.33-4.61) 0.004**
dity Presence 62 100 1 1
Knowle  Poor 41 86 1 1
dge Good 152 61 5.17(3.21-8.32) <0.001* 5.01(2.69-9.35) <0.001**
status
Insuranc  Yes 134 62 3.08(1.96-4.82) <0.001* 2.20(1.23-3.95) 0.008**
e No 84 59 1 1
User
Drugs in  Yes 113 79 1.37(0.89-2.16)  0.104*
hospital No 80 67 1
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Relation  Yes 188 136 2.77(0.92-8.27)  0.069*  3.73(0.98- 0.054
with 14.22)

HCPs No 5 10 1 1

Drugs Yes 86 77 1 1

changed No 107 69 1.39(0.90-2.14) 0.136*  0.56(0.30- 1.07) 0.078
by Dr.

If yes 1 32 25 1.55(0.73-3.28)  0.256

how 2 30 23 1.58(0.73-3.39)  0.245

many >3 24 29 1

Social Unsuppor 76 82 1 1

support  ted

status Supporte 117 64 0.51(0.33-0.78)  0.002*  1.78(0.99- 3.20  0.055

d

Note: “*” Variables with P-value<0.2, “**”variables with p value <0.05, P- value =0.000
considered as P<0.001, AOR adjusted odds ratio, CI confidence interval, COR crude odds

ratio,” BMI” body mass index, “1” reference category, “BP” blood pressure, “HCPs”

health care providers
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8. DISCUSSION

The adherence status of hypertension patients to anti-hypertension medications remains a
major challenge for public health, especially in developing countries. Poor adherence to
antihypertensive medication is the most important reason for uncontrolled HTN, serious
complications, and wastage of health care resources. Inthe absence of new drugs to control
BP, drug adherence is a crucial issue in the management of hypertensive patients. As
different studies show the major challenge in controlling BP is lack of persistence follow
up with poor day to day execution of the prescribed drugs (25)

In this study, more than half (56.9%) of the respondents in North Showa Zone public
hospitals were found to be adherent to their antihypertensive medication treatment. This
finding consistent with the study done in Nigeria (61.2%) (50), Kenya (62.4%) (51) and
JUSH (61.7%) (37)

The observed 56.9 % is higher than the findings of other studies reported in Pakistan
(7.58%) (22), India (23.7%) (25), North Vitienema (49.8%) (29), Cameron (43.9 %) (6)
and Nedjo general hospital (3.14%) (30). The possible discrepancy might be explained, in
the current study more than half (57.8%) of hypertension patients receive free medical
care and drugs, whereas, in the other study, patients pay for their treatment. In Nedjo

general hospital small (172) sample size was used.

However the present finding is lower than the studies done in Romania (69.8%) (45), Sri
Lanka (71.8% ) (46) and Korea (81.7%) (47), Debre tabor general hospital (75.1%) (19)
and University of Gondar hospital (64.6%) (39). This inconsistency might be due to better
health care and health facility, better knowledge toward hypertension and its management
among participants and sociodemographic variation in Romania, Sri Lanlka, and Korea,
as well as sample size variation (1,523) in Korea than the current study. In Debre tabor
general hospital and University of Gondar hospital study, the adherence status was

assessed using the four-item Morisky medication adherence scale (MMAS-4)
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In the current study, there is a significant association between marital status and
antihypertensive medication adherence. Those who got married were three times more
adherent than widowed. This finding is in line with the study done in north United Arab
Emirates, Ghana and Black Lion hospital (57,58,60). This association could be due to,
those who married had a person to whom share their stressor as well as one can remind

the others, the time to take medication.

This study shows that those who live in urban area were three times more adherent than
the counterpart. This finding is consistent with a study done in Debra tabor general hospital
and Hawass referral hospitals (19,24). The association might be explained that urban
residents lived to have a high chance to access media, too near the health facility, and took
less time to reach the health facility for their medications. Besides this, they might have a
high chance to remember the time to take their medication.

However, there is an inconsistent study done in India (23), Korea (54), and Northwest
Ethiopia (18). The discrepancy might be due to India and Korea is a developed country in
which all communities can easily access the media, health facility and reach the health
facility on time. While the local discrepancy could be due to the study setting, more than

three quarter (78.2%) of them were urban, whereas in the current study (67%) is urban.

Blood pressure control remains unsatisfactory in all countries of the world and several
factors have been identified which hinder blood pressure control. From them, poor
medication adherence plays a tremendous role (25). In this study, those who had controlled
BP were four-time more adherent than those who had uncontrolled BP. This finding in
line with the study done in Uzbekistan (61), Malaysia (32), Romania (45), Gana and
Nigeria (59), University of Gondar hospital (39) and Hawassa referral hospital (24).

The association could be explained that controlled BP might be contributing to better
outcome of treatment, offer the patient good satisfaction and creates strong motivation of
the patients towards the treatment. But, uncontrolled BP could make the patient hopeless

and low satisfaction, and come up with stop their treatment.
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There is a significant association between the number of antihypertensive drugs taken and
the adherence status of patients. In this study, those who took less than or equal to two
drugs per day were three times more adherent than those who took three and more. This
finding agreed with the study done in Iran (63), Brazil (64), United Arab Emirates (57),
Algeria (33), Debre tabor general hospital (19), and JUSH (37). The association might be
due to the fact that when the number of drugs taken by patients decreases, their ability to
remember and memorize the proper intake of the drugs (right drugs at right time)
increased. Besides, fewer drugs have fewer side effects, which ultimately increases the
adherence status of patients.

Co-morbidities can worsen the conditions of the patient's diseases and the burden of cost
that decrease the adherence to anti-hypertensive medications. This study revealed that
individuals with one or more comorbidities were less adhere to their medication than those
who had no comorbidity. This finding is supported by the study done in Debra tabor
general hospitals, Algeria, and Iran (19,33,63). The possible reason could be due to a
complicated treatment regimen (increased the number of prescribed medications) for both
HTN and comorbidities could result to polypharmacy, pill burden and create fear on
patients about its side effect, that hinder the adherence of prescribed medication. Besides,
when patients have another added health problem, their attention could be diverted

towards the newly developed disease.

This study inconsistent with the study done in India (25), Namibia (65), and Saudi Arabia
(21). The variation might be due to better health facilities accessibility increases the
chance of early diagnosis and management of comorbidities, the ability to perceive the
seriousness of their health condition and want to prevent further complications.
Additionally, experiencing more severe symptoms of other conditions increase the

patients’ adherence to their medication.

Poor adherence and poor HTN control still unresolved big challenges for health care
providers, but having information about the HTN and its treatment is a significant
independent determinant of good adherence (40). In this study individuals who had good
knowledge about hypertension and its treatments were five-time more adhere than the

counterpart.
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This finding in line with the study done in Debra tabor general hospital, Poland, United
Arab Emirates, Nigeria, Kenya, Uzbekistan and India (19,40,41,50,51,61,62). The
association might be due to good knowledge about HTN and its treatment creates a clear

understanding and avoids confusion about the disease condition and its treatment.

In this study, those who used insurance coverage were two times more adherent than those
who paid cost per their follow-up. This finding similar to the study done in Algeria (33)
and Northwest Ethiopia (18). The association might be explained that among insurance
users, the burden of cost pay was already covered, they didn’t worry about the cost of
drugs rather than the time to take the drugs and their effectiveness.

However the present study contrary to the study done in Korea (54) and United Arab
Emirates (57). The discrepancy might be due to Korea and the United Arab Emirates is a
developed country in which the community can afford the cost of drugs and the health
care facility.

8.1. Strength and Limitation of the Study

This study includes the most important variables which have an association with anti-
hypertensive MA and it incorporates more public hospitals found in North Showa Zone.
Antihypertensive medication adherence was assessed through the 8-item Morisky
medication adherence scale (MMAS-8) that had 83% reliability and data were collected
from patients through face-to-face interviews with patients; this helps me to have more
complete information. It also generalizes all hypertensive patients who had follow-up at
North Showa Zone public hospitals.

The study didn’t include the private health facility which provides hypertension follow-
up services and didn’t consider patients who didn’t visit the health facility during the data
collection. Besides this, it didn’t determine the cause and effects as a result of study design

and might have a bias of self-response.
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9. CONCLUSION AND RECOMMENDATION

9.1 Conclusion

The adherence status of this study was sub-optimal and the knowledge status of
hypertension patients about the disease and its treatments was the most associated factor.
Besides, the status blood pressure, marital status, residence, number of drugs used,
comorbidities and insurance user were stastically significantly associated. Give health
education for patients about HTN and its treatments, early diagnosis, and management of
comorbidity, and adherence counseling plays a tremendous role in improving the

adherence status of clients.

9.2. Recommendation
Based on the findings of the study, the following recommendation are forwarded:

To North Showa Zone health professionals:

+ Give health education for hypertensive patients on the diseases and their treatments,
and emphasis should be given to rural patients.

+ Counseling the patients on antihypertensive MA, especially advising the patients to
use medication boxes with dates/times written on the boxes or setting an alarm clock.

+ Early diagnosis and management of comorbidities

+ Take attention to the selection of medication, especially the number of medications or

simplifying regimes.
To North Showa Zone health bureau and Policy makers

+ Create awareness and opportunity for the community to use insurance of health
coverage

+ Increases the accessibility of medical health care as much as possible
To researchers’

+ Including the private health facility which provide hypertension follow-up and use
another study design to prevent self-report bias as well as to determine cause and

effects

+ Increases the sample size to enhance the chance of finding out the problems.
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11.APPENDEX
ADDIS ABABA UNIVERSITY

COLLEGE OF HEALTH SCIENCES

SCHOOL OF NURSING AND MIDWIFERY
DEPARTMENT OF NURSING

Annex I: Information sheet
Hello. My name is I am working on behalf of a research conducted

by Asfaw Getaye, a post graduate student from Addis Ababa University, College of Health
Sciences, and department of Nursing. | kindly request you to lend me your attention to
explain about the study and being selected as a study participant. If you allow me, I would
like to ask few questions which takes 20minutes after you understand the following

information sheet.
Study title:

Antihypertensive medication adherence and its associated factors among hypertensive

patients in North Showa Zone Public hospitals, Ethiopia 2021
Obijective of the study:

To assess antihypertensive medication adherence and its associated factors among

hypertensive patients in North Showa Zone Public hospitals, Ethiopia 2021
Procedure and duration:

I will be interviewing you using structured questionnaire to provide a data that is helpful

for the study. The interview will take about 20 minute, so | kindly request you.
Risk and benefit of the study:

The risk of being participating in this study is very minimal, it only take your time. There
won’t be any payment for participating in this study. But the findings from this research

may reveal necessary information for the Zonal health bureau. On the other hand if you
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don’t know the associated factors of antihypertensive medication adherence you can

capture many information.
Right of the participants:

Participation for this study is fully voluntary. You have the right to declare to participate
or not in this study. If you decide to participate, you have the right to withdrawal from the

study at any time. You don’t have to answer any questions that you don’t want to answer
Confidentiality:

The information you will provide us will be confidential. There will no information that
will identify you in particular. Any information forward will be kept private and name will

not be specified
Contact address:

If there are any question or enquiries at any time about the study or the procedure you can

contact by using the following address.
Principal investigator: Asfaw Getaye

E-mail: asfawgetayell@gmail.com

Mobile phone: +2521-0932498804
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Annex I1: Informed Consent
I have read this form or it has been read to me in the language | understand. | have clearly
understood the purpose of the research, the procedure, the risk and benefits, issue of
confidentiality, the right of participating and the contact address for any queries. | have
been given the oppounity to ask questions for things that may have be unclear. | was
informed that | have the right to withdrawal from that study at any time or not to answer
any questions that I don’t want. Are you willing to participate in this study?

A. NO---------- (say thanks!)
B. Yes------- Continue with the interview

How long have you been taking anti — hypertensive medications?
If < 6 months, thank and stop interviewing.

If >6 months, continue interviewing

Thank you for being voluntary to participate in the study

Name of the interviewer Sign. Date

Identification Code Number:
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Annex I11: Data collection for English version Questionnaire

Part 1 — Socio-demography factors: This section is about sociodemographic

characteristics of the respondent. Tick (1) on the responses from the given alternatives.

No. Question Category
101 Gender of the respondent Male o Female m
102 Age of the respondents | -m-m-m-mememee- Years
103 Religion 1=Orthodox o
2 = Muslim i
3 = Protestant m
4 = Catholic m
99 = Other --- (Specify)
104 Marital status 1=Single o 2=Married 0o
3 =Divorced o 4 = Widowed o
105 Number of children | ==--m-mm—--
106 Residence 1= Urban 2= Rural
107 Ethnicity 1=0romo o 2=Amhara O
3=Tigre o 4=Gurage O
99 = Other... (Specify)
108 Level of education 1= Can’t read and write O
2 = Read and write O
3 = Primary m
4 = Secondary m
5 = College/University o
109 Occupation 1=Farmer o 2: Merchant o
3: Governmental employee O
4 = Daily labor o
99 = Other (Specify)------ )------
1010 Monthly income | smemmeeeee- ETB
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Part Il: Clinical Factors: This section is about the general health condition of the
respondent. Ask the questions and fill the given answer from the respondent on the space

provided.

No. | Questions Category

201 | What was the respondent’s blood pressure

measurement today? | - in mmHg

202 | What is the respondent’s BMI?

203 | How long has it been since you were diagnosed with | ------ months/years?

hypertension

204 | How long have you been taking anti-hypertensive | ------ in month/years

medications?

205 | How many types of anti-hypertensive medications | ---------
do you take?

206 | Do you have any of these comorbidities? 1=No comorbidities o
2=Diabetes mellituso
3=CKD 0o

4 = Stroke o

5=CAD o
990thers (Specify)-

Part Ill1- Personal Factors (knowledge of hypertension): This section is about
knowledge regarding hypertension, measurement of BP and its management. Tick (V) on

the box in front of the alternative that is given as an answer by the respondents.

No. | Question Category

301 | Which of the following is true about | 1=Raised BP o 2=Raised blood sugar o

hypertension? 3=Increased stress o 4= Don’t know O
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302 | A person is considered to have | True o
hypertension if either their systolic | False o
blood pressure is 140 or their diastolic
is 90 or higher on two separate
occasions.
1 = More than one type of blood

303

Which of the following statements
about taking blood pressure medicine

is true?

pressure medicine can be taken at the

same time o

2 = Blood pressure medicine should be
taken if a person drank alcohol that day

O

3 =

always be taken with food o

Blood pressure medicine should

4 = Blood pressure medicine works best

if it is taken at bedtime o

304 | Most people can tell when their blood | True o
pressure is high because they feel bad | False o
or sever hedache
305 | Which of the following increases your | 1=Family history of HTN m
. . o
risk of having hypertension? 2=Aging -
3= Overweight m

4= Eating high fat contents & salt O

306 | Hypertension is a treatable diseases True O False O
307 | People with hypertension do not need | True m
to take medicine if they exercise | False m

regularly
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308 | Which one of the following changesto | 1= Eat more fruits, vegetables, whole
your diet is most likely to lower blood | grains, and low-fat dairy products o
pressure? 2 = Eliminate spicy foods o

3 = Drink one glass of red wine dailyo
4 = Drink herbal tea instead of coffeen

309 | Uncontrolled hypertension can lead to | 1= Stroke o 2= Lung cancer o

hich of the following:
which of the tollowing 3= Brain cancer 04= High cholesterol

Part 1V: Organizational Factors: This section is about health care system and health
care provider- patient relationships. Ask the questions and fill or tick () the given

answer from the respondents on the space provided

NO. | Questionnaire Responds
401 | Are you a health insurance coverage user? Yes o No O
402 | If not what is the average cost of your hypertension ETB

medication per month?

403 | Are those drugs readily available in the hospital Yes O
pharmacy? No o
404 | Have you good relationships with your health care Yes O
provider? No O

405 | Have you ever been the drugs changed by your Doctor? | Yes o No o

406 | If yes how many times?

407 | Have you ever been told by your Doctor the importance | Yes m

of taking your high blood pressure medication? No O

Part V — Social Support Factors: This section is about support gained from family and

non-family members. After stating the family or non-family member, tick on:-
None - if there is no support at all from the stated individual

Some — if there is minimal support from the stated individual

A lot — if the individual stated is very supportive.

NA — if there is no such family or non-family member

52



No. | Questions
Do you get support from these family Non | Some Alot | NA:O
members? e:0 |1 2
501 | Your wife, husband, or significant other
person
502 | Your children or grandchildren
503 | Your parents or grandparents
504 | Your brothers or sisters
505 | Your other blood relatives
506 | Your relatives by marriage (for example: in-
laws, ex-wife, ex-husband)
Do you get support from these non-family
members?
507 | Your neighbors
508 | Your co-workers
509 | Your religious peers
510 | Your other friends
511 | Do you have one particular person whom 2=Yes
you trust and to whom you can go with 0=No
personal difficulties?
512 | Which of the above types of person is he or | Family member
she? Non family member

Part VI — Adherence to Medications: This section

is concerned with the respondents

adherence to the prescribed anti — hypertensive medications. Tick (V) on the box based on

the respondent response.

No. | Question Category
601 | Do you ever forget to take your medicine? 1=Yes O
0=No O
602 | In the last two weeks, is there any day when you did not | 1=Yes 0O
take your high blood pressure medication? 0=No o
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603 | Have you ever stopped taking your medications or | 1=Yes O
decreased the dose without your doctor order, because you | 0=No O
felt worse when you took them?

604 | Do you forget to take your medications, when you travel or | 1=Yes O
leave the house? 0=No m

605 | Did you take your high blood pressure medication | 1=Yes o
yesterday? 0=No o

606 | Do you stop taking your medications, when you feel your | 1=Yes O
blood pressure is controlled? 0=No o

607 | Have you ever felt distressed for strictly following your | 1=Yes o
high blood pressure treatment? 0=No o

608 | How often do you have difficulty to remembering taking all | 1=Never o
you blood pressure medication? 2=0nce m

3=Sometimes O
4=Usually o
5=Always o
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Annex IV: Data collection for Afaan Oromoo Version Questionnaire

YUNIVARSIITI FINFINNEE
KOLLEEJJIlI FAYYAA
MANA BARUMSAA NARSINGII FI MIIDWAAYIFERII
DIPPAARTIMENTII NARSIINGII

Odeeffannoo

Akkam bultan? Magaan Koo---------- jedhama ykn gaafataa Asfaaw Getaayyee bakka
bu’aa dha. Inni barnoota digirii lammataa isaa Yunivarsiitii Finfinneetti, Kolleejjii
fayyaa,dippaartimentii narsiingii barataa jira.Yoo fedhii keessan ta’e yaada keessan naaf
ergisaatii waa’ee mata duree qorannoo isaa isiniifan ibsa.Mataa dureen gorannoo isaa
“Sadarkaa dhukkubsattoonni dhiibbaa dhiigaa qoricha isaanii fayyadamaa jiranii fi
wantoota isaan akka sirriitti hin hordofne taasisan hospitaalota mootummaa
godinaa Shawaa Kaabaa, Motummaa Nannoo Oromiyaa.” Bu’aan qorannoo isaas
sadarkaa fi wantoota qoricha dhiibbaa dhiigaa akka sirriitti hin hordofne taasisan erga
addaan bahee booda murteen akka irratti fudhatamu yaada dhiiheessudha ykn taasisuudh.
Ani gaaffileen isin gaafaadhu jira, gaaffileen kunis yoo baay’ate dagiigaa 20 gofa isinitti

fudhata, kanaan ala dhiibbaa tokko illee isinirratti hin gabu.

Bu’aan isin gorannoo kana irraa argattan, rakkoolee jiran bulchiinsa fayyaa godinaa fi
hospitaalaaf ni barreeffama, isinis wantoota akka isin qoricha keessaan sirriitti hin
fudhanne taasisan irraa barachuu dandeechu.Qorannoo kana irratti kan hirmaattan fedhii
keessaniini, yeroo barbaaddan addaan kutuu, akkasummas gaaffii hin barbaanne deebisuu

dhiisuu ni dandeessu. Icitiin keessaan/gaafatama yeroo kammiyyuu kan eegameedha

Yeroo barbaadanittit yaada fi gaaffii kamiyyuu gabdan karaa armaan gadii kanan

gaafachuu dandeessu.
Abbaan qorannoo: Asfaaw Getaayyee Tolaa

E-mail: asfawgetayell@gmail.com

Lakka bilbilaa: +2521-0932498804

55


mailto:asfawgetaye11@gmail.com

Foormii Waliigaltee Afaanii:

Yaadooliin waa’ee bu’aa qorannoo kanaa, mirgii fi dirqgamni ani gabu, jechuun yeroon
barbaadetti gaafatamuu addaan kutuu fi gaaffii ani hin barbanne deebisuu dhiisuu,
akkasumas yaada ifa naaf hin taane gaafachuun mirgaa koo akka ta’e afaan ani beekuun

haala sirrii ta’een naaf ibsameera.

Qorranicha irratti hirmaachuuf fedhii gabdaa?

A: Lakkii------- galaatoomi itti dhiisi.

B: Eyyee-------- itti fufi

Kanaan dura qoricha dhiibbaa dhiigaa hagamiif fudhattee jirta?....
Ji’a jahaa gadiif itti dhiisi/addaan kuti

Ji’a jahaa oliif gaaffii gafachuu itti fufi

Fedhii keetiin goranicha irratti hirmachuu keetiif guddaa galatoomi.

Magaa gaafataa Mallattoo Guyyaa

Koodii Gaafannoo
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Kutaa I1: Dhiibbaa Hawaasummaa fi Dinagdee.

Kutaan Kun akkaataa hawaasummaa fi dinagdeen haala fayyadama qoricha dhiibbaa
dhiigaa irratti gabu beekuuf nu fayyada. Deebii gaafatamaan deebisee sanduuga filannoo

jala jiru irratti mallattoo (V) kana godhi.

Lakk. | Gaaffilee Filannoo Deebii
101 | Saala 1: Dhi m 2:Dha O
102 | Umurii | = (waggaadhaan)
103 | Amantaa 1: Ortodoksii O 2: Musliima o
3: Pirootestaantii O 4: Kaatoolikii 0
99: Kan biro----(cagasi)
104 | Haala Maatii 1: kan hin fuune/ hin heerumne ©
2: kan fuudhe/ heerumte m
3: kan wal hike o 4: kan jala du’e/duute o
105 | Baay’ina Daa’immaanii | --------------
106 | Iddoo jireenyaa 1: Magaalaa O 2: Baadiyyaa O
l: Oromoo O 2: Amara O
107 | Saba 3: Tigree O 4: Guragee O
99: kan biro--------- (caqasi)
1: kan dubbisuu fi barreessuu hin dandeenye O
108 | Sadarkaa barnootaa 2:kan dubbisuu fi barreessuu danda’u o
3: Sadarka 1™@ kan barate/tte o
4 Sadarkaa 2@ kan barate/tte O
5: Kolloojjii ykn Yunivarsiitii O
1: Qotee bulaa/bultuu O
109 | Gosa hojii 2: Daldalaa/ttuu m
3. Hojjetaa/ttuu Mootummaa 0O
2: Hojjetaa/ttuu guyyaa O
4: Kan biraa........ (caqasi)
1010 | Galiiji'a | =mmemeee- ETB
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Kutaa Il: Gaaffilee Haala Fayyaaf Sababa Ta’an.

Kutaan kun haala waliigala fayyaa hirmaataa ittiin gorachuuf fayyaduu dha. Erga gaaffii

gafattee booda deebii hirmaataan kenne iddoo duwwaa fi sanduugaa filannoo deebii jala

jiru guuti ykn mallattoo () kana godhi.

tarreeffaman keessaa kam gabda?

Lakk. | Gaaffiilee Filannoo Deebii

1 Dhiibbaan dhiigaa gaafatama/ttu har’aa | ----- mmHg
meeqa?

2 Ulfaatina hiruu iskuweerii dheerinaa(BMI) | --------

3 Dhukkubaa dhiibbaa dhiigaa kee erga barte | ------- waggaadhaan/ ji’aan
hagam ta’a?

4 Qoricha dhiibbaa dhiigaa erga fudhachuu | ------ waggaadhaan/ ji’aan
eegaltee hagam ta’a?

5 Qoricha dhiibbaa dhiigaa gosa meeqga | ------
fudhataa jirta?

6 Dhiibbaa dhiigaatiin alatti dhibeewwan 1:Hingabu o

2:Dhibee sukkaaraa o
3:Dhibee kalee o

4: Dhibee sammuu keessatti
dhiigniidhangala’uu o

5: Dhibee laphee o

6: kan biroo ----(caqasi)

Kutaa I11: Gaaffilee Beekumsa Dhiibbaa Dhiigaatiin Walgabatan:

Kutaan kun beekumsa namoonni waa’ee dhiibbaa dhiigaa, haala safartuu isaa fi akkaataa

ittiin ofirraa ittisan kan ilaallatuudha. Erga gaaffii gaafattee booda deebii inni/isheen siif

deebiste/deebise sanduuqa filannoo deebii jala jiru irratti mallattoo () kana godhi.

Lakka

Gaaffilee

Filannoo Deebii

301

Waa’ee dhiibbaa dhiigaa ilaalchisee

isa kamtu sirriidha?

1: Dhiibbaan dhiigaa dabaluuo
2: Sukaarri dhiiga keesssatti dabaluuc

3:Dhiphinni dabaluuo

58




4: Hin beekuo

302 Namnii tokko dhiibbaa dhiigaa gaba | 1: Dhugaao
kan jedhamu safartuun dhiibbaa 2: Sobao
dhiigaa isaa yeroo adda addaa lama
safaramee yoo 140/90 taheedha.

303 Kanneen armaan gadii tarreeffaman 1:Gosoota goricha dhiibbaa dhiigaa
keessaa waa’ee qoricha dhiibbaa tokko ol altokkotti fuudhachuuo
dhiigaa fudhaachuu ilaalchisee isa 2: Qoricha dhiibbaa dhiigaa guyyaa
kamtu sirriidha? alkoolii dhugan hin fudhatamuo

3:Qorichi dhiibbaa dhiigaa yeroo
hunda nyaata faana fudhatamuu gabao
4: Qorichii dhiibbaa dhiigaa sirriitti
kan hojjetu yeroo hirribaa yoo
fudhatameedhao

304 Namootni baay’een dhiibbaan 1: Dhugaao
dhiigaa isaanii dabaluu kan himatan, | 2: Sobac
yeroo dhukkubbiin mataa itti
cimeedha.

305 Kanneen tarreeffaman keessaa isaa/n | 1: Maatiin dhiibbaa dhiigaa
kamtu dhiibbaa dhiigaa gabamuuf gabaachuuc
sababa taha? 2: Umuriin guddaachuu/duuloomuc

3: Ulfaatinni akka malee dabaaluuo
4: Nyaata cooma fi ashaboo baay’ee
gabu fayyadamuuo

306 Dhiibbaa dhiigaa dhukkuba 1: Dhugaac
yaalammuu danda’amudha 2: Sobao

307 Namootni dhiibbaa dhiigaa gaban 1: Dhugaac
yeroo wal-fakkaataa keessa sochii 2: Sobao

gaamaa yoo godhan qoricha

fudhachuun isaan hin barbaachisu.
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308

Gosoota nyaataa tarreeffaman
keessaa isa kamtu dhiibbaa dhiigaa

hir’isuuf gargaara?

1: Yeroo baay’ee kuduraa, muduraa,
nyaataa dheedhii fi cooma xigqoo
gaban fayyadamuo

2: Nyaata zayita gaban gonkumaa
fudhachu dhiisuuo

3: Guyyaatti wayinii garuuraa tokko
dhuguu. o

4: Bunarra shaayii dhuguu. o

309

To’atamuu dhaabuun dhiibbaa

dhiigaa isa kam fiduu danda’aa?

1: Sammuu keessatti dhiiguu. o
2: Kansarii sombaao

3: Kansarii sammuuo

4: Dhiigaa keessaatti baay’achuu

coO0maa O

Kutaa IV: Dhiibbaa Dhaabbata Fayyaa: Kutaan kun waa’ee sirna eegumsa fayyaa,

walitti dhufeenya dhukkubsataa fi ogeessotaa ilaallata. Erga gaafattee booda deebii isaa

iddoo/ sanduuga filannoo deebii jalatti mallattoo (V) kana godhi.

Lakk. | Gaaffilee Filannoo Deebii
401 | Yaalii kaffaltii bilisaa irraa fayyadamtuu? Eyye o Lakkio
402 | Yoo lakki tahee gidduu galaan qorichaa dhiibbaa | ------- ETB

dhiigaa keessan bitachuuf ji’aan garshii hagam baastu?
403 | Qorichi isin fayyadamtan, mana gorichaa hospitaala Eyyeo

isin itti yaalamtaniitti ni argamaa? Lakkio
404 | Hariiroo gaarii hojjettoota fayyaa waliin gabduu? Eyye o Lakkio
405 | Doktoriin gorichaa isin fayyadamaa jirtan isin jalaa Eyyeeo

jijjiiree beekaa? Lakkiio
406 | Yoo eyyee tahe almeeqaaf? | —meeeeee-
407 | Kanaan dura Doktoriin keessan faayidaa qoricha Eyyeo

dhiibbaa dhiigaa fudhachuu isinitti himee beekaa? Lakkio

Kutaa V: Dhiibbaa Gargaarsi Namoota Haala Qoricha Fayyadamuu Irratti Qabu.

Gaaffileen armaan gadii haala gargaarsa namoota maatii fi maatii hin ta’iin beekuuf
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gargaara. Deebii gaafatamaan deebise filannoo deebii armaan gadii irraatti hunda’ii isaan

jalatti mallattoo (V) kana godhi.

Homaa: Kan jedhame irraa gargaarsa kan hin arganne

Xiggoo: Kan jedhame irraa gargaarsa xiqgoo kan argatu

Sirriitti: Kan jedhame sun kan sirriitti isaa/ishee gargaaru

Kan jedhaame hin gabu: Maatiis kan maatii hin ta’iin kan hin gabne.

Lakk. | Gaaffilee
Miseensaa maatii kanarraa gargaarsa | Homaa: | Xiqq | Sirriit | Kan
argachaa jirtaa? 0 00: ti: jedhamee
1 2 hin gabu: 0
501 Abbaa manaa/haadha manaa
502 ljoollee kee/ijoollee ilmaan keetii
503 Abbaa/haadha kee ykn
akaakayyuu/akkawoo kee
504 Obboleessa/ Obboleettii
505 Firoottan dhiigaa irraa
506 Firoottan karaa fuudhaa fi heerumaa
irraa
Miseensa maatii kee hin tanee kana
irraa gargaarsa argata jirta?
507 Ollaa kee irraa
508 Nama waliin hojjetu irraa
509 Namoota amantaan kee wal
fakkaatu irraa
510 Hiriyoota kee biraa irraa
511 Namoota sirritti amantu ykn kan 2: Eyyee
yeroo rakkoon sirra gahe siwaliin 0: Lakki
dhaabbaatu qabdaa?
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512

Namoota armaan olii keessaa isaan 1: Namoota maatii irraa

kamirraa argattaa? 2: Namoota maatii hin tane irraa

Kutaa VI: Gaaffilee Qorichaa Sirriitti Hordofuu fi Dhabuu: Kutaan Kun akkaataa

hirmaataan tokko qoricha dhiibbaa dhiigaa isaa sirriitti hordoofaa jiraachu fi dhiisuu isaa

ilaaluuf fayyada. Deebii gaafatamaan deebisee sanduuga filaanoo deebii jala jiru irratti

mallattoo (V) kana godhi.

Lakk. Gaaffilee Filannoo Deebii
601 Qoricha dhiibbaa dhiigaa keessaan irraanfattanii 1: Eyye O
beektuu? 0: Lakkio
602 | Torbee lamaan darbaan keessaa goricha dhiibbaa 1:Eyyen
dhiigaa guyyaan 0soo hin fudhatiin hafte jiraa? 0: Lakkio
703 Sababa yeroo fudhattu siyaaddeessuuf qoricha 1: Eyyeo
dhiibbaa dhiigaa kee, eeyyamaa Doktoraan ala addaan | 0: Lakkio
kuttee ykn hanga isaa hir’istee beektaa?
604 Yeroo karaa deemtu ykn manaa baatu qoricha kee 1: Eyyeo
irraanfattee beektaa? 0: Lakkio
605 Qoricha dhiibbaa dhiigaa kee kaleessa fudhattee 1: Eyyeeno
turtee? 0: lakkio
606 Yeroo dhiibbaan dhiigaa kee to’atame qoricha kee ni 1: Eyyeno
dhaabdaa? 0: Lakkio
607 Yeroo goricha dhiibbaa dhiigaa kee sirriitti hordoftu 1: Eyyeo
waanti sidhiphise jiraa? 0: Lakkio
608 Qoricha dhiibbaa dhiigaa kee al meega fudhaachuuf 1=Gonkummaa O
yaadachuu rakkattee? 2=Al-tokko O
3=Darbee darbee O
4=Yeroo baay’ee O
5=Yeroo hunda m

HIRMAANNAA KEESSANIIF GUDDAA GALATOOMAA!!
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AnnexV: Data Collection for Amharic Version Questionnaire
A%8.h ANN RLNCA. L

ms A27%h hA &
1CA. 7915 L PLC +9CF NT
1ICA. 79 hEA

ANZL: - PAD/ S M/

WAGP :Haq, 10 PIRALM NARA ANN RLACNT NEULZ 9oL 994 NMT AL TN

PAE AT NICATT A&A ANGO- 18 NHNLLE MTF MAR 1M =NA DG+ AT AL DT+ +Nh4.L
naean/a AMNLLT Tt ATEFAMT NARNCT AMEPAL =N P8AT PN+ATTY
Panc8 mZdF NS NBA N 20 2P NAL PHLMNASL, Mt MPRPTFT AMPP ALAIAL ::

st CON-

PRI 94F NA+ET PLID a1+ a2 it AMANL AT +PPH 17C°F I NATRY AP HY PUHA
PATFAT T TSP 2021 N

PRGE GAM

PLIR 4T NATFETF PLIP 94T AL it ADANL AT +PLPH 17CF NATDP I NATRT AP HY
PUHN AT HAT P AFERP 2021 @-Nm

PAWALC 12T AT PSR 11-

ARG+ MPM, AOLET AL P+PPl MEP +MPTR A CMLESP ARCIAL :PATPM LR
20 2 PUA £DN8BA T NALTI® NFUFST AMEPAL- =

enS+k hLJI AT nPI°-

NHU mGF OAD PARA+E ALI NMID AGH 10» T IHPT NF LONSA NHU MTF @AM
ATDA+E goYge NEP RRFCID =110 1Y NHU DFF P+TFE 95+ F AHT MG NC ANLAT
a/EPFY ALAR LFAA =NAA NFA LR PLIR-94F MATRTT +387% AT P$F NADE Nit
ao/GPFY a0 PH LFAN =
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P+AFLPE NTT AN

PHU DTF +ATE 0>k N, NEPLLAIF PTRLLT 10 :NHY DTF NP ATRA+E MLIP
AADRA+E PAIME: ADNF AAPTF =AMRA+E hDAF NTRIEM-9° 1H e+ PaR@-mt N+t
AAPF: AGRADARN PaLLARTY AT MI9° mPE dPAPAN PANPHIC-ARET PaRAMY
@/EPT=NTAL ACNPT PTUAL OB AEFCID =mELT PORADM MITAg° dBLE N4
RATLMR$ADM AT NAD R RIAZ D

PADT A &A-

NA DT+ ORI NA ANGE NMITE9® 1H DPE hA PAN+ATT ALLA NARMPIR
AP1794PFO LFAA :

PCAN aRgRY4 ABLAs hNGM- 1%
A4 asfawgetaye11@gmail.com

PIPNLA NAh €md: + 2521-0932498804
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ANZ II-NADZE AL P+aow/+ hgRgRyT

2UTY & ATNNPAL MLIR N+Z8UF 272 +INNT PIPCIPCART GAT | ANL4T NI AT
MPMMPIFTY T PPPAMERITT 8L T PHATE ANTY AT ATIIT IR PR AL AD-T
NN +LEFAL. 1A% NAUF 11CF AL BPRPFT PAOMPP ALA +NDFTA =hHP MTH
NTIT@9° 1H PTIIAA MLI® PMALATIM-T TRITM-I9° MmPg PADAPARN aNt AT8AR
+1IAMAT =NHU DTF @-ND APATE L LT 1PF?

VN AOPA9TAU NA!

N AP ------- NPA CPMLR LM

PLID 94t AR I FT I PUA 1H DABPA ?

h 6 @™C NFT NPT ACPAITAL AT $A ML S TSIP::
N6 @C NAL NPT A TPMERT LM

NPT+ NP ATA+E NLPLATF NAUF ATARAITAY
PPA ®MmLER NI $CM: $%

POOMEP AL eMDC-—-mmmmmmoe -
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N 1-0+MPE MUNSLP LS

PN+ATT MPRPTF NAMPP AMIL6b CRANT ¢F AdF NAD- AT AL FPANT P CTH:

A6 AOAN AATM M PEPT P+HAMM Nt NF AL PHMPRMT APAN PAPID My

t.& | MPEPT RO 65 ARAD

101 | e+AF4a- 23 1=0%8 o 2=h%o

102 | 6gem,

103 | pem5% 1=hC%2AN O 2=0"NA9R O
3="TC+NF7r 0 4=htAho
99 = AA-------

104 | PH8.C U 1=PAMN/F o 2 = PIN/F o
3 = P4J/T O 4 = NF P+ARD

105 | ABFnHY e

106 | ™FLP N 1 = h-+ay 2 =1MC

107 | NevC 1=hCP o 2 = 994 O
3=%9% O 4 =147 O
99 = AA--------

108 | PHIPUCT 828 1= @INN AT A°R& PARLTA O
2 = 99N AT AORE PIOFAD
3 =pmEaLP 048 O
4 =PUt+5 848 O
5=hAB/RIACAL o

110 | PN 927 1=1Mé o 2998 0
3= PN AdtE O
4 = POAT +OAT PFANT ¢ O
99 = AA (B91AR) ------

1M1 | ecyen. | e ETB
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h&d II-hALhe h) -

2U n&A NA PrMPEmT AMPAL PMS Uit 10> =

NtMPEM PHAMMT APAN a0/

mPEPET NAPMPP N+AME NF AL

te | DPEPF PADAN AODLT
201 | P+mMd PLI® 14 ARANP Ha NV 102 | —-—--- mmHg
202 | PANLYF AG &P gomy
203 | PLY® 94t ATBANP htaeZang 9oy | . YA T LP
PUA 1H $P?
204 | PRYR 914t PARAMM- ALULFTFY T2 | -4t / GODFF?
PUA 1H DNE?
205 | N7 9RYF PRIR 94 aBhANP
ao ey $F7 FONEAY?
206 | NATHU +HME NAFPF A18F@-9° 1=9°19° PA9® 1o 2=NnCo
AXPT? 3 = P A AT NG TSR 0 4 = PAAIRC O
5 = PAA £9° 070, AN o
99 = AA NA EMeb(r------

N IIL:- A B9 94T Ad-+F e aAhT

MPL MR A&A NA LIP 14T ABrbF T PLIP 14t hANR AT AR@MMC AGr+TT PARANSA::

MANPT N PRM- ATALT NI FP@ ATy BN JPANT PRLT:

+& | PPRPT A0 6B OPAN
301 | han+AT aNm NA 290 994+ Thhd | 1 = PLIP 1T AhIRC o
PUID- P 17 2 =h& PA PRI NNC O
3 = PeYPT DR ARC o
4 = ARAM-$9° o
302 | A& NO» PRIP 14T AANT PARNAD- | 1 = AD-TF O
NUGAT N+ALP At PALE M- 140 2 = hhto
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MLI™ NH.P NAL AT P T4 M 90
mege NH.P NAL ALY 1M

303 | h@h+At @-Nm DA 2P 9L+ 1: NATE 10 NATE NAP PLIR a1t
a eyt AmANL Fhhd PUID- Pk an eyt am-NL £FAA O
70n? 2: RADPA NMM- $7 PRI® 91t ap ey
mm-AL ALFAT® O
3: PRI 94T AR Y1t FATH h9Po) JC
mmAL AANT O
4: RGP 914t ARRY LAY AT Ak
NONSF @M FM7+Y LI PAD
304 | Ntk APTF PLIR 94 >F@ N&E MA+RT | 1= ADIF O
PTGt Mm@ ARt ML 2 = hhto
RENTRFT ANTDF@- 1O
305 | hmh+At @-Nm P+Em- PRIP 94T | 1 = PRIP 914 PN+NN F2h o
PARPH ALAT BEIPLA? 2 =hCES O
3 = haem7 NAL hNe+ o
4 = h&+§ PN BHYF AT gh@- aRan) o
306 | &9° 94T AFNIR PLTA NASF 1O 1: RO O
2 = hMto
307 | A1H PANA Nt ATPNSN 1: RO O
P LECT PRIP 14t NAHET 2 = Ao
m eyt am-N e AeMNPNFa-9o
308 | han+At @-Nm PHE@-7 PR 1= ®MA, PMA dolrbods™ AT DD

A&7 PM$IR PLIR 14+ BPTNA?

ANH+® aedn) g

2 = #NF PAF®T PINT MN®IE o
3 = NeT AL NCe@ POLT ME
a@Mmm* o

4 =NnMg AP AL A®MMto
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309 | PRI 41T haA+&MMCI- 92 1=0FCh o 2=PAINNINC O
ShNtTAA ? 3 =PATIA NINC O
4 =n&+5 hANTCAD

NEA IV:- £CE 3P mIDAPT

ML N&GA NA MG +RI® AT MT NAT>P - +7AJL PATDY 1Y FIT RAPANFA: ARANPTY
N eem £+ AdT NI FP@m AT MDD IRANT PR

+.% | DPEPF amAf
401 | PMT a2 YT +MPM, 1P+? 1=AP o 2=ALA9" O
402 | ®ANP ALATR NPT ACREY1LF NATINE NOC NP | - e
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