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Abstract 
Background: Hypertensives’ target blood pressure control remains suboptimal in many countries worldwide. Hence, 

determining patients’ factors affecting target blood pressure control is critical.  

 

Objective: The objective of study was to examine hypertensives’ target blood pressure control and its associations with 

their sociodemographic and clinical characteristics. 

 

Methods: The study employed a cross-sectional design. For the face-to-face data collection with standardized 

questionnaires, 384 hypertensives attending a tertiary-level hospital were selected using a systematic random sampling 

technique. Descriptive statistics were used to determine the target blood pressure control status and bivariate chi-square 

test and binary logistic regression were used to identify factors significantly associated with the target blood pressure 

control. 

 

Results: The study consisted of nearly equal proportions of male (51.2%) and female (48.8%) participants with a mean 

age (±SD) of 53.61 ±12.34 years. Only 45.1% had achieved target blood pressure control. Absence of comorbidity (AOR 

= 1.911, 95% CI: 1.256, 2.908, p = .002), good medication adherence (AOR = 2.535, 95% CI: 1.078, 5.960, p = .033), 

and normal body mass index (AOR = 1.675, 95% CI: 1.094, 2.564, p = .018) were factors significantly associated with 

the achievement of the target BP control. 

 

Conclusion: Intervention targeting hypertensives’ body weight control, early comorbidity screening and management, 

and strict adherence to antihypertension medication may improve patients’ blood pressure control status and should be 

among the priority of the hypertension care clinic specialists’ team. 

 

Keywords: Hypertension, blood pressure control, body mass index, comorbidity, clinical profile. 

  

International Journal For Research In Health Sciences And Nursing ISSN: 2208-2670

Volume-9 | Issue-4 | June, 2023 1

mailto:mengistudaniel@yahoo.com
mailto:ragary@emory.edu
mailto:mkhiggi@emory.edu
mailto:dejuya@yahoo.com
mailto:alemayehuwy@yahoo.com
mailto:*mengistudaniel@yahoo.com


INTRODUCTION 

The prevalence of hypertension (HTN) is high with approximately 1.3 billion of the world’s adult population affected [1] 

and is estimated to exceed 1.5 billion by 2025 [2,3]. Although the prevalence of HTN is slightly decreasing in high-income 

countries (HICs) with an estimated 349 million people, in contrast, it is rapidly increasing in low and middle-income 

countries (LMICs) with an estimated 1.04 billion people living with it currently [2]. In Sub-Saharan Africa (SSA), HTN 

currently affects over 20 million people and is the leading cardiovascular disease (CVD) risk factor, and is the most 

common reason for hospitalizations with poor clinical outcomes [4,5]. In Ethiopia, the prevalence of HTN is estimated to 

be between 13-30% [6,7] and is directly linked to higher CVD morbidity and mortality [5]. According to the Framingham 

Heart Study, individuals with a normal BP at the age of 55 years (men) and 65 years (women) have a 90% lifetime risk 

for developing HTN [8], which suggests that there will be an increase in the number of persons with HTN and with 

improving longevity an increase in the number of elderly adults at risk for adverse CVD outcomes.  

 

Uncontrolled BP is the strongest contributor to adverse CVD outcomes (such as stroke, coronary heart disease [CHD], 

and heart failure [HF]) [9,10]. Of the major cardiovascular (CV) events; 51% and 45% of stroke and CHD deaths, 

respectively, occurred due to HTN [11] with an overall huge (80%) CVD burden occurring in LMICs [11]. In Addis 

Ababa, Ethiopia, of 51% of total adult noncommunicable diseases (NCDs) deaths, CVD was the leading one (24%) with 

most of these deaths occurring in young and middle-aged adults) [12] mainly due to uncontrolled BP [13] indicating that 

with the dramatic rise of CVD, Ethiopia will continue to bear a large disease burden [14,15].  Furthermore, among persons 

diagnosed with HTN in Ethiopia, up to 40% were reportedly non-adherent to pharmacological therapy, and in some 

studies, up to 80% had uncontrolled BP [16,17] indicating a high risk for adverse CVD outcomes. 

 

The main goal of early HTN detection, therapy, and target BP control is to reduce the risk of CVD events in the 

hypertensive population. High BP has been shown to hasten the progression of atherosclerosis and destabilize vascular 

lesions, precipitating acute coronary events and directly causing myocardial ischemia (MI) even in the absence of CHD 

[18]. Even among patients with comorbidities like diabetes, early BP control in the first year following HTN start was 

associated with improved benefits and fewer major CV events [19] compared to patients with uncontrolled BP, who had 

significantly higher rates of major CV events (RR = 1.30, 95% CI: 1.01–1.69,  P = 0.04) [19]. 

 

In many countries, the target BP control rate for hypertensives is still suboptimal. Unsatisfactory BP control rates (33% 

and 38% in HICs and LMICs, respectively) were seen in observational studies and a systematic review that examined the 

differences in HTN prevalence, its management and control across LIMICs and HICs countries. [20,21]. In Ethiopia, 

previous researches reported a suboptimal BP control rate among hypertensives despite being on pharmacological 

treatment and follow-up mostly in secondary level hospitals [17,22–24]. In general, inadequate education, low medication 

adherence, a poor of understanding of the goal BP, drug side effects, and inadequate support from medical professionals 

were the main causes of poor high BP control [20]. 

 

The rate of target BP control among patients with HTN and its association with the patients’ sociodemographic and clinical 

profiles were not examined in previous studies, particularly among those receiving referral and tertiary level outpatient 

clinic care in Addis Ababa, Ethiopia. A better recognition of patients’ sociodemographic and clinical characteristics that 

contribute to BP control are important for hypertension care clinic team to direct patient tailored interventions to achieve 

target BP control and avoid adverse CVD outcomes. 

 

OBJECTIVES: 

1. To examine the target blood pressure achievement status among hypertensives attending tertiary level hospital in Addis 

Ababa, Ethiopia. 

2. To identify the demographic and clinical variables strongly associated with target blood pressure achievement among 

hypertensives attending tertiary level hospital in Addis Ababa, Ethiopia. 

 

METHODS AND MATERIALS 

Study design and setting 

The cross-sectional study design was used. The study was conducted at a large academic and tertiary level Tikur Anbessa 

Specialized Hospital (TASH) in Addis Ababa, Ethiopia, and data were collected between February and August 2020.  

 

Participants and eligibility criteria 

The study participants were adult hypertensives attending to the outpatient Cardiac Clinic follow-up care of TASH. the 

inclusion criteria were: age of 30-year or older; a minimum of three follow-up visits in the clinic; the ability to hear and 

respond to questions in the local language (Amharic). The exclusion criteria were: pregnancy, active psychiatric condition, 

and aphasia.  

 

Sample size determination 

The sample size was determined based on one sample t-test (as the below formula) since it was part of the main Ph.D. 

dissertation project with the assumptions of observations are independent; data fit the normal distribution; homogeneity 

of variance and the power set at 0.80 (β=0.2) and α (two-sided) set at 0.05 and standardized effect size of 0.15 (small) 

[25] and considering a further 10% non-response rate for potential missing data due to the interview format.  
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Sample size, n = (𝒁𝜶/𝟐  + 𝒁𝜷)𝟐/𝒅𝟐 

Where  Zα/2 = 1.96 (from Z table) at type 1 error of 5% 

Zβ = Z0.20 = 0.842 (from Z table) at 80% power 

ES2 = effect size (small, 0.15) 

n = (1.96+0.842)2/(0.15)2 = 348.94 + 35 (10% non-response) = 384 

 

Sampling technique  

The hypertensive patient clinic follow-up registry list containing 1200 patients was used to choose the sample using the 

systematic random sampling technique. 

 

Data collection technique and data quality assurance procedure 

Three research assistants who are Bachelor’s degree holder and trained for two days on methods of data collection 

collected the data. Data were collected in a prearranged private room through a face-to-face interviewer-administered 

using the standardized instruments. To ensure the data quality, all instruments were translated from their original English 

language to the local language (Amharic) and then back to English by professional translators. The instruments were pilot 

tested in 10% of the Ethiopian hypertensive patients at a similar tertiary level hospital to determine potential participants’ 

understanding of content included on the questionnaires. The principal investigator monitored the data collection process 

and checked for data completeness, consistency, and accuracy daily. 

 

Variables and their measurements  

Independent variables: Sociodemographic: Participants self-reported information on age, gender, marital status, level 

of education, and income on the interview questionnaire.  

Clinical profiles: Participants' self-reports on the interview questionnaire and reviews of their medical records provided 

information on co-morbidities, prior CVD-related hospitalization, antihypertensive medicines, and family history of HTN. 

Participants’ BP, height, weight, were measured with precision. The body mass index (BMI Kg/M2) was computed and 

values were classified using the Centers for Disease Control and Prevention (CDC) system [26]. Lipid data (total 

cholesterol, triglyceride, HDL-c, and LDL-c values of the last 12 months), and current FBG, values were obtained from 

the patient’s medical records.  

Patient Health Questionnaire nine (PHQ-9): Screening for depressive symptoms was assessed by the PHQ-9 Amharic 

language (local language) version [27]. The tool has an internal consistency of Cronbach’s alpha 0.85. Scores range from 

0 to 27. A score of 10 or higher reflects moderate depressive symptoms while a score of ≥20 indicates severe symptoms. 

Dependent variable: Target blood pressure control: The BP was measured five minutes after participants completed 

the interview questionnaire, sitting in an armchair and feet flat on the floor using normal cuffs for adult standardized 

aneroid sphygmomanometer by auscultatory method at the right brachial artery. Two readings were taken five minutes 

apart. If the two readings varied by more than 5 mmHg a third reading was obtained. The average of the last two readings 

was used for the analysis. Values were interpreted as target BP controlled if: SBP <140 mmHg (<130 mmHg for patients 

with diabetes and chronic kidney disease [CKD]), DBP <90mmHg (<80 mmHg for patients with diabetes and CKD), and 

target BP uncontrolled if SBP ≥140 mmHg (≥130 mmHg for patients with diabetes and CKD), DBP >90 mmHg (>80 

mmHg for patients with diabetes and CKD) based on current Ethiopian HTN management protocol and other international 

current practice recommendations [28]. 

 

Statistical analysis 

Epidata version 3.1 was used to cleaned data and SPSS version 25.00 statistical software package was used for the analysis. 

Descriptive: univariate analysis was run to examine data and its plausible values, and assumptions of the logistic 

regression model, and to measure the variability in participants sociodemographic and clinical characteristics.  

Inferential: Chi-square test was used to examine the association between sociodemographic and clinical profiles with 

target BP control. Variables that had p-values < 0.25 in the bivariate chi-square test analyses were moved into the final 

binary logistic regression model to ascertain predictors of target BP control. Variables with a p-value of < 0.05 level in 

the final regression model were considered statistically significant. Odds ratio (OR) at 95% CI was considered to declare 

that there exist the predictor variable effects on the target BP control. The findings are summarized in tables, graphs and 

text. 

 

Ethical clearance 

The study was approved by the institutional review board (IRB) of the College of Health Sciences of Addis Ababa 

University (AAU) (IRB protocol # 09/81). All participants reviewed and provided a signed consent before any study 

activities. 

 

RESULTS 

Data from 377 (98.18%) of the 384 participants were included in the analysis. Based on PHQ-9 scores of ≥20, data from 

seven participants were omitted from the study due to the likelihood of data bias. Men (51.2%, n=193) made up slightly 

more than half of the participants. The participants' mean age (± SD) was 53.61±12.34 years (range, 30-82 years). The 

mean age (± SD) at the time of the HTN diagnosis was 45.60±12.57 years that suggests young age HTN onset. Less than 

half (45.1%) of the participants achieved target SBP control while 66.84% achieved target DBP control. Overall, the 

proportion of patients with both systolic and diastolic BP control was low (45.1%). The mean (± SD) and median duration 
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of HTN were 8.01 ± 6.07 and 6 years, respectively, (range, 1-30 years). Data of the sociodemographic and clinical 

characteristics of participants are shown in Table 1 below. 

 

Table1. Sociodemographic and clinical characteristics of the participants (n=377). 
Characteristics Frequency Percentage  

Age category 

    30-39  

    40-59 

    ≥ 60  

 

56 

188 

133 

 

14.9 

49.87 

35.2 

Gender  

   Male 

   Female 

 

193 

184 

 

51.2 

48.8 

Marital status 

  Single 

  Married 

  Divorced 

  Widowed  

 

52 

284 

21 

20 

 

13.8 

75.3 

5.6 

5.3 

Educational status 

  Cannot read and write 

  Elementary 

  High school  

  Diploma & above 

 

26 

135 

133 

83 

 

6.9 

35.8 

35.3 

22 

Monthly income in ETB 

  < 1000 

  1000-3000 

  3001-6000 

  ≥ 6001 

 

118 

179 

60 

20 

 

31.3 

47.5 

15.9 

5.3 

Family history of HTN 

    Yes 

    No 

 

144 

233 

 

38.20 

61.80 

Physician visit frequency  

    Every month  

    Every 2 months 

    Every 3 months 

    Every 4 months or longer 

 

20 

272 

53 

32 

 

5.3 

72.1 

14.1 

8.5 

Target BP controlled 

   SBP: Yes 

              No 

    DBP: Yes 

              No  

 

170 

207 

252 

125 

 

45.1 

54.9 

66.8 

33.2 

Duration of HTN in years 

    1-4 

    5-9 

    10-14 

    15-19 

    20-24 

    25+ 

 

132 

109 

71 

32 

26 

7 

 

35.0 

28.9 

18.8 

8.5 

6.9 

1.9 

BMI 

   Normal weight 

   Overweight 

   Obese 

 

151 

171 

55 

 

40.0 

45.4 

14.6 

Source of information on the seriousness of HTN 

   Physician 

   Nurse 

   Media 

   Others 

 

289 

65 

7 

16 

 

76.7 

17.2 

1.8 

4.2 

Comorbidity list (total 212) 

  Diabetes 

  HHD 

  CKD 

  Others 

 

102 

28 

23 

59 

 

48.11 

13.21 

10.85 

27.83 

Number of current BP medications 

   One  

   Two  

   ≥3 

 

138 

172 

67 

 

36.60 

45.60 

17.80 

Adherence to med 

   No 

   Yes 

 

30 

347 

 

92.04 

7.06 

Note: Target BP controlled (<140/90 mm Hg, or <130/80 mm Hg if CKD and/or diabetes); CI (confidence interval). 
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Slightly over a third of participants had been diagnosed in the last 4 years. Overall, a staged pattern decline was observed 

as the duration of HTN extends. The proportion of patients with the duration of 14 and beyond years were remarkably low 

(Figure1).  

 

 
Figure 1. Bar graph showing participants hypertension duration since diagnosis (n = 377). 

 

The overall target BP control rates were much higher among patients with HTN alone and/or having comorbidities other 

than diabetes or CKD. In fact, hypertensives with diabetes and CKD comorbidities had worse target control rates in both 

the systolic and diastolic BP. This observation is illustrated in the below bar graph (Figure 2). 

 

 
Figure 2. Target SBP and DBP achieved among hypertensives with diabetes and CKD Vs those with HTN alone 

and/or comorbidities other than diabetes and CKD (n = 377). 

 

Fewer than half (57%) of patients had a record of their lipid profile check (Table 2). The mean (±SD) HDL-c level was 

44.58 ± 12.64. The mean (±SD) LDL-c level exceeded the normal range 116.51 ± 43.08. The mean (±SD) FBG was 

152.78 ± 53.92 showed the existence of uncontrolled glycemia among patients with comorbid diabetes, the data are 

depicted in Table 2.  

 

Table 2. Study Participants’ Clinical profiles 

Variable N Median Mean ± SD 95% CI 

Body weight (Kg) 377 70.00 69.97 ± 11.71 68.78, 71.15 

Height (Cm) 377 165.00 164.02 ± 9.04 163.10, 164.94 

BMI (Kg/M2) 377 25.71 26.02 ± 4.09 25.61, 26.44 

TC (mg/dl) 215 182.00 193.16 ± 83.39 181.95, 204.37 

TG (mg/dl) 215 142.00 167.65 ± 103.16 153.78, 181.52 

HDL-c (mg/dl) 215 42.00 44.58 ± 12.64 42.88, 46.27 

LDL-c (mg/dl) 215 114.00 116.51 ± 43.08 110.72, 122.30 
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FBG (mg/dl) 102 140.00 152.78 ± 53.92 142.19, 163.37 

Clinical Status n %   

BMI 

   Overweight  

   Obese 

377 

171 

55 

 

45.1 

14.6 

  

TC  

   >200mg/dl 

215 

80 

 

37.2 

  

TG  

   >150mg/dl 

215 

90 

 

41.9 

  

HDL-c male 

   <40mg/dl 

113 

49 

 

43.4 

  

HDL-c female 

   <50mg/dl 

102 

63 

 

61.8 

  

HDL- both sexes 

   >60mg/dl  

215 

20 

 

9.3 

  

FBG 

   >100mg/dl 

102 

87 

 

85.3 

  

BMI (body mass index), TC (total cholesterol), TG (triglyceride), HDL-c (high density lipoprotein cholesterol), LDL-c 

(low density lipoprotein cholesterol), FBG (fasting blood glucose, SD (standard deviation), CI (confidence interval) 

 

Table 3. Bivariate chi-square test showing the association between participants target BP control and their 

sociodemographic and clinical variables (n = 377) 

Variable 

Target BP χ2 df p - value 

Controlled n (%) Uncontrolled n (%)    

Gender 

   Male 

   Female  

 

79 (40.9) 

91 (49.9) 

 

114 (59.1) 

93 (50.5) 

 

2.764 

 

1 

 

.096 

Age  

   Young adult 

   Middle age 

   Elder  

 

31 (18.2) 

81 (47.6) 

58 (34.1) 

 

25 (12.1) 

107 (51) 

75 (36.2) 

 

2.807 

 

 

2 

 

 

.245 

 

Family history of HTN 

   Yes 

  No 

 

58 (34.1) 

112 (65.9) 

 

86 (41.5) 

121 (58.5) 

 

2.182 

 

1 

 

.140 

Hospitalization related to HTN 

   Yes 

   No  

 

37 (21.8) 

133 (78.2) 

 

56 (27.1) 

151 (72.9) 

 

1.405 

 

1 

 

.236 

No of current BP medication 

   One 

   Two 

   Three or more 

 

73 (42.9) 

68 (40) 

29 (17.1) 

 

65 (31.4) 

104 (50.2) 

38 (18.4) 

 

5.631 

 

2 

 

.060 

Medication adherence 

   Adherent 

   Not adherent 

 

162 (95.3) 

185 (89.4) 

 

8 (4.7) 

22 (10.6) 

 

4.470 

 

1 

 

.035* 

BMI 

   Normal 

   Overweight/obese 

 

80 (47.1) 

90 (52.9) 

 

71 (34.3) 

136 (65.7) 

 

6.329 

 

1 

 

.012* 

Frequency of clinic follow-up 

   Every month 

   Every 2 months 

   Every 3 months 

   Every 4 months/longer 

 

10 (5.9) 

132 (77.6) 

17 (10) 

11 (6.5) 

 

10 (4.8) 

140 (76.6) 

36 (17.4) 

21 (10.1) 

 

6.604 

 

3 

 

.086 

Comorbidity 

  Yes 

   No  

 

80 (47.1) 

90 (52.9) 

 

132 (63.8) 

75 (36.2) 

 

10.589 

 

1 

 

.001* 

 

χ2 (chi-square), df (degree of freedom), * bold figures indicate significant p-values. 

 

Independent variables with a p-value of < .25 in the chi-square test (Table 3) were transferred to a stepwise forward 

approach binary logistic regression to determine their effects on the probabilities that they have on the target BP control. 

The logistic regression model was statistically significant, Omnibus Test of Model Coefficient, χ2(3) = 20.79, p < .000. 

The Hosmer and Lemeshow Test of Model Fit also produced a nonsignificant value, χ2(4) = .73, p = .947 that means there 

was no difference between the observed and predicted model indicating the model adequately fits the data. History of no 

comorbidity, medication adherent, and normal BMI were statistically significant predicators of the target BP control in 

the adjusted regression model (Table 4). 
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Table 4. Binary logistic regression showing participants’ predictors of the target BP control. 

Variable AOR 95% CI p -value 

Comorbidity 

    No  

    Yes 

 

1.911 

Reference 

 

1.256 - 2.908 

 

.002 

Medication adherence 

   Adherent 

   Non adherent 

 

2.535 

Reference 

 

1.078 - 5.960 

 

.033 

BMI 

    Normal 

    Overweight/obese 

 

1.675 

Reference 

 

1.094 - 2.564 

 

.018 

 

CI = confidence interval; AOR= adjusted odds ratio. In adjusted for gender (male/female, referent: male), age category 

(young adult, middle age adult, older; referent: young adult), clinic follow-up (every month, every 2 months, every 3 

months, every 4 months or longer; referent: every 4 months or longer), number of current BP medications (one, two, three 

or more; referent: one), hospitalization related to HTN (yes/no; referent: no), family history of HTN (yes/no; referent: 

no), comorbid diabetes and/or CKD present (no/yes; referent: yes), medication adherence (adherent/not adherent; 

referent: not adherent), BMI (normal/overweight or obese: referent: overweight or obese) 

 

DISCUSSION 

Achievement of target BP control is crucial to avert CVD in hypertensives. In this study, adult hypertensives getting 

specialized follow-up care were assessed for target BP control status and its relationships with their sociodemographic 

and clinical characteristics. The main findings were low target BP control achievement and that characteristics including 

normal BMI, absence of comorbid diabetes and/or CKD, and strict medication adherence were significantly related to 

achieving target BP control of participants. 

 

In the present study, despite participants were receiving specialists’ treatment and care, the target BP control rates were 

poor, especially for SBP, and did not differ by gender (p =.196). The findings are alarming since patients were being 

referred from general and community level hospitals when they failed to achieve optimal BP control and possibly had 

complicating conditions for their referral. The present finding is consistent with plenty of studies that have documented 

lower rates of target BP control among hypertensives receiving long-term follow-up care from hospitals [29,30]. The 

lower rate of BP control among hypertensives found in the current study and in several other earlier studies suggests that 

the problem was perennial and unwelcome, necessitating due consideration for the reduction of the harmful end of CVD 

caused in particular by the uncontrolled SBP. After the age of 50-year, SBP control is more crucial than DBP as a major 

CVD risk factor [31]. The different rates of target BP control between systolic and diastolic BP that we observed in our 

study are in line with several important findings from clinical trials and observational data that consistently showed that 

the target SBP control was less consistently attained than the target DBP control and that the poor SBP control was largely 

responsible for the overall low-rate target BP control [32]. This is mainly due to managing the SBP to the target level is 

more problematic than lower the DBP [33] since it requires two or more drugs in the majority to get it to the normal level 

[34]. Despite the fact that nearly half (Table 1) of the patients were taking two antihypertensive medications, and that 

those taking two drugs were more likely to have their blood pressure controlled than those taking only one, the target BP 

control associated with the patients' numbers of drugs used in our study did not reach the significant level (p =.054). In 

our binary logistic regression analysis, controlling for medication adherence and BMI, patients who had no comorbidity 

were nearly two times more likely to have target BP control compared to those with comorbidity. Patients with comorbid 

diabetes and CKD were less likely to have the target BP control possibly due to the complicating effects of the diseases 

on BP and pill burden from the numbers of disease conditions needing multiple drugs [35,36]. The finding of diabetes as 

the common comorbid condition in the present study is consistent with several previous studies [37] and documented 

among patients with lower rates of target BP control [38–40]. Hypertensives with comorbid diabetes were also at increased 

risk for microalbuminuria with progression to CKD, which was present in a tenth of the current study participants with 

poorer target BP control and potential for an increased risk of CVD complications and CV mortality at every BP level 

[41]. Though majority of our study participants had a reasonably good bi-monthly clinic-based follow-up, studies 

recommend much closer follow-up visits for better management of difficult to control HTN and comorbidities [28,42]. 

 

In the present study, patients who had a strict adherence to antihypertensive medications were two times more likely to 

have target BP control compared to those who were nonadherent to antihypertensive medications controlling for other 

variables in the model, which is consistent with earlier studies [43,44]. Previous studies reported the existence of 

significant association between pill burden and lower rates of medication adherence [35,36]. Fixed dose combinations 

(though costly) was suggested to lower patients’ pill burden, ease medication administration for caregivers and enhance 

medication adherence that improve the target BP control [36,45]. 

 

In present study, when other factors in the model were controlled, patients with normal BMI were nearly twice as likely 

to achieve target BP control as patients who were overweight or obese. The fact that there were more overweight and 

obese hypertensives in this study may indirectly explain why the BP control rate was low. Our finding is consistent with 

several previous studies [46–48].   
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The finding of majority (60%) of participants in the present study being overweight or obese shows a much prevalent 

modifiable CVD risk among the studied population, and is comparable to a recent study that reported a high (71.6%) 

overweight/obesity rate among hypertensives on a follow-up in Ethiopia [23]. Previous epidemiological studies in 

Ethiopia documented a higher (30%) prevalence of overweight and obesity among the urban population of Addis Ababa 

[7], which may also account for the high proportion of overweight and obesity in the present study. Other researches from 

lower levels and regional town hospitals in Ethiopia also showed considerable rates (38% - 48%) of overweight and 

obesity among patients with HTN with poorer BP control rates [37,49,50] though lower compared to the present finding. 

Similarly, South African and other large samples (n=30044) multi-sites African studies that examined the association 

between obesity and HTN discovered that hypertensives had a greater rate of obesity (70%) and a three-fold higher 

likelihood of having uncontrolled BP [51,52]. The present study was conducted at a tertiary level hospital where patients 

are primarily referred for better evaluation and likely have more risk factors than those monitored at the primary and 

secondary care levels and in urban Ethiopian settings (where the former studies were conducted), which may account for 

the present finding of a higher proportion of overweight and obesity. Given the higher prevalence of overweight and 

obesity in the study area and the present finding's confirmation of previously published data attesting to the association 

between overweight/obesity and low target BP control, our observation of a higher proportion of hypertensives who are 

overweight or obese with low target BP control is well-supported. The obesity link with high BP is currently better 

understood in that adipose tissue produce molecules that signal inflammation and oxidative stress in the adipose tissue 

that interact with microvascular endothelium resulting in microvascular resistance raising the BP [53]. 

 

CONCLUSIONS 

Intervention targeting hypertensives’ body weight control, early comorbidity screening and management, and strict 

adherence to antihypertension medication should be among the priority care of hypertensive clinic specialists’ team. Large 

scale research that delves into root causes of low target BP control using a better methodological approach including both 

the office and ambulatory BP measurements is worth considering.  

 

IMPLICATIONS 

Since the study was carried out at the highest (a tertiary level) referral hospital care setting, the findings have a number of 

importance to practice, education, and future research policies. For the optimum management of HTN, the specialist team 

should focus on patients’ self-sustained goal BP control. Evidence shows motivational and behavioral techniques were 

most effective in enabling patients to behavioral adjustments for risk factors and the difficult to control high BP, such as 

those overweight/obese, and patients with comorbid conditions [54,55]. There is also a need to advance the role of nurses 

and other HCPs in HTN care and management through a collaborative/interdisciplinary practice team approach, which 

was most successful in bringing BP under control in a short amount of time and was successful in reducing CV events 

[56]. Furthermore, to reach the goal BP for the specific adult group (young, middle-aged, and elderly adults) in 

hypertensives, future research should concentrate on the individual level assessment of self-efficacy on target BP; gender-

specific risk, and lifestyle factors that cause HTN to begin at a young age.  

 

LIMITATIONS OF THE STUDY 

The study was a single site cross-sectional that restricts generalization of the findings to other tertiary level hospital 

hypertensive patient attendees.  
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