

SELF-CARE PRACTICE AND ASSOCIATED FACTORS AMONG HYPERTENSIVE PATIENTS WHO HAVE FOLLOW-UPS IN PUBLIC HEALTH FACILITIES OF HOLOTA TOWN, OROMIA, CENTRAL ETHIOPIA.
[bookmark: ABSTRACT][bookmark: _bookmark6][bookmark: _GoBack]ABSTRACT

Background: Hypertension self-care is essential for blood pressure control and reducing complications. By adhering to prescribed medications and healthy lifestyle behaviors, the burden of high blood pressure can be significantly reduced. However, self-care practices among hypertensive patients in Ethiopia remains poor. Essential Psychosocial factors such as, self-efficacy and perceived health status remain inadequately studied. Furthermore, there is a paucity of qualitative research exploring barriers to hypertension self-care in Ethiopia.

Objectives: To assess self-care practice and associated factors among hypertensive patients who had follow-ups in public health facilities of Holota town, Oromia, Central Ethiopia, 2024.

Methods: A facility-based cross-sectional study conducted among 422 hypertensive patients in Holota town from March 30 to April 30, 2024, utilized systematic random sampling. Data was entered using Epi Data v4.6 and analyzed with SPSS version 26, employing bi-variable and multivariate binary logistic regression to assess factors influencing self-care practices. Variables with P < 0.2 from bivariate analysis were included in the multivariate analysis, with significance set at p < 0.05. Additionally, nine patients were interviewed for qualitative insights.
Results: This study revealed that 44.3% (95%CI, 39.6–49.0%) of hypertensive patients had good self-care practices. Urban residents(AOR=0.6,95% CI=0.39,0.93), individuals with high self-efficacy(AOR=2.06, 95% CI=1.35, 3.13), higher-income individuals(AOR
= 2.46, 95% CI=1.49, 4.06), those having a family history of Hypertension(AOR=1.63, 95% CI=1.07, 3.25), individuals with Perceived Good health(AOR = 2.00, 95% CI=1.28,
3.13), and participants with good knowledge(AOR = 1.90, 95% CI=1.24, 2.92) were significantly associated with self-care practices.

Conclusions: Most participants reported poor self-care, hindered by economic, physical, and psychological barriers. Consequently, improving outcomes requires a multi-faceted approach integrating clinical education with socio-economic support to bridge the gap between patient knowledge and daily self-care practice.

i

1. [bookmark: 1._INTRODUCTION][bookmark: _bookmark7]INTRODUCTION
1.1 [bookmark: 1.1_Background][bookmark: _bookmark8]Background
Hypertensive self-care practices are essential for control of high blood pressure and its complications in individuals with hypertension(1).It encompasses a wide range of behaviors in addition to medication adherence and monitoring of symptoms, such as individuals’ ability to manage physical, psychosocial and lifestyle behaviors related to their condition. Self-care activities are recommended by the World Health Organization (WHO) to improve the efficacy of anti-hypertensive drugs. Compliance with self-care practices helps hypertensive patients to control their blood pressure; prevent and reduce complications; and subsequent morbidities, disabilities, and death(2,3).
Regarding the role of self-care in the management of HTN, medication adherence, physical activities, healthy diet, weight control, stress management, reducing alcohol use, and tobacco avoidance are behaviors known to be associated with better BP control(4).Whereas Excessive alcohol intake, cigarette smoking, increasing weight are the significant components of SCP that increase high blood pressure. Studies demonstrated that good self- care could result in up to 5 millimeter mercury (mmHg) reduction in systolic and 4.5mmHg reduction in diastolic BP. Although self-care has an established role in HTN control and is of the essential steps for managing HTN, only a few individuals may follow these lifestyle recommendations(5).
In order to maintain a patient's optimal wellbeing and maintain control over their sickness, they must take specific daily decisions and behaviors. Self-care activities are critical to the management of blood pressure, as recommended by the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure. Multiple randomized control trial interventions have demonstrated the positive effects of self-care behaviors on treating and managing high blood pressure. However, few community-based assessments have been conducted as to what hypertension self-care activities are being undertaken by individuals who have high blood pressure(6).
One of the causes for the increase in the number of cases of hypertension in older people is their failure to control their hypertension. Most of the older adults do not adhere to prescribed treatment, or to nutritional, weight management, physical activity, smoking, and alcohol consumption guidelines. A correlation has been shown between uncontrolled
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hypertension and non- adherence to treatment, physical activity, and avoidance of alcohol instruction(7).Even thought there have been many documented studies on self-care practices among hypertensive patients in Ethiopia. The roles of Self efficacy and perceived health status were not adequately studied. Moreover, there is paucity of evidence about self-care practices and associated factors and its barriers in the study area(8).

1.2 [bookmark: 1.2_Statement_of_the_Problem][bookmark: _bookmark9]Statement of the Problem

Self-care practice has been provided as one of the most important preventive mechanisms of hypertension and is considered as a basic treatment for hypertension(9).However, hypertensive individuals frequently do not practice the advised self-care methods which lead to uncontrolled blood pressure. Globally, the World Health Organization (WHO) reports that hypertension affects 1.28 billion adults aged 30–79 years, with two-thirds living in low- and middle-income countries. Despite the availability of effective self-care interventions, approximately 46% of adults with hypertension are unaware that they have the condition, and less than 42% are diagnosed and treated, highlighting a massive gap in global self-management and prevention (10).

Untreated hypertension imposes severe medical and economic burdens, consuming up to 2% of GDP in some nations (24-26) and causing billions of dollars in productivity losses across sub-Saharan Africa (27). In Ethiopia, the average cardiovascular disease cost is $6 per person (27). To mitigate this, the Ethiopian Ministry of Health, supported by the WHO and Resolve to Save Lives, has integrated NCD prevention into the Health Extension Program and scaled up standardized management protocols. Empowering patients with self-care practices is essential to this effort; it improves quality of life and reduces healthcare costs, demonstrably decreasing emergency, outpatient, and primary care visits by 50%, 17%, and 10%, respectively (28).

Socio demographic factors like age, marital status, educational attainment, occupation, and health literacy, disease duration, empowerment factors like self-efficacy (31-33), hypertension knowledge (34, 35), and social support are known to influence hypertension self-care practice (32, 33, 36).Most of researches conducted in Ethiopia is quantitative (29, 32, 35).Therefore, this study will assess important factors that affect hypertension self-care practice inadequately addressed especially in our country’s context which includes self- efficacy and perceived health status, as well as to assess its barriers among patients who receive follow-up care at public health facilities in Holota,,Central Ethiopia.

1.3 [bookmark: 1.3_Significance_of_the_Study][bookmark: _bookmark10]Significance of the Study

This study is significant for hypertensive patients as it highlights the current level of self- care practices and identifies key factors influencing adherence to recommended hypertension self-care . By addressing gaps in knowledge, self-efficacy, and perceived health status, the findings can help patients better understand the importance of lifestyle modification, medication adherence, and regular follow-up care. Improved awareness of barriers to self-care may empower patients to take an active role in managing their condition, leading to better blood pressure control, reduced complications, improved quality of life, and decreased risk of long-term cardiovascular outcomes.

For health facilities, the findings of this study provide evidence-based information on the magnitude of hypertension self-care practices and the challenges faced by patients during follow-up care. This information can support health professionals and health facilities in designing targeted health education programs, strengthening patient counseling, and integrating self-care promotion into routine hypertension services. Additionally, the study can guide facilities in improving service delivery, prioritizing resource allocation, and developing context-specific interventions to enhance patient adherence and continuity of care. Ultimately, the results may contribute to improved clinical outcomes and reduced healthcare burden related to uncontrolled hypertension.

2. [bookmark: 2._LITERATURE_REVIEW][bookmark: _bookmark11]LITERATURE REVIEW
2.1 [bookmark: _bookmark12]Hypertension Self-Care Practices

It is well recognized that people with chronic conditions tend to adopt and employ a variety of coping mechanisms, and that self-care practice can affect how well their health state is maintained and improved (23). Self-care for hypertension involves; taking medications and changing one's lifestyle through low-salt eating, exercise, weight management, routine health care visits, stress management, and giving up alcohol and smoking (37-39).In a rural area of Singur, West Bengal, a clinic-based study on the assessment of self-care practices among hypertensive patients revealed that 62.9% of study participants had poor self-care practices (40).

Findings from a South Indian study indicated that self-care practice techniques were effective in 60.6% of cases. Furthermore, 78.7% of patients demonstrated strong adherence to their treatment regimens, resulting in successful blood pressure control for 72.4% of the participants. Research indicates that nearly half of the participants (49.8%) monitored their weight at least once every six months. Additionally, 51.1% of the population engaged in regular physical activity (at least 30 minutes), three times per week. Similarly, a study conducted in Pokhara, western Nepal, confirmed that the target population actively engaged in hypertension self-care practices.

More than 70% of respondents did not consume alcohol or smoke, the majority (80.6%) followed a low-fat, low-sodium diet, more than half (59.7%) regularly checked their blood pressure, and 58.2% used stress-reduction techniques. The majority of respondents used to watch television. Nearly 85% of the respondents reported routinely taking medication. 16.4% of respondents cease antihypertensive medication, and 4.5% of them used to adjust the medication's dosage on their own (42).
Another study conducted in Lagos, Nigeria, found that the majority of participants (92.1%) did not follow a healthy diet and did not limit their salt intake. Additionally, only 60.5% of participants had poor exercise habits, compared to 89.5% who had poor exercise habits and 57.9% who had reasonably acceptable alcohol consumption habits (43).According to a survey from Addis Ababa, 23% of respondents followed all lifestyle guidelines examined, 69.1% followed dietary recommendations, 85.9% were nonsmokers or had quit smoking, and 74.8% followed the advice to drink alcohol in moderation. The majority of the

individuals (68.6%) did not exercise regularly for at least three days per week for at least 30 minutes. Among those who were found to be adherent, walking (55.3%) was the most popular form of exercise. According to the study, adherence rates to suggested HTN lifestyle changes were 60% for actions related to dietary modification, smoking cessation, and alcohol consumption but were substantially lower for actions related to physical activity (44).
Two hundred and five people participated in a study in South Ethiopia to evaluate the self- care management techniques and related factors among hypertension patients. The study found that only 16.1% of participants engaged in regular exercise for 30 minutes per day, most days of the week, among hypertension patients, with relation to weight control, treatment adherence, regular physical activity, refraining from smoking and alcohol, and dietary improvements (45).Only 20.3% of respondents in a survey from Mekelle, in northern Ethiopia, reported practicing effective self-care. The rates of adherence to quitting smoking were 99.1%, using antihypertensive drugs 74.10%, abstaining from alcohol 67.20%, managing one's food 63.10%, engaging in physical activity and controlling one's weight were found to be 49.4% and 40.6% respectively (29).On the other hand, a study conducted in the specialized referral hospital of the University of Gondar revealed increased self-care behaviors to control hypertension, which was 59.4%. (35). At Dessie Town, Ethiopia, a survey of patients in public health facilities found that 51% of the participants had poor self-care for hypertension (32).
2.2 [bookmark: _bookmark13]Factors Associated with Hypertension Self-Care Practice.

Low-salt diets, reduced caffeine intake, giving up cigarette use, stress management, physical exercise, weight control, and increased adherence to treatment regimens are all examples of self-care activities. Studies examining how hypertension patients think about the factors affecting their self-management have shown that obstacles are multifaceted (46, 47).
2.2.1 [bookmark: 2.2.1_Socio-Demographic_Factors.][bookmark: _bookmark14]Socio-Demographic Factors.
It is well recognized that sociodemographic characteristics have impact on how hyperten sion patients selfcare.These variables include gender, age, marital status, occupation,level of education,and income(7,29,32,48).Among hypertensive patients in a rural area of Sing ur,West Bengal, a clinicbased study on the assessment of selfcare practices revealed that widow/separated maritalstatus and age over 60,primary level education, poor socioecono

mic status and poor socioeconomic status had a significant association with unfavorable s elfcare practices(40).A study conducted in south India indicated that patients who were ol der (over 50 years old),male,less educated, unemployed, unskilled, or retired had consider ably poorer selfmanagement practices and compliance (41).
Another Pakistani study found that participants with higher socioeconomic status were more likely to engage in beneficial self-care practice than those with lower monthly household incomes (e.g., 76.2% of participants with monthly household income regularly checked their blood pressure versus participants with monthly household income (34).According to a study conducted in Dessie, Ethiopia, divorced individuals had roughly 88% fewer good self-care practices than single participants. When compared to participants who couldn't read or write those who received traditional clergy-based instruction were 2.2 times more likely to practice appropriate self-care (32).
When compared to their male counterparts, female respondents were found to be two times more likely to adhere to recommended lifestyle modifications in a study on lifestyle modifications and factors associated with hypertensive patients attending chronic follow- up units of selected public hospitals in Addis Ababa, Ethiopia. Respondents who were unemployed were found to be less likely to adhere than those who were working (44).
2.2.2. [bookmark: 2.2.2._Knowledge_about_Hypertension_and_][bookmark: _bookmark15]Knowledge about Hypertension and Its Management Practices.
A qualitative study aimed to explore hypertensive patients’ perspectives on quality use of medication and issues related to hypertension management at the community level in Malaysia, found that poor medication adherence and different strategies were taken to overcome the barriers towards adherence. The use of herbal and traditional therapies was perceived as an alternative method in controlling blood pressure instead of taking antihypertensive medication. The participants were found to have poor knowledge of the side effect and mechanism of action of hypertensive medication(13).
The participants' knowledge of the adverse effects and hypertension medication's mechani sm of action was found to be lacking (49).Good knowledge was shown to be 6.196 times more positively linked with good self-care practice than poor knowledge, according to a study conducted in Mekelle, Ethiopia(29). An Addis Ababa public health facility study on hypertensive individuals found that those with strong knowledge were 13 times more likely to follow suggested lifestyle guidelines than those with poor knowledge (AOR =13.27, 95%

CI: 4.12, 42.72) (44).A hospital-based cross-sectional study carried out in a specialized referral hospital in Gondar revealed that individuals with good understanding of hypertension tended to practice good self-care more frequently (35).
2.2.3. [bookmark: 2.2.3._Motivational_Elements_(Self-Effic][bookmark: _bookmark16]Motivational Elements (Self-Efficacy).

Self-efficacy is a fundamental factor utilized to assess specific individuals practice ,acting as	an	essential	elements	within	hypertension	self-care	practice concept (33).It is a method through which individuals can take charge of their life and ma kes it possible for patients to assume greater responsibility for their daily self-
care (50).Empowerment elements had substantial benefits, according to a study done to evaluate characteristics linked with older customers' hypertension self-care practices, with significant positive correlations (r=0.57) and coefficients of (= 0.33, and P<0.001) (33).Self-efficacy, or the person's perceived comfort in performing self-care activities related to treating a chronic condition, such as HTN, was found to significantly contribute to the regression model that explained 29.5% of the variance in HTN self-care in a research among Filipinos in the United States (51).According to a study carried out in Chinese local communities, a 10-unit increase in self-efficacy was associated with an increased OR of
1.25 (95% CI 1.04-1.49) for engaging in regular physical activity (36).

The management of chronic diseases necessitates a variety of self-care practices from the patient. An important psychosocial notion called self -efficacy has been linked to the capacity to control chronic illness. In a study of African Americans, 59% reported high self-efficacy regarding their hypertension, which directly translated to better health habits. Specifically, this high confidence was significantly linked to adherence in five key areas: maintaining a low-salt diet, managing weight, taking prescribed medications, exercising regularly, and quitting smoking. Ultimately, improving blood pressure control requires not just educating patients on self-care, but actively building their confidence that hypertension is a highly treatable condition (52).

2.2.4. [bookmark: 2.2.4._Social_Support.][bookmark: _bookmark17]Social Support.
According to several research, social support is a predictor of compliance and wholesome behavior (32, 33, 53, 54).A study conducted in Korea to evaluate the factors predicting h ypertension patients' selfcare found substantial positive connections between social suppo rt and self-care (33).According to a study carried out in local communities in China, there

is a correlation between a 10-unit increase in family social support and odds ratios of 1.39 and for medication adherence and regularly monitoring blood pressure, respectively (36).With a different study conducted in Dessie, Ethiopia found that respondents who had strong social support were more likely to engage in beneficial self-care strategies for managing hypertension (32).
2.2.5. [bookmark: 2.2.5._Other_Health-Related_Factors.][bookmark: _bookmark18]Other Health-Related Factors.
The extent to which hypertensive clients practice self-care is also known to be influenced by other general health-related characteristics, such as illness duration, co-morbidities, familial history of HBP, and information on HBP (7, 29, 32, 44, 55).A study conducted in Dessie,Ethiopia indicated that participants were 92% less likely to practice effective self- care if they did not have access to knowledge about it. Participants who had a convenient place to exercise were about three times more likely to have strong self-care practices than those who did not (32).
Ayder Comprehensive Specialized Referral Hospital in Ethiopia conducted a study that found that respondents with a disease duration of less than four years were 3.124 times more likely to practice good self-care than respondents with a disease duration of two years or more(29).According to a study conducted in Addis Ababa to evaluate adherence to advised lifestyle changes and factors associated with hypertensive patients attending chronic follow-up units of selected public hospitals, a longer time since diagnosis was found to be significantly associated life style modification compared to a shorter-duration since diagnosis. It was discovered that respondents without co- morbidities were 76% less likely to be adherent than those who had (44).

2.3 [bookmark: _bookmark19]Conceptual Framework of the Study.
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[bookmark: _bookmark20]Figure 2.1. Conceptual framework of hypertension self-care practices and associated factors among hypertensive patients who have follow-ups in public health facilities of Holota town, Central Ethiopia, 2024(2)(14)(1)(3).

3. [bookmark: 3._OBJECTIVES][bookmark: _bookmark21]OBJECTIVES
3.1 [bookmark: 3.1_General_Objective.][bookmark: _bookmark22]General Objective.
To assess the magnitude of self-care practices and associated factors among hypertensive patients who have follow-ups at public health facility in Holota Town Central, Ethiopia, 2024.
3.2 [bookmark: 3.2_Specific_Objectives.][bookmark: _bookmark23]Specific Objectives.
· To assess the magnitude of self-care practices of hypertensive patients who have follow-ups at public health facility in Holota Town Central, Ethiopia, 2024.
· To identify factors associated with hypertension self-care practices of hypertensive patients who have follow-ups in public health facility in Holota Town, Central Ethiopia, 2024.

4. [bookmark: 4._METHODS][bookmark: _bookmark24]METHODS
4.1 [bookmark: 4.1_Study_Area_and_Period.][bookmark: _bookmark25]Study Area and Period.

The study was conducted from March 30 to April 30, 2024, in the public health facilities of Holota town, located in Central Ethiopia approximately 39 km west of Addis Ababa. The town serves an estimated population of 54,619. 51% of whom are female through three primary facilities: Holota Primary Hospital, Holota Health Center, and Gelgel Kuyu Health Center. These facilities provide essential healthcare services, including chronic disease follow-up for approximately 1,412 hypertensive patients, and are staffed by a multidisciplinary team of 278 health professionals, including specialists, general practitioners, health officers, and a significant number of nurses and midwives. Historically, these institutions have integrated self-care promotion into routine hypertension services to combat the poor adherence rates observed in the region and to reduce the significant medical and financial burden of uncontrolled high blood pressure.

4.2 [bookmark: 4.2_Study_Design.][bookmark: _bookmark26]Study Design.
A mixed-methods approach was used.

4.3 [bookmark: 4.3_Source_Population.][bookmark: _bookmark27]Source Population.
The source population of the study was all hypertensive patients who had follow-ups in public health facilities in Holota town.
4.4 [bookmark: 4.4_Study_Population.][bookmark: _bookmark28]Study Population.
Quantitative part: All hypertensive patients who had follow-ups in public health facility in Holota town, Central Ethiopia
Qualitative part: purposively selected participants who are on hypertension follow up and weren‘t involved in the quantitative study.
4.5 [bookmark: 4.5_Inclusion_and_Exclusion_Criteria.][bookmark: _bookmark29]Inclusion and Exclusion Criteria.
4.5.1 [bookmark: 4.5.1_Inclusion_criteria.][bookmark: _bookmark30]Inclusion criteria.
Hypertensive patients who had follow-ups for more than 6 months in public Health facility of Holota town, Central Ethiopia.

4.5.2 [bookmark: 4.5.2_Exclusion_Criteria.][bookmark: _bookmark31]Exclusion Criteria.
Hypertensive Patients who had follow-ups of less than six months. These segments of the populations were excluded because self-care practices are assumed to be a behavior if it is practiced repeatedly for at least six months according to trans theoretical model. Those patients who are critically ill at the time of data collection.
4.6 [bookmark: 4.6_Sample_Size_Determination_and_Sampli][bookmark: _bookmark32]Sample Size Determination and Sampling Techniques.
4.6.1 [bookmark: 4.6.1_Sample_Size_Determination][bookmark: _bookmark33]Sample Size Determination
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Where 𝑛ₒ= required sample size for a very large population (N> 10000),Z = critical value for normal distribution at 95% confidence level which equals to 1.96 at α =0.05, P= prevalence of hypertension self-care practice, and d = 0.05 (5% margin of error).
Assumptions: With the assumptions of 95% CI, 5% desired precision, established prevalence of Good H-SCP among patients in public health facilities of Harari regional state and dire Dawa city,, Ethiopia which was 52% (P=0.52)(2) , the formula yields 𝑛ₒ=
384. The stated P- value was selected because it is found to yield maximum sample size after reading different similar literatures. As it is shown above, comparatively the sample size for the first objective was greater than that of the second objective. So the required sample size was 384. Adding 10% of the non-response rate the final total sample size was calculated to be 422.
For the qualitative component: Fifteen hypertensive individuals participated in in-depth interviews (IDIs). The final sample size was determined by the principle of data saturation; sampling continued until no additional information or fresh insights were obtained.(57,59)

[bookmark: _bookmark34]The sample size for the second objective:

[bookmark: _bookmark35]Table 4.1: Maximum sample size calculation from components of Hypertension self-care practice who had follow up in public health facilities of Holota town, Oromia, Ethiopia, 2026Total number of hypertensive patients who had follow-ups in public health facilities of
Holota town=982, n=422
HPH: NA=498
HHC: NB=246
GKHC: NC=238
n1= 214
n2=106
n3= 102
SRS
SRS
SRS
NA/n1=2.3~2
NB/n2=2.3~2
NC/n3=2.3~2
Total sample size =422


	Variables
	% Outcome in

Unexposed
	AOR
	Power 80%
	Sample size
	Reference

	Age
	24.4
	3.8
	80%
	92
	(14)

	Educational level
	36.25
	2.45
	80%
	178
	(2)

	Knowledge regarding

HTN & its SCPs
	30.3
	2.2
	80%
	50
	(9)

	Social Support
	34.3
	2.71
	80%
	146
	(11)


























[bookmark: _bookmark36]Figure 4.2: Illustrates how these participants were proportionately assigned to the study locations.

4.6.2. [bookmark: 4.6.2._Sampling_Method:][bookmark: _bookmark37]Sampling Method:
Four Hundred and twenty two (422) participants was chosen for the quantitative portion using systematic random sampling procedure. Since the participant’s number in each facility was different we use proportional allocation.
nj=  n x Nj

N

Where;- nj = number of sample size in jth stratum in which in our case Holota referral Hospital,Holota health center and Gelgel kuyu health center.
n = calculated total sample size which is 422.

N = total hypertensive individuals in three selected Health facilities.

Nj = population size in jth stratum in which in our case Holota referral Hospital,Holota health center,Gelgel kuyu health center.
The respective required number of participants was selected systematically by considering their age, sex, place of residence duration of their illness, and presence or absence of other co morbidities. Based on this the expected number of hypertensive patients who came for the next month was 982.Then calculated sample size (422) was allocated to each facility based on their respective expected number of patients who came in one month period.
First, a sampling frame was created using the card numbers of patients scheduled to visit health facilities during the data collection .Finally ,study participants were selected by using systematic random sampling of every K-value (2).K= N/n, 982/422 with k = 2.3 ≈
2.The first participant was selected by the lottery method. Purposive sampling technique through maximum variation method was used to select study participants for the qualitative part of the study.

[bookmark: 4.7._Data_Collection_Tools_and_Technique][bookmark: _bookmark38]4.7. Data Collection Tools and Techniques.
To measure the level of hypertension self-care practices and their associated determinants in hypertensive patients, a structured questionnaire that had been constructed from various related literature and articles was adapted for use in face-to-face interviews. The questionnaires were written in English and translated into Afan Oromo
The questionnaire contains four main parts:

Part I: Dealt with socioeconomic characteristics, such as age, sex, marital status, level of education, and occupation, which were evaluated.
Part II: Dealt with elements of a person's health profile, such as family history of high blood pressure, measured blood pressure, information sources on HTN, length of disease, the existence of other comorbid conditions, and accessibility to a physical activity area.
Part III: Dealt with hypertension self-care techniques. Participants’ self-care practices were measured using the behavioral scale of the Hypertension Self-Care Profile (HBP-SCP) (2). The HBP-SCP was a 20-item assessment with four possible answers for each question: never = 1, occasionally = 2, frequently = 3, and always = 4.
Part IV: Contained a semi-structured, open-ended questionnaire for the qualitative part, which was developed by the principal investigator (PI). Data were collected by four trained data collectors and supervised by two supervisors. Internal consistency was checked using Cronbach’s alpha, which was (α = 0.85)
4.8 [bookmark: 4.8_Variables.][bookmark: _bookmark39]Variables.
4.8.1 [bookmark: 4.8.1_Dependent_Variable][bookmark: _bookmark40]Dependent Variable Hypertension self-care practice.
4.8.2 [bookmark: 4.8.2_Independent_Variables.][bookmark: _bookmark41]Independent Variables.
Socio-demographic variables (Age, sex, marital status, place of residence, - Educational status, and occupation),
Empowerment factor (self-efficacy) ,Knowledge, social support, Perceived health status, and other health-related factors (illness duration, family history of HBP, source of information related to HBP, availability of a place to make exercise, and presence of co morbidities).

4.9 [bookmark: 4.9_Data_Processing_and_Analysis][bookmark: _bookmark42]Data Processing and Analysis

The data was entered into Epi data version 4.6 and exported to Statistical Package for the Social Sciences (SPSS) version 26 for statistical analysis. Descriptive analyses was presented using frequency, percent, mean, and standard deviation. Chi-square was computed to explore the bi-vitiate correlation between hypertension self-care and each of the other explanatory variables. Based on the examined mean scores, the outcome variable, the H-SCP, will be dichotomized into good and poor. Prior to fitting the multivariable model, multicollinearity among the independent variables was checked using the Variance Inflation Factor (VIF) and standard tolerance tests, with a VIF value of less than 10 and a tolerance greater than 0.1 indicating the absence of significant multicollinearity. Bi- variable and multivariable binary logistic regression analyses was used to see the association between independent variables and the outcome variable. Independent variables with p < 0.2 during bi-variable analysis was included in the multivariable model. The association between the dependent and independent variables was presented using adjusted odds ratios (AORs) with 95% confidence intervals. The Hosmer–Lemeshow goodness-of- fit test indicated an adequate model fit at a p-value greater than 0.05.

For the qualitative part, data was analyzed thematically using NVivo 15. First of all, the researcher was managed the data by creating and organizing files through data collection, translation, and transcription, so that they can be accessed easily for analysis. Key themes was identified and codes was assigned to each theme. Data was displayed to capture the variation, or richness, of each theme. Data reduction were done to distill the information to make the most essential concepts and relationships, and finally; the data was interpreted.

4.9.1. [bookmark: 4.9.1._Data_Quality_Control.][bookmark: _bookmark43]Data Quality Control.
Before the actual data collection is commences, the questionnaire was pre-tested on 5% of the sample size on Saglan-Waji Hospital. After the pretest, the questionnaire was modified accordingly for any missing variables. The data obtained from pretesting was not be included in the final analysis. The pretest was conducted to ensure the completeness of the data collecting instrument. Training was given to the data collectors before the actual data collection on the contents of the questionnaires and how to maintain confidentiality and privacy of the study subjects. Every day after data collection, questionnaires was reviewed and checked.

Both the quantitative and qualitative data were stored in a secured place for confidentiality and in time of need for a backup of the data Completeness, accuracy, and clarity by investigator, supervisors, and data collectors.
4.10. [bookmark: 4.10._Operational_Definitions.][bookmark: _bookmark44]Operational Definitions.
Hypertension self-care practice: Was measured by the 20-item measure of Hypertension Self-Care Profile (HBP-SCP) and those who score above the mean are considered to have good self-care practices (61).
Knowledge of self-care practice: Was measured by the overall summation of 12 items of true/false bases after reverse coding of the negatively worded items and those respondents who score above the mean are considered as having good knowledge towards hypertension and its self-care practices (36).
Perceived social support: Was measured by the 3-item measure of Oslo social support scale (OSSS-3) and participants are classified as having low, moderate, and strong social support (60).
Self-efficacy: Was measured by summing of results of 5-item measures which are rated from 1-10 and those respondents who score mean and above are considered to have high self-efficacy (54).
Perceived health status: Was measured by summing of results of 12-item measures of the short form (SF-12) health survey and participants who score mean and above are considered to have good perceived health status (61)
Monthly income: Was defined as self-reported individual earnings over a 30-day period in Ethiopian Birr (ETB) and categorized into two groups using a median split of 3,500 ETB, where earnings strictly below this threshold were classified as low and earnings of 3,500 ETB or more were classified as high.

4.11. [bookmark: _bookmark45]Ethical Considerations.

Ethical approval was obtained from the Ethical committee of Ambo University, College of Health Sciences and Referral Hospital. The IDI was conducted in a separate area from the follow-up room after the selected patient completed his/her treatments. For both the quantitative and qualitative parts. The interviewee was informed about the objectives and data collection procedures. Informed consent was obtained from each of the participants. The participants was allowed to consider their participation and they was allowed to withdraw from the study if they wished to do so. Participant’s name or personal identifier has not been included in the IDI and structured interviews to ensure participants’ confidentiality. All transcripts and other data was kept in a locked file.

5. [bookmark: 5._Results][bookmark: _bookmark46]RESULTS
5.1 [bookmark: 5.1_Quantitative_Result][bookmark: _bookmark47]Quantitative Result
5.1.1 [bookmark: 5.1.1_Socio_Demographic_Characteristics][bookmark: _bookmark48]Socio Demographic Characteristics
A total of 422 hypertensive patients who had follow-ups in public health facilities of Holota Town were involved in this study, with a response rate of 100%. The age of the participants ranged from 27 to 90 years with a mean age of 56 (SD = ±12). About 228 (54%) were males (Table 1).The majority of the participants were married, accounting for 195 (46.2%). Of all the respondents, 236 (55.9%) were residents of urban areas. Regarding educational status, 160(37.9%) and 37 (8.8%) of the participants were unable to read and write and attended college and above, respectively. 40 (9.5%) of the respondents were government employees. (Table 2).
[bookmark: _bookmark49]Table 5.2. Socio-demographic characteristics of respondents for quantitative study in public hospitals of Holota Town, Central Ethiopia, 2026 (n = 422).

	Variable
	Category
	Frequency (N)
	Percent (%)

	Age Group
	<40
	41
	9.7

	
	40–60
	240
	56.9

	
	>60
	141
	33.4

	Sex
	Female
	194
	46.0

	
	Male
	228
	54.0

	Marital Status
	Single
	74
	17.54

	
	Married
	195
	46.2

	
	Divorced
	74
	17.54

	
	Widowed
	79
	18.72

	Residence
	Urban
	236
	55.9

	
	Rural
	186
	44.1

	Education
	Unable to read/write
	160
	37.9



	
	Traditional clergy based teaching
	108
	25.6

	
	Primary school
	69
	16.4

	
	Secondary school
	48
	11.4

	
	University/college
	37
	8.7

	Occupation
	Farmer
	138
	32.7

	
	Government employee
	39
	9.2

	
	Private employee
	62
	14.7

	
	Merchant
	46
	10.9

	
	Housewife
	116
	27.5

	
	Other
	21
	4.97

	Monthly Income
	<2500
	303
	72.0

	
	2500–3500
	20
	4.5

	
	>3500
	99
	23.5





5.1.2 [bookmark: 5.1.2_Clinical_Characteristics_of_the_St][bookmark: _bookmark50]Clinical Characteristics of the Study Participants
Out of 422 respondents, 155 (36.7%) had a family history of hypertension. 159(37.8%) participants had access to health education. The average duration of illness of the respondents was 4.7 ± 3.3666 years. One hundred eighty-eight (44.5%) of the respondents had at least one possible comorbidity. Only 153 (36.3%) of the study participants had an available place for physical exercise. (Table 3)

[bookmark: _bookmark51]Table 5.3.Health profile related characteristics of respondents in public health facilities of Holota town, central Ethiopia, 2026 (n = 422).

	Family History of HBP
	No
	267
	63.3

	
	Yes
	155
	36.7

	Information Source (HBP)
	Books
	2
	0.5

	
	Newsletter
	4
	0.9

	
	Health facilities
	166
	39.3

	
	Electronic media
	135
	32.0

	
	No information
	115
	27.3

	Duration of Diagnosis
	<5 years
	231
	54.7

	
	≥5 years
	191
	45.3

	Exercise Practice
	No
	269
	63.7

	
	Yes
	153
	36.3

	Comorbidities
	None
	234
	55.5

	
	Diabetes Mellitus
	87
	20.6

	
	CKD
	51
	12.1

	
	CHF
	39
	9.2

	
	Stroke
	11
	2.6

	Recent BP Measurement
	Controlled
	216
	51.2

	
	Uncontrolled
	206
	48.8



5.1.3 [bookmark: 5.1.3_Hypertension_Self-Care_Practice_of][bookmark: _bookmark52]Hypertension Self-Care Practice of the Study Participants
The overall mean of hypertension self-care practice was 50.47 ± 5.612.Among the 422 study participants, 187 (44.3%) had good hypertension self-care practice with a confidence interval (95% CI: 40.0-49.6).Among all the respondents involved in the study, 218 (51.7%) of them never engaged in regular physical exercise.111 (26.3%) and 279 (66.1%) of the

participants were practicing the consumption of less than 1 teaspoon of table salt per day sometimes and Often, respectively. One hundred thirty two (31.3%) of the participants never checked their blood pressure at home. The majority of the respondents practiced non- smoking, accounting for 214 (50.7%).
[bookmark: _bookmark53]Table 5.4: Distributions of hypertension self-care practices of hypertensive patients in public health facilities of Holota town, central Ethiopia, 2026 (n=422)

	Practice Item
	Always
	Often
	Sometimes
	Not at all
	Mean

	Take part regular physical activity (e.g., 30 minutes of walking 4–5 times per week)?
	0(0%)
	123(29.1%)
	81(19.2%)
	218(51.7%)
	1.77+ 0.87

	Read nutrition facts label to check information on sodium content?
	0(0%)
	46(10.9%)
	113(26.8%)
	263(62.3%)
	1.49+ 0.68

	Eat low-salt foods (e.g., fresh vegetables)?
	58(13.7%)
	134(31.8%)
	219(51.9%)
	11(2.6%)
	1.57+ 0.75

	Limit	the	use	of	high-salt condiments?
	21(5%)
	369(87.4%)
	20(4.7%)
	12(2.8%)
	2.95+ 0.45

	Eat less than 1 teaspoon of table salt per day?
	1(0.2%)
	111(26.3%)
	279(66.1%)
	31(7.3%)
	2.19+ 0.56

	Avoid consuming fatty foods?
	142(33.6%)
	247(58.5%
	32(7.6%)
	1(0.2%)
	3.26+ 0.6

	Eat fewer foods that are high in fat (e.g., red meat, butter)?
	14(3.3%)
	329(78%)
	78(18.5%)
	1(0.2%)
	2.84+ 0.45

	Replace traditional high-fat foods (e.g., deep-fried chicken) with low-fat products (e.g., baked chicken)?
	4(0.9%)
	132(31.3%)
	204(48.3%)
	82(19.4%)
	2.14+ 0.73

	Use bake or steam instead of frying when cooking?
	4(0.9%)
	111(26.3%)
	275(65.2%)
	32(7.6%)
	2.21+ 0.58



	Read the nutrition label to check info on fat products (e.g., butter, red meat)?
	0(0%)
	16(3.8%)
	123(29.1%)
	283(67.1%)
	1.37+ 0.56

	Eat 5 or more servings of fruits and vegetables daily?
	3(0.7%)
	204(48.3%)
	125(29.6%)
	90(21.3%)
	2.28+ 0.8

	Practice moderation in drinking alcohol daily (2 glasses or less for men; 1 glass or less for women)?
	41(9.7%)
	275(65.2%)
	72(17.4%)
	34(8.1%)
	2.77+ 0.73

	Practice non-smoking?
	214(50.7%)
	205(48.6%)
	2(0.5%)
	1(0.2%)
	3.50+ 0.52

	Check your blood pressure at home?
	23(5.5%)
	96(22.7%)
	171(40.5%)
	132(31.3%)
	2.02+ 0.87

	Remember to take your blood pressure medicine?
	143(33.9%)
	263(62.3%)
	15(3.6%)
	1(0.2%)
	3.30+ 0.54

	Remember	to	fill	your prescriptions?
	103(24.2%)
	274(64.9%)
	29(6.9%)
	16(3.8%)
	3.10+ 0.68

	Keep your weight down?
	60(14.2%)
	27(6.4%)
	233(55.2%)
	102(24.2%)
	2.11+ 0.93

	Monitor situations that cause a high level of stress (e.g., arguments, death in the family) resulting in blood pressure elevation?
	17(4%)
	298(70.6%)
	106(25.1%)
	1(0.2%)
	2.78+ 0.51

	Engage in activities that can lower stress (e.g., deep breathing, meditation?
	4(0.9%)
	30(7.1%)
	378(89.6%)
	1(0.2%)
	2.07+ 0.36

	See a doctor regularly?
	353
(83.6%)
	40(9.5%)
	29(6.9%)
	1(0.2%)
	3.77+ 0.56

	Overall Mean
	50.70 + 5.61
	
	
	
	



	Scored
	Above Mean
	187(44.3%)

	
	Below Mean
	235(55.7%)



5.1.4. [bookmark: 5.1.4._Factors_Associated_With_Hypertens][bookmark: _bookmark54]Factors Associated With Hypertension Self-Care Practice
In the bi-variable logistic regression analysis; age, educational status, occupational status, residence, family history of HBP, monthly income, availability of place for physical exercise, sources of information for regulating HBP ,Comorbidities, Blood pressure measurement, knowledge, perceived health status, and self-efficacy were significantly associated with hypertension self-care practices at p value <0.2. Whereas in the multivariable logistic regression analysis only residence, monthly income, family history of HBP, knowledge of hypertension self-care, self-efficacy, and perceived health status were significant predictors.
Living in a rural residence was associated with a notably lower likelihood of achieving the outcome of good self-care practices compared to residing in an urban area. This disparity may be explained by limited access to health information and self-care resources in rural settings. Higher-income individuals demonstrated a substantially greater probability of engaging in good self-care practices compared to those with lower incomes. This strong positive association suggests that financial capacity serves as an enabler, allowing patients to better afford healthy foods, medications, and follow-up services. Participants with a family history of hypertension had a moderately increased likelihood of practicing good self-care. This is possibly due to their heightened prior awareness and firsthand observation of the disease's complications. Participants with good knowledge of hypertension and its management exhibited a markedly higher awareness to achieve the outcome of good self- care practices. This acts as a robust predictor, highlighting the critical importance of continuous patient education. Individuals demonstrating high self-efficacy were substantially more likely to practice good self-care compared to those presenting with low self-efficacy.

[bookmark: _bookmark55]This strong association indicates that patients who feel confident in their personal ability to manage their condition are significantly more inclined to adhere to recommended lifestyle changes. Individuals who perceived their health status as good showed a greatly elevated likelihood of practicing appropriate self-care compared to those with poor perceived health. This suggests that maintaining a positive health perception actively motivates and sustains self-care practice. A multivariable logistic regression utilizing the Backward LR method

was applied to identify the independent variables significantly associated with self-care practice.
Table 5.5: Bivariable logistic regression showing factors associated with self- care practices of hypertensive patients in Public health facilities of Holota town, central Ethiopia, 2026 (n=422)

	Variables
	Category
	
	
	COR at 95% CI
	P-value

	Hypertension	Self-care practice

	
	
	Good (%)
	Poor (%)
	
	

	Age
	<40
	23(5.4%)
	18(4.3%)
	1
	

	
	40-60
	109(25.8%)
	131 (31.0%)
	0.65(0.33,1.27)
	0.228

	
	>60
	55 (13.0%)
	86 (20.4%)
	0.50(0.25,1.01)
	0.05

	Residence
	Urban
	118(50%)
	118 (50%)
	0.59(0.4,0.87)
	0.008

	
	Rural
	69(16.4%)
	117(27.7%)
	1
	

	Educational Status
	Unable to read and write
	58 (13.7%)
	102 (24.2%)
	1
	

	
	Clergy based teaching
	42 (10.0%)
	66 (15.6%)
	1.12(0.68,1.85)
	0.66

	
	Primary school
	39 (9.2%)
	30 (7.1%)
	2.29(1.29,4.06)
	0.005

	
	Secondary school
	25 (5.9%)
	23 (5.5%)
	1.91(0.1,3.67)
	0.051

	
	University/Colleg e
	23 (5.5%)
	14 (3.)3%
	2.89(1.38,6.05)
	0.005

	Occupation
	Farmer
	35 (8.3%)
	55(13.0%)
	1
	

	
	Government
employee
	24 (5.7%)
	16(3.8%)
	2.36(1.10,5.05)
	0.037




	
	Private employee
	31 (7.3%)
	30 (7.1%)
	1.62(0.84,3.13)
	0.122

	
	Merchant
	27 (6.4%)
	19 (4.5%)
	2.23(1.08,4.61)
	0.03

	
	House wife
	50 (11.8%)
	66 (15.6%)
	1.19(0.68,2.09)
	0.54

	
	Other
	20 (4.7%)
	49 (55.7%)
	0.64(0.33,1.26)
	0.19

	Monthly income
	<2500
	118 (28.0%)
	186 (44.1%)
	1
	

	
	2500-3500
	8 (1.9%)
	11 (2.6%)
	1.15(0.45,2.93)
	0.57

	
	>3500
	61 (14.5%)
	38 (9.0%)
	2.53(1.6,4.03)
	0.00

	Family History
	Yes
	83 (19.7%)
	72 (17.1%)
	1
	

	
	No
	104 (24.6%)
	163 (38.6%)
	1.807(1.21,2.7)
	0.028

	Source	of information
	Book
	2(0.5%)
	3(0.7%)
	1
	

	
	Newsletter
	6(1.4%)
	5(1.2%)
	0.33(0.09,11.94)
	1

	
	Health education
	78(18.5%)
	81(19.2%)
	1.02(0.06,16.65)
	0.097

	
	Electronic media
	56(13.3%)
	73(17.3%)
	0.78(0.48,12.67)
	0.05

	
	No information
	45(10.7%)
	73(17.3%)
	0.58(0.35,9.44)
	0.07

	Place	of exercise
	No
	128(30.3%)
	141(33.4%)
	0.69(0.46,1.04)
	0.038

	
	Yes
	59(14%)
	94(23.3%)
	1
	

	Comorbiditi es
	Diabetes mellitus
	43(10.2%)
	44(10.2%)
	1
	

	
	Chronic	kidney disease
	1(0.2%)
	50(11.8%)
	0.91(0.56,1.49)
	0.07

	
	Chronic	heart failure
	22(5.2%)
	17(4%)
	0.19(0.003,0.24)
	0.09

	
	Stroke
	0(0.0%)
	11(2.6%)
	0.17(0.02, 0.29)
	0.02

	
	None
	121(28.7%)
	113(26.8%)
	0.25(0.17, 0.31)
	0.054



27

	Knowledge
	Poor
	176(41.7%)
	59(14%)
	1
	

	
	Good
	78(18.5%)
	109(25.85)
	1.46(1.0,2.14)
	0.05

	BP
measureme nt
	Controlled
	108(25.6%)
	108(25.6%)
	0.62(0.42,0.92)
	0.016

	
	Uncontrolled
	79(18.7%)
	127(30.1%)
	1
	

	Self-efficacy
	Low
	93(22%)
	142(33.6%)
	2.0(1.35,2.95)
	0.001

	
	High
	106(25.1%)
	81(19.2%)
	1
	

	Perceived health status
	Poor
	72(17.1%)
	163(38.6%)
	1.73(1.16,2.58)
	0.007

	
	Good
	81(19.2%)
	106(25.1%)
	1
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[bookmark: _bookmark56]Table 5.6: Multivariable logistic regression showing factors associated with self- care practices of hypertensive patients in Public health facilities of Holota town, central Ethiopia
, 2026 (n=422)



Variables	Catego
ry	Hypertension	Self-care

COR at 95% CI

AOR at 95% CI	P-value


	
	practice
	

	
	Good (%)
	Poor (%)
	
	
	

	Residence
	Urban
	118(50%)
	118 (50%)
	1
	1
	

	
	Rural
	69(16.4%)
	117(27.7%)
	0.59(0.4,0.87)
	0.6(0.39,0.93)
	0.021**

	Monthly
income
	<2500
	118 (28.0%)
	186 (44.1%)
	1
	1
	

	
	2500-
	8 (1.9%)
	11 (2.6%)
	1.15(0.45,2.93)
	1.64(0.62,4.34)
	0.316

	
	3500
	
	
	
	
	

	
	>3500
	61 (14.5%)
	38 (9.0%)
	2.53(1.6,4.03)
	2.46(1.49,4.06)
	0.000**
*

	Family
History
	Yes
	83 (19.7%)
	72 (17.1%)
	1
	1
	

	
	No
	104 (24.6%)
	163 (38.6%)
	1.807(1.21,2.7)
	1.63(1.07,2.50)
	0.025**

	Knowledge
of –HSCPs
	Poor
	176(41.7%)
	59(14%)
	1
	1
	

	
	Good
	78(18.5%)
	109(25.85)
	1.46(1.0,2.14)
	1.90(1.24,2.92)
	0.003**

	Self-efficacy
	Low
	93(22%)
	142(33.6%)
	2.0(1.35,2.95)
	2.06(1.35,3.13)
	0.001**

	
	High
	106(25.1%)
	81(19.2%)
	1
	1
	

	Perceived
	Poor
	72(17.1%)
	163(38.6%)
	1.73(1.16,2.58)
	2.0(1.28,3.13)
	0.002***




health status

Good	81(19.2%)	106(25.1%)	1	1




Rural residents are approximately 60% times less likely to have Good self-care practices compared  to  those  in  Urban  areas(AOR=0.6,  95%  CI=0.39,0.93,p-value
<0.021).Individuals with high self-efficacy are approximately 2 times more likely to practice good self-care compared to those with low self-efficacy (AOR=2.06, 95% CI=1.35, 3.13, p-value <0.001). Higher-income individuals are approximately 2.5 times more likely to engage in good self-care compared to low-income participants (AOR = 2.46, 95% CI=1.486, 4.060, p-value < 0.001).Those with a family history were 1.6 times more likely to engage in good self-care practice compared with those who has no family history (AOR=1.63, 95% CI=1.07, 2.50,p-value <0.025).Individuals with Perceived Good health are 2 times more likely to engage in good self-care compared to those with perceived their health poorly (AOR = 2.0, 95% CI=1.28, 3.13,p-value <0.002).Participants with good knowledge approximately 2 times more likely to have Good of self-care than those who have Poor knowledge (AOR = 1.90, 95% CI=1.24, 2.92,p-value <0.003).(Table-6)

5.2 [bookmark: 5.2_Qualitative_Result][bookmark: _bookmark57]Qualitative Result
5.2.1. [bookmark: 5.2.1._Socio-Demographic_Characteristics][bookmark: _bookmark58]Socio-Demographic Characteristics
The qualitative component of this research involved a purposive sample of 15 hypertensive patients who participated in in-depth interviews. The ages of these participants ranged from 40 to 78 years, with a calculated mean age of 57.2 (SD = ±11.8) years. Gender distribution was nearly equal, with 8 (53.3%) males and 7 (46.7%) females. The majority of respondents were married, accounting for 11 (73.3%) of the group, while the remainder were divorced (20%) or widowed (6.7%). Occupational backgrounds varied, including farmers (26.7%), housewives (20%), and merchants (13.3%), with the rest being government employees or retired. Regarding their clinical profile, the duration of hypertension ranged significantly from 1 to 20 years, and only 3 (20%) of the 15 participants reported a known family history of high blood pressure.
5.2.2. [bookmark: 5.2.2._Barriers_of_Hypertension_Self-Car][bookmark: _bookmark59]Barriers of Hypertension Self-Care Practices Following.
After NVivo 15 software was used to analyze the data five themes were explored among the in-depth interviews of the nine study participants. These themes are listed and discussed as follows:

1. Dietary Challenges: Adhering to a low-salt diet was reported as particularly difficult. Several participants expressed dissatisfaction with the taste of food prepared without salt. As P2 remarked, “Food without salt tastes like water; it’s difficult unless you get used to it.P13’s also mentioned that, "The difficulty is not just taste; it is the cost of preparing two different pots of food, one with salt for the family and one without for me.".Such perceptions indicated the challenge of adjusting to dietary modifications despite awareness of their importance.
2. Economic Constraints: Financial limitations restricted access to healthy food options. Many participants reported that fresh fruits and vegetables were unaffordable, leading to diets dominated by inexpensive staples. P9 stated, “Fruits and vegetables are too costly for us… our diet is mostly grains and sauces.”. P11’s "Even with a steady income, the choice between buying blood pressure medication and paying for my children's education is a monthly struggle.”. This highlights the influence of socioeconomic status on the ability to implement dietary recommendations.
3. Medication Adherence Difficulties: Forgetfulness emerged as a significant barrier to consistent medication use. P3 explained, “I don’t remember the exact time or day

to take it sometimes,” indicating a lack of structured medication routines and possible gaps in treatment adherence.
4. Physical Activity Limitations: Chronic illnesses and physical conditions limited engagement in physical exercise. For example, P8 reported, “Physical activity increases my asthma attacks, so I avoid it.” P14: "Cultural norms in my rural residence make me feel out of place when I try to engage in 'formal' exercise like brisk walking.”. Such comorbidities presented additional obstacles to meeting lifestyle modification recommendations.
5. Addictive Behaviors and Habits: Some participants struggled to change long-standing habits, particularly smoking and high coffee consumption, which are culturally embedded in daily life. P3 admitted, “I still smoke; it’s hard to quit after so long.” These patterns persisted despite participants’ awareness of associated health risks.
Overall, these findings demonstrate that behavior change in hypertension management is influenced not only by awareness and motivation but also by economic limitations, cultural norms, comorbid conditions, and entrenched personal habits.

6. [bookmark: 6._DISCUSSION.][bookmark: _bookmark60]DISCUSSION.

The study assessed self-care practices and associated factors among hypertensive in public health facilities of Holota Town, Central Ethiopia. The magnitude of good self-care practice (SCP) among hypertensive patients. This study revealed that 44.3% (95%CI, 39.6-49.0) of hypertensive patients had good self-care practices. This finding is in line with a systematic review and meta-analysis conducted in Ethiopia, which showed a pooled estimate of good SCP standing at 44% (95% CI: 34% to 53%). Furthermore, this finding is highly consistent with individual studies conducted in Saudi Arabia (47.73%) (1), East Gojjam Zone (49%) (2), Bahir Dar City (44.8%) (4), North Shewa Zone (48.3%) (8), and Jimma (46.7%) (30).

Conversely, higher levels of good self -care practices were found in studies from Debre Tabor (54.1%) (10), the Harari region, and Dire Dawa (52%) (7). The differences in self- care practice prevalence compared to these regions may primarily arise from methodological variations, such as differences in sample size. Furthermore, the higher adherence rates reported in these regions may be justified by better socio-economic conditions, better access to healthcare facilities, and varying, potentially higher levels of health literacy among those specific study populations. In contrast, the current result is higher than findings reported in Tigray (20.3%) (3), South East Ethiopia's Bale Zone (33.1%) (5), Central Java, Indonesia (37%) (6), and Addis Ababa (40.9%) (11). This disparity and the lower rates in these areas could be justified by a combination of contextual factors, such as inadequate knowledge about hypertension, poorer healthcare infrastructure, differing levels of urbanization and literacy, deeply rooted cultural perceptions, and financial limitations that collectively hinder consistent self-care engagement in those settings.

The study also found that socio-demographic variables, specifically residence and average monthly income, are significant predictors of hypertension self-care practice. Regarding residence, findings in line with the current study demonstrated that participants living in rural areas were 60% less likely to practice good self-care toward hypertension compared to urban residents. This aligns with findings from Ayder Comprehensive Specialized Hospital in Mekele, Ethiopia (15), rural Singur, West Bengal (16), and rural Kenya (17). In contrast, a study conducted in Dessie revealed a differing trend where participants residing in rural areas were more likely to adhere to all recommended self-care practices

compared to their urban counterparts (18). This discrepancy can be justified by differences in regional health extension programs, localized community support systems, or specific urban lifestyle stressors present in Dessie town.
Furthermore, the study reveals that a respondent’s income was significantly associated with the self-care practice of hypertension, with higher earners demonstrating better self-care practices. This finding is heavily supported by and in line with a study done in Asella, Ethiopia, which stated that the likelihood of medication non-adherence among patients with an average monthly income of ≤2500 ETB was 1.58 times higher compared to those earning
>2500 ETB (19). Additionally, it aligns with research from Surakarta, Central Java, Indonesia, where higher-income participants were 2.89 times more likely to have good SCP (20), as well as studies from Nigeria (9) and Ghana (21). The justification for this consistent positive relationship is that those within higher income brackets can easily engage in recommended, often costly, self-care practices (such as purchasing specific diets) without financial difficulty compared to their counterparts in lower-income levels. In contrast, most general studies conducted in Ethiopia showed that income has no significant association with self-care practice. This contrasting lower impact of income in other regions can be justified by the fact that a severe lack of information can exacerbate disparities in health literacy and service use so heavily that it ultimately results in worsened health outcomes regardless of a patient's financial status.

The study also identified a significant positive association between a family history of hypertension and self-care practices, revealing that participants with a familial history were
1.63 times more likely to demonstrate good self-care compared to their counterparts. This finding is consistent with research from Selangor, Malaysia (62).
Where family history was a significant determinant of higher hypertension self-care profile scores, and aligns with evidence from Addis Ababa, Ethiopia (63) which indicates that family history enhances the health literacy and knowledge required to implement effective practices. However, this finding contrasts with a study in the Oromia Special Zone, which reported and a Bahir-Dar City (64).
Where family history was not identified as a significant predictor of self-care despite being analyzed as a health profile characteristic. This divergence suggests that familial exposure does not automatically translate into action; rather, it is mediated by local perceptions of

individual empowerment. In these specific populations, a family history might lead to 'genetic fatalism' where the condition is viewed as an unavoidable destiny or a normalization of the disease that diminishes the perceived urgency for proactive self-care practice (65).

7. [bookmark: 7._Strengths_and_limitations_of_the_stud][bookmark: _bookmark61]STRENGTHS AND LIMITATIONS OF THE STUDY.
7.1. [bookmark: 7.1._Strengths][bookmark: _bookmark62]Strengths
Mixed study design was used.

7.2. [bookmark: 7.2._Limitations][bookmark: _bookmark63]Limitations
[image: ]Social desirability bias: Participants may have over reported positive self-care behaviors due to the face-to-face interview format.

8. [bookmark: 8._CONCLUSIONS_AND_RECOMMENDATIONS.][bookmark: _bookmark64]CONCLUSIONS AND RECOMMENDATIONS.
8.1 [bookmark: 8.1_Conclusions.][bookmark: _bookmark65]Conclusions.

The prevalence of good hypertension self-care was found to be inadequate, as more than half of the participants demonstrated an inability to consistently implement the necessary self- care standards. Residence, higher monthly income, positive family history of hypertension, good knowledge of hypertension management, high self-efficacy, and good perceived health status are significantly associated with hypertension self-care practice. Qualitative findings revealed that barriers to optimal self-care extended beyond awareness, including economic constraints, difficulty adhering to dietary restrictions, comorbid health conditions, and forgetfulness in medication adherence, and persistent unhealthy habits such as smoking and excessive coffee intake.
These findings underscore the need for diverse interventions addressing not only patient knowledge but also socioeconomic and behavioral barriers to improve hypertension self- management and reduce complications.

8.2. [bookmark: 8.2._Recommendations][bookmark: _bookmark66]Recommendations
For Holota town health office and health facility

1. Enhance community-based hypertension education programs focusing on practical self-care skills, particularly in rural areas.
2. Integrate self-efficacy–building interventions into routine care, such as monitoring BP at home, medication adherence counselling, stress management and peer support groups.
3. Coordinate between the Health Office and local markets or farmers to improve access to affordable, healthy foods through subsidies or community initiatives.
4. Strengthen reminders and follow-up systems (e.g., phone calls, SMS) to improve medication adherence and appointment attendance.
For Further Research:-

· Future research should prioritize the inclusion of private health facilities and community-based samples to offset selection bias and enhance the external validity of clinical findings.
· There is a critical need to evaluate the effectiveness of tailored behavioral interventions designed specifically for the low-resource settings of Holota town.
· Local health care facilities should consider integrating community-level screening and behavioral counseling into primary healthcare packages.
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