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ABSTRACT
Background  In high-income and low-income countries, 
including Ethiopia, hypertension (HTN) is a serious public 
health concern. As a consequence, a massive self-care 
practice (SCP) is necessary, and the domains of SCP, 
including adherence to medication, physical activity, weight 
management, low-salt diet, non-smoking, moderate alcohol 
usage, and dietary management, are required. However, 
there is no nationwide study on HTN SCPs in Ethiopia. This 
meta-analysis, therefore, aimed to estimate the pooled level 
of HCP among individuals living with HTN in Ethiopia.
Methods  The Preferred Reporting Items for Systematic 
Reviews and Meta-Analysis guideline was used to report 
this systematic review and meta-analysis. We systematically 
searched the databases PubMed/MEDLINE, Embase, Google 
Scholar and Science Direct for studies conducted in Ethiopia. 
All observational studies published until July 2020 were 
included. Data were analysed using R V.3.5.3 software, 
and the pooled prevalence with 95% CIs was presented 
using tables and forest plots. The presence of statistical 
heterogeneity (I2) within the included studies was evaluated. 
We used a funnel plot to identify evidence of publication bias. 
The random-effects meta-analysis model was employed to 
estimate the pooled proportion of good HTN SCPs.
This was submitted for registration with the International 
Prospective Register of Systematic Reviews in March 
2020 and accepted with the registration number 
CRD42020175743 (https://www.​crd.​york.​ac.​uk/​PROSPERO).
Results  Our search databases produced 356 papers. Twelve 
of these papers fulfilled the inclusion and were found suitable 
for the review. The total population in this study was 3938. 
Off these hypertensive populations, 44% (95% CI 34 to 53) 
had good SCP. The subgroup analysis for each component 
of SCP was done. The subgroup analysis of good adherence 
to low-salt diet, alcohol abstinence, medication adherence, 
non-smoking, physical exercise and weight management 
was 52% (95% CI 39% to 66%), 77% (95% CI 69% to 88%), 
65% (95% CI 45% to 85%), 92% (95% CI 88% to 95%), 
43% (95% CI 30% to 56%) and 51% (95% CI 32% to 69%), 
respectively. In conclusion, nearly half of patients with HTN 
had good SCPs.

BACKGROUND
Hypertension (HTN) is a growing problem 
that affects about a billion people world-
wide, including two-thirds from low-income 
countries.1 Alarmingly, 1.56 billion adults 
are estimated to have HTN in 2025.1 2 HTN 

is the leading cardiovascular disease (CVD) 
risk factor for stroke, myocardial infarction, 
congested heart failure, impairment and 
death.1 3 4 HTN is one of the main risk factors 
for CVDs causing 45% of global cardiovas-
cular morbidity and mortality.1 This condition 
remains asymptomatic in most cases until it is 
followed by stroke, myocardial infarction, renal 
dysfunction, visual problems and others.1 5

According to the WHO fact sheet, in 
2015, one in four men and one in five 
women had HTN. Of those, less than one 
in five people with HTN have the problem 
under control.1 One of the global targets 
for non-communicable disease is to reduce 
the prevalence of HTN by 25% by 2025.1 
The prevalence of HTN varies across the 
WHO regions and country income groups. 
The WHO African region has the highest 
prevalence of HTN (27%), while the WHO 
region of the Americas has the lowest prev-
alence of HTN (18%).1 A review of current 
trends shows that the number of adults with 
HTN increased from 594 million in 1975 to 
1.13 billion in 2015, with the increase seen 

Key questions

What is already known about this subject?
►► To the best of our knowledge, this is the first and 
only systematic review and meta-analysis that has 
focused on self-care practice (SCP) among hyper-
tensive patients in Ethiopia, which is important for 
Ethiopian policymakers.

What does this study add?
►► Nearly half of the patients with hypertension (HTN) 
had good SCPs.

►► Strong and reliable methodological and statis-
tical procedures were used in this review and 
meta-analysis.

How might this impact on clinical practice?
►► Our findings from the meta-analysis have implica-
tions in clinical practice as these can contribute to 
giving attention to the prevention and care of pa-
tients with HTN.

http://www.bcs.com
http://openheart.bmj.com/
http://orcid.org/0000-0003-3451-0837
http://crossmark.crossref.org/dialog/?doi=10.1136/openhrt-2020-001421&domain=pdf&date_stamp=2021-05-21
https://www.crd.york.ac.uk/PROSPERO
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largely in low-income and middle-income countries.1 
This increase is due mainly to a rise in HTN risk factors in 
those populations.1 Uncontrolled hypertension (UHTN) 
is the most common risk for cardiovascular morbidity 
and mortality, as well as target organ damage.6 7 UHTN is 
a major public health problem among patients with HTN 
both in high-income and in low-income countries.8 9 
According to different studies, UHTN is a common health 
public problem in Ethiopia.9–13 To control high blood 
pressure and to improve high blood pressure status, it is 
important to apply self-care practices (SCPs).14 The main 
domains of SCP are adherence to medication, physical 
activity, weight management, low-salt diet, non-smoking, 
moderate alcohol usage, and dietary management. Exces-
sive alcohol intake, cigarette smoking, increasing weight 
are the significant components of SCP that increase high 
blood pressure, whereas exercise, diets rich in fruits and 
vegetables, adherence to medication and reduced satu-
rated fat can lower both the risk of high blood pressure 
and assist with blood pressure control.15–21 This study gives 
highlights on the crucial and urgent need to focus on the 
SCP in Ethiopia to better understand the condition and 
to address specific action plans which will surely result in 
mitigating the morbidity and mortality due to HTN and 
its related complications throughout the country.

The results of this study also will assist the ministry of 
health and clinical, facility managers, and governmental 
and non-governmental organisations in being aware of 
SCP and will have its contribution in taking action based 
on the research results. Besides, this study could be used 
as a baseline for future researchers and other concerned 
bodies. Therefore, this study tries to assess the pooled 
estimation of SCP among patients with HTN in Ethiopia.

METHODS
Search strategy and information sources
Data source and search strategies in published and 
unpublished research articles that were conducted to 
assess a minimum variety of hypertensive self-care (overall 
hypertensive self-care, medication adherence, physical 
activity, weight management, low-salt diet, non-smoking, 
moderate alcohol usage and adherence to dietary manage-
ment) in Ethiopia were included during this study.21 An 
extensive search was done from PubMed/MEDLINE and 
Embase online databases to access articles done on hyper-
tensive SCPs. Moreover, Google Scholar and ScienceDi-
rect were used to retrieve articles. Besides, reference lists 
of screened studies were checked. The two authors (DBT 
and HG) administered the search independently. The 
term ‘hypertension’ was searched with all of the subse-
quent terms as a mix of free text and thesaurus terms in 
numerous variations: hypertensive self-care, medication 
adherence, physical activity, weight management, low-salt 
diet, non-smoking, moderate alcohol usage and adher-
ence to dietary management and Ethiopia.21 Moreover, 
the subsequent keywords were used to retrieve studies 
from the PubMed database: (Hypertensive self-care) OR 

hypertensive dietary care) OR physical activity) OR adher-
ence to dietary management) AND Ethiopia. Studies 
that were relevant by title and abstract were assessed by 
full text to see those that provided adequate data to be 
included in our meta-analysis.

Data extraction, selection and process
Data were extracted using a preconceived and standard-
ised data collection format and the data extraction was 
performed by two blind and independent reviewers. The 
two reviewers (DBT and HG) screened the titles, abstracts 
and the full-text search results to identify potentially 
eligible studies. Where necessary, authors were contacted 
for additional information to confirm eligibility of studies. 
Disagreements were resolved by discussion. Where there 
is missing information, the corresponding author of 
the study was contacted to request the missing informa-
tion. A maximum of three emails were sent to the corre-
sponding author of the retrieved studies to request for 
additional information before excluding the study. For 
studies appearing in more than one published article, 
we considered the most recent, comprehensive and with 
the largest sample size (SS). For surveys appearing in one 
article with multiple surveys conducted at different time 
points, we treated each survey as a separate study.

The data extraction format was composed of informa-
tion about the year of publication, country, objective and 
design of the study, measuring criteria of SCP.

Eligibility criteria
Inclusion criteria
Study setting: studies were done in Ethiopia.

Study participants: studies were conducted among all 
hypertensive patients.

Publication status: all published and unpublished arti-
cles were included.

Language: all studies were included without language 
restriction.

Types of studies: studies that employed observational 
study design were included.

Publication date: the authors included articles 
published until July 2020.

Exclusion criteria
Despite the aforementioned preset eligibility criteria, 
articles in which we were unable to access the full texts 
after two email contacts of the principal investigator of 
the particular study were excluded from the final analysis. 
Studies that lack relevant data needed to compute the 
prevalence of SCP were excluded

Quality assessment of included studies
The methodological quality of the included studies was 
evaluated using the Newcastle-Ottawa Scale (NOS). The 
NOS is designed to assess the quality of non-randomised 
studies in meta-analyses. This scale is primarily formu-
lated by a star allocation system, assigning a maximum 
of 10 stars for the risk of bias in three areas: a selection 
of study groups (4 or 5 stars), comparability of groups 
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(2 stars) and ascertainment of the outcome of interest 
or the exposure (3 stars). No validation study provides a 
cut-off score for rating low-quality studies. We arbitrarily 
established 0–3, 4–6 and 7–10 stars be considered at high, 
moderate and low risk of bias, respectively.22

Outcome measures
The primary outcome is a SCP among hypertensive 
patients in Ethiopia. SCP was assessed using Hyperten-
sion Self-Care Activity Level Effects (H-SCALE), which 
includes medication adherence, dietary management, 
smoking status, physical activity, weight management and 
alcohol intake. H-SCALE has provided a detailed descrip-
tion of the scoring method of each component.23

Good SCP
This included adherence to all the components of the 
H-SCALE.

Poor SCP
This included non-adherence to at least one component 
of the H-SCALE.

Medication adherence
Three items assessed the number of days in the last 
week that an individual takes medication, at the 

recommended dosage, and at the same time. Responses 
were summed (range 0–21). Score=21 was considered 
adherent.

Low-salt diet: six items assessed practices related to 
eating a healthy diet. A mean score is calculated. Scores 
of 6 or better were considered adherent.

Exercise-related adherence
This included respondents who reported having exer-
cised for 30 min/day, at least three times per week.

Weight management
Seven items, strongly disagree (1) to strongly agree (5), 
assessed weight management. Responses were summed, 
creating a range of scores from 7 to 35. Scores of ≥28 
were considered adherent to weight management prac-
tices.

Smoking-related adherence
This included respondents who reported having never 
smoked or stopped smoking.

Alcohol consumption-related adherence
Respondents who reported having never consumed 
alcohol.

Figure 1  Preferred Reporting Items for Systematic Reviews and Meta-Analyses flow diagram which shows the study selection 
of the meta-analysis on levels of hypertension self-care practice in Ethiopia, 2020.
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Data analysis and presentation of results
Data were analysed using the R V.3.5.3 and Rstudio 
V.1.2.5003 software. Forest plots were drawn to visualise 
the combined SCP and the extent of statistical hetero-
geneity between studies. Statistical heterogeneity was 
assessed using a standard χ2 test (Cochran Q test) and 
was quantified by calculating the I2 statistic (with values 
of 25%, 50% and 75% assumed to be representative of 
the low, medium and high heterogeneities, respectively). 
There was clinical heterogeneity between the included 
studies in this study. Consequently, we used a random-
effects meta-analysis to estimate the overall pooled SCP. 
To visualise possible publication bias, a funnel plot was 
used.

Data management
Based on the inclusion and exclusion criteria, a tool 
has been developed to guide the screening and selec-
tion process. The tool was piloted and revised before 
data extraction began. The search results were first 
uploaded to EndNote software to remove duplicates.

Data items
Data on general information, authors, year, country, 
and region, type of publication, study characteris-
tics (study design, setting, SS, response rate, mean or 
median age, or age range), data on measuring of SCP 
and information on the use of anti-hypertensive medi-
cation/therapy were extracted. When relevant informa-
tion for estimating SCP is not available, we contacted 
the corresponding author of the study to provide us the 
missed information.

Risk of bias in individual studies
Methodological quality and risk of bias assessments were 
performed by two reviewers (DBT and HG) blindly and 
independently. The blinding was maintained by using 
the Covidence software that allows/obligates each 
reviewer to work without knowing of the other review-
er’s choice. This diminishes errors and the risk of bias 
in the selection of the studies. Disagreements were 
solved by discussion and where necessary by arbitration 
involving a third author. For each included study, we 
estimated the precision (C) or margin of error, consid-
ering the SS and the observed prevalence (p) of SCP 
using the formula

SS= ‍
z2∗p∗

(
1−p

)
d2 ‍,

where Z was the z value fixed at 1.96 across studies 
(corresponding to 95% CI). The desirable margin of 
error is 5% (0.05) or lower.

Data synthesis
A meta-analysis was performed to estimate the pooled 
prevalence of SCP. Results were presented using forest 
plots. A subgroup analysis was summarised by geograph-
ical regions where the studies were conducted. Random-
effects meta-analysis was performed24 to determine the 
pooled estimate of the prevalence of SCP in Ethiopia. Ta
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Heterogeneity was explored using Cochrane’s Q and 
quantified by I2 statistics.25 Results were reported as 
proportions with corresponding 95% CIs. This review 
is registered in the International Prospective Register 
of Systematic Reviews (CRD42020175743, https://www.​
crd.​york.​ac.​uk/​PROSPERO), and the results of this 
review were reported based on the Preferred Reporting 
Items for Systematic Reviews and Meta-Analyses guide-
lines.26

RESULTS
Screening flow
Figure 1 is a flow diagram outlining the process of identi-
fication and selection of included studies. We identified 
356 records through a comprehensive search among 
which 178 duplicates were identified and removed. 
Subsequently, we screened 119 titles and abstracts and 

excluded 18 irrelevant papers. Only 12 studies met the 
inclusion criteria and were thus retained for qualitative 
and quantitative analyses (figure 1).

Study characteristic
All included studies were observationally conducted 
from 2000 to 2020 in different regions, but we found 
published articles from 2016 to 2020. Twelve studies 
were included with a total of the sample of 3938. Three 
articles from Adiss Ababa administrative city, three 

Figure 2  Meta-analysis (forest plot) of the pooled 
prevalence of overall good self-care practice among 
hypertensive patients in Ethiopia, 2020.

Figure 3  Funnel plot showing evidence of publication bias across studies.

Figure 4  Result of sensitivity analysis of the studies.

https://www.crd.york.ac.uk/PROSPERO
https://www.crd.york.ac.uk/PROSPERO
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articles from Oromia region, two articles from Amhara 
region, two articles from Tigray region, one article 
from Harar region and one article from South Nation 
Nationalities and Peoples region had a total SS of 1158, 
885, 693, 596, 401 and 205, respectively (table 1).

All included studies were from referral and general 
hospitals. Based on the NOS quality assessment 
method, the included studies were greater than seven. 
The potential risk factors from each study were being 
female, being a rural resident, educational level, 
social support, disease duration, blood pressure status, 
knowledge, comorbidity, age, khat chewing, monthly 
income, widowed marital status, distance from health 
institution, having no regular follow-up visit and being 
employee (table 2).

Adherence to SCP among hypertensive patients
The overall good adherence to SCP among patients 
with HTN in Ethiopia was 44% (95% CI 34% to 53%). 
The heterogeneity test showed I2 was 98%, indicating 
that there was heterogeneity. The prevalence of good 
adherence to SCP varied widely in each study (figure 2).

A funnel test was used to test for publication bias, and 
it showed the presence of publication bias. Therefore, 
there are unpublished data that can modify the preva-
lence of good adherence to SCP (figure 3).

Sensitivity analysis
In sensitivity analyses using the forest plot by preci-
sion (trim-and-fill) approach, none of the studies had 
a significant effect on the pooled prevalence estimates 
and measures of heterogeneity within primary studies. 
Therefore, sensitivity analyses using the random-effects 
model revealed that no single study influenced the 
overall prevalence of SCP among hypertensive patients 
(figure 4).

Subgroup analysis of SCP by the components of SCP
Medication adherence
Based on the subgroup analysis, good medication 
adherence among patients with HTN was 65% (with 
95% CI 45% to 85%) (figure 5).

Adherence to weight management
The subgroup analysis of good adherence to weight 
management was 51% (with 95% CI 32% to 69%) 
(figure 6).

Figure 5  Forest plot for subgroup analysis of medication 
adherence among hypertensive patients in Ethiopia, 2020.

Figure 6  Forest plot for subgroup analysis of adherence 
to weight management among hypertensive patients in 
Ethiopia, 2020.

Figure 7  Forest plot for subgroup analysis of adherence to 
physical exercise among hypertensive patients in Ethiopia, 
2020.

Figure 8  Forest plot for subgroup analysis of adherence 
to a low-salt diet among hypertensive patients in Ethiopia, 
2020.
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Adherence to physical exercise
The pooled good adherence to physical exercise was 
43% (with 95% CI 30% to 56%) (figure 7).

Adherence to a low-salt diet
In this meta-analysis, 52 %(with 95% CI; 39 to 66) of 
patients with HTN were engaged in the recommended 
low-salt diet (figure 8).

Adherence to alcohol abstinence
In this subgroup analysis, three-fourth of the hyperten-
sive patients followed the recommended practice to 
abstain from alcohol consumption (figure 9).

Adherence to non-smoking
The subgroup analysis towards the recommended adher-
ence to non-smoking among hypertensive patients was 
92% (with 95% CI 88% to 96%) (figure 10).

DISCUSSION
This systematic review and meta-analysis was performed 
to produce a pooled estimation of SCP among patients 
with HTN in Ethiopia. Individually, there was a variety 
in the prevalence of good SCP in the studies included 

in our review, which ranged from 20% as reported by 
Gebremichael et al27 to 70% as reported by Fetensa et 
al.28

This meta-analysis showed that the pooled estimate 
of good SCP in Ethiopia stands at 44% (95% CI 34% to 
53%). The pooled estimate of good SCP in this study 
(44%) was lower than that in the study conducted in 
Saudi Arabia (74.4%)29 and Ghana (72%)30 but higher 
than that in the study conducted in Kenya 13%).31

To obtain the heterogeneity of the studies included 
in this review, we conducted a subgroup analysis by the 
domains of SCP and found that good adherence to medi-
cation was 65% (with 95% CI 45% to 85%), and this in 
line with the study conducted in South Africa (63%),32 
Turkey (78%),33 Bangladesh (52%)34 and Saudi Arabia 
(46.7% and 79.3%).29 Our finding was also similar to that 
of the WHO report that rates the adherence to pharmaco-
logical treatment by patients with HTN varying between 
20% and 80%35 and the systematic review conducted 
in Portugal (55.3%).36 However, the finding of the 
current study is higher than the figure reported in Saudi 
Arabia (33.3%)37 and Iran (36%).38 On the contrary, 
this finding is lower than that of the study conducted in 
Nepal (92%)39 and Netherlands (84%).40 This discrep-
ancy could be due to differences in healthcare settings, 
such as tertiary and primary healthcare, that may cause 
a difference in screening tools and assessment practice. 
Moreover, it may also be because there is no uniform 
assessment measurement criterion in clinical practice in 
all healthcare settings or the use by different clinicians 
of their unique clinical expertise in the examination and 
individualisation of their patients.

The subgroup analysis of adherence to weight 
management was 51% (with 95% CI 32% to 69%). This 
finding was consistent with the result conducted in Iran 
(39%).41 42 On the other side, this finding was lower than 
that of a report in Kenya (90.5%).31 39

In this meta-analysis, 43% (with 95% CI 30% to 56%) 
of participants have good adherence to the recom-
mended exercise. This finding was higher than that of 
a study conducted in Turkey (20.6%)41 43 and Iran.41 42 
The finding was lower than that of a study conducted in 
Kenya (67%).31 39 The discrepancy might be explained 
due to sociocultural differences, the difference in the, as 
well as the level of education, provided for hypertensive 
patients.

In this meta-analysis, 52% (with 95% CI 39% to 66%) 
of patients with HTN were engaged in the recom-
mended low-salt diet. This finding was similar to that 
of the study conducted in Kenya (63%).31 39 Our find-
ings were lower than that of the study conducted in 
Nepal (74%).39 44 On the contrary, findings in this study 
were higher than those in the study conducted in Iran 
(12.3%).41 42

In this subgroup analysis, more than three-fourth (77%, 
95% CI 69% to 85%) of the hypertensive patients were 
following the recommended alcohol consumption. This 
finding is similar to that of the study conducted in Nepal 

Figure 9  Forest plot for subgroup analysis of adherence to 
alcohol abstinence among hypertensive patients in Ethiopia, 
2020.

Figure 10  Forest plot for subgroup analysis of adherence to 
non-smoking among hypertensive patients in Ethiopia, 2020.



Open Heart

10 Tadesse DB, Gerensea H. Open Heart 2021;8:e001421. doi:10.1136/openhrt-2020-001421

(84%)44 and Iran (86.7%),41 42 but higher than that of a 
study conducted in Kenya (49.5%).31 39

The subgroup analysis towards adherence to non-
smoking among hypertensive patients was 92% (with 
95% CI 88% to 96%). This finding was comparable with 
that of the study in Kenya (90.5%).31 39 The findings in 
this study are higher than those of the study conducted 
in Turkey (49.0%).41 43 Our finding was lower than that 
of the study conducted in Nepal (80%).44 In the oppo-
site side, our finding was lower than that of the study 
conducted in Iran (100%).41 42

Our findings from the meta-analysis have implications 
in clinical practice as it can contribute to giving atten-
tion to the prevention and care of patients with HTN. 
This pooled point of estimates for SCP in patients with 
HTN provides updated evidence to advance prevention 
strategy, serves as key indicator of patient safety, and 
reflects the quality of healthcare service and appropriate 
intervention strategy for those patients with poor SCP. 
Use of adherence interventions, such as patient educa-
tion and counselling on how to self-monitor blood pres-
sure, and lifestyle modification interventions, such as 
exercise, weight reduction and healthy diet. Therefore, 
the blood pressure control strategy should keep in mind 
that, in addition to prescribing appropriate anti-HTN 
medicines and hypertensive SCP, they need to include 
resources that help patients overcome individual chal-
lenges to reduce the development of such HTN complica-
tions using SCP. The implication of this study, particularly 
the pronounced variation between studies (20%–70%), 
reflects that patients with HTN require development 
of standards for management and implementation of 
endorsed guidelines for SCP.

CONCLUSION
The pooled estimation of good SCP is low at the national 
level. The ministry of health, health policymakers, clini-
cians and other healthcare providers should strengthen 
the quality of healthcare service for patients with HTN 
that can help to increase SCP.

Strengths and limitations of this study
To the best of our knowledge, this is the first and only 
systematic review and meta-analysis that has focused on 
self-care in Ethiopia. Strong and reliable methodolog-
ical and statistical procedures were used in this review. 
Different studies use different variables; this results in 
variation in the significant variables.

Contributors  Both authors, DBT and HG, conceived and designed the study, 
conducted the literature search, and extracted and analysed the data; drafted the 
manuscript; critically revised the manuscript; and approved the final manuscript.

Funding  The authors have not declared a specific grant for this research from any 
funding agency in the public, commercial or not-for-profit sectors.

Competing interests  None declared.

Patient consent for publication  Not required.

Provenance and peer review  Not commissioned; externally peer reviewed.

Data availability statement  Data are available upon reasonable request. NA.

Open access  This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non-commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non-commercial. See: http://​creativecommons.​org/​licenses/​by-​nc/​4.​0/.

ORCID iD
Degena Bahrey Tadesse http://​orcid.​org/​0000-​0003-​3451-​0837

REFERENCES
	 1	 WHO. World Health organization hypertension fact sheet 2019.
	 2	 Bacha D, Abera H, Knowledge AH. Knowledge, attitude and self-

care practice towards control of hypertension among hypertensive 
patients on follow-up at St. Paul's Hospital, Addis Ababa. Ethiop J 
Health Sci 2019;29:421–30.

	 3	 Carey RM, Calhoun DA, Bakris GL, et al. Resistant hypertension: 
detection, evaluation, and management: a scientific statement from 
the American heart association. Hypertension 2018;72:e53–90.

	 4	 Chia YC, Ching SM. Prevalence and predictors of resistant 
hypertension in a primary care setting: a cross-sectional study. BMC 
Fam Pract 2014;15:131.

	 5	 Klabunde R. Cardiovascular physiology concepts. Lippincott 
Williams & Wilkins, 2011.

	 6	 Czarina Acelajado M, Calhoun DA. Treatment of resistant 
hypertension. Minerva Cardioangiol 2009;57:787–812.

	 7	 Daugherty SL, Powers JD, Magid DJ, et al. Incidence and prognosis 
of resistant hypertension in hypertensive patients. Circulation 
2012;125:1635–42.

	 8	 Reboussin DM, Allen NB, Griswold ME, et al. Systematic Review 
for the 2017 ACC/AHA/AAPA/ABC/ACPM/AGS/APhA/ASH/ASPC/
NMA/PCNA Guideline for the Prevention, Detection, Evaluation, 
and Management of High Blood Pressure in Adults: A Report of 
the American College of Cardiology/American Heart Association 
Task Force on Clinical Practice Guidelines. J Am Coll Cardiol 
2018;71:2176–98.

	 9	 Gebremichael GB, Berhe KK, Zemichael TM. Uncontrolled 
hypertension and associated factors among adult hypertensive 
patients in Ayder comprehensive specialized Hospital, Tigray, 
Ethiopia, 2018. BMC Cardiovasc Disord 2019;19:121.

	10	 Amare F, Nedi T, Berhe DF. Blood pressure control practice and 
determinants among ambulatory hypertensive patients attending 
primary health care facilities in Addis Ababa. SAGE Open Med 
2020;8:205031212094652.

	11	 Tesfaye B, Haile D, Lake B, et al. Uncontrolled hypertension and 
associated factors among adult hypertensive patients on follow-
up at Jimma university teaching and specialized Hospital: cross-
sectional study. Res Rep Clin Cardiol 2017;8:21–9.

	12	 Teshome DF, Demssie AF, Zeleke BM. Determinants of blood 
pressure control amongst hypertensive patients in Northwest 
Ethiopia. PLoS One 2018;13:e0196535.

	13	 Animut Y, Assefa AT, Lemma DG. Blood pressure control status and 
associated factors among adult hypertensive patients on outpatient 
follow-up at University of Gondar referral Hospital, Northwest 
Ethiopia: a retrospective follow-up study. Integr Blood Press Control 
2018;11:37–46.

	14	 Doenges ME, Moorhouse MF, Murr AC. Nursing care plans: 
guidelines for individualizing client care across the life span. FA Davis 
2019.

	15	 Gauntlett P, Myers JL. Principles Nd practice of adult health nursing 
Mosby 1994.

	16	 de Fátima Monteiro M, Sobral Filho D. Physical exercise and blood 
pressure control. Rev Bras Esporte 2004;10:517–9.

	17	 Cornelissen VA, Smart NA. Exercise training for blood pressure: 
a systematic review and meta-analysis. J Am Heart Assoc 
2013;2:e004473.

	18	 Brown MT, Bussell JK. Medication adherence: who cares? Mayo Clin 
Proc 2011;86:304–14.

	19	 E-SS MK, Raymond J. Krause’s Food & the Nutrition Care Process 
2012.

	20	 Campbell NR, Burgess E, Taylor G, et al. Lifestyle changes to prevent 
and control hypertension: do they work? A summary of the Canadian 
consensus conference. CMAJ 1999;160:1341–3.

	21	 Ketema DB, Leshargie CT, Kibret GD, et al. Level of self-care 
practice among diabetic patients in Ethiopia: a systematic review 
and meta-analysis. BMC Public Health 2020;20:1–2.

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0003-3451-0837
http://dx.doi.org/10.4314/ejhs.v29i4.2
http://dx.doi.org/10.4314/ejhs.v29i4.2
http://dx.doi.org/10.1161/HYP.0000000000000084
http://dx.doi.org/10.1186/1471-2296-15-131
http://dx.doi.org/10.1186/1471-2296-15-131
http://www.ncbi.nlm.nih.gov/pubmed/19942848
http://dx.doi.org/10.1161/CIRCULATIONAHA.111.068064
http://dx.doi.org/10.1016/j.jacc.2017.11.004
http://dx.doi.org/10.1186/s12872-019-1091-6
http://dx.doi.org/10.1177/2050312120946521
http://dx.doi.org/10.2147/RRCC.S132126
http://dx.doi.org/10.1371/journal.pone.0196535
http://dx.doi.org/10.2147/IBPC.S150628
http://dx.doi.org/10.1161/JAHA.112.004473
http://dx.doi.org/10.4065/mcp.2010.0575
http://dx.doi.org/10.4065/mcp.2010.0575
http://www.ncbi.nlm.nih.gov/pubmed/10333841
http://dx.doi.org/10.1186/s12889-020-8425-2


11Tadesse DB, Gerensea H. Open Heart 2021;8:e001421. doi:10.1136/openhrt-2020-001421

Cardiac risk factors and prevention

	22	 Shea BJ, Reeves BC, Wells G, et al. AMSTAR 2: a critical appraisal 
tool for systematic reviews that include randomised or non-
randomised studies of healthcare interventions, or both. BMJ 
2017;358:j4008.

	23	 Warren-Findlow J, Seymour RB. Prevalence rates of hypertension 
self-care activities among African Americans. J Natl Med Assoc 
2011;103:503–12.

	24	 DerSimonian R, Laird N. Meta-Analysis in clinical trials. Control Clin 
Trials 1986;7:177–88.

	25	 Higgins JPT, Thompson SG, Deeks JJ, et al. Measuring 
inconsistency in meta-analyses. BMJ 2003;327:557–60.

	26	 Liberati Aet al. The PRISMA statement for reporting systematic 
reviews and meta-analyses of studies that evaluate health care 
interventions: explanation and elaboration. Ann Intern Med 
2009;151:W–94.

	27	 Gebremichael GB, Berhe KK, Beyene BG, et al. Self-Care practices 
and associated factors among adult hypertensive patients in Ayder 
comprehensive specialized Hospital, Tigray, Ethiopia, 2018. BMC 
Res Notes 2019;12:489.

	28	 Fetensa G, Milkiyas N, Besho M, et al. Assessment of knowledge 
and practice of life style modification among hypertensive patients 
at Nekemte specialized Hospital, Western Oromia, Ethiopia: a cross-
sectional study design. J Cardiovasc Dis Diagn 2019;7:2.

	29	 Bakhsh LA, Adas AA, Murad MA, et al. Awareness and knowledge 
on hypertension and its self- care practices among hypertensive 
patients in Saudi Arabia. AIMDR 2017;2.

	30	 Obirikorang Y, Obirikorang C, Acheampong E, et al. Adherence 
to lifestyle modification among hypertensive clients: a descriptive 
cross-sectional study. OAlib 2018;05:1–13.

	31	 Mwenda AK. Health Seeking Behaviour and Lifestyle Modification 
Strategies of Hypertensive Patients in Imenti North Sub County, 
Kenya (Doctoral dissertation, Chuka University).

	32	 Olowe OA, Ross AJ. Knowledge, adherence and control among 
patients with hypertension attending a peri-urban primary health care 
clinic, KwaZulu-Natal. Afr J Prim Health Care Fam Med 2017;9:e1–7.

	33	 Selçuk KT, Çevik C, Mercan Y, et al. Hypertensive patients’ 
adherence to pharmacological and non-pharmacological 
treatment methods, in Turkey. Int J Community Med Public Health 
2017;4:2648.

	34	 Shrestha B, Ferdoush Z, Rabbi F, et al. Adherence to medications 
among Nepali hypertensive population: a hospital-based cross-
sectional study. Biomedical Journal 2018;2:5.

	35	 World Health Organization. Adherence to long-term therapies: 
evidence for action. World Health Organization, 2003.

	36	 Carvalho AS, Santos P. Medication Adherence In Patients With 
Arterial Hypertension: The Relationship With Healthcare Systems’ 
Organizational Factors. Patient Prefer Adherence 1761;2019:13.

	37	 Albishi KA. Level of adherence to antihypertensive medications 
among adult hypertensive patients in Riyadh City. Innovative Journal 
of Medical and Health Science 2019;9:360–9.

	38	 Zinat Motlagh SF, Chaman R, Sadeghi E, et al. Self-Care behaviors 
and related factors in hypertensive patients. Iran Red Crescent Med 
J 2016;18:e35805..

	39	 Bhandari B, Bhattarai M, Bhandari M, et al. Awareness of disease 
and self care among hypertensive patients attending Tribhuvan 
university teaching Hospital, Kathmandu, Nepal. J Nepal Med Coll 
2011;1:29–35.

	40	 Abbas H, Kurdi M, de Vries F, et al. Factors associated with 
antihypertensive medication Non-Adherence: a cross-sectional study 
among Lebanese hypertensive adults. Patient Prefer Adherence 
2020;14:663–73.

	41	 Zinat Motlagh SF, Chaman R, Sadeghi E, et al. Self-Care behaviors 
and related factors in hypertensive patients. Iran Red Crescent Med 
J 2016;18:e35805.

	42	 Buda ES, Hanfore LK, Fite RO, et al. Lifestyle modification practice 
and associated factors among diagnosed hypertensive patients in 
selected hospitals, South Ethiopia. Clin Hypertens 2017;23:26.

	43	 Selçuk KT, Çevik C, Mercan Y, et al. Hypertensive patients’ 
adherence to pharmacological and non-Pharmacological 
treatment methods, in Turkey. Int J Community Med Public Health 
2017;4:2648.

	44	 Worku Kassahun C, Asasahegn A, Hagos D, et al. Knowledge on 
hypertension and self-care practice among adult hypertensive 
patients at University of Gondar comprehensive specialized Hospital, 
Ethiopia, 2019. Int J Hypertens 2020;2020:1–7.

	45	 Ademe S, Aga F, Gela D. Hypertension self-care practice and 
associated factors among patients in public health facilities of Dessie 
town, Ethiopia. BMC Health Serv Res 2019;19:51.

	46	 Labata BG, Ahmed MB, Mekonen GF, et al. Prevalence and 
predictors of self care practices among hypertensive patients at 
Jimma university specialized Hospital, Southwest Ethiopia: cross-
sectional study. BMC Res Notes 2019;12:86.

	47	 Niriayo YL, Ibrahim S, Kassa TD, et al. Practice and predictors of 
self-care behaviors among ambulatory patients with hypertension in 
Ethiopia. PLoS One 2019;14:e0218947.

	48	 Tibebu A, Mengistu D, Negesa L. Adherence to recommended 
lifestyle modifications and factors associated for hypertensive 
patients attending chronic follow-up units of selected public 
hospitals in Addis Ababa, Ethiopia. Patient Prefer Adherence 
2017;11:323–30.

	49	 Nadewu AN, Geda B. Adherence to healthy lifestyle among 
hypertensive patients in Harar region, eastern Ethiopia. Primary 
Health Care 2018;8:1–7.

	50	 Seid A, Yimam E. Level of self-care practice and associated factors 
among hypertensive patients in Jimma university specialized 
Hospital. south west Ethiopia 2019.

	51	 Ahmed SM. Assessment of knowledge, self-care practice and 
associated factors towards hypertension among hypertensive 
patients in public in Hospit Addis Ababa City Adiministration. 
Doctoral dissertation, Addis Ababa University, 2020.

http://dx.doi.org/10.1136/bmj.j4008
http://dx.doi.org/10.1016/S0027-9684(15)30365-5
http://dx.doi.org/10.1016/0197-2456(86)90046-2
http://dx.doi.org/10.1016/0197-2456(86)90046-2
http://dx.doi.org/10.1136/bmj.327.7414.557
http://dx.doi.org/10.7326/0003-4819-151-4-200908180-00136
http://dx.doi.org/10.1186/s13104-019-4502-y
http://dx.doi.org/10.1186/s13104-019-4502-y
http://dx.doi.org/10.21276/aimdr.2017.3.5.ME13
http://dx.doi.org/10.4236/oalib.1104375
http://dx.doi.org/10.4102/phcfm.v9i1.1456
http://dx.doi.org/10.18203/2394-6040.ijcmph20173308
http://dx.doi.org/10.15520/ijmhs.v9i4.2532
http://dx.doi.org/10.15520/ijmhs.v9i4.2532
http://dx.doi.org/10.5812/ircmj.35805
http://dx.doi.org/10.5812/ircmj.35805
http://dx.doi.org/10.3126/jonmc.v1i2.7296
http://dx.doi.org/10.2147/PPA.S238751
http://dx.doi.org/10.5812/ircmj.35805
http://dx.doi.org/10.5812/ircmj.35805
http://dx.doi.org/10.1186/s40885-017-0081-1
http://dx.doi.org/10.18203/2394-6040.ijcmph20173308
http://dx.doi.org/10.1155/2020/5649165
http://dx.doi.org/10.1186/s12913-019-3880-0
http://dx.doi.org/10.1186/s13104-019-4125-3
http://dx.doi.org/10.1371/journal.pone.0218947
http://dx.doi.org/10.2147/PPA.S126382

	Self-­care practice among hypertensive patients in Ethiopia: systematic review and meta-­analysis
	Abstract
	Background﻿﻿
	Methods
	Search strategy and information sources
	Data extraction, selection and process
	Eligibility criteria
	Inclusion criteria
	Exclusion criteria

	Quality assessment of included studies
	Outcome measures
	Good SCP
	Poor SCP
	Medication adherence
	Exercise-related adherence
	Weight management
	Smoking-related adherence
	Alcohol consumption-related adherence

	Data analysis and presentation of results
	Data management
	Data items
	Risk of bias in individual studies
	Data synthesis

	Results
	Screening flow
	Study characteristic
	Adherence to SCP among hypertensive patients
	Sensitivity analysis
	Subgroup analysis of SCP by the components of SCP
	Medication adherence
	Adherence to weight management
	Adherence to physical exercise
	Adherence to a low-salt diet
	Adherence to alcohol abstinence
	Adherence to non-smoking


	Discussion
	Conclusion
	Strengths and limitations of this study

	References


