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Introduction

Hypertension is a significant contributor to the global burden 
of disease and mortality.1 An estimated 1.13 billion (14.7%) 
people worldwide have hypertension2 and the proportion is 
estimated to rise to over 29% by 2025.3 Hypertension preva-
lence was reported highest in Africa (30%) in 2014 and ranged 
from 25% to 41% in sub-Saharan Africa.4 The consequences 
of poor blood pressure (BP) control are known to cause human 
suffering and impose severe financial and service burdens on 
health systems.1,5,6 In Ethiopia, non-communicable diseases 
are estimated to account 30% of total annual deaths, of which 
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9% is attributed to cardiovascular diseases (CVD).4 A 24% 
death rate from CVD was also reported in Addis Ababa.7 The 
reported prevalence of hypertension in different regions of 
Ethiopia varied widely8–12 and the prevalence in the country is 
estimated to be between 20% and 30%.13,14

Hypertension management involves pharmacological and 
non-pharmacological interventions.6,15 Despite hypertension 
being the major risk factor for CVD, it remains inadequately 
managed, and BP is often not adequately controlled in clini-
cal practice.16,17 This is pronounced in developing countries 
including Ethiopia. Most Ethiopian populations receive 
medical care in primary health care facilities. Health centers 
(HCs) are the main primary health care providing facilities in 
Addis Ababa, the capital of Ethiopia. HCs are staffed mainly 
with health officers and nurses for the provision of medical 
care, unlike hospitals where physicians take the primary 
role.18 HCs provide outpatient services for patients with 
hypertension in Addis Ababa. Hypertension-related studies 
in Ethiopia are mainly focused on the prevalence and con-
ducted in hospital setups. There is limited data on hyperten-
sion management at primary health care facilities. Therefore, 
this study had two objectives: (1) determine the level of BP 
control among hypertensive patients on medication(s); and 
(2) to identify potential determinants of uncontrolled BP at 
primary health care facilities in Addis Ababa, Ethiopia. 
Addis Ababa had an estimated population of four million in 
the year 2019, with an annual growth rate of 3.8%.19 The city 
has 10 sub-cities. According to the Ethiopian health care tier, 
one HC serves 15,000–25,000 population.20

Methods

Study design

An institution-based cross-sectional study was conducted in 
12 HCs of Addis Ababa located in four sub-cities, namely, 
Gulelle, Lideta, Nifasilk-Lafto, and Akaki-Kaliti from 3 
August to 30 October 2015.

Sample size and sampling technique

The HCs were selected by multistage sampling technique 
considering the 10 sub-cities of Addis Ababa as geographical 
clusters and hence as a primary sampling unit. The HCs in 
the selected four sub-cities were considered as a secondary 
sampling unit. Simple random sampling was used to select 
the sub-cities and HCs.

The sample size was calculated using the formula of a 
single population proportion with a finite population correc-
tion as follows

n
Nz pq

d N pq
=

−( ) +
2

2 21 z

To calculate the sample size, (n):1.96 was substituted for 
Z which is the standard normal value at 95% confidence 

level, p which is the proportion of controlled BP was taken as 
50%, the value of q was taken as 1 − p, d which is the margin 
of error was taken as 0.05, and 1155 was substituted for N 
which was the number of hypertensive patients at the HCs. 
Finally, 2 for the design effect multiplied the sample size cal-
culated according to the above formula, and an addition of 
10% non-response brought the final sample size to 634. The 
sample size at each HC was allocated using probability pro-
portional to the total number of hypertensive patients on 
medication at specific HC. Study participants from each HC 
were selected by systematic random sampling.

Ethics approval

Ethical clearance was obtained from the Ethics Review 
Committee of the School of Pharmacy, Addis Ababa 
University (ERB/SOP/53/04/2015), and Health Bureau 
Institutional Review Board of Addis Ababa City 
Administration (AAHB/7023/227). A support letter was 
obtained from the Health Bureau to the included sub-cities 
health offices. A support letter was written from the four sub-
cities health offices to HCs residing in each sub-city. 
Permission was obtained from each HC medical director to 
conduct the study. The benefits and risks of the study were 
explained to each participant included in the study, and oral 
informed consent was obtained from each patient involved in 
the study. To ensure confidentiality, name and other identi-
fiers of patients and health care professionals were not 
recorded on the data collection tools.

Data collection procedure

Participants were asked for their consent and verified for 
inclusion. The inclusion criteria for the study were hyperten-
sive patients attending the outpatient departments of selected 
HCs with age of 18 years or above, on medication for hyper-
tension at least for 6 months at the selected HC. Data were 
collected by patient interview and medical record review. A 
record review was done to obtain three BP readings from 
three consecutive visits. A data abstraction format was used 
to record data regarding comorbid condition/s, BP measure-
ments, and type(s) of antihypertensive medication(s) from 
the patient’s medical record. Patients were interviewed after 
the review of their medical record to obtain socio-demo-
graphic, disease, lifestyle, and drug-related information. 
Height, weight, and waist circumference were measured on 
the day of the interview (Supplemental material). The data 
were collected by a nurse. To ensure the quality of data, a 
pre-test was done on 5% of the total sample at one HC.

Data analysis

The data were analyzed using Statistical Package for the 
Social Sciences (SPSS) version 20.0. Descriptive statistics 
were used to summarize study variables and evaluate the dis-
tribution of responses. The level of BP control was assessed 
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by using the average of three BP records obtained from three 
different visits. Logistic regression was used to identify 
potential determinant variables for the outcome measure 
(uncontrolled BP). A variable with p < 0.25 in the bivariable 
analysis (presented as crude odds ratio (COR) at 95% CI) was 
included in multivariable logistic regression analysis (pre-
sented as adjusted odds ratio (AOR) at 95% confidence inter-
val (CI)). A variable was considered to be significant for a 
p-value of less than 0.05 at 95% CI. Controlled BP was 
defined based on the joint national committee (JNC) 8 guide-
line21 as BP < 150/90 mmHg in hypertensive patients aged 60 
or older, or BP < 140/90 mmHg in hypertensive patients aged 
less than 60 years and all ages of hypertensive patients with 
diabetes or chronic kidney disease (CKD). Sensitivity analy-
sis was done by using a cutoff point of BP < 130/80  mmHg 
for those with diabetes and CKD and BP < 140/90  mmHg for 
others. Body mass index was calculated as weight over height 
per meter square and classified as underweight (<18.5 kg/
m2), normal (18.5–24.9 kg/m2), overweight (25–29.9 kg/m2), 
and obese (⩾30 kg/m2). Central obesity was defined as waist 
circumference >102cm for men and >88 cm for women. A 
patient was described as physically active if he or she per-
forms physical activity at least 30 min per day for at least 5 
days per week. Persons who smoke at the time of data collec-
tion and who stopped smoking in less than a year were con-
sidered a current smoker.

Results

Overall, 634 participants were included in this study with a 
response rate of 616 (97%). The number of participants per 
HC was as follows: Selam HC (149), Shegole HC (35), Shiro 
meda HC (34), Guto Meda HC (33), Lideta HC (109), 
Teklehaymanot HC (20), Wereda 03 HC (80), Wereda 09 HC 
(39), Wereda 06 HC (33), Wereda 12 HC (30), Kaliti HC 
(26), and Gelan HC (28). Most study participants were 
females 346 (56.2%). The mean age of the respondents was 
58.9 (SD = 13.0) years and the majority 321 (52.1%) were 
with the age of 60 or above. Majority 419 (68.0%) were mar-
ried, 213 (34.6%) had no formal education, and 200 (32.5%) 
were housewives. Of all the study participants, 368 (59.7%) 
had normal body weight and 196 (31.8%) were overweight. 
The measurement of waist circumference showed that 202 
(58.4 %) of females and 53 (19.6 %) of male participants had 
abdominal obesity. Nearly one-third (n = 198) of patients had 
a family history of hypertension and 559 (90.7%) had a 
monthly follow-up at the HC. Only four (0.6%) measured 
their BP every day. Only one-fifth (n = 122) had comorbid 
illnesses, among which 98 (15.9%) were diabetic. There 
were no pregnant patients and patients with CKD. The mean 
duration of time (year) since the diagnosis of hypertension 
was 5.59 ± 5.77. The mean duration of drug therapy for 
hypertension was 4.6 (SD = 4.9) years with a range of 0.5–
40. Two-third of the patients (n = 417) have been taking anti-
hypertensive therapy for less than 5 years, and nearly half of 

them obtain their medications for free 294 (47.7%). Among 
the study participants, 209 (33.9%) reported the experience 
of at least one side effect from the medication/s (Table 1).

Among the participants, very few (six) reported being a 
current smoker, and 75 participants reported the use of alco-
hol. Concerning physical exercise, 185 (30.0%) participants 
reported to perform a physical exercise among whom 88 
(14.3%) were physically active. Above three-fourth of the 
participants reported reducing salt in their diet.

The overall utilization of antihypertensive drugs by phar-
macologic category showed thiazide diuretics to be the most 
commonly prescribed 225 (36.5%) followed by angiotensin-
converting enzyme inhibitors (ACEIs) 180 (29.2%) and cal-
cium channel blockers (CCBs) 159 (25.8%). Nearly 80% of 
patients were on monotherapy (n = 486) and alpha two ago-
nist (methyldopa) was the most common monotherapy medi-
cation used 128 (20.8 %). For multiple drug therapy, thiazide 
and ACEI were the most common combination drugs used 
46 (7.5%). The treatment regimen of 523 (84.9%) patients 
was not modified at their latest visit. More than one-third of 
the study participants had a controlled systolic blood pres-
sure (SBP), while half had controlled diastolic blood pres-
sure (DBP). Based on JNC 8, the overall control of BP was 
achieved in one-third (n = 191) of the study participants 
(Table 2). In our sensitivity analysis, the level of BP control 
was only 19% (n = 117) when target BP for diabetic and/or 
patients with CKD s was BP < 130/80 mmHg and <140/90 
for the remaining patients. On the other hand, when a cutoff 
point of <140/90 mmHg was used for all the study partici-
pants, only 24% (n = 148) of patients had controlled BP.

In multivariable logistic regression analysis, significant 
determinants for having uncontrolled BP were age < 60 years 
(AOR = 3.06, 95% CI: 1.96, 4.78, p < 0.001) compared with 
those with age ⩾ 60 years and duration of hypertension diag-
nosis of 10 years or longer (AOR = 1.96, 95% CI: 1.11, 3.43, 
P = 0.02) compared with those with a diagnosis of less than 5 
years. On the other hand, tertiary-level education 
(AOR = 0.26, 95% CI: 0.13, 0.54, p < 0.001) compared with 
those with no formal education and weekly BP measurement 
(AOR = 0.57, 95% CI: 0.36, 0.90, p = 0.02) compared with 
monthly measurement were found to be predictors to achieve 
controlled BP (Table 3).

Discussions

The result of the study showed that only one-third of hyper-
tensive patients on pharmacologic treatment had a controlled 
BP (31%). Inadequate control of BP appears to be a preva-
lent problem challenging the primary care in Addis Ababa. 
The level of BP control found in this study (31%) is lower 
than obtained from HC-based studies from Chile (59.7%),22 
Oman (39%),23 Greece (55.6%),24 the United States (49.8 
%),25 and South Africa (57%).26 This difference in the level 
of BP control might be due to a more goal-oriented strategy 
in the treatment of hypertension, as the use of combination 
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Table 1. Socio-demographic, anthropometric, and clinical 
characteristics of hypertensive patients attending health centers 
of Addis Ababa, 2015.

Variable Frequency (%)

Sex
 Female 346 (56.2)
 Male 270 (43.8)
Age
 <60 years 295 (47.9)
 ⩾60 years 321 (52.1)
Marital status
 Married 419 (68.0)
 Widowed 120 (19.5)
 Divorced 46 (7.5)
 Single 31 (5.0)
Educational status
 No formal education 213 (34.6)
 Primary education 209 (33.9)
 Secondary education 110 (17.9)
 College/university 84 (13.6)
Work status
 House wife 200 (32.5)
 Private business 144 (23.4)
 Retired 123 (19.9)
 Government employee 95 (15.4)
 Unemployed 33 (5.4)
 Othersa 21 (3.4)
Body mass index
 Under weight 14 (2.3)
 Normal weight 368 (59.7)
 Over weight 196 (31.8)
 Obese 38 (6.2)
Waist circumference
 Female
  <88 cm 144 (41.6)
  ⩾88 cm 202 (58.4)
 Male
  <102 cm 217 (80.4)
  ⩾102 cm 53 (19.6)
Family history of hypertension
 Yes 198 (32.1)
 No 418 (67.9)
Duration of hypertension diagnosis
 <5 years 368 (59.7)
 5–10 years 141 (22.9)
 ⩾10 years 107 (17.4)
Frequency of follow-up
 Weekly 4 (0.6)
 Every 2 weeks 33 (5.4)
 Monthly 559 (90.8)
 Every 2 months 16 (2.6)
 Othersb 4 (0.6)
Frequency of BP measurement
 Monthly 304 (49.4)
 Weekly 150 (24.4)

Variable Frequency (%)

 Every 2 weeks 135 (21.9)
 When feeling ill 16 (2.6)
 Every day 4 (0.6)
 Othersc 7 (1.1)
Comorbid conditions
 Diabetes mellitus 98 (15.9)
 Asthma 6 (1.0)
 CVD 5 (0.8)
 HIV/AIDS 3 (0.5)
 Othersd 10 (1.6)
Duration of therapy
 <5 years 417 (67.7)
 5–10 years 125 (20.3)
 ⩾10 years 74 (12)
Source of medication/s
 Free of charge 294 (47.7)
 By sponsorship 44 (7.2)
 Self-sponsored 278 (45.1)
Side effect
 Yes 209 (33.9)
 No 407 (66.1)
Side effects
 Headache 103 (16.7)
 Weakness 92 (14.9)
 Dry mouth 38 (6.2)
 Postural hypotension 37 (6.0)
 Gastrointestinal complaint 7 (1.1)
 Erectile dysfunction 5 (0.8)
 Othersa 21 (3.4)

BP: blood pressure; CVD: cardiovascular diseases; HIV: human immune 
virus; AIDS: acquired immune deficiency syndrome.
aDaily laborer, farmer, construction, guard.
bEvery 3 months.
cTwice weekly, every 2 months.
dMusculoskeletal disease, gout, migraine.

(Continued)

Table 1. (Continued)

antihypertensive agents was common in most of the studies. 
In addition, the difference in the expertise of health profes-
sionals involved in the management of hypertension might 
have contributed to the discrepancy. Moreover, in three of 
the studies, hypertensive patients on lifestyle modifications 
who were not on antihypertensive drugs were included22,25,27 
which could have contributed to better control of BP than our 
study.

The level of BP control in this study was similar to the 
result obtained from hospital-based studies conducted in 
Zimbabwe (32.8 %),28 Kenya (33.4%),29 and Nigeria 
(35.0%).30 This similarity in the level of BP control might be 
a result of the similarity in the inclusion criteria of the studies 
as only hypertensive patients on pharmacologic therapy 
were included in the studies similar to the present study. On 
the contrary, a study conducted in the United States at a dif-
ferent level of the health system showed 60% of treated 
hypertensive people to have a controlled BP31 and 
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hospital-based studies from Adama, Ethiopia, and Nigeria 
showed a BP control level of 43.6%32 and 42%,33 respec-
tively. This difference in level of BP control might have 
resulted from the frequent use of combination antihyperten-
sive therapy in hospitals as patients attending hospitals have 
associated comorbidities.

The proportion of patients with controlled SBP and DBP 
was almost similar from a study in Saudi Arabia (40.4% and 
51.6%)34 but lower than a study in the United States (55.7% 
and 77.1%).27 This difference in the level of control of SBP 

and DBP might be due to age-related increase in SBP as a 
large proportion of study participants (52.1%) were older 
than 60 years of age.35,36 More importantly, the level of health 
care in the United States is expected to be better than in 
Ethiopia in terms of resources and human skill.

In the study, age younger than 60 years was a contributing 
factor for poor BP control. A similar result was obtained 
from a study in Brazil.37 On the other hand, the result of 
other studies showed that patients aged younger than 60 years 
were more likely to have controlled BP than older patients.27,29 
Better BP control among the elderly in this study may be 
because of an increased prevalence of comorbidities hence a 
high probability of intensive treatment and/or a better rate of 
adherence. In addition, health professionals could have 
shown more concern in counseling and ordering appropriate 
management for elders.

Consistent with our findings, a study in Chile at HC set up 
showed a low education level to have a negative association 
with BP control.22 This is most likely associated with the 
level of awareness of hypertension and adherence to lifestyle 
modifications to decrease BP. In addition, government 
employees, retirees, and patients on private businesses were 
more likely to have uncontrolled BP than housewives. This 
might have resulted because of forgetfulness and hence non-
adherence to antihypertensive medications.

In our study, being hypertensive for a longer period 
(⩾10 years) was found to be a significant predictor for not 
achieving target BP. This could be due to asymptomatic 
nature of the disease, a decrease in health-seeking behavior 
from patients and clinical inertia.38

More frequent BP monitoring is one of the essential fac-
tors to achieve target BP.6,16 We found weekly BP measure-
ment to be a significant predictor to have controlled BP. 
Encouraging home-based BP measurement is one of the 
ideal interventions that may increase patients’ health-seeking 
behavior, adjustment of lifestyle, and adherence to their 
medication.

The antihypertensive medication utilization pattern in this 
study was more similar to a study conducted in South 
Africa.26 However, a study conducted in Chile20 and the 
United States25 used ACEI more often than diuretics. This 
frequent use of ACEI over diuretic might be a result of a 
large proportion of diabetic and CKD patients included in 
Chile and US studies. An additional factor that might have 
contributed to this discrepancy is race.6,21 The frequent use 
of methyldopa in this study might have resulted from gaps in 
knowledge among health professionals involved in the man-
agement of hypertension in the HCs, lack of other optional 
drugs or lack of standard treatment guideline to control pre-
scribing practice at the HCs.

Most (80%) of our study participants were prescribed a 
single antihypertensive agent. This was similar to a study 
conducted in Zimbabwe (70%).28 However, different results 
were reported on studies from Chile (34%)22 and the United 
States (29%).27 The high prevalence of antihypertensive 

Table 2. Drug therapy, treatment modification, and blood 
pressure control among hypertensive patients attending health 
centers of Addis Ababa, 2015.

Drugs Frequency (%)

Monotherapy 485 (78.7)
 Methyldopa 128 (20.8)
 Enalapril 123 (20.0)
 Hydrochlorthiazide 108 (17.5)
 Nifedepine 108 (17.5)
 Amlodipine 1 (0.2)
 Atenolol 13 (2.1)
 Propranolol 4 (0.6)
Two drugs combinations 125 (20.3)
 Hydrochlorthiazide + Enalapril 45 (7.3)
 Hydrochlorthiazide + Nifedepine 42 (6.8)
 Hydrochlorthiazide + Atenolol 13 (2.1)
 Hydrochlorthiazide + Propranolol 3 (0.5)
 Hydrochlorthiazide + Methyldopa 9 (1.5)
 Enalapril + Nifedepine 1 (0.2)
 Enalapril + Atenolol 1 (0.2)
 Enalapril + Propranolol 2 (0.3)
 Enalapril + Methyldopa 2 (0.3)
 Nifedepine + Methyldopa 3 (0.5)
 Atenolol + Methyldopa 1 (0.2)
 Atenolol + Amlodipine 3 (0.5)
Three drugs combinations 6 (1.0)
 Hydrochlorthiazide + Enalapril + Atenolol 4 (0.6)
 Enalapril + Nifedepine + Atenolol 1 (0.2)
 Hydrochlorthiazide + Enalapril + Methyldopa 1 (0.2)
Treatment modification
 No modification 523 (84.9)
 Switch to another drug 62 (10.1)
 Addition of drug 19 (3.1)
 Increase in dose 3 (0.5)
 Decrease in dose 1 (0.2)
 Deletion of drug 2 (0.3)
 Increase in frequency 1 (0.2)
 Decrease in frequency 5 (0.8)
Control of BP
 Uncontrolled SBP 359 (58.3)
 Uncontrolled DBP 297 (48.2)
 Uncontrolled BP 425 (69)

BP: blood pressure; SBP: systolic blood pressure; DBP: diastolic blood 
pressure.
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monotherapy in the presence of uncontrolled BP should be a 
concern. To achieve optimal BP level, the use of multiple 
antihypertensive agents is recommended.6,15–17,21,39 A study 

also showed the benefit of using multiple antihypertensive 
agents to achieve optimal BP control.22 The prevalent use of 
monotherapy might have resulted from a lack of drug 

Table 3. Determinants of uncontrolled BP among hypertensive patients attending health centers of Addis Ababa, 2015.

Variable Blood pressure control COR (95% CI) AOR (95% CI)

Uncontrolled (%) Controlled (%)

Age category
 ⩾60 years 191 (31.0) 130 (21.1) 1.00 1.00
 <60 years 234 (38.0) 61 (9.9) 2.61 (1.82, 3.74) 3.06 (1.96, 4.78)a

Marital status
 Married 297 (48.2) 122 (19.8) 1.00 1.00
 Single 24 (3.9) 7 (1.1) 1.41 (0.59, 3.36) 1.56 (0.59, 4.12)
 Divorced 31 (5.0) 15 (2.4) 0.85 (0.44, 1.63) 0.93 (0.45, 1.93)
 Widowed 73 (11.9) 47 (7.6) 0.64 (0.42, 0.98) 0.75 (0.45, 1.24)
Education level
 No formal education 143 (23.2) 70 (11.4) 1.00 1.00
 Primary education 149 (24.2) 60 (9.7) 1.22 (0.80,1.84) 0.82 (0.51, 1.32)
 Secondary education 83 (13.5) 27 (4.4) 1.51 (0.89,2.53) 0.70 (0.36, 1.35)
 College/university 50 (8.1) 34 (5.5) 0.72 (0.43, 1.21) 0.26 (0.13, 0.54)a

Frequency of BP measurement
 Monthly 220 (35.7) 84 (13.6) 1.00 1.00
 Every day 2 (0.3) 2 (0.3) 0.38 (0.05, 2.75) 0.56 (0.06, 5.01)
 Weekly 87 (14.1) 63 (10.2) 0.53 (0.35, 0.79) 0.57 (0.36, 0.90)a

 Every 2 weeks 99 (16.1) 36 (5.8) 1.05 (0.67, 1.66) 1.13 (0.69, 1.86)
 When feeling ill 13 (2.1) 3 (0.5) 1.66 (0.46, 5.95) 1.34 (0.35, 5.14)
 Others 4 (0.6) 3 (0.5) 0.51 (0.11, 2.32) 0.41 (0.08, 2.06)
Work status
 House wife 124 (20.1) 76 (12.3) 1.00 1.00
 Private business 110 (17.9) 34 (5.5) 1.98 (1.23, 3.20) 2.09 (1.17, 3.74)a

 Retired 83 (13.5) 40 (6.5) 1.27 (0.79, 2.04) 1.79 (1.01, 3.18)a

 Government employee 73 (11.9) 22 (3.6) 2.03 (1.17, 3.55) 2.41 (1.18, 4.90)a

 Unemployed 24 (3.9) 9 (1.5) 1.63 (0.72, 3.70) 1.81 (0.75, 4.41)
 Others 11 (1.8) 10 (1.6) 0.67 (0.27, 1.66) 0.70 (0.26, 1.90)
Duration of diagnosis
 <5 years 249 (40.4) 119 (19.3) 1.00 1.00
 5–10 years 94 (15.3) 47 (7.6) 0.96 (0.63, 1.44) 1.06 (0.65, 1.71)
 ⩾10 years 82 (13.3) 25 (4.1) 1.57 (0.95, 2.58) 1.96 (1.11, 3.43)a

Source of medication/s
 Free of charge 194 (31.5) 100 (16.2) 1.00 1.00
 By sponsorship 27 (4.4) 17 (2.8) 0.82 (0.43, 1.57) 0.96 (0.45, 2.05)
 Self-sponsored 204 (33.1) 74 (12.0) 1.42 (0.99, 2.04) 1.35 (0.88, 2.06)
Drug group
 Thiazides 70 (11.4) 38 (6.2) 1.00 1.00
 ACEI 87 (14.1) 36 (5.8) 1.31 (0.75, 2.28) 1.20 (0.66, 2.20)
 CCB 72 (11.7) 37 (6.0) 1.06 (0.60, 1.85) 1.07 (0.58, 1.96)
 β-blockers 7 (1.1) 10 (1.6) 0.38 (0.13, 1.08) 0.35 (0.11, 1.13)
 Alpha 2 agonist 100 (16.2) 28 (4.5) 1.94 (1.09, 3.45)a 1.78 (0.94, 3.39)
 Thiazide + ACEI 35 (5.7) 11 (1.8) 1.73 (0.79, 3.78) 1.52 (0.65, 3.56)
 Thiazide + CCB 24 (3.9) 18 (2.9) 0.72 (0.35, 1.49) 0.85 (0.38, 1.91)
 Thiazide + β-blockers 10 (1.6) 6 (1.0) 0.91 (0.31, 2.68) 0.81 (0.25, 2.57)
 Other combination 20 (3.2) 7 (1.1) 1.55 (0.60, 3.99) 0.52, 4.10)

BP: blood pressure; COR: crude odds ratio; CI: confidence interval; AOR: adjusted odds ratio; ACEI: angiotensin-converting enzyme inhibitor; CCB: 
calcium channel blocker.
aStatistically significant.
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availability at the health facilities and unaffordability of 
drugs by patients.28

Switching to another drug and the addition of a drug were 
the leading type of treatment modifications. This might be 
because most of the present study participants had uncon-
trolled BP.40 The treatment modification was low when com-
pared with a study by Banegas et al.,41 which reported 
treatment modification in 49% of hypertensive patients from 
which the addition of a drug and increasing dose were 
observed more frequently. This discrepancy might be a result 
of the frequent use of combination antihypertensive therapy 
for hypertension in the later study and clinical inertia in the 
present study.

Almost all patients did not smoke, which might be a result 
of the Ethiopian socio-cultural influence. More than one-
third of the study participants were overweight or obese and 
one-fifth of the female, as well as two-third of the male par-
ticipants had abdominal obesity. This result is different from 
the result of the study by Tesfaye and Wall8 conducted in 
Addis Ababa which showed 20% of males and 38% of 
females to have a BMI of ⩾25 kg/m2 and 12.9% of males and 
64.6% of females to have abdominal obesity. This difference 
might be a result of the difference in the age of the partici-
pants; predominance of elderly patients in the present study; 
the difference in the characteristics of the study population; 
inclusion of patients without a diagnosis of hypertension in 
the latter study; or a change in the lifestyle of the population 
of Addis Ababa. Since high BMI and increased abdominal 
circumference are risk factors for hypertension and uncon-
trolled BP among hypertensives, emphasis should be given 
to counsel patients on the importance of implementing life-
style modifications.

Limitation of the study

The study has extensively addressed all relevant data regard-
ing BP control and the determinants among treated hyperten-
sive patients in HCs of Addis Ababa. However, there are 
certain limitations to mention. BP readings were taken from 
patients’ medical records; hence, no information was availa-
ble on how BP was measured. A cross-sectional study design 
was used, which does not allow a temporal relationship to be 
established. Since only public HCs of Addis Ababa were 
included, caution should be exercised in extrapolating the 
results to all HCs of Addis Ababa.

Conclusion

BP control to target goal was suboptimal and achieved only 
in one-third of pharmacologically treated patients attending 
HCs of Addis Ababa. The frequently used antihypertensive 
drug classes were found to be thiazide diuretics, ACEIs, 
CCBs, alpha 2 agonist and β-blockers. The majority of the 
patients were on monotherapy. Alpha 2 agonist was the fre-
quently used monotherapy while the combination of thiazide 
and ACEIs was the commonest combination therapy. 

Switching to another drug was the most common type of 
treatment modification. Age younger than 60 years, work 
status (being a government employee, a retired and in private 
business), and hypertension diagnosis of ⩾10 years were 
identified factors for poor BP control. While weekly BP 
measurement and tertiary level of education were important 
contributing factors that facilitate achieving target BP. This 
implies the need for closer monitoring of hypertensive 
patients attending the primary health care center. More 
emphasis should be given on identified determinants includ-
ing age-based care, consider the patient level of awareness, 
and encourage patients to have more often BP monitoring 
practice, especially older patients with a prolonged history of 
hypertension. In addition, in light of new evidence showing 
the benefit of tighter BP control to reduce CVD morbidity 
and mortality associated with hypertension, the BP control 
practice in HCs of Addis Ababa should be frequently 
evaluated.

Acknowledgements

Authors thank study participants, data collectors, and staff of all 
HCs; without them, this research would not be realized.

Author contributions

FA, TN, and DFB conceived the study and drafted the proposal. All 
authors had a substantial contribution to the study design and devel-
opment of data collection checklist. All authors were also involved 
in data acquisition, analysis, interpretation, and write up. FA drafted 
the manuscript; TN and DFB revised the manuscript and prepared 
the final version for publication. All authors read and approved the 
final version of the manuscript.

Declaration of conflicting interests

The author(s) declared no potential conflicts of interest with respect 
to the research, authorship, and/or publication of this article.

Funding

The author(s) disclosed receipt of the following financial support 
for the research, authorship, and/or publication of this article: This 
study received financial support from Addis Ababa University for 
conducting this research work.

ORCID iD

Firehiwot Amare  https://orcid.org/0000-0002-9218-4008

Availability of data and materials

All the data used for the study are contained within the manuscript.

Supplemental material

Supplemental material for this article is available online.

References

 1. WHO. A global brief on hypertension. Silent killer, global 
public health crisis. Geneva: WHO, 2013.

 2. WHO. Hypertension fact sheets, 2019. Geneva: WHO, 2019.

https://orcid.org/0000-0002-9218-4008


8 SAGE Open Medicine

 3. Kearney PM, Reynolds K, Muntner P, et al. Global burden of 
hypertension: analysis of worldwide data. Lancet 2005; 365: 
217–223.

 4. WHO. Global status report on noncommunicable diseases 
2014. Geneva: WHO, 2014.

 5. WHO. Prevention of cardiovascular disease: guidelines for 
assessment and management of cardiovascular risk. Geneva: 
WHO, 2007.

 6. Chobanian AV, Bakris GL, Black HR, et al. Seventh report of 
the Joint National Committee on prevention, detection, evalu-
ation, and treatment of high blood pressure. Hypertension 
2003; 42(6): 1206–1252.

 7. Misganaw A, Mariam DH and Araya T. The double mortality 
burden among adults in Addis Ababa, Ethiopia, 2006-2009. 
Prev Chronic Dis 2012; 9: E84.

 8. Tesfaye F and Wall S. Population based prevalence of high 
blood pressure among adults in Addis Ababa: uncovering a 
silent epidemic. BMC Cardiovasc Disord 2009; 9(1): 39.

 9. Awoke A, Alemu S and Megabiaw B. Prevalence and asso-
ciated factors of hypertension among adults in Gondar, 
Northwest Ethiopia: a community based cross-sectional study. 
BMC Cardiovasc Disord 2012; 12: 113.

 10. Nshisso LD, Reese A, Gelaye B, et al. Prevalence of hyper-
tension and diabetes among Ethiopian adults. Diabetes Metab 
Syndr 2012; 6(1): 36–41.

 11. Bonsa F, Gudina EK and Hajito KW. Prevalence of hyper-
tension and associated factors in Bedele town, southwest 
Ethiopia. Ethiop J Health Sci 2014; 24(1): 21–26.

 12. Gudina EK and Assegid S. Prevalence of hypertension and its 
risk factors in southwest Ethiopia: a hospital-based cross-sec-
tional survey. Integr Blood Press Control 2013; 6: 111–117.

 13. Molla M. Systematic reviews of prevalence and associated 
factors of hypertension in Ethiopia: finding the evidence. Sci J 
Public Health 2015; 3(4): 514–519.

 14. Kibret KT and Mesfin YM. Prevalence of hypertension in 
Ethiopia: a systematic meta-analysis. Public Health Rev 2015; 
36: 14.

 15. WHO/ISH Writing Group. 2003 World Health Organization 
(WHO)/International Society of Hypertension (ISH) statement 
on management of hypertension. J Hypertens 2003; 21(11): 
1983–1992.

 16. Mancia G, Narkiewicz K, Redon J, et al. 2013 ESH/ESC 
Guidelines for the management of arterial hypertension: the 
task force for the management of arterial hypertension of the 
European society of hypertension (ESH) and of the European 
society of cardiology (ESC). J Hypertens 2013; 31: 1281–
1357.

 17. Weber MA, White WB, Mann S, et al. Clinical practice guide-
lines for the management of hypertension in the community 
a statement by the American society of hypertension and the 
international society of hypertension. J Clin Hypertens 2014; 
16(1): 14–26.

 18. Alebachew A and Waddington C. Ethiopia: human resources 
for health reforms. Geneva: WHO, 2015.

 19. World Population Review. Addis Ababa population, 2018, 
http://worldpopulationreview.com/world-cities/addis-ababa-
population/

 20. MOH. Health Sector Development Program IV 2010/11 – 
2014/15, 2010, https://www.healthynewbornnetwork.org/

hnn-content/uploads/HSDP-IV-Final-Draft-October-2010-2.
pdf

 21. James PA, Carter BL, Cushman WC, et al. 2014 evidence-
based guideline for the management of high blood pressure in 
adults: report from the panel members appointed to the eighth 
joint national committee (JNC 8). J Am Med Assoc 2014; 
311(5): 507–520.

 22. Sandoval D, Bravo M, Koch E, et al. Overcoming barriers in 
the management of hypertension: the experience of the cardio-
vascular health program in Chilean primary health care cent-
ers. Int J Hypertens 2012; 2012: 405892.

 23. Al-Saadi R, Al-Shukaili S, Al-Mahrazi S, et al. Prevalence of 
uncontrolled hypertension in primary care settings in Al Seeb 
Wilayat, Oman. Sultan Qaboos Univ Med J 2011; 11(3): 349–
356.

 24. Skliros EA, Vasibossis A, Loumakis P, et al. Evaluation of 
hypertension control in Greek primary care units. The VANK 
study. J Hum Hypertens 2003; 17(4): 297–298.

 25. Shelley D, Tseng TY, Andrews H, et al. Predictors of blood 
pressure control among hypertensives in community health 
centers. Am J Hypertens 2011; 24(12): 1318–1323.

 26. Onwukwe SC and Omole OB. Drug therapy, lifestyle modi-
fication and blood pressure control in a primary care facility, 
south of Johannesburg, South Africa: an audit of hypertension 
management. S Afr Fam Pract 2012; 54(2): 156–161.

 27. Ornstein SM, Nietert PJ and Dickerson LM. Hypertension 
management and control in primary care: a study of 20 prac-
tices in 14 states. Pharmacotherapy 2004; 24(4): 500–507.

 28. Goverwa TP, Tshimanga M, Gombe NT, et al. Uncontrolled 
hypertension among hypertensive patients on treatment in 
Lupane District, Zimbabwe, 2012. BMC Res Notes 2014; 7: 
703.

 29. Mutua EM, Gitonga MM, Mbuthia B, et al. Level of blood 
pressure control among hypertensive patients on follow-up in 
a Regional Referral Hospital in Central Kenya. Pan Afr Med J 
2014; 18: 278.

 30. Iloh GUP, Njoku PU, Amadi AN, et al. Medication adher-
ence and blood pressure control amongst adults with primary 
hypertension attending a tertiary hospital primary care clinic 
in Eastern Nigeria. Afr J Prim Health Care Fam Med 2013; 
5(1): 446.

 31. Gu Q, Dillon CF and Yoon S. Trends in antihypertensive 
medication use and blood pressure control among united 
states adults with hypertension: the national health and nutri-
tion examination survey, 2001 to 2010. Circulation 2012; 126: 
2105–2114.

 32. Lichisa GC, Gelaw BK, Defersha AD, et al. Blood pressure 
control and its contributing factor among ambulatory hyper-
tensive patients in Adama Hospital medical college, East 
Shoa, Adama, Ethiopia. Int J Pharm Biol Sci Res Dev 2014; 
2(7): 2347–4785.

 33. Adebolu FA and Naidoo M. Blood pressure control amongst 
patients living with hypertension presenting to an urban dis-
trict hospital outpatient clinic in Kwazulu-Natal. Afr J Prim 
Health Care Fam Med 2014; 6(1): E1–E6.

 34. Al-Tuwijri AA. Hypertension control and co-morbidities in 
primary health care centers in Riyadh. Ann Saudi Med 2006; 
26(4): 266–271.

 35. Basile JN. Systolic blood pressure. BMJ 2002; 325: 917–918.

http://worldpopulationreview.com/world-cities/addis-ababa-population/
http://worldpopulationreview.com/world-cities/addis-ababa-population/
https://www.healthynewbornnetwork.org/hnn-content/uploads/HSDP-IV-Final-Draft-October-2010-2.pdf
https://www.healthynewbornnetwork.org/hnn-content/uploads/HSDP-IV-Final-Draft-October-2010-2.pdf
https://www.healthynewbornnetwork.org/hnn-content/uploads/HSDP-IV-Final-Draft-October-2010-2.pdf


Amare et al. 9

 36. Schillaci G and Pucci G. The dynamic relationship between 
systolic and diastolic blood pressure: yet another marker of 
vascular aging? Hypertens Res 2010; 33(7): 659–661.

 37. Silva CS, Figueiredo TM, Cardoso MA, et al. Blood pres-
sure control and adherence/attachment in hypertensive users 
of primary health care. Rev Esc Enferm USP 2013; 47(3): 
583–589.

 38. Phillips LS and Twombly JG. It’s time to overcome clinical 
inertia. Ann Intern Med 2008; 148(10): 783–785.

 39. FMHACA. Standard treatment guidelines for general hospi-
tal. Addis Ababa, Ethiopia: FMHACA, 2014.

 40. Andrade SE, Gurwitz JH, Field TS, et al. Hypertension man-
agement: the care gap between clinical guidelines and clinical 
practice. Am J Manag Care 2004; 10(7 Pt 2): 481–486.

 41. Banegas JR, Segura J, Ruilope LM, et al. Blood pressure 
control and physician management of hypertension in hos-
pital hypertension units in Spain. Hypertension 2004; 43(6): 
1338–1344.




