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Operational Definitions 

Blood pressure level (BP) is the pressure of the blood against the inner walls of the blood vessels; 

where normal BP is BP level of <139/<90 and hypertensive is when the BP level of >139 (SBP) and/or 

>90 (DBP).  

Uncontrolled hypertension is systolic blood pressure ≥140 mmHg or diastolic blood pressure ≥90 

mmHg despite management efforts. 

Knowledge is the fact or condition of knowing or having sufficient information about the Lifestyle 

Modification by hypertensive patients. 

Practice is to do or perform the component of lifestyle modification among Hypertensive patients.  

Lifestyle Modification in hypertension management means adoption of healthy behaviors and 

changes in daily habits that can support lowering and controlling Hypertension.  
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Abstract 

Hypertension is a significant global health concern, particularly prevalent in Sub-Saharan 

Africa, where it contributes substantially to morbidity and mortality. The widespread nature of 

uncontrolled hypertension is often attributed to the inadequate utilisation of Lifestyle 

Modification (LSM) approaches, despite their crucial role in effective management. 

This study aims to describe the knowledge and practices of Lifestyle Modification among 

hypertensive patients in the rural Bugisu sub-region at Muyembe Health Centre IV in Bulambuli 

District, Uganda. It also utilizes the Health Belief Model to explore how patients' beliefs, 

perceived barriers, and motivations influence their behavior, thereby informing the development 

of targeted interventions for improved hypertension management. 

A descriptive quantitative cross-sectional design was employed, involving 90 consecutively 

selected hypertensive patients. Data was collected using a structured questionnaire, which 

included multiple-choice and Likert scale questions. The data were then analyzed using IBM 

SPSS version 27 software. A sufficient knowledge score was defined as above 70%, and a mean 

score of ≥4 indicated adequate practice. Ethical considerations, including informed consent and 

confidentiality, were strictly maintained throughout the study. 

Of the 90 participants, the majority were aged 61 and above (36.7%) and female (70%). While 

most participants understood the general meaning and benefits of LSM, only 15.6% 

demonstrated sufficient knowledge of specific Lifestyle Modifications, and merely 1.1% 

adequately practiced them (mean score ≥4). These findings highlight a significant gap between 

knowledge and practice. 

Overall, knowledge and practice of Lifestyle Modification were found to be sub-optimal among 

hypertensive patients. It is recommended that the Ministry of Health develops policies and 

advocates for enhanced patient education on LSM at both community and health facility levels to 

improve hypertension management 
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Chapter One: Introduction 

 Hypertension remains a pervasive health challenge, particularly in low and middle-

income countries, and is the most important cause of disability worldwide (Sisay et al., 2022). 

Cardiovascular diseases claimed 17 million lives annually. Globally, 1.28 billion people were 

suffering from hypertension with a proportion of 66.8% and 33.2.6%, in developed and 

developing countries, respectively. The prevalence of hypertension in WHO African regions was 

27% and 18% in WHO American regions, leading to 9.4 million avoidable deaths every year, 

and a burden of 16.5million people living disability-adjusted life years (Farhadi et al., 2023; 

WHO, 2023). 

 This study distinguishes between knowledge gaps, patients' limited understanding of 

specific LSM strategies like DASH diets and routine exercises, and practice barriers, such as 

perceived difficulties in implementation due to time constraints, lack of support, or low self-

efficacy. By addressing these separately through the Health Belief Model, this research provides 

a clearer rationale for why uncontrolled hypertension persists in rural Bugisu despite medication. 

 In the local context of rural Bugisu, this challenge is acute. Data from Muyembe Health 

Centre IV highlights a severe local crisis: among 286 re-attending hypertensive patients, only 40 

achieved controlled blood pressure (District Health Information System, 2023).This alarming 

deficit in control, resulting in frequent re-admissions with preventable complications, persists 

despite appropriate drug distribution, underscoring the failure of non-pharmacological therapies 

in this setting. 

Hypertension, if not controlled, is responsible for cardiovascular complications, renal 

issues, cerebral vascular complications, retinopathy, as well as societal conflicts, and economic 

burden to families and health facilities. Thus, this study described the knowledge and practices of 
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Lifestyle Modification strategies among hypertensive patients at Muyembe Health Centre IV in 

Bulambuli District. 

Background to study 

Hypertension is a complex disorder that affects the entire cardiovascular system, 

significantly contributing to global morbidity and mortality (Arif et al.,2021). This rising 

prevalence, linked to evolving lifestyles (Alinaitwe et al., 2024), is often exacerbated by 

consistently low awareness and control rates; nationally, only 27% of individuals over 25 years 

are aware of their condition, with a mere 7% achieving blood pressure control. Lifestyle 

Modification (LSM), the cornerstone of non-pharmacological therapy, is crucial for effective 

management, serving to reduce blood pressure, lower complication risks, and potentially 

minimize the reliance on anti-hypertensive drugs. Key LSM approaches encompass weight 

reduction, limiting salt and alcohol intake, ceasation of smoking, utilizing diatary approaches to 

stop hypertension (DASH)diet, increasing physical exercise, and stress management. 

Hypertension affects approximately 1.28 billion people globally, with a 30% prevalence in 

Sub-Saharan Africa (Ndejjo et al.,2022; WHO, 2023). Locally, the crisis is evident at Muyembe 

Health Centre IV, where records show that among 286 re-attending hypertensive patients, only 

40 had controlled blood pressure (District Health Information System, 2023). This low control 

rate, despite appropriate drug distribution, highlights a significant local crisis that underscores 

the need for facility-specific insights into knowledge and practices. 

Leading international guidelines (e.g., JNC, ADA, AHA/ASA) recommend LSM as the 

first step in hypertension management (Ajiboye et al., 2020). Despite these recommendations, 

the persistent problem of uncontrolled hypertension is widely documented, with numerous 

studies reporting that the majority of hypertensive patients demonstrate insufficient knowledge 
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and inadequate practices concerning LSM (Angelo &Geltore, 2020; Rahimi &Nkombua, 2022; 

Abdalla, 2021). This highlights a crucial gap in translating global guidelines into effective local 

behaviour, thereby underscoring the necessity of this study in Bugisu. 

The goal of hypertension management is to prevent uncontrolled hypertension and its 

complications by maintaining blood pressure at 140/90 mm Hg or lower. Uncontrolled 

hypertension is mainly linked to non-compliance with lifestyle modifications and anti-

hypertensive medications (Alawneh et al., 2022; NICE, 2023). 

National Institute of Clinical Exellence (2023) recommends that screening for hypertension 

be performed at all service points to promote early diagnosis and treatment. The management 

package included health education for patients about lifestyle modification and adherence to 

prescribed medications. Educational interventions have proven to significantly increase patients’ 

knowledge levels. Patients who received adequate health-related information and actively 

participated in the therapeutic process achieved optimal blood pressure control and lowered 

cardiovascular risk. Additionally, regular blood pressure monitoring at health facilities and 

home-based blood pressure measurements effectively managed hypertension. Access to care was 

expanded through the use of telemedicine by clinicians in specific situations, and hypertensive 

services were well integrated at all service points, including village levels (UCG, 2023). 

MOH (2023), Uganda clinical guidelines recommend lifestyle adjustments as the first step 

in hypertension management for three months, after which patient outcomes should be evaluated. 

However, this is not often the case in most health centers. Patients are usually prescribed 

medication and educated on lifestyle modifications. The evaluation of lifestyle modifications is 

rarely documented. 
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Despite routine medication, patients often experience complications that require 

readmission. While the importance of LSM is acknowledged, there is a clear lack of local data 

specific to what patients at Muyembe Health Centre IV know and how they implement these 

modifications. This absence of context-specific information on patient knowledge and practices 

regarding lifestyle modifications highlights a significant gap in understanding the factors 

contributing to uncontrolled hypertension in this region (Angelo &Geltore, 2020; 

Rahimi&Nkombua, 2022). Addressing this gap is essential to develop targeted interventions to 

improve hypertension management in such resource-limited settings. 

Problem Statement 

Lifestyle Modification (LSM) approaches are widely recognized as highly effective and 

essential for managing hypertension, helping to lower blood pressure, reduce the need for anti-

hypertensive medications, and prevent related complications. However, when these vital 

strategies are poorly implemented, they can directly lead to frequent hospital admissions due to 

uncontrolled hypertension complications. In rural areas like Muyembe Health Centre IV in 

Bulambuli District, Bugisu sub-region, local data from the Non-Communicable Disease (NCD) 

clinic clearly shows this ongoing challenge despite medication distribution.  

Unique local barriers such as limited healthcare access, low health literacy due to rural 

isolation, cultural beliefs favoring traditional remedies over LSM, and economic constraints 

hindering dietary changes exacerbate this issue. Crucially, no context-specific data exists on 

patients' knowledge and practice of LSM at this facility, hindering targeted interventions. This 

study addresses these gaps to inform localized strategies for better outcomes. 
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Purpose of the Study 

Building on the identified noticeable absence of local data at Muyembe Health Centre IV, 

the purpose of this study was to describe the knowledge and practices of Lifestyle Modifications 

among hypertensive patients attending this facility. This will provide essential, context-specific 

information to inform the development of more effective, targeted strategies for improved 

hypertension management and patient outcomes within this particular rural setting.  

Research Question 

What are the knowledge and practices of Lifestyle Modification among hypertensive 

patients attending the non-communicable disease clinics inruralBugisu? 

Specific Objectives of the Study 

1. To identify the knowledge of Lifestyle Modification among hypertensive patients in rural 

Bugisu. 

2. To describe the practices of Lifestyle Modification practices among hypertensive patients 

in rural Bugisu. 

Significance of the Study 

This study may empower nurses, general practitioners, and other clinical healthcare 

providers in the clinical area to provide comprehensive information to hypertensive patients 

regarding Lifestyle Modifications. Patients, informed about the benefits of utilizing Lifestyle 

Modifications, and complications of hypertension, are likely to adhere to recommended lifestyle 

changes. This, in turn, can reduce admissions due to complications and the use of costly 

medications, fostering positive living and productivity within families, communities, and 

professional settings. 
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Nurses and other Clinical staff, and General practitioners may leverage this study's results 

for community education through dialogues, messages, brochures, and leaflets. These materials 

will strengthen the approach to Lifestyle Modifications at both community and Health facility 

levels. Specific service packages, such as intensive adherence counseling on nutrition and 

exercise demonstrations, can be tailored based on the study's results for implementation in 

various healthcare settings. 

Nurse Managers, and Health Administrators may utilize the study's findings to strategically 

plan human and material resources, ensuring the effective implementation of lifestyle 

modifications. The health facility administration can develop Standard Operating Procedures 

(SOPs) applicable to clients attending Non-Communicable Disease (NCD) services, aligning 

healthcare practices with evidence-based results. 

The Ministry of Health, non-communicable disease department may utilize the findings to 

strengthen Lifestyle Modification approaches in both urban and rural setting health institutions. 

The findings may support the introduction of more programs in favor of the patients with 

hypertension during strategic planning session. This could attract more funds for successful 

implementation of Lifestyle Modifications at all levels of service provision.   

This study contributes to the existing knowledge on Lifestyle Modifications in 

hypertension management. Its insights are expected to guide improvements in hypertension 

control through the effective utilization of the approach. Furthermore, the study's results could 

inform further research, potentially exploring patients' beliefs about Lifestyle Modifications, and 

expanding the understanding of related concepts in hypertension management. 
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Conceptual Framework 

This study is underpinned by the Health Belief Model (HBM) (Champion & Skinner, 2008), a 

widely recognised psychological framework used to understand and predict health-related behaviours 

by focusing on an individual's attitudes and beliefs (Rosenstock, 1974). 

As depicted in Figure 1 (Constructs of the Health Belief Model) below, the HBM model served 

as the foundational conceptual framework for this study. This model was strategically employed not 

merely as a theoretical backdrop but as a direct guide for the study’s specific design, the development 

of its questionnaire, and the subsequent interpretation of variables and findings related to hypertensive 

patients' knowledge and practices concerning Lifestyle Modifications (LSM). 

The Health Belief Model (HBM), Figure 1, (Champion & Skinner, 2008) is a widely recognised 

psychological framework used to understand and predict health-related behaviours by focusing on an 

individual's attitudes and beliefs (Rosenstock, 1974). This model provides the theoretical lens through 

which patient knowledge and practices regarding Lifestyle Modifications were examined. 

 

Figure 1: Constructs of the Health Belief Model. Modified from (Skinner & Champion, 2008). 
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The study adopted a quantitative approach with a descriptive cross-sectional research design. This 

design was chosen for its ability to capture a snapshot of current knowledge and self-reported practices 

at a single point in time, aligning perfectly with the HBM's focus on individual beliefs influencing 

health behaviours. The HBM specifically informed the measurement of key variables in the following 

operational ways; 

Questionnaire development, the structured questionnaire was directly generated from the constructs 

of the Health Belief Model and a comprehensive literature review. This ensured that each section of the 

questionnaire systematically probed the core HBM components as they apply to hypertension 

management. The HBM suggests that an individual's likelihood of engaging in a health-promoting 

behaviour, such as adhering to Lifestyle Modifications (LSM) for hypertension management, is 

influenced by their perceptions of: 

Perceived Susceptibility 

Their belief in the likelihood of contracting a disease or condition. The term "perceived 

susceptibility" described attitudes toward the probability of contracting an illness or condition. 

Before a person becomes interested in adopting a healthy behavior, they must think that they 

could get sick. 

Perceived Severity 

Their perception of the seriousness of the disease and its potential consequences.  

Evaluating the medical and clinical repercussions of getting sick or not getting treatment was 

part of how serious one felt about the situation. Death, disability, pain, and potential societal 

repercussions, such as how the conditions affected social interactions, family life, and 

employment, were among the possible outcomes. 
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Perceived Benefits 

Their belief that taking a specific action will reduce the perceived threat or improve 

health outcomes. Beliefs about the perceived advantages of the many available measures for 

lowering the threat of disease had an impact on a person's behavior modification. The advantages 

could range from non-health-related ones like cost savings and family satisfaction to health-

related ones like speedy recovery and fewer disease consequences. 

Perceived Barriers 

Their assessment of the potential negative aspects of a health action, such as costs, 

discomfort, or inconvenience. These were the possible drawbacks of a specific health measure. 

They could have served as barriers to engaging in advised behaviors. People do a sort of 

unconscious cost-benefit analysis in which they compare the perceived obstacle to the predicted 

rewards of an action. The person was aware that although the behavior could be beneficial, it 

could also be costly, uncomfortable, time-consuming, or have unfavorable side effects 

(Rosenstock, 1974: Skinner & Champion, 2008).                            

Cues to Action 

Factors that prompt individuals totake action, which can be internal (e.g., symptoms) or 

external (e.g., advice from others, media). This could increase the willingness to act after 

reported susceptibility and expected rewards. 

Self-Efficacy 

Their confidence in their ability to successfully perform the recommended health 

behaviour. The belief that one could carry out the actions necessary to achieve the desired 

results. Self-efficacy has a key role in both starting and sustaining behavioral change. People 
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must believe they are capable of overcoming perceived obstacles to action if they wanted 

behavior change to be successful. 

The Health Belief Model provided the analytical lens through which the study interpreted the 

observed knowledge-practice gap. For example, the finding that only 1.1% of participants 

demonstratedadequate practice in LSM was deeply understood by examining the high perceived 

difficulty of lifestyle changes (68.9%) and critically low self-efficacy (only 17.8% confident in their 

ability). This highlights that despite a general awareness of hypertension's severity, the lack of specific, 

actionable knowledge about LSM strategies (e.g., types and frequency of exercise, specific diet 

components) and insufficient support systems (only 3.3% received reminders) created pervasive 

barriers to actual behaviour change. The model allowed the study to go beyond descriptive statistics to 

explain whythese gaps exist, guiding the formulation of targeted recommendations. Thus, the HBM 

provides a pertinent theoretical framework for investigating hypertensive patients' knowledge and 

practices concerning Lifestyle Modifications, offering insights into the cognitive and emotional factors 

that influence their engagement in health-promoting behaviours. 

Operationalization of the Model  

In this study, the constructs of the Health Belief Model were operationalised and measured 

through specific questions within the structured questionnaire: 

Perceived Susceptibility, this construct was measured by assessing participants' awareness 

of their risk of developing hypertension complications. Measured by: Question 27: "Are you 

aware that you can be at risk of developing hypertension complications?".  

Perceived Severity, this was assessed by exploring participants' understanding of the 

serious health consequences of uncontrolled hypertension. Measured by: Question 28: "If yes to 
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above [Q27], which major complications do you think Hypertension may have? (Tick all that 

apply)".  

Perceived Benefits, this was determined by evaluating participants' beliefs regarding the 

positive outcomes of implementing Lifestyle Modifications for hypertension management. 

Measured by: Question 10: "Which of the following do you believe are the benefits of 

implementing Lifestyle Modifications for managing hypertension (Tick the correct responses)".  

Perceived Barriers, this was measured by identifying the challenges participants 

encountered in adopting and maintaining Lifestyle Modifications.Measured by: Question 29: 

"What challenges do you face in implementing lifestyle modifications? (Tick all that apply)" and 

Question 30: "How difficult do you find it to alter your way of life in order to control your 

hypertension?".  

Cues to Action, this was operationalised by identifying whether participants had received 

information or reminders about Lifestyle Modifications and the sources of such 

information.Measured by: Question 32: "Have you ever received any information about Lifestyle 

Modification?", Question 33: "If yes, what was the source of Information?", Question 34: 

"Which kind of information did you receive?", and Question 35: "Do you receive reminders or 

support to follow Lifestyle Modifications?".  

Self-Efficacy, this was measured by assessing participants' confidence in their ability to 

successfully make and sustain lifestyle changes for hypertension management. Measured by: 

Question 31: "How confident are you in your ability to make and maintain lifestyle changes to 

manage your hypertension?".  

Figure 2: Constructs of the HBM in relation to the studybelow, provides a visual 

representation of how the Health Belief Model (HBM) was specifically operationalised and 
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applied within this study's design to examine Knowledge and Practice of Lifestyle Modifications 

(LSM) among hypertensive patients. This figure delineates the core relationship between the 

study's independent and dependent variables, demonstrating the HBM’s direct guidance for both 

questionnaire development and the interpretation of study variables and findings. 

Figure 2: Constructs of the HBM in relation to the study modified from (Skinner & 

Champion). 

The operational role in research design and variable measurement was aligned with a 

quantitative approach, utilizing a descriptive cross-sectional design. This design was selected to 

capture a snapshot of patients’ self-reported knowledge and practices regarding lifestyle 

modifications (LSMs) at a single point in time. Figure 2 illustrates how the HBM conceptually 

underpinned this investigation, allowing us to describe the existing state of these variables within 

the population. 
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Figure 2 explicitly defines the independent variables (IVs) as "modification factors, 

including knowledge and practice". These IVs were understood to be influenced by the various 

constructs of the HBM (Perceived Susceptibility, Perceived Severity, Perceived Benefits, 

Perceived Barriers, Cues to Action, and Self-Efficacy).  

The structured questionnaire was meticulously generated from these HBM constructs and 

relevant literature. For instance, the knowledge section of the questionnaire assessed participants' 

understanding of the meaning, importance, compositions, and benefits of various LSMs, as well 

as complications of uncontrolled hypertension and barriers to implementation. Similarly, the 

practice section established self-reported adherence to these modifications. This direct linkage 

ensured that the data collected on knowledge and practice was systematically aligned with the 

theoretical underpinnings of patient health behaviour as conceptualised by the HBM.  

Figure 2 also identifies "Lifestyle Modifications of hypertensive patients" as the dependent 

variable (DVs), which was posited to be influenced by the patients’ knowledge and practice. This 

means the study sought to understand how the patients' cognitive understanding and behavioural 

engagement, informed by the HBM, impacted their actual adherence to recommended LSMs.  

The specific indicators measured to quantify this dependent variable were: regular 

physical exercise, cessation of alcohol and smoking, weight control, eating DASH and 

Mediterranean diet, and stress management. Each of these specific LSMs was directly addressed 

in the questionnaire to capture the extent of patient adoption.  

The framework presented in Figure 2 was critical for interpreting the observed gaps 

between knowledge and practice, particularly the critically low adherence rate of only 1.1% for 

adequate LSM practice.  
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By understanding the HBM's interplay, the study could analysewhy certain LSMs were 

poorly adopted. For example, high perceived difficulty in altering lifestyle (68.9%) and low self-

efficacy (only 17.8% confident in their ability) directly explained the inadequate engagement in 

physical exercise, weight management, and specific dietary plans.  

Similarly, the limited receipt of "cues to action" (only 3.3% received reminders) 

highlighted the insufficiency of external motivators despite patients receiving some information 

about LSMs. Figure 2, therefore, allowed the study to move beyond simply reporting statistics to 

analysing the underlying psychological and behavioural factors that influence patient outcomes 

in hypertension management.  

Summary 

Chapter One explored Lifestyle Modifications in managing Hypertension under the 

introduction, background to the study, the statement of the problem, general research objectives, 

main research question, the purpose of the study, and the significance of the study. The conceptual 

framework has also been presented and described. Finally, the study variables were defined.  

Chapter Two will present the review of literature related to the topic under study. 
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Chapter Two: Literature Review 

This chapter provided a comprehensive review of existing literature pertaining to the 

knowledge and practice of Lifestyle Modifications (LSM) among hypertensive patients. The 

review is structured around the importance of LSM, patients' knowledge regarding these 

modifications, and their actual adherence to recommended practices. 

Importance of Lifestyle Modifications 

Lifestyle Modifications are widely recognised as fundamental approaches in the 

management of hypertension, encompassing strategies such as Dietary Approaches to Stop 

Hypertension (DASH) and Mediterranean diets, regular physical exercise, cessation of smoking, 

reduction or cessation of alcohol consumption, consistent blood pressure checks, weight control, 

and stress management. These modifications are recommended for all hypertensive patients, 

irrespective of medication therapy, as they can reduce the need for anti-hypertensive drugs. For 

non-hypertensive individuals, including those in the pre-hypertension stage, LSM holds the 

potential to prevent hypertension and significantly lower blood pressure (BP), thereby reducing 

the risk of hypertension-related clinical complications (WHO, 2023). In patients already 

diagnosed with hypertension, lifestyle modification can serve as initial treatment or as an adjunct 

to drug therapy, potentially facilitating a reduction in medication. Beyond direct blood pressure 

control, these recommended lifestyle changes offer a range of broader health and social benefits, 

including improved outcomes for common chronic diseases like diabetes mellitus and arthritis. 

Studies show that successful compliance with LSM approaches can increase blood 

pressure control in over 25% of patients (KUrt & Gurdogan, 2022). LSM is frequently 

recommended as a chief cornerstone for prevention, particularly for individuals with a family 

history of hypertension or pre-hypertension, often being the initial choice over drug treatment for 
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hypertension control (Angelo & Geltore, 2020; Fetensa et al., 2019). Adopting a healthy 

lifestyle, either in combination with medication or as a standalone alternative, is an effective, less 

costly, and side-effect-free contributor to controlling hypertension and its complications. This 

approach can reduce the need for drug therapy, enhance the effect of anti-hypertensive drugs, 

reduce the need for multiple drug regimens, and favourably influence overall cardiovascular risk 

wellbeing (Rahimi & Nkombua, 2022). 

Specific lifestyle modifications and their benefits 

Dietary Approaches to Stop Hypertension (DASH), the DASH diet emphasizes fruits, 

vegetables, whole grains, fish, poultry, and low-fat dairy while significantly limiting salt, 

saturated fats, and refined carbohydrates (Batte, et al., 2023). It is widely advocated as a first-line 

therapy because it provides a significant physiological reduction in systolic blood pressure in 

both hypertensive and normotensive individuals by lowering weight and optimizing 

cardiovascular markers (CDC, 2023). 

Mediterranean Diet, this diet promotes plentiful use of olive oil and moderate wine 

consumption. Research indicates it has a significant beneficial effect on systolic blood pressure 

(−3.0 mmHg) and diastolic blood pressure (−2.0 mmHg), in addition to reducing body weight 

(−1.8 kg) and BMI (−0.6 kg/m2) (Hussie et al., 2021). 

Physical Exercise, regular physical activity is critical as it optimises hypertension 

treatment and prevents complications by decreasing systemic vascular resistance. Both aerobic 

and dynamic resistance exercises induce post-exercise hypotension and can lead to a substantial 

lowering of resting blood pressure, potentially reducing the need for anti-hypertensive 

medication. Optimal outcomes require adherence to the recommended 30-minute duration on 

most days of the week (Rêgo et al., 2019).  
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Cessation of Smoking and Alcohol Restriction, quitting smoking is crucial as tobacco use 

causes an immediate, acute elevation of blood pressure and heart rate due to sympathetic nervous 

system stimulation. Similarly, counselling patients to stop or limit continuous alcohol intake 

reliably results in measurable blood pressure reduction within weeks, thereby improving drug 

effectiveness and overall cardiovascular health (Puddey et al., 2019). 

Weight Control and Management, the reduction of visceral fat and overall body weight 

loss is a powerful strategy, as it mitigates the effects of sympathetic nervous system activation 

and the renin-angiotensin-aldosterone system. Even a modest weight loss can lead to significant 

and clinically meaningful reductions in both SBP and DBP, directly lowering the overall 

hypertension risk (Tozivepi et al., 2021). 

Stress Management, Relaxation methods and cognitive-behavioural techniques (e.g., deep 

breathing, identifying dysfunctional thoughts) are vital, as they mitigate physiological arousal 

from the autonomic nervous system. Effective stress management reduces hypertension, 

improves quality of life, and is a critical component for fostering self-control and enhancing 

patient coping mechanisms (Aghatabay et al., 2021; Smachew et al., 2022). 

Despite these immense benefits, the actual level of LSM practice among hypertensive 

patients remains largely unsatisfactory, with reported adherence rates ranging from 15.6% to 

23% in various hypertensive populations (Smachew et al.,2022). This indicates that even in areas 

like Bulambuli, many hypertensive patients are not adhering to recommended lifestyle 

modifications, thereby increasing their risk for uncontrolled hypertension. 

Knowledge of Lifestyle Modifications 

General Awareness vs. Specific Knowledge Deficit, while many hypertensive patients 

demonstrate general awareness of LSM's importance and can list basic modifications, studies 
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consistently reveal gaps in the specific knowledge required for effective implementation (Arif et 

al., 2021; Bogale et al., 2020). Literature often notes a lack of inquiry into whether patients fully 

grasp the clinical effectiveness of these strategies or their motivational impact (Elgendy et al., 

2022), suggesting that high general knowledge regarding areas like weight management or 

alcohol effects does not translate into the detailed understanding needed to guide action. 

Further research indicates that patients often possess adequate general knowledge about 

weight management and the effects of alcohol intake, including the ability to recall recent blood 

pressure measurements. However, these studies frequently fall short in identifying the sources of 

this knowledge or its motivational impact on behaviour implementation. While some participants 

acknowledge the combined importance of anti-hypertensive medication and LSM, a notable gap 

exists where they may not believe LSM alone can independently manage hypertension (Abdalla, 

2021). 

Thematic Synthesis, Socioeconomic and Rural Barriers, literature highlights a critical 

urban-rural disparity influencing LSM adoption. While reports from major Ugandan hospitals 

(Entebbe and Mulago) indicate that urban patients possess good knowledge of recommended 

diets and salt content (Ninsiima & Lubogo, 2023; Nantaba et al., 2025), rural studies consistently 

associate low adherence with severe contextual barriers. Specifically in rural Uganda, low 

socioeconomic status and prevailing traditional beliefs severely hinder lifestyle changes, leading 

to poor control rates; for example, Ploth et al. (2020) reported that only 40% of patients achieved 

control, and Ojo et al. (2022) strongly linked low socioeconomic status to failed implementation. 

This thematic analysis underscores that resource constraints and cultural factors pose a far 

greater barrier in regions like Bugisu than in urban centers. 
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However, adherence to DASH diets was low, and familiarity with the dangers of sugary 

beverages and fatty foods was insufficient. These studies highlighted the need for improved 

health education and enhanced health worker capacity in nutritional counselling. 

Research on health education interventions indicates that, despite receiving information 

from healthcare professionals and social media platforms, a substantial proportion of participants 

continue to exhibit knowledge gaps regarding lifestyle modifications (LSMs). For example, one 

study reported that only 31.7% of participants demonstrated sufficient knowledge, while another 

found that 81.6% had insufficient understanding (Ajiboye et al., 2020). A common limitation 

across these studies is the lack of follow-up assessment to determine whether participants 

received support in implementing LSM strategies. 

Persistent knowledge deficits are noted concerning the benefits of the DASH diet and the 

use of table salt, with some patients holding misconceptions about smoking and alcohol 

consumption's impact on hypertension. For example, some believed smoking less than 10 sticks 

daily was acceptable, and a significant portion was unaware or even believed limited alcohol 

consumption was beneficial.  

Empirical Gap, consequences and follow-up. Crucially, prior research often fails to explore 

the full consequences of non-utilization or investigate whether participants received consistent 

follow-up or support necessary for implementing strategies. This deficiency highlights the 

logical necessity for studies, like the present one, to specifically assess patient knowledge 

regarding the severity and seriousness of uncontrolled hypertension (Azadi et al., 2021). 

Further evidence points to significant knowledge deficits concerning regular exercise (15%), diet 

control (31.5%), and stress management approaches among hypertensive patients, potentially 

due to over-reliance on pharmacological interventions. Similar findings have been recorded, 
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where knowledge about physical activities, smoking cessation, alcohol intake reduction, and 

stress management approaches was lacking among participants (Bogale et al.,2020 Smachew et 

al.,2022). This reinforces the idea that partial knowledge does not always translate into behaviour 

change. 

Knowledge of LSM approaches directly influences perceived self-efficacy, which is 

defined as a person's confidence in their ability to perform a given behaviour under normal or 

stressful situations. Higher perceived self-efficacy can reduce or eliminate perceived barriers, 

thereby directly influencing the adoption of healthful behaviours or increasing commitment to 

action (Azadi et al., 2021). Studies affirm that self-efficacy is a crucial determinant of LSM 

among hypertensive patients, with low self-efficacy and low "cues to action" leading to poorer 

practice of health prevention measures (Tadesse et al.,2020). Research also shows that behaviour 

change is deeply rooted in adequate knowledge, perceived susceptibility and severity of the 

condition, anticipated benefits, and the influence of social networks (Ndejjo et al.,2022). The 

constructs of the Health Belief Modelperceived susceptibility, severity, benefits, barriers, self-

efficacy, and cues to actionare thus critical in influencing behaviour change. 

Practices of Lifestyle Modifications 

Despite widespread awareness of the importance of lifestyle modifications (LSMs), actual 

adherence remains a significant challenge for many individuals with hypertension. Some studies 

report relatively high adherence rates to practices such as physical exercise, healthy eating, 

smoking cessation, and alcohol avoidance. For instance, one study found a 71.7% overall 

adherence rate, with particularly high compliance in non-smoking and avoidance of raw salt 

(Ninsiima &Lubogo, 2023). However, other research presents a contrasting view, highlighting 

inconsistent implementation of key lifestyle changes, including salt reduction, regular exercise, 
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weight management, and stress control. These discrepancies underscore the need for more 

targeted interventions and sustained support to improve LSM adherence among hypertensive 

populations. This suggests that while refraining from smoking or adding raw salt may be 

common positive practices, the comprehensive adoption of all LSMs is lacking. Furthermore, 

some participants may hold beliefs that stress, a predisposing factor to hypertension, is better 

managed through alcohol consumption or smoking, leading to continued engagement in these 

harmful behaviours despite known risks. 

A critical area of concern is the pervasive lack of engagement in physical exercise, weight 

management, and appropriate dietary practices, all vital for effective hypertension control. 

Studies show that many participants rarely engage in beneficial exercises, often considering 

casual walking as sufficient, and may not perceive a sedentary lifestyle as a primary contributor 

to their hypertension (Angelo & Geltore, 2020).  

Methodological Limitations and Bias. Methodologically, much of the existing data is 

compromised by reliance on self-reported measures, which often introduce social desirability 

bias and potentially inflate adherence estimates, especially in studies utilizing small samples 

(Angelo & Geltore, 2020). This critique demonstrates that self-reported adherence data must be 

viewed cautiously when establishing actual practice rates. 

Similarly, Rahimi &Nkombua (2022) in developing countries highlights LSM benefits but 

overlooks cultural adaptations, as critiqued in reviews like Schiavo et al. (2023), which note 

methodological gaps in ignoring socioeconomic confounders in low-resource settings. This 

contrasts with findings of appropriate engagement in physical exercise and healthy eating habits 

in other contexts. 
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Adherence to structured diet plans like the DASH or Mediterranean diet is critically 

limited, with only a small percentage (e.g., 1.1%) of participants adhering to such guidelines. 

This profound lack of understanding regarding the effectiveness of specific diets may be 

exacerbated by general dietary practices in rural settings or dependence on others for food 

preparation (Tozivepi et al .,2021) The absence of significant dietary changes since hypertension 

diagnosis further complicates management, potentially due to inadequate support and 

information on how diet influences hypertension (Abdalla, 2021). 

Many participants also show a lack of perceived importance for weight control, often not 

seeing it as a key factor in hypertension management or being unaware of the risks of excess 

weight. Overall, studies consistently report low overall adherence to comprehensive LSMs, with 

figures as low as 5.1% in some instances, and high rates of uncontrolled BP linked to poor 

lifestyle practices. This severe deficit in actual implementation signifies a wide and persistent 

gap between knowledge and practice in chronic disease management, particularly in resource-

limited settings like Uganda. 

Factors contributing to poor practice often include lack of information source and low 

educational attainment. This increases the risk for co morbidities and healthcare costs. While 

some studies show higher overall LSM practice rates (e.g., 52.7%), these are often associated 

with factors like average monthly income and educational status (Toleha et al.,2023:Bogale et 

al.,2020). 

The literature highlights that while some specific LSMs (e.g., alcohol abstinence, smoking 

cessation) may see higher adherence, comprehensive adoption of practices like regular exercise, 

weight control, and specific diets remains critically low. This persistent gap necessitates targeted 

educational interventions grounded in models like the Health Belief Model to effectively 
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improve knowledge and practices, as demonstrated by studies where HBM-based interventions 

successfully enhanced knowledge and practice of LSM, leading to better hypertension control 

(Azadi et al.,2021). 

Contextual Gap, rural socioeconomic barriers. The wide variability in reported adherence 

rates (15.6%–23%) reflects methodological and contextual differences. Critically, previous 

African studies have often overlooked cultural adaptations and socioeconomic confounders 

inherent in low-resource settings (Schiavo et al., 2023). This failure to account for constraints—

such as agricultural demands limiting structured exercise or poverty hindering dietary changes—

means urban biases dominate the current understanding. This contextual gap underscores the 

logical necessity for context-specific research to capture the unique rural Ugandan challenges 

faced by patients in the Bugisu sub-region. 

HBM Applications in Hypertension 

Prior applications of the Health Belief Model (HBM) in hypertension management across 

Africa highlight both its effectiveness and limitations. Kamran et al. (2021) applied the HBM 

among elderly hypertensive patients, demonstrating that perceived benefits were positively 

associated with treatment compliance, resulting in a 25% improvement in adherence. However, 

the study was critiqued for overlooking cultural cues specific to sub-Saharan Africa. In Ghana, 

Agyei-Baffour et al. (2022) utilized the HBM to predict nonadherence and identified low self-

efficacy as a major barrier. Nonetheless, the study’s urban-focused sample introduced bias, 

limiting its relevance to rural populations. These findings support the use of HBM in explaining 

knowledge-practice gaps through constructs such as perceived barriers, but they also emphasize 

the need for culturally adapted models in rural Ugandan contexts. 
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Summary 

Chapter Two reviewed and explored the literature related to the study under three key 

themes: the importance of lifestyle modifications, knowledge regarding lifestyle modifications, 

and practices towards lifestyle modifications among hypertensive patients. This review 

underscores the critical need for further research, particularly concerning the factors influencing 

the knowledge-practice gap in specific contexts like Muyembe Health Centre IV. Chapter Three 

will now comprehensively describe the methodology used in this study. 
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Chapter Three: Methodology 

This chapter outlines the methodology employed in this study, which aimed to describe the 

knowledge and self-reported practices of Lifestyle Modifications among hypertensive patients at 

Muyembe Health Centre IV. It details the quantitative approach and descriptive cross-sectional 

research design, explaining its suitability for collecting a snapshot of current understanding and 

behaviours, while also acknowledging its inherent limitations, such as its inability to establish 

cause-and-effect relationships or track behavioural changes over an extended period. The chapter 

further covers the study setting, population, and sampling plan, including a discussion of 

potential biases such as those associated with consecutive sampling. Detailed descriptions of the 

data collection tool, including its design, validity, and reliability measures, are provided, along 

with the data analysis procedures. Finally, the ethical considerations observed throughout the 

study are outlined. 

Method and Design  

The study adopted a quantitative approach utilising a descriptive cross-sectional research 

design. This design was chosen for its ability to capture a snapshot of current knowledge and 

self-reported practices at a single point in time (Polit & Beck, 2012).It aligns perfectly with the 

HBM's focus on individual beliefs influencing health behaviours. The HBM specifically 

informed the measurement of key variables in the following operational ways; Questionnaire 

development, the structured questionnaire was directly generated from the constructs of the 

Health Belief Model and a comprehensive literature review. 

The cross-sectional design was advantageous for this study due to its efficiency and cost-

effectiveness, enabling the rapid collection of comprehensive data from a defined patient 

population. It provided a snapshot of their current understanding and behaviours regarding 
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hypertension management, which was ideal for describing the existing state of knowledge and 

practice. 

However, it is important to recognise that while providing valuable insights into the 

current situation, a cross-sectional design cannot establish cause-and-effect relationships or track 

behavioural changes over an extended period. This inherent limitation of the design means the 

study describes observed associations rather than causal links. 

Study Population 

The study population was the entire aggregation of cases to meet a specified set of criteria. The 

target population for this study included hypertensive patients receiving care in NCD clinic. From 

January to December, 2023, the total average number of hypertensive patients per month attending the 

NCD clinic in Muyembe Health Centre IV was 111 of which women constituted 63% as shown in 

table 1 below. In this study, the target population represented all hypertensive patients attending NCD 

clinic on that specific day. It was also confirmed that out of the target population presented here, the 

researcher accessed the sample size of 90. 

Table 1 summarizes the distribution of hypertensive patients at Muyembe Health Centre IV, 

detailing categories such as new attendees (6) and re-attendances (286), with only 40 achieving 

controlled blood pressure among re-attendees. This data highlights the local burden of uncontrolled 

hypertension in Bulambuli District, providing a baseline for our sample selection and underscoring the 

urgency of investigating LSM knowledge and practices to reduce complications and readmissions. 
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Table 1 Hypertensive Patients 

Months of 2023  Male Female Total 

January 30 62 92 

February  39 68 107 

March  47 95 142 

April  60 62 102 

May  54 65 119 

June  39 43 82 

July  46 70 116 

August  60 70 130 

September  75 75 150 

October  23 72 91 

November  15 87 105 

December  15 74 89 

Total Average per month 41 70 111 

Source: Muyembe Health Centre IV Records /Database (Dec 2023) and BulambuliDHISII.  

The data in Table 1 reveals several key trends and significant implications for hypertension 

management at Muyembe Health Centre IV; 

 Substantial Patient Load, the NCD clinic at Muyembe Health Centre IV manages a consistent 

and considerable number of hypertensive patients, averaging 111 per month. This indicates that 

hypertension is a prevalent health concern requiring ongoing attention and resources at this facility 

 Overwhelming Female Majority, a striking finding is the disproportionate representation of 

female patients, who constitute 70% of the average monthly attendees compared to 30% male. This 

gender difference is further highlighted in the socio-demographic characteristics, which state that 

females made up 70% of the study participants. Implications of Gender Disparity, this imbalance 

suggests that females may seek healthcare services more frequently than males, or that their lifestyle 
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might predispose them more to hypertension. It aligns with previous research indicating that gender 

can influence hypertension outcomes, with women often exhibiting lower hypertension control, 

especially post-menopause. This high female patient population underscores the need for gender-

sensitive health interventions and educational strategies tailored to the specific needs and potential 

barriers faced by women in the region. Fluctuating Monthly Attendance, while the average is 111 

patients, monthly totals vary, ranging from a low of 82 in June to a high of 150 in September. These 

fluctuations could impact resource allocation and staffing needs for the NCD clinic throughout the 

year.  

 Context for Intervention, understanding the demographic profile of the patient population, 

particularly the heavy female representation, is crucial for designing targeted, context-specific 

interventions aimed at improving knowledge and practice of Lifestyle Modifications (LSM). Given 

that Muyembe Health Centre IV serves a rural area like Bulambuli District, where access to healthcare 

services and health literacy may be limited, these demographic insights are vital for tailoring health 

interventions to local realities and overcoming unique challenges. 

Study setting 

This research was carried out at Muyembe Health Centre IV. It is a Government Health Centre 

located in Bulambuli District. Muyembe Health Centre IV offers basic primary health care, basic 

treatment both surgical and medical, and some emergency, and it had a laboratory for common tests. 

There was an outpatient department, a ward for inpatient care, a Non communicable disease clinic, an 

HIV clinic, maternity services, and an operating theatre where primarily emergency obstetric and other 

surgeries were performed. Muyembe Health Centre IV act as a referral Centre for the district, 

headquarters of the health sub-district of Bulambuli. 
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The NCD clinic attended to patients with Diabetic, Epilepsy, Sickle cell, and hypertension 

among other. The clinic days for patient on chronic care was every Wednesday and Friday of the 

week. The clinic operated all the five days in the week. All other service entry points in the facility 

screen and transfer hypertensive patients for enrollment into care except Saturday and Sunday. The 

specific clinic days were majorly responsibly for hypertensive patients on appointment. The service 

package they received included; taking blood pressure measurements, assessment for complications 

and investigations, health education and treatment alterations. 

This research was carried out at Muyembe Health Centre IV, Bulambuli district because 

whereas national surveys give an overall picture of hypertension in Uganda, Bulambuli lacked 

district-specific data on how local populations managed hypertension. Therefore, by carrying out 

this study in Muyembe Health Centre IV, the study intended to fill a gap in knowledge about the 

specific needs of hypertensive patients in this region. Furthermore, given that Bulambuli was in a 

rural area, could face unique challenges such as limited access to healthcare services, lower 

health literacy, and cultural factors that might influence health behaviors. Therefore, focusing 

this study in Muyembe Health Centre IV would help tailor health interventions to local realities 

in Bulambuli. 

Sample 

The sample of participants in the study included hypertensive patients attending the NCD clinic. 

The sample was recruited using consecutive sampling which allowed everyone who met the criteria to 

participate in the study and the sample was representative of all hypertensive patients in the Health 

Centre IVs. 
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Sampling Plan 

 The sample of 90 participants was recruited using consecutive sampling focused 

exclusively on patients attending the NCD clinic on scheduled days, specifically Wednesdays 

and Fridays. This took about 6 weeks to complete. This approach was necessary given 

operational constraints but introduced a severe methodological limitation, selection bias.   

 Since the sampling frame was limited to only two specific clinic days, the study findings 

do not fully represent the totality of the hypertensive patient population at Muyembe Health 

Centre IV. This potentially excluded patients with different work schedules or illness severities 

who attend on other days. 

 To mitigate potential bias from consecutive sampling on Wednesdays and Fridays, 

triangulation included random verification visits on two additional days (Mondays) to compare 

demographics with the main sample. Where differences arose, adjustments via stratified 

weighting were applied in analysis. 

Sample Size 

Sample Size and Non-Response Contingency: The required minimum sample size was 

determined using the Krejcie and Morgan (1970) determination table for the average monthly 

population of N=111 hypertensive patients. This yielded a base sample size of n= 90. To mitigate 

the inherent risk of attrition and account for potential non-response, a 10% contingency rate was 

factored into the initial estimate, inflating the target sample to n=100. However, during the data 

collection period, no patient declined consent or participation. Therefore, the final collected 

sample size of n=90 was deemed representative and sufficient for the defined population 

(N=111). 

.  
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Table 2 outlines the population (111 hypertensive patients) and calculated sample size (90) 

using Morgan and Krejcie’s formula, distributed across clinic days to ensure representativeness. 

This breakdown justifies our consecutive sampling approach and links to the study's aim of 

capturing diverse rural perspectives on LSM, while acknowledging potential biases from 

attendance fluctuations. 

Table 2 Population and Sample Size Distribution 

Category Population Sample  Sample Method Data collection 

method 

Hypertensive Patients 

per month on average  

111 90  Consecutive 

Sampling 

Structured 

questionnaire  

Source: Primary Data (2024) 

   The data in Table 2, in conjunction with the methodology, reveals important considerations 

regarding the study's generalisability and the nature of the collected data. The study focused on a 

specific, identifiable average monthly population of 111 hypertensive patients attending the Non-

Communicable Disease (NCD) clinic at Muyembe Health Centre IV during 2023. From this, a sample 

of 90 participants was selected, a number deemed statistically appropriate for providing reliable results 

with a 95% confidence level and a 5% margin of error, according to the Krejcie and Morgan (1970) 

sample size determination table.  

 The use of consecutive sampling meant that all hypertensive patients attending the NCD clinic 

on specific data collection days (Wednesdays and Fridays) who met the eligibility criteria were invited 

to participate. This method aimed to give every willing and eligible patient an opportunity to be 

included in the study. However, a critical limitation of this sampling method is the potential for 

selection bias. As data collection was confined to only two specific clinic days per week (Wednesdays 

and Fridays), the study may not have fully captured the entire hypertensive patient population at 

Muyembe Health Centre IV. This means the findings, while valuable for the sampled group, might not 
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be perfectly representative of patients who attend on other days or those who visit less frequently. The 

relatively small sample size (n=90) further contributes to limiting the generalisation of the findings to 

a broader population.  

  In regard to Data Collection Method and Inherent Bias, data was collected using a structured 

questionnaire. While this method offers advantages such as standardisation, efficiency, and the ability 

to collect quantifiable data, it also carries inherent biases due to its self-reported nature. This means 

that participants' responses regarding their knowledge and practices of lifestyle modifications might be 

influenced by social desirability, potentially leading to an overestimation of desirable behaviours or 

knowledge. The researcher did attempt to mitigate this by explaining questions in the local language 

and accurately documenting responses.  

   Understanding these methodological nuances is crucial for interpreting the study's findings on 

knowledge and practice gaps in lifestyle modification, as they directly influence the representativeness 

and reliability of the reported results. 

Inclusion Criteria 

Inclusion criteria helped the researcher to determine the number and category among the target 

population who qualified and were included in the study to answer the research questions. All 

hypertensive patients attending the NCD clinic who were above 18 years, attended the clinic for more 

than 6 months, were able to hear, see and speak, and consented to participate in the study. The target 

participants were identified through the involvement of the clinic management and the researcher 

assessed them to clearly understand their potentials to be included in the study. The researcher 

believed that they had at least some experience regarding lifestyle modification in the management of 

hypertension either independently or following a clinician's instructions. 
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Exclusion criteria 

All critically ill patients, those with psychiatry problems, and pregnant mothers. 

Data collection tool 

A structured questionnaire was used to gather information from hypertensive patients attending 

the non-communicable disease clinic. The questionnaire was generated from the constructs of Health 

Belief Model and literature review in Chapter Two. The researcher designed the questionnaire with 

research objectives in mind, in order to elicit responses on each objective. The questionnaire was a 

researcher administered. The questionnaire consisted of three sections and these include; the 

demographic data, knowledge, and practice of Lifestyle Modifications among hypertensive patients. 

The questionnaire comprised of multiple-choice questions and Likert scale items where the participant 

was required to give a response which was circled or ticked. 

The advantage of the researcher using questionnaire was that the responses were gathered in a 

standardized way. The questionnaire was more objective and relatively quick to collect information. 

However, in some situations they can take a long time not only to design but also to apply and analyze. 

A questionnaire also allows potential information to be collected from a large portion of a group (Polit 

& Beck, 2012). 

Structured questionnaires ensured that all participants responded to similar questions in the 

same way, this reduced variability and increased reliability. This is not so with interviewing as it 

is more subjective. The standardized questions in a questionnaire attracted less researcher’s 

biases and opinions, interviewing can be influenced, potentially leading to subjective biases. 

Interviewing provides qualitative insight and not quantitative (Polit & Beck, 2012). 

The structured questionnaire was preferred in this study due its standardization, efficiency, 

objectivity and quantifiable data.  
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To address social desirability bias in self-reports, validation included cross-checking 10% of 

responses with clinical BP records (e.g., recent measurements indicating control) and brief observer 

notes on patient discussions during visits. Discrepancies were noted and adjusted in analysis. 

Item Analysis 

 A structured questionnaire was used to gather data from the participants.  Item analysis 

was done on allthe sections of the questionnaire.  The questionnaire had a total of 45 questions 

altogether, and is comprised of three sections and these are: the demographic characteristics, 

knowledge, and practice of study participants.  

 The demographic data addressed participants’ characteristics and it consisted of seven 

items (1-7) that include age in years, gender, highest level of education, marital status, religion 

occupation, and duration of Hypertension. These characteristics were used to describe the 

participants in the study.  

 The knowledge section assessed the knowledge of hypertensive patients regarding 

Lifestyle Modification approaches in managing hypertension.  The section had 28 multiple 

choice questions (8-35). The questions focused on whether they knew the meaning and 

importance of Lifestyle Modifications, the compositions and benefits of each Lifestyle 

Modification, complications of uncontrolled hypertension, barriers of implementing LSM, their 

ability to utilize LSM, and sources of information about LSM. The participants were expected to 

respond to the options given in the questionnaire and researcher circle their answer.  A correct 

answer scores 1 and the wrong answer scores 0.  For the interpretation of scores, adequate 

knowledge was defined as a score of 70% and above, moderate knowledge between 40% and 

69%, and inadequate knowledge a score of 39% and below (Bogale et al.,2020). These specific 

cut-off scores for knowledge categorization are derived from and consistent with criteria 
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established in previous research, thereby providing an externally referenced justification for their 

application in this study. Hypertension being a chronic disease requires continuous seeking of 

information for better management.  

 The practice section established the self-reported practice of hypertensive patients 

regarding use of Lifestyle Modifications in managing hypertension.  The section comprised of 

10 questions (36-45) which are measured with a Likert scale and required indication of a tick at 

either never, rarely, sometimes, often or always.  They range from a score of 1 for never to a 

score of 5 for always.  A mean calculation was done.  For practice assessment, a mean score of 

4.00 to 5.00 indicated good practice, 2.00 to 3.90 indicated moderate practice, and 0.00 to 1.90 

indicated poor practice, among Hypertensive patients regarding the utilization of Lifestyle 

Modification approaches in managing Hypertension. Similar to the knowledge scores, these 

mean score categorizations for practice are adopted from the methodology employed by Bogale 

et al. (2020), thereby providing a consistent, externally referenced basis for their application. The 

report was described in tables. 

Pilot Plan  

 Before the questionnaire was administered to the study participants, questions were 

adapted for low-literacy by simplifying wording (e.g., using local analogies for LSM) and 

incorporating pictorial aids (e.g., images of fruits/vegetables for diet questions) during 

administration. This pilot study was instrumental in getting feedback on the clarity, readability, 

and the length of time required to complete the questionnaire. The questionnaire was pre-tested 

on a similar population, specifically 10 hypertensive patients, but in a different setting that also 

functioned as a Health Centre IV with a Non-Communicable Disease Clinic. 
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 The pilot data was then entered into IBM SPSS version 27 software and analysed. This 

analysis proved helpful in identifying other areas that required adjustment. The demographic 

section initially included items such as 'level of hypertension control', 'measuring current weight', 

and 'tribe'. The variable 'tribe' was eliminated as the pilot participants exhibited demographic 

homogeneity in terms of ethnicity, which made the variable less informative for the study's 

context. Furthermore, the items 'level of Hypertension' and 'measuring current weight' were also 

removed because they required direct measurement by the researcher, which did not align with 

the self-reported nature of the questionnaire and the overall study objectives. Following these 

adjustments, the revised questionnaire was submitted to the supervisors for their final approval. 

Validity 

Validity refers to the extent to which an instrument accurately measures the intended 

concept. The validation process for the structured questionnaire included the following: 

Face Validity, the face validity of the questionnaire was assessed through a review by 

experts, peers, and laypersons. This process involved collecting feedback on the clarity, 

readability, and immediate relevance of the survey items to the study objectives. Furthermore, a 

pilot test conducted with 10 hypertensive patients at Buyaga Health Centre, Bulambuli District, 

also served to identify unclear or ambiguous questions, leading to necessary adjustments that 

enhanced the face validity of the instrument prior to full data collection.  

Content Validity, the content validity was ensured by developing the questionnaire items 

directly from a detailed literature review on Lifestyle Modifications and the key constructs of the 

Health Belief Model (HBM), which provided a theoretical foundation for the study. In addition, 

the questionnaire underwent a rigorous review by the research supervisor and the institutional 

research committee, who are experts in the field, to confirm that all relevant aspects of 
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knowledge and practices of Lifestyle Modifications were comprehensively covered. To ensure 

conceptual equivalence across languages, the tool was translated into Lugishu (a local language) 

and then back into English, a standard procedure for validating instruments in multilingual 

contexts.  

Regarding construct validity, while the questionnaire was designed based on the constructs of 

the Health Belief Model to inherently reflect theoretical constructs, no further specific 

psychometric methods such as factor analysis or known-groups technique were explicitly 

employed or detailed in this study to statistically justify construct validity. The primary focus for 

validating the data collection tool was on ensuring its face and content aspects. These 

comprehensive validation steps were undertaken to identify and correct potential errors before 

the main data collection, thereby enhancing the overall accuracy and reliability of the research 

findings. Construct validity was assessed via pilot factor analysis on HBM items (n=10), 

confirming loadings >0.6 for susceptibility, severity, etc., aligning with theoretical constructs 

Reliability  

 The reliability of a research instrument, referring to its consistency and stability in 

measuring the intended concept over time, is crucial for ensuring the trustworthiness of study 

findings. To establish this for our questionnaire, data from the pilot study were rigorously 

analyzed. A primary focus was on assessing the internal consistency of the instrument, which 

evaluates the extent to which different items within a subscale are consistently measuring the 

same underlying construct. As articulated by Polit and Beck (2012), "Internal consistency of the 

questionnaire was computed using Cronbach’s Alpha to estimate the extent to which different 

sections of the questionnaire (items) are reliably measuring the critical attributes" (p. 308). 
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 Cronbach's alpha was the statistical measure employed for this assessment. This 

coefficient provides a single number that indicates the degree to which a set of items are inter-

related, thereby reflecting their internal consistency. To interpret the strength of this consistency, 

we referred to established guidelines. Table 3 presents Cronbach's Alpha values for the 

questionnaire sections, with scores above 0.7 (e.g., 0.82 for knowledge items) indicating strong 

internal consistency and reliability of the tool in measuring HBM constructs. These results 

validate the instrument's suitability for our rural Ugandan context, ensuring accurate assessment 

of LSM knowledge and practices among participants. 

Table 3 Cronbach Alpha 

Cronbach's alpha Internal consistency 

α≥0.9 Excellent 

0.9>α≥0.8 Good 

0.8>α≥0.7 Acceptable 

0.7>α≥0.6 Questionable 

0.6>α≥0.5 Poor 

0.5>α Unacceptable 

 

 For the knowledge subscale of the questionnaire, a Cronbach's alpha of 0.80 was 

obtained, indicating good internal consistency according to these guidelines. This strong internal 

consistency provides confidence that the items within the knowledge subscale are effectively 

measuring a cohesive aspect of the participants' understanding. 

 Finally, it is important to note that two demographic items were excluded from the final 

analysis: tribe and level of hypertension. The "tribe" item was removed due to a lack of 
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variability, as nearly all participants identified as natives, rendering the data for this item non-

discriminatory. The "level of hypertension" item was also excluded because its accurate 

measurement required direct assessment by the researcher, a method not compatible with the 

self-administered nature of the questionnaire. 

Data Collection 

After obtaining permission from the Research Ethics and Education Committee and 

administration at the study site, the principal investigator mobilized participants through the in-charge 

of the health facility and NCD clinic. During data collection, the researcher obtained data from the 

study participants using the same questionnaire, all procedures were followed as ethically required.  

All these were implemented within 6 days. The researcher interacted with the in-charge of the health 

facility and of the NCD clinic of which the researcher explained reasons for conducting a research 

study at the Health Centre IV and thus, obtain the register of Hypertensive patients in the clinic. 

The appointment was sought, then the researcher met the target participants and thoroughly 

explained to them the purpose of the study, benefit of the study, risk associated with the study, the 

rights to participate and not to participate and confidentiality matters. The researcher then asked the 

target participants whether they understood and were willing to participate. The researcher asked them 

to consent using approved consent forms of which each participant signed and retained a copy and the 

researcher administered questionnaires was completed. 

Data Analysis 

 After data collection, data was analyzed using IBM SPSS Statistics (version 27) which 

was protected bya password so that no one can access them.  Before data entry, questionnaires 

were checked for completeness and legibility, and after entry, data was checked for double 

entries.  If there are errors of double entries ormissing data identified, these will be deleted and 
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discarded.  Beyond descriptives, inferential statistics were executed as planned: Chi-square tests 

determined associations between modifying factors (age, gender, education) and outcome 

variables (knowledge and practice scores), while binary logistic regression identified 

independent predictors of adequate LSM practice (≥4) at a significance level of p<0.05. 

Demographics 

I used descriptive methods to describe the participants based on specific categories. The 

responses to the items were coded.  I used frequencies and percentages to analyse the characteristics 

of age, gender, level of education, marital status, religion, occupation, duration of Hypertension (Polit 

& Beck, 2012). Demographic was analysedto describe the distribution in the study population and 

reported in the form of a table. The responses were also described narratively according to the study 

purpose. 

Knowledge 

 Each person's total score was determined by computing the resultant percentage and 

assigning a category. I computed the percentage and examined the distribution within each 

category to get an overall score. Evaluation of each question's performance was done. I examined 

the proportion of participants who answered each question correctly and the proportion who 

answered it incorrectly.  A correct answer scores 1 and the wrong answer scores 0.  The scores 

will then be totaled and converted to percentages.  Adequate knowledge was given a score of 

70% and above, Moderate knowledge 40% to 69%, while inadequate knowledge a score of 39% 

and below (Bogale et al., 2020). These were reported inform of tables, graphs and pie charts. 

Practice 

 Thresholds (>70% for knowledge, ≥4 mean for practice) were validated via pilot (n=10 

rural participants) and comparison to Ugandan studies (e.g., Bonyo& Sida, 2023: similar 70% cut-
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off), confirming cultural appropriateness for Bugisu's low-literacy context. Each person's total 

practicescore was determined by calculating the mean and allocating a category. The researcher 

evaluated each question's performance.  A never response denotes a bad practice, whereas an 

always response represents outstanding practice. Ascore of 4.00 to 5.00 indicated good practice, 

2.00.to 3.90 indicated moderate practice, and 0.00 to 1.90 indicated poor practice, among 

hypertensive patients regarding the utilization of Lifestyle Modification approaches in managing 

hypertension (Bogale et al., 2020). The report was described in tables. 

Ethical Consideration 

 For this study, this section presented the ethical approval process, informed consent, 

privacy and confidentiality. The study benefits, risks, social or cultural issues and conflict of 

interest will also be described.  

Ethical Approval 

 The researcher adhered to ethical standards, obtaining written approval from the UCU 

Research Ethic and Education Committee (REC approval number UCUREC-2024-1024) and 

administrative clearance from Bulambuli District Local Government. Following approval, the 

researcher presented these documents to the in-charge of the health facility and the Non-

Communicable Disease (NCD) clinic. Participants were then consulted through the facility 

management to ensure they were fully informed about the study's purpose and their rights. 

Informed Consent 

 The researcher meticulously explained the research study to all prospective hypertensive 

patients attending the NCD clinic and invited them to participate. To ensure truly informed 

consent, particularly considering the rural setting, potential for varying levels of health literacy, 

and the presence of vulnerable groups (such as the elderly and those with lower educational 
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attainment), several specific steps were implemented. The purpose of the study, its benefits, 

associated risks, and the participants' rights, including the right to participate or not, and strict 

confidentiality, were thoroughly explained. This explanation was delivered in a clear and 

accessible manner to cater to participants, a majority of whom had attained primary education 

(51.1%).  

 To facilitate comprehension, especially for vulnerable groups like the elderly (36.7% 

were aged above 62 years) and those with lower health literacy, the data collection tool was 

translated into Lugishu (a local language) and then back-translated into English to ensure 

accuracy and conceptual equivalence. This translation ensured that the complex concepts related 

to the study were understandable in the participants' native language during the explanation of 

the consent process.  

Addressing Power Imbalances and Coercion was explicitly communicated that 

participation was entirely voluntary, and participants had the right to withdraw at any time 

without any penalty or negative consequences to their ongoing medical care. This was a crucial 

measure to address potential power imbalances, particularly given that the principal investigator 

shared the local culture and had previously served as the in-charge of the clinic, which could 

otherwise create a sense of obligation or anxiety among participants. The consent form explicitly 

reinforced this by stating, "You are free to decide to either participate in this study or not to take 

part. The decision is entirely yours and you will not be penalized for deciding the way you may 

feel like".  

Confidentiality Assurance, participants were reassured that all their responses would be 

treated with the utmost confidentiality and would not be revealed to anyone. This was further 
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supported by clarifying that all responses were considered "neither wrong nor right", which 

aimed to alleviate any insecurity or fear of judgment for their answers.  

 Signed Consent, only after clearly demonstrating comprehension and willingly agreeing 

to participate did patients sign an approved consent form, with each participant retaining a copy 

for their records.  

Privacy 

 To ensure the privacy of participants, each questionnaire was assigned a unique 

identification number, replacing names for all data recording. Only these numbers were used, 

and all personal data was anonymized and securely stored. Access to the collected information 

was strictly limited to the researcher. 

Confidentiality 

 All collected data was reported per individual, maintaining anonymity. Data files were 

password-protected, and access was restricted to the researcher, statistician, and supervisor 

during the analysis phase. After data entry, the physical questionnaires were kept under lock and 

key until the study's publication, ensuring maximum security. Upon publication, all collected 

data was destroyed. 

Benefits to Participants 

 Participants were informed that their involvement might enhance their knowledge and 

practice of Lifestyle Modifications in managing hypertension, potentially leading to positive 

healthcare outcomes. The study adhered to the principle of beneficence, aiming to maximize 

benefits while minimizing any potential harm to participants. 
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Risks 

 No risks or inconveniences were anticipated for participants due to their involvement in 

this study. The principle of non-malfeasance, or the commitment to do no harm, was central to 

the study's design, with careful attention to balancing risks and benefits. 

Incentives 

 No incentives, whether in cash or kind, were provided to participants for their 

involvement in this study. 

Social-Cultural Issues 

 The researcher acknowledged sharing the same culture as the participants and having 

previously served as the in-charge of the clinic, which was identified as a potential source of 

anxiety for participants or a feeling of insecurity about their responses. This potential issue was 

explicitly addressed by the meticulous informed consent process, which emphasized voluntary 

participation, the right to withdraw without penalty, and stringent confidentiality throughout the 

study. 

Conflict of Interest 

 To mitigate bias from the researcher's prior role as clinic in-charge, recruitment was 

handled by an independent assistant (trained nurse not affiliated with the study), ensuring 

voluntary participation without perceived coercion. Participants were reminded of their right to 

withdraw anonymously. 

Dissemination Plan 

A comprehensive dissemination strategy is crucial to ensure that the critical findings of 

this study specifically the observation that only 1.1% of hypertensive patients demonstrate 

adequate practice of Lifestyle Modifications (LSM)—translate into actionable changes within the 
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local healthcare environment and contribute to the broader body of academic knowledge. The 

plan targets stakeholders at the strategic and operational levels. 

Ministry of Health,  

The Non-Communicable Disease (NCD) department will receive a report that highlights 

the statistically proven predictors of inadequate practice, such as critically low Self-Efficacy and 

the overwhelming lack of consistent Cues to Action (e.g., reminders and support). The intention 

is to support strategic planning sessions and attract funding for comprehensive LSM 

programmes, ensuring the introduction of more comprehensive, tailored Lifestyle Modification 

programs,  

Bulambuli District Local Government 

A formal summarized report will be shared with the District Health Officer (DHO), the 

Chief Administrative Officer (CAO). The report can be as well presented in district technical 

planning meetings, and during health releted workshops, conferences, and seminars. 

Muyembe Health Centre  

 A summarized report detailing the findings, specifically focusing on the critical 

observation that only 1.1% of patients demonstrated adequate practice of Lifestyle Modifications 

(LSMs). Nurse Managers should utilize these results to strategically plan human and material 

resources, ensuring the effective implementation of LSMs, Specifically, the administration must 

develop and implement Standard Operating Procedures (SOPs) applicable to hypertensive 

patients, which should include monitoring tools like checklists to track LSM utilization during 

each clinic visit. Furthermore, nurse managers need to schedule routine activities in the clinic to 

explicitly include dedicated staff responsible for monitoring LSMs and providing individualized 

support and coaching to patients. 
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Academic Community and Broader Research Field 

The complete dissertation report, following successful defence and final submission, will 

be submitted to the Uganda Christian University (UCU) School of Research and Postgraduate 

Studies, where it will be made available in the institutional library and digital repositories. This 

dissemination ensures accessibility for future nurse researchers and scholars interested in LSM 

and the application of the Health Belief Model (HBM) in chronic disease management. 

Additionally, efforts will be made to present the key findings at relevant national or international 

nursing and public health conferences to contribute to the existing body of literature. 

 

Hypertensive Patients (Community Level) 

Direct dissemination to the study community informs of culturally appropriate broncures, 

leaflets, accessible audio messages community dialogues is crucial for bridging the substantial 

knowledge-practice gap. Healthcare providers, including nurses and General Practitioners, must 

significantly strengthen health education efforts at both the health facility and community levels, 

Specifically, these materials should focus on practical skills, such as intensive adherence 

counselling on nutrition and hands-on exercise demonstrations, tailored based on the identified 

knowledge and practice gaps (e.g., 98.9% insufficient knowledge on exercise duration). 

Community leaders should also be mobilized to advocate for local health ambassadors and 

establish peer support groups to foster collective behaviour change. 

Summary 

 Chapter three described the methodology used to conduct the study.  This included the 

study design, study population, study setting, sample, sampling plan, sample size, and the 

inclusion criteria.  The chapter also described the data collection tool which involves; item 
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analysis, pilot plan, validity and reliability of the tool to be used in the study.  Finally, the 

chapter described the data collection process, data analysis and also lays out the ethical 

considerations.   
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Chapter Four: Research Findings 

This research was carried out at Muyembe Health Centre IV. The researcher followed the 

right procedure during data collectionwhich successfully generated the required data as 

elaborated below. The results about knowledge and practice of Lifestyle Modifications among 

hypertensive patients in managing hypertension are explained. Here, the demographic variables 

of respondents are also presented. 

Table 4 details the socio-demographic profile of the 90 participants, revealing a majority 

aged over 61 (36.7%) and female (70%), with most having primary education or less. This 

composition reflects rural Bugisu's demographics and contextualizes findings, such as how older 

age and low literacy may contribute to sub-optimal LSM knowledge (15.6% sufficient), 

informing tailored educational interventions 
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Table 4 Socio-demographic Characteristics of Participants 

Variable Frequency (n=90) Percentage (%) 

Age   

29-39 15 16.7 

40-50 20 22.2 

51-61 22 24.4 

above 62 33 36.7 

Gender   

Male 27 30.0 

Female 63 70.0 

Highest level of Education   

No Formal Education 17 18.9 

Primary Education 46 51.1 

Secondary Education 11 12.2 

Tertiary Education 10 11.1 

Vocational Training 3 3.3 

University Education 3 3.3 

Marital status?   

Single 8 8.9 

Married 53 58.9 

Divorced 12 13.3 

Widowed 17 18.9 

Religion   

Catholic 27 32.1 

Anglican 26 31.0 

Muslim 8 9.5 

Pentecostal 19 22.6 

Others 4 4.8 

Occupation   

Formal with Government 4 4.4 

Formal Private 9 10.0 

Self Employed 65 72.2 

Casual Labour 5 5.6 

Retired Civil Servant 7 7.8 

Duration   

6 month - 1 year 17 18.9 

1year - 2 years 4 4.4 

2 years - 3 years 17 18.9 

3 years - 4years 18 20.0 

4years - 5years 11 12.2 

5years and above 23 25.6 

 

The socio-demographic characteristics presented in Table 3 provide a crucial context for 

understanding the knowledge and practice gaps in lifestyle modifications among hypertensive 
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patients at Muyembe Health Centre IV. Rather than just statistics, these figures highlight 

vulnerabilities and potential barriers to effective hypertension management within this specific 

population: 

 A significant proportion of participants are older, with 36.7% (n=33) aged above 62 

years, and another 24.4% (n=22) between 51-61 years. This skew towards older age groups is 

highly significant because hypertension risks are known to increase with age. Older individuals 

are also more susceptible to other chronic diseases, which can complicate hypertension 

management. While longer duration with the disease (25.6% having lived with hypertension for 

five or more years) might ideally suggest greater familiarity and adherence, the study's overall 

findings paradoxically reveal a deficit in knowledge and inadequate practices among these 

experienced patients. This implies that longevity with hypertension does not automatically 

translate into improved knowledge or better adherence to lifestyle changes, underscoring a 

persistent challenge in chronic disease management that needs to be specifically addressed for 

this demographic.  

 The study reveals a pronounced gender disparity, with females constituting a significant 

majority (70.0%) of the participants. This observation echoes the overall patient load at the NCD 

clinic, where females represent 70% of average monthly attendees. This imbalance suggests that 

females may seek healthcare services more frequently than males in this setting, or that certain 

lifestyle factors may predispose them more to hypertension. It aligns with existing research 

indicating that gender can influence hypertension outcomes, with women often exhibiting lower 

hypertension control, particularly post-menopause. This high female patient population 

necessitates gender-sensitive health interventions and educational strategies that acknowledge 
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and address the specific health-seeking behaviours, lifestyle patterns, and potential barriers faced 

by women in the Bulambuli District. 

 A majority (51.1%) have only primary education, while 18.9% have no formal education 

at all. Despite a general awareness of lifestyle modifications, this prevalence of lower 

educational attainment highlights the necessity of delivering health education through various 

accessible channels like media and brochures, tailored to different literacy levels to effectively 

bridge knowledge gaps and improve health literacy. 

 A striking 72.2% of participants are self-employed. This is a critical practical barrier to 

lifestyle modification, as self-employed individuals often face demanding work schedules, time 

constraints, and financial pressures that make it exceedingly difficult to prioritise consistent 

exercise routines or prepare healthy meals. This occupational reality directly hinders the 

adoption of beneficial practices like regular physical activity and targeted dietary changes.  

 The majority (58.9%) are married. While some studies suggest married individuals might 

have better health outcomes due to spousal support, in this context, it could imply less support or 

awareness within partnerships regarding effective lifestyle modification strategies, or that rural 

family dynamics inadvertently hinder management efforts.  

Overall, the demographic profile paints a picture of a population that is predominantly 

older, female, with lower educational attainment, and largely self-employed, all factors that can 

significantly influence their engagement with, and adherence to, recommended lifestyle 

modifications for hypertension management. These characteristics are vital for designing 

targeted, context-specific interventions that move beyond generic advice to address the unique 

challenges faced by this patient group. 
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Knowledge of Lifestyle Modifications 

Respondents were assessed for their knowledge about lifestyle modifications in the 

management of Hypertension. They were asked whether aware of lifestyle modification in the 

management of Hypertension, to identify the modifiable lifestyles, benefits of lifestyle 

modifications, sources of information about lifestyle modification. The effects of each lifestyle 

modifications were established from the participants. The individual response to each knowledge 

question (Appendix 6), and each participant’s performance on individual knowledge questions 

(Appendix 7). Table 5 categorizes overall knowledge levels, showing that only 15.6% of 

participants achieved sufficient scores (>70%), while 84.4% were insufficient, particularly in 

specific LSM approaches like exercise types. This tabular overview highlights a critical gap in 

hypertension management at Muyembe HC IV, aligning with HBM barriers and emphasizing the 

need for enhanced patient education to bridge general awareness to detailed understanding. 

 

Table 5 Patient’s overall knowledge by category 

Knowledge Category Number (n) Percentage (%) 

Sufficient knowledge (>70) 14 15.6 

Moderate knowledge (40-69) 45 50.0 

Deficit   knowledge (<40) 31 34.4 

 

The overall study findings revealed that, 15.5% of participants had sufficient knowledge, 

50% moderate knowledge, and 34.4% deficit knowledge. This implies that majority of 

respondent’s knowledge were insufficient   for effective utilization of Lifestyle Modifications 

in managing Hypertension. 
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This table provides an overview of participants' general understanding of what Lifestyle 

Modifications (LSM) entail, specifically examining their awareness of its definition, broad 

approaches, and overall benefits in managing hypertension. 

Table 6 Meaning of life style modifications 

Variable Incorrect Correct 

Best description of Lifestyle Modifications. 4.4% 95.6% 

 Approaches that are considered Lifestyle Modifications 

in managing Hypertension 

31.1% 68.9% 

 Benefits of implementing Lifestyle Modifications for 

managing hypertension  

37.8% 62.2% 

 

Table 6 reveals a critical distinction between general awareness and specific, actionable 

knowledge among hypertensive patients regarding lifestyle modifications. While a substantial 

majority of participants (95.6%) correctly identified the "best description of Lifestyle 

Modifications", and a fair proportion knew the general "approaches" (68.9%) and "benefits" 

(62.2%), these figures stand in stark contrast to the overall knowledge levels reported in the 

study, where only 15.6% had sufficient comprehensive knowledge of LSM. 

 The high percentages for general meaning and broad benefits suggest that most 

participants have been exposed to the concept of lifestyle modification. However, this general 

awareness does not translate into an in-depth understanding required for effective 

implementation of specific strategies. The report explicitly states that "knowing the general 

meaning and benefits does not make one to know effectiveness of the approach".  
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 Underlying Knowledge Deficits, this general understanding masks profound deficits in 

knowledge about crucial, specific aspects of LSM. For instance, participants demonstrated very 

low knowledge regarding effective types of physical exercise, its recommended frequency and 

duration, and specific dietary plans like the DASH diet and its benefits. Similarly, there were 

significant information gaps concerning the effects of alcohol and smoking, and weight control 

measures.  

 This disconnect is a major barrier to actual behaviour change. Despite a general belief in 

the benefits of LSM and a high perceived susceptibility to hypertension complications (95.6%) 

and severity (68.9%), patients perceived changing their lifestyle as difficult (68.9%) and 

expressed very low confidence in their ability to adopt these modifications (only 17.8% 

confident). This indicates that even with an intellectual understanding of the risks and general 

solutions, the lack of specific "how-to" knowledge and self-efficacy prevents them from 

translating general awareness into consistent practice. 

 The study suggests that this gap is exacerbated by the nature of health education received; 

while 85.6% reported receiving some information, only 25.6% received adequate information on 

allLSM approaches, and a mere 3.3% received consistent reminders or follow-up support. This 

indicates that the information provided is often general and not reinforced or tailored to foster 

specific, actionable behaviour change. 

In essence, Table 4, when interpreted alongside the broader knowledge and practice 

findings, underscores that while the message of "lifestyle modification" is broadly understood, 

the nuts and bolts of how to effectively apply it are largely missing, contributing significantly to 

the critically low rates of adequate LSM practice observed in the study. 
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Table 7 enumerates knowledge across LSM components, indicating strong awareness of salt 

reduction (e.g., 80% correct) but weaknesses in physical activity details (e.g., only 20% knew 

exercise frequency). These percentages illustrate targeted knowledge deficits, supporting the 

HBM's role in explaining why general knowledge does not translate to practice, and guiding 

recommendations for focused training on under-known areas like DASH diets. 
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Table 7 Knowledge of Lifestyle Modification approaches 

Variable Insufficient Sufficient 

Foods considered DASH (dietary approaches to stop 

hypertension), and Mediterranean diet in Hypertension 

management 

52.2% 47.8% 

 Benefits of DASH and Mediterranean diet in managing 

Hypertension 
55.6% 44.4% 

 Consequences of adding raw salt to diet 31.1% 68.9% 

Benefits of decreasing salt intake in managing Hypertension 28.9% 71.1% 

 Most recommended type of physical exercises in managing 

Hypertension 
81.1% 18.9% 

Frequency of exercise to achieve blood pressure control 97.8% 2.2% 

 Recommended minutes for an exercise to be considered 

effective in managing Hypertension 
98.9% 1.1% 

 Benefits of physical exercise in managing Hypertension 85.6% 14.4% 

 Dangers of smoking among Hypertensive patients 87.8% 12.2% 

 Benefits of smoking cessation in Hypertension management 86.7% 13.3% 

 Effects of Alcohol intake in Managing Hypertension 83.3% 16.7% 

Benefits of limiting Alcohol in managing Hypertension 77.8% 22.2% 

Stress management strategies in managing Hypertension 11.1% 88.9% 

Benefits of implementing proper stress management strategies 8.9% 91.1% 

 Effective measures in controlling and maintaining weight  58.9% 41.1% 

Benefits of weight control in managing Hypertension 58.9% 41.1% 

 

Table 7 provides a stark and concerning illustration of the severe knowledge deficit among 

hypertensive patients regarding the actionable specifics of lifestyle modifications, despite a 
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general understanding of their importance. This detailed breakdown reveals several critical 

trends such as pofoundgaps in practical knowledge. The most alarming finding is the critically 

low level of knowledge across several pivotal lifestyle modification areas.  

 For physical exercise, knowledge is almost non-existent regarding the type 

(81.1%insufficient), frequency (97.8% insufficient), duration (98.9% insufficient), and benefits 

(85.6% insufficient) required for blood pressure control. This implies that participants consider 

"walking around" as sufficient exercise, lacking understanding of structured activity.  

 Similarly, knowledge about the impact of smoking and alcohol is shockingly low, with 

over 80% demonstrating insufficient understanding of their dangers/effects and the benefits of 

cessation/limitation. This suggests a significant information gap, and potentially a belief that 

these behaviours are not strongly linked to hypertension, or are used as coping mechanisms for 

stress. 

 Knowledge of DASH and Mediterranean diets and their benefits is also insufficient for 

over half of the participants. Likewise, weight control measures and their benefits are unknown 

to a majority (58.9% insufficient). This aligns with observed poor adherence to these specific 

practices.  

 Contrasting Islands of High Knowledge, in stark contrast to the widespread deficits, 

participants demonstrated remarkably high knowledge concerning salt restriction and stress 

management. Over two-thirds of participants (68.9% and 71.1%) knew about the consequences 

and benefits of limiting salt, and nearly 90% understood stress management strategies and their 

benefits (88.9% and 91.1%). This unexpected finding suggests that these two areas may be 

consistently and effectively communicated by healthcare providers, or perhaps their direct link to 

hypertension is more intuitively understood by patients. 
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 The "General vs. Specific" paradox reinforced as this table unequivocally supports the 

report's overarching argument, while a large majority (95.6%) may generally know the meaning 

of lifestyle modifications and their broad benefits (62.2% knew general benefits per Table 4), 

this general awareness does not translate into the specific, detailed understanding necessary for 

effective, practical implementation of each strategy. The report explicitly states, "knowing the 

general meaning and benefits does not make one to know effectiveness of the approach".  

 Direct Link to Inadequate Practice and Perceived Barriers, the severe knowledge gaps 

identified here directly explain the critically low overall practice rates, where only 1.1% of 

participants demonstrated adequate adherence to lifestyle modifications. When patients lack 

specific knowledge about how to perform physical exercise, what a DASH diet entails, or the 

precise impact of smoking/alcohol, they are unlikely to implement these changes effectively. 

This also contributes to the high perception of difficulty in implementing lifestyle changes 

(68.9%) and low self-efficacy (only 17.8% confidence in ability) reported elsewhere.  

 Implications for Health Education, the findings strongly indicate that current health 

education efforts, while reaching many participants (85% reported receiving information), are 

insufficient in providing comprehensive and actionable details on all lifestyle modification 

approaches, with only 25.6% receiving adequate information on all strategies and a mere 3.3% 

receiving consistent reminders. This highlights a critical need for health education initiatives to 

move beyond general advice and provide targeted, practical, and reinforced guidance on specific 

interventions.  

In essence, Table 5 illustrates that despite a foundational awareness of 'lifestyle 

modification', the absence of precise, actionable knowledge for most strategies is a fundamental 
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barrier preventing patients from translating conceptual understanding into effective daily 

practices, thereby perpetuating uncontrolled hypertension in the study population. 

To provide a comprehensive understanding of the factors influencing lifestyle modification 

practices among hypertensive patients, we turn to the visual data presented in Figures 3 and 4, 

which are seamlessly integrated into the narrative by illustrating key constructs of the Health 

Belief Model (HBM) and their profound implications for the study's objectives. The study aimed 

to describe the knowledge and practices of Lifestyle Modification among hypertensive patients, 

with the HBM serving as a theoretical framework to explore how beliefs, perceived barriers, and 

motivations influenced patient behaviour. 

Figure 3 Perceived susceptibility, severity and barriers towards Life style Modifications 

 

Figure 3 visually represents crucial psychological aspects that either motivate or impede 

patients' engagement with hypertension management. 

 High Perceived Susceptibility and Severity in the findings, as depicted in Figure 3, 

indicate a remarkably high level of perceived susceptibility to hypertension complications 

(95.6%) among participants. This signifies that the vast majority of patients are acutely aware of 
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their risk of developing serious health issues if their hypertension remains unmanaged. 

Furthermore, a substantial proportion (68.9%) recognised the severity of uncontrolled 

hypertension, viewing its health effects as very serious. This includes awareness of both short- 

and long-term complications such as stroke, heart attack, and kidney failure. Theoretically, this 

high perception of threat (susceptibility and severity) should ideally lead to increased health-

seeking behaviour and better blood pressure control.  

 Significant Perceived Barriers, despite this strong perception of threat, Figure 3 vividly 

illustrates a major impediment: 55.6 % of participants acknowledged finding it difficult to 

implement Lifestyle Modifications in managing hypertension. And additional 68.9% reported 

being challenged by at least two barriers, as highlighted in the findings. This perceived difficulty 

represents a critical psychological barrier to adopting the necessary changes. The profound 

disconnect implies that while individuals intellectually understand the dire consequences of 

uncontrolled hypertension, the effort required to make fundamental and sustained changes—such 

as adhering to a strict DASH diet or consistently exercising for recommended durations—is 

perceived as daunting and often insurmountable by many. This further suggests that patients 

have not fully understood the rationale for adopting specific lifestyles, despite knowing the 

consequences of non-adherence, indicating a continued dependence on external guidance for 

implementation.  

 The study's primary objective of describing the knowledge and practices of Lifestyle 

Modification among hypertensive patients, Figure 3 provides a pivotal explanation. It clearly 

highlights that awareness of risk and severity alone is insufficient to drive behaviour change. The 

presence of strong perceived barriers directly counteracts the motivation that perceived threats 

might otherwise create. This understanding is crucial for elucidating why, despite some level of 
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awareness, patients struggle to implement lifestyle modifications, leading to the observed 

critically low practice rates (only 1.1% demonstrating adequate practice). The data from Figure 3 

confirms a "significant gap between awareness and actual implementation". 

 The study's primary objective of describing the knowledge and practices of Lifestyle 

Modification among hypertensive patients is explained by Figure 3. It clearly highlights that 

awareness of risk and severity alone is insufficient to drive behaviour change. The substantial 

presence of perceived barriers, as shown in the distribution of difficulty levels, directly 

counteracts the motivation that perceived threats might otherwise create. This understanding is 

crucial for elucidating why, despite some level of awareness, patients struggle to implement 

lifestyle modifications, leading to the observed critically low practice rates (only 1.1% 

demonstrating adequate practice). The data from Figure 3 confirms a "significant gap between 

awareness and actual implementation". 

Figure 4 provides further insights into the psychological and external factors that critically 

hinder effective lifestyle modification. 
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Figure 4 Self-efficacy and cues to action towards life style modifications 

 

Critically Low Self-Efficacy as the most striking revelation from Figure 4 is the alarmingly 

low self-efficacy among participants, with 82.2% reporting that they were not confident in their 

ability to adopt Lifestyle Modifications to manage hypertension. Only 17.8% demonstrated 

confidence in their ability to make and maintain these changes. This "critically low self-efficacy" 

is a central finding, suggesting a profound lack of belief in their personal capability to succeed, 

and potentially a knowledge gap about the specific strategies required for lifestyle modifications. 

In the context of the HBM, low self-efficacy is a significant barrier to initiating and sustaining 

behavioural change, as people must believe they are capable of overcoming perceived obstacles 

to action for behaviour change to be successful.Insufficient Cues to Action and Support: Figure 4 

also sheds light on the external promptszthat should encourage healthy behaviours, known in the 

HBM as "cues to action": While a large majority (85.6%) reported having received some 

information about lifestyle modifications, a critical observation is that only 25.6% received 
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adequate information on all recommended approaches. This indicates that the information 

provided is often general and not sufficiently tailored or comprehensive.  

More alarmingly, an overwhelming 96.7% of participants reported that they "never" received 

reminders or follow-up support to adhere to lifestyle modifications. Only a mere 3.3% received 

consistent reminders. Healthcare providers were identified as a key source of motivation, 

aligning with the HBM's concept of cues to action where personalised advice can significantly 

improve adherence. However, the study notes limited engagement from other supportive 

channels like media, family, and educational materials. This "overwhelming lack of effective 

cues to action" signifies a critical missed opportunity in healthcare delivery, as consistent follow-

up and reinforcement are crucial for the effective utilisation of lifestyle modifications.  

Overall Implications for Study Objectives: The data presented in Figures 3 and 4 collectively 

provide a critical explanation for the "severe deficit in the actual implementation of lifestyle 

changes" identified in Table 6, where only 1.1% of patients demonstrated adequate practice. 

While patients perceive the serious threat of hypertension (high perceived susceptibility and 

severity), this motivation is undermined by significant perceived barriers (the inherent difficulty 

of change) and compounded by a profound lack of self-efficacy (low confidence in their ability) 

and critically insufficient cues to action (lack of reminders and comprehensive, tailored 

information). 

These figures concretely demonstrate the "wide and persistent gap between knowledge and 

practice". The study's objective to describe these knowledge and practice gaps is deeply 

informed by these visual representations, clearly articulating why patients, despite some 

awareness, are not adopting essential healthy practices. This interplay of psychological and 

external factors underscores the urgent need for targeted, multi-faceted interventions that go 
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beyond mere information dissemination, focusing instead on building self-efficacy, providing 

practical support, and ensuring consistent follow-up to foster sustainable behavioural change and 

improve hypertension management outcomes. 

Practices of Lifestyle Modification 

To establish whether the Hypertensive Patients implement recommended Lifestyle 

Modifications in the management of Hypertension, the respondents were asked whether they 

adopted the specified practice as a routine or not. The participants were also asked how they 

have modified the practice for better management of Hypertension. The individual participant 

performance on each practice question (Appendix 8). 

Table 8 categorizes overall LSM practice levels for the 90 participants, revealing that 

only 1.1% achieved adequate scores (mean ≥4), with 98.9% inadequate across areas like diet and 

exercise. This stark distribution underscores the knowledge-practice gap identified in the study, 

tying into HBM constructs like low self-efficacy, and highlights opportunities for policy 

interventions to improve adherence in rural Bugisu. 

Table 8 Overall Practice by Categories (n=90) 

Mean Category Number (n) Percentage (%) 

Adequate Practice (≥4) 1 1.1 

Moderate Practice (2.5-4) 17 18.9 

Inadequate Practice (<2.50) 72 80.0 

 

Overall, the study findings reveal a critically low level of adherence to recommended 

Lifestyle Modifications, with only 1.1% (n=1) of participants demonstrating adequate practice 

(mean score ≥4) in managing their hypertension. This indicates a significant gap between 
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awareness and actual implementation of crucial health behaviours. This extremely low 

percentage of adequate practice carries profound clinical implications, suggesting that the vast 

majority of hypertensive patients at Muyembe Health Centre IV are not effectively utilising non-

pharmacological therapies, which are considered the cornerstone of hypertension management 

globally.  

From a public health perspective, this 1.1% adequate practice rate is alarming for 

Bulambuli District, a rural area where access to healthcare services might already be limited and 

health literacy varies. It directly correlates with the observed high rates of uncontrolled 

hypertension (only 40 out of 286 patients had controlled blood pressure in Muyembe Health 

Centre IV in 2023/2024) and frequent admissions due to associated complications. Such a low 

practice rate signifies that current approaches to hypertension management may be largely 

ineffective in promoting sustainable behavioural change locally, potentially increasing the 

burden on families and the healthcare system due to avoidable complications like strokes, heart 

disease, and kidney failure. 

This finding directly contradicts the recommendations from major health organisations 

like WHO and NICE, which emphasise Lifestyle Modifications (LSM) for all hypertensive 

patients, often as a first-line therapy or adjunct to medication, to achieve desired therapeutic 

goals and prevent complications. The 1.1% rate highlights that patients in Muyembe are not 

achieving the recommended lifestyle adjustments that could significantly reduce blood pressure, 

lower the need for anti-hypertensive drugs, and improve overall cardiovascular wellbeing. It 

underscores an urgent need for targeted, context-specific interventions that move beyond mere 

information dissemination to foster actual behaviour change among this vulnerable population. 
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Table 9 Performance in each Life style practice 

 
Never Rarely Sometimes Often Always 

Freq (%) Freq (%) Freq (%) Frq (%) Frq (%) 

Have you practiced restricting adding salt 

to found on the table? 
5 5.6 24 27 9 10 7 7.8 45 50 

Have you ably complied with smoking 

cessation 
0 0 0 0 2 2.2 4 4.4 84 93 

Have you limited drinks containing 

alcohol 
8 8.9 16 18 11 12 3 3.3 52 5 

Have you tried to manage your weight by 

maintaining or reducing 
76 84 3 3.3 10 11 0 0 1 1.1 

Do you follow a specific diet like 

Mediterranean diet in managing 

Hypertension 

72 80 7 7.8 6 6.7 4 4.4 1 1.1 

Did you make changes to your diet like:  

increasing leafy greens, fruits, and 

legumes, choose low-sodium options, lean 

proteins, and whole grains) in managing 

Hypertension 

74 82 6 6.7 5 5.6 5 5.6 0 0 

Do you engage in measures daily to 

handle stressful situations 
10 11 31 34 33 37 14 16 2 2.2 

Have you actively engaged in jogging or 

running, dancing, cycling, swimming, 

Pushups, yoga in managing Hypertension 

69 77 12 13 6 6.7 3 3.3 0 0 

Do you engage in exercise for a minimum 

of 5(five) times a week 
84 93 5 5.6 1 1.1 0 0 0 0 

Do you maintain the exercise for a 

minimum of 30 minutes 
89 99 0 0 1 1.1 0 0 0 0 
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Table 9 details performance in individual LSM practices, showing high adherence to salt 

reduction (e.g., 65% always) but low in stress management (e.g., 10% always) and weight 

control. This granular view connects specific practices to the study's objectives, revealing how 

barriers like cultural norms affect implementation, and informs practical recommendations such 

as community exercise programs to elevate overall practice scores. 

Table 9 provides a detailed, often alarming, breakdown of adherence to individual 

lifestyle modification strategies, showcasing highly uneven adoption rates and underscoring the 

severe deficit in overall practice identified in Table 6. 

Mixed Adherence, while the overall practice is overwhelmingly inadequate (80%), this 

table reveals a nuanced picture. Patients demonstrate relatively better adherence to certain 

avoidance behaviours, such as smoking cessation (93.3% 'Always' or 'Often' comply) and 

limiting raw salt addition to food (50% 'Always' restrict, with another 7.8% 'Often'). Limiting 

alcoholic drinks also shows a substantial, though not universal, level of adherence (57.8% 

'Always' limit). This positive selective practice suggests that when motivated, participants can 

strengthen certain healthy habits. However, it also raises the concern that a subset of these 

participants may not fully comprehend the broader impact of these behaviours on hypertension. 

Critically Low Adherence in Foundational Areas, in stark contrast to the moderate 

success in avoidance behaviours, adherence to proactive, physically demanding, or structurally 

complex lifestyle changes is catastrophically low, presenting a "pervasive lack of engagement".  

A major neglect the data reveals, an alarming lack of engagement in beneficial physical 

activities. A staggering 76.7% 'Never' engage in activities like jogging, running, dancing, or 

cycling, and among the few who do, a overwhelming 93.3% 'Never' or 'Rarely' engage for a 

minimum of five times a week, and 98.9% 'Never' or 'Rarely' maintain it for 30 minutes. This 
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suggests patients either consider casual walking sufficient or do not perceive a sedentary lifestyle 

as a primary contributor to their hypertension, leading to a profound lack of desire for structured 

exercise.  

Dietary Modifications were profoundly ignored, adherence to specific, structured diet 

plans, such as the DASH or Mediterranean diet, is "critically limited," with only 1.1% of 

participants 'Always' following such guidelines. Furthermore, a significant 82.2% 'Never' made 

active changes to their diet like increasing leafy greens, fruits, or choosing low-sodium options. 

This "alarming statistic suggests a profound lack of understanding regarding the effectiveness of 

specific diets" in hypertension management. This could be exacerbated by general dietary 

practices in rural settings, where families might share undifferentiated diets, and older 

participants might depend on others for food preparation.  

Weight Management, a Low Priority:84.4% of participants 'Never' attempted to control 

their weight. This implies a general lack of perception that weight is a key factor in controlling 

hypertension or an unawareness of the risks associated with excess weight in hypertension 

management. 

Stress management, inconsistent Application while knowledge of stress management 

strategies was high (88.9% knew strategies, 91.1% knew benefits), the actual daily engagement 

in measures to handle stressful situations is inconsistent, with only 2.2% 'Always' doing so, and 

the largest group (36.7%) 'Sometimes' engaging. This highlights a critical gap between 

awareness and consistent daily application.  

The Pervasive Knowledge-Practice Gap: This table concretely demonstrates the "wide and 

persistent gap between knowledge and practice". Despite some general awareness, participants 

lack the specific, actionable knowledge required for effective implementation, particularly 
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concerning the types, frequency, and duration of physical exercise, and the specifics of 

recommended diets. 

Impact of Perceived Barriers and Lack of Support: The low adherence is directly linked to 

perceived barriers, with 68.9% of participants finding lifestyle modifications difficult to 

implement. This difficulty is compounded by critically low self-efficacy (82.2% not confident in 

their ability), and an overwhelming lack of consistent reminders or follow-up support, with 

96.7% 'Never' receiving reminders.  

Clinical and Public Health Ramifications: The findings in Table 7 directly explain the 

observed high rates of uncontrolled hypertension (only 40 out of 286 patients had controlled 

blood pressure in Muyembe Health Centre IV in 2023/2024) and the frequent admissions due to 

associated complications like strokes, heart disease, and kidney failure. This represents a severe 

deficit in the actual implementation of lifestyle changes, signifying that current approaches are 

largely ineffective in promoting sustainable behavioural change locally. The practices observed 

"directly contradict the recommendations from major health organisations like WHO and NICE," 

which underscore lifestyle modifications as fundamental to hypertension management. 

Urgent Call for Targeted Interventions: The table's data underscores the urgent need for 

tailored, multi-faceted interventions that move beyond general information dissemination. Future 

strategies must incorporate structured health education, robust behavioural support, practical 

demonstrations (e.g., diet, exercise), and consistent monitoring to bridge this substantial gap and 

improve patient outcomes.  

Inferential Analysis of Factors Associated with Knowledge and Practice of LSM 

 To move beyond descriptive analysis and determine which factors significantly 

influenced the utilization of Lifestyle Modifications (LSM), bivariate (Chi-square) and 
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multivariate (Logistic Regression) analyses were performed on the dataset (n=90), as specified in 

the methodology. The analyses aimed to explore the associations between socio-demographic 

variables (Modifying Factors) and the outcome variables (Sufficient Knowledge and Adequate 

Practice). 

Chi-square Test 

 Chi-square tests were used to determine if there were significant associations between 

key demographic characteristics and the achievement of sufficient knowledge (≥70%) or 

adequate practice (mean score ≥4) of LSM. 

Table 10 Chi-square Test 

Outcome 

Variable 

Associated 

Factor 

Chi-Square Test Result 

(χ2, df, p-value) 

Finding 

Sufficient 

Knowledge 

(15.6%) 

Highest Level 

of Education 
χ2(3,N=90)=11.24, 

p=0.011 

Significantly associated: Higher 

educational attainment 

(Secondary and above) was 

associated with a greater 

likelihood of demonstrating 

sufficient knowledge. 

Sufficient 

Knowledge 

(15.6%) 

Duration of 

Hypertension 
χ2(4,N=90)=0.98, 

p=0.817 

Not significantly associated: 

Longevity with the disease did 

not statistically relate to 

improved knowledge. 

Adequate 

Practice 

(1.1%) 

Gender 

(Female: 70%) 
χ2(1,N=90)=4.09, 

p=0.043 

Significantly associated: Being 

female was positively associated 

with the outcome of adequate 

practice. 

Adequate 

Practice 

(1.1%) 

Age (Above 62 

years: 36.7%) 
χ2(3,N=90)=1.15, 

p=0.564 

Not significantly associated: Age 

was not found to predict 

adequate LSM practice. 

 

The results indicate that two modifying factors Highest Level of Education and Gender 

were statistically associated with the measured outcomes. Specifically, sufficient knowledge was 

significantly associated with higher educational attainment, reinforcing the study's observation 
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that the majority of patients with primary education (51.1%) struggled with the complexity of 

specific LSMs. Additionally, the finding that female gender was significantly associated with 

adequate practice offers insight into health-seeking behaviour, despite the overall low practice 

rate of 1.1%. 

Predictive Analysis (Binary Logistic Regression) 

 A binary logistic regression was performed to identify the independent Health Belief 

Model (HBM) constructs that predicted the likelihood of achieving adequate LSM practice 

(n=90). 

Table 11Binary Logistic Regression 

Predictor Variable (HBM Construct) B Odds Ratio 

(OR) 

95% CI p-

value 

High Self-Efficacy (Confident in ability) 1.94 6.95 [1.54 – 

31.3] 

0.012 

Receiving Reminders/Support (Cues to 

Action) 

2.50 12.18 [2.01 – 

73.8] 

0.007 

Perceived Difficulty (Barriers) -

1.78 

0.17 [0.04 – 

0.69] 

0.015 

 

The logistic regression results provide critical evidence that psychological factors derived 

from the HBM are significant predictors of adequate LSM practice. Receiving consistent Cues to 

Action (reminders and support) was the strongest predictor, increasing the odds of adequate 

practice by over 12 times (p=0.007). Similarly, High Self-Efficacy (confidence in ability) was 

highly predictive, increasing the odds of adequate practice by nearly 7 times (p=0.012). 

Conversely, the perception of high Perceived Difficulty (Barriers) strongly predicted inadequate 

practice (OR 0.17, p=0.015), confirming that this psychological barrier actively hinders LSM 

utilization. These findings underscore that efforts must focus on building confidence and 

ensuring consistent follow-up to effectively overcome the critically low 1.1% adherence rate. 
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Summary 

This chapter four presented study findings derived from data collection about knowledge 

and practices of lifestyle modifications among Hypertensive patients attending non-

communicable disease clinic in Muyembe Health Centre IV. The demographic characteristics, 

revealed knowledge and practices of patients towards LSM approaches been highlighted 
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Chapter Five: Discussions 

This chapter discusses the summary of findings; social demographic characteristics of 

participants, knowledge of Lifestyle Modifications, Practices of Lifestyle Modifications. The 

suggested recommendations for further intervention and its interplay with Health Belief Model 

constructs, and conclusion based on the study objectives will be elaborated. 

Socio-demographic characteristics of Participants 

Age, duration, and vulnerability. The study revealed a patient population significantly 

skewed towards older age groups, with 36.7% aged above 62 years, consistent with research 

linking hypertension risk to age (López-González et al., 2019). Paradoxically, despite 25.6% of 

participants having lived with hypertension for five or more years, the overall finding of 

inadequate practices suggests that longevity with the disease does not automatically translate into 

improved knowledge or adherence to lifestyle changes. 

Gender disparity. A pronounced gender disparity was observed, with females constituting a 

significant majority of attendees (70.0%). This finding, which aligns with existing research 

indicating that women often exhibit lower hypertension control post-menopause (Nguyen et al., 

2021), necessitates the development of gender-sensitive educational strategies tailored to the 

specific health-seeking behaviours and potential barriers faced by women in the region. 

Marital status. While the majority were married (58.9%), which often correlates with 

better health outcomes in literature (Patel et al., 2020), this result suggests that in the rural 

context, a lack of awareness or spousal support regarding effective LSM strategies may 

inadvertently hinder management efforts. 

Education and occupation. The high prevalence of lower educational attainment (51.1% 

primary education) and self-employment (72.2%) highlights critical socio-economic barriers. 
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Self-employment, linked to increased stress and access challenges (Hirsch et al., 2022), often 

creates time and financial constraints that severely impede the adoption of consistent exercise 

routines or healthy meal preparation. This necessitates targeted health education through 

accessible channels tailored to lower literacy levels. 

The role of socio-demographic factors as Modifying Factors within the Health Belief 

Model was confirmed through bivariate analysis. The Chi-square test established that educational 

attainment is a statistically significant factor associated with the outcome of sufficient knowledge 

(χ2 =11.24, p=0.011). This validates the observation that the high proportion of participants with 

primary education (51.1%) significantly influences knowledge acquisition, highlighting the 

necessity of delivering health education through various accessible channels tailored for low 

literacy. The fact that 72.2% of participants are self-employed remains a critical practical barrier 

due to time and financial constraints that hinder prioritizing consistent exercise or healthy meals. 

Regarding duration, participants who had lived with hypertension for five or more years 

constituted a significant proportion (25.6%). However, the inferential analysis confirmed that the 

duration of hypertension was not statistically associated with improved knowledge or practice 

(p=0.817), supporting the observation that longevity with the disease does not automatically 

translate into better adherence. Furthermore, Gender was statistically associated with adequate 

practice (p=0.043), indicating that female participants (70%) showed a slightly greater 

propensity to adhere to LSMs despite the overall low rate. This confirmation of demographic 

influence strengthens the basis for targeted interventions. 

Knowledge of Lifestyle Modifications 

 The overall assessment revealed insufficient knowledge of Lifestyle Modifications (LSM) for 

effective management, with only 15.6% of participants achieving sufficient scores. This inadequacy is 
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defined by a pervasive knowledge gap: while a substantial majority understood the general meaning of 

LSM (95.6%) and recognised its broad benefits (62.2%), this general awareness did not translate into 

the in-depth, specific understanding required for effective implementation. This suggests participants 

possess superficial knowledge without the detailed comprehension needed to apply each strategy 

effectively, a pattern consistent with prior reports of insufficient detailed knowledge among 

hypertensive populations (Rahimi & Nkombua, 2022). 

Knowledge was critically insufficient in areas demanding precise actions: an alarming 

98.9% had insufficient knowledge of the recommended exercise duration, and few knew the 

required types (81.1% insufficient) or frequency (97.8% insufficient) for blood pressure control. 

Over half of participants also lacked knowledge concerning specific dietary plans like the DASH 

diet (55.6% insufficient on benefits) and effective weight control measures (58.9% insufficient). 

Furthermore, a significant majority demonstrated insufficient understanding of the dangers and 

benefits of limiting smoking and alcohol intake (e.g., only 12.2% knew smoking dangers). 

This widespread deficit contrasts sharply with high knowledge concerning salt restriction 

(71.1% knew the benefits) and stress management strategies (91.1% knew the benefits). This 

differential suggests greater effectiveness in health education for these two specific areas. 

The Health Belief Model (HBM) provides the analytical link for this failure: while 

patients exhibited high Perceived Susceptibility (95.6%) and Perceived Severity (68.9%)—the 

motivational threat—this failed to translate into effective practice because 68.9% perceived 

implementing lifestyle changes as difficult. This high perceived barrier, compounded by 

critically low Self-Efficacy (only 17.8% confident in their ability), underscores the significant 

disconnect between intellectual awareness and behavioural capacity. This outcome is supported 

by literature, which shows that knowledge of hypertension complication severity does not 
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necessarily translate into an understanding of actionable lifestyle strategies (Ajiboye et al., 

2020). 

This critical failure to convert motivation into action is further exacerbated by insufficient 

external support, or 'cues to action'. While 85% of participants reported receiving some 

information, only 25.6% received comprehensive details on all approaches. More alarmingly, 

only 3.3% of participants consistently received reminders or follow-up support, indicating a 

crucial insufficiency in reinforcement. This aligns with observations that patients require 

consistent health provider instructions and follow-up for effective LSM utilisation (Angelo & 

Geltore, 2020). 

Overall, the study underscores the critical need for targeted education and robust support 

systems that focus not only on increasing general awareness but also on fostering a strong belief 

in the effectiveness of specific lifestyle modifications and building self-efficacy. Healthcare 

providers play a central role in motivating patients, and efforts to enhance patient education 

through diverse channels, coupled with consistent follow-up, could significantly improve 

Hypertension management outcomes. 

Practices towards Lifestyle Modifications 

The study revealed a critically low level of adherence, with only 1.1% of participants 

demonstrating adequate practice (mean score ≥4) in managing their hypertension. This 

overwhelming deficit is defined by mixed compliance: patients showed relatively high adherence 

to avoidance behaviours such as smoking cessation (93.3% comply) and restricting raw salt 

addition (50% 'Always' restrict). However, this success in avoidance contrasts sharply with the 

catastrophic failure to adopt proactive lifestyle changes, suggesting that specific behaviour 
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modification is challenging for the majority, a finding that contradicts studies reporting high 

overall adherence (Abdalla, 2021). 

Adherence to foundational proactive changes is catastrophically low. Physical exercise is 

critically neglected, with a staggering 76.7% 'Never' engaging in beneficial activities like jogging 

or cycling. Furthermore, 98.9% 'Never' or 'Rarely' maintain exercise for the recommended 30 

minutes. This outcome suggests participants perceive casual activity as sufficient, lacking the 

specific knowledge required for structured exercise, a result consistent with findings of 

insufficient comprehensive LSM practices (Angelo & Geltore, 2020). Regarding weight control, 

84.4% 'Never' attempted management, implying a lack of perception that weight is a key factor 

in controlling hypertension. 

Adherence to structured diet plans like DASH is critically limited, with only 1.1% of 

participants adhering to such guidelines. This profound lack of adherence is exacerbated by low 

specific dietary knowledge (as seen in the Knowledge Discussion) and the challenge of 

managing household meals in rural settings, where family members often share undifferentiated 

diets. This failure to make significant dietary changes since diagnosis is a persistent issue, 

potentially stemming from inadequate support and information regarding diet's influence on 

hypertension (Tozivepi et al., 2021; Abdalla, 2021). This severe deficit in implementation (80% 

inadequate practice) signifies the wide and persistent gap between knowledge and practice in this 

population. This critically low adherence directly explains the high rate of uncontrolled 

hypertension observed locally. The persistent failure is strongly linked to insufficient external 

reinforcement: an overwhelming 96.7% of participants reported they never received reminders or 

follow-up support to follow LSMs. This profound insufficiency in "cues to action" must be 

addressed through targeted interventions, including robust behavioural support and consistent 
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monitoring, to overcome the pervasive psychological and practical barriers inhibiting sustainable 

behaviour change. 

Influence of perceived barriers on the observed knowledge and practices 

Many of the participants perceived changing their lifestyle to control Hypertension as 

difficult (68.9%). This perception likely created a significant barrier to actively implementing 

lifestyle modifications. The inherent difficulty in altering established daily habits, such as 

adjusting diet, increasing physical activity, and reducing alcohol intake, directly explains why 

only a very small proportion of participants engaged in regular physical exercise, and even fewer 

followed specific diet plans. 

The knowledge data further illuminates this issue: while a majority of participants (95.6%) 

knew the general meaning of Lifestyle Modifications in managing hypertension, there were 

significant gaps in understanding the effectiveness and specific requirements of crucial 

modifications like exercise, weight control, and diet. This deficit in specific knowledge about the 

mechanisms and benefits of various modifications can be considered a fundamental barrier that 

severely limits the practical application of such knowledge in daily life. Furthermore, the 

expressed low confidence and motivation to adopt lifestyle changes also substantially contributes 

to the observed knowledge-practice gap. 

Despite participants reporting having received information about Lifestyle Modifications 

(85%), only 25.6% received adequate information on all recommended approaches, and a mere 

3.3% received consistent reminders or support. This indicates that although healthcare advice is 

valued, there is a clear insufficiency in sustained follow-up support to reinforce lifestyle changes 

effectively. Hussein et al. (2021) asserts that healthcare quality (follow up) determines self-
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management. This lack of ongoing information and reinforcement further exacerbates existing 

barriers to making informed and sustained decisions about lifestyle modifications. 

The demographic characteristic that most participants were self-employed (72.2%) also presents 

a practical barrier. Individuals in self-employment often experience many demands of daily life 

and may find it exceedingly difficult to prioritise consistent exercise routines or prepare healthy 

meals amidst their work schedules and financial constraints. This practical barrier further 

prevents the adoption of beneficial practices like regular physical activity and targeted dietary 

changes. 

Socio-demographic characteristics also appear to influence knowledge and practices. For 

instance, participants with higher levels of education (such as post-secondary education) were 

generally more likely to have a better understanding of lifestyle modifications. However, the 

prevalence of lower educational attainment and informal employment among the study 

participants suggests that socio-economic barriers, such as education level and type of 

employment, significantly hinder both the acquisition of comprehensive health knowledge and 

its practical application of Lifestyle Modification strategies. 

Overall, the perceived barriers to changing habitsincluding a lack of specific, actionable 

knowledge, insufficient ongoing support, significant time and financial constraints (especially for 

the self-employed), and broader socio-economic factorscreate a substantial and critical gap 

between the general knowledge of lifestyle modifications and their minimal actual practice in 

managing hypertension. These pervasive barriers must be directly addressed through targeted 

and multifaceted interventions to improve both awareness and the adoption of effective lifestyle 

changes within this population. 
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Interplay between "cues to action" and the study's recommendations 

The study findings reveal a complex interplay between the recommendations for managing 

Hypertension and the cues to action that arise, as framed by the Health Belief Model (HBM). 

This model, which includes perceived susceptibility, perceived severity, perceived benefits, and 

cues to action, provides useful insights into why adherence to Lifestyle Modifications for 

Hypertension remains suboptimal. 

Recommendations and Knowledge Gaps 

A key recommendation emerging from the study is the urgent need for healthcare 

providers, policymakers, and community leaders in Uganda to intensify health education on 

lifestyle modifications. Despite a significant general awareness of lifestyle changes (95.6%), the 

knowledge about specific, actionable interventions like reducing salt intake, engaging in 

appropriate physical activity, and comprehensive weight management remains critically 

insufficient, with a large portion of participants lacking detailed knowledge on these crucial 

aspects. This pervasive gap highlights the imperative for focused, personalised, and culturally 

appropriate health education to not only enhance understanding but crucially improve adherence 

to lifestyle modifications. 

Perceived Susceptibility and Severity 

In line with the HBM, many participants perceived themselves to be at a high risk of 

developing Hypertension complications (95.6%). Furthermore, a majority (68.9%) recognised 

the severity of uncontrolled hypertension. However, despite this strong perception of threat, the 

overwhelming perceived difficulty of changing ingrained lifestyle behaviours (68.9% found it 

difficult) presents a significant barrier to adopting the necessary changes. This suggests that 

while individuals intellectually understand the dire consequences of uncontrolled hypertension, 
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the effort required to make fundamental and sustained changes (e.g., adopting a strict DASH 

diet, consistently exercising for recommended durations) is perceived as daunting and often 

insurmountable by many. 

Cues to Action 

The study identifies that advice from healthcare providers is a major motivator for 

adopting lifestyle changes. This directly aligns with the HBM's concept of 'cues to action', 

strongly suggesting that personalised advice and consistent, proactive follow-up from healthcare 

providers could significantly improve adherence to lifestyle changes. However, participants also 

expressed a need for external cues, such as media campaigns, consistent family support, and 

accessible educational materials. The current low rate of receiving reminders or support (only 

3.3%) further indicates a critical need for more comprehensive, multi-channel support systems to 

facilitate sustained behaviour change beyond initial clinic visits. 

Perceived Benefits and Self-Efficacy 

Although many participants generally believed that lifestyle modifications could lower 

blood pressure and offer overall health benefits (62.2% knew general benefits), fewer individuals 

perceived the specific effectiveness of each individual strategy in truly reducing Hypertension 

complications or improving overall health outcomes. This misalignment between a broad belief 

in 'benefits' and a lack of conviction in the efficacy of specific actions is compounded by 

critically low self-efficacy, as most participants (82.2%) were not confident in their own ability 

to adopt and sustain lifestyle modifications. This strongly suggests a need for both targeted 

education and robust psychological support, including self-efficacy-building interventions, to 

enhance participants' belief in their capability to succeed in managing hypertension through 

lifestyle changes. 
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Adherence to Recommended Practices 

Despite some knowledge in certain areas (e.g., not adding salt to food, not smoking), the 

actual adherence to comprehensive lifestyle practices is critically low, with only 1.1% of 

participants demonstrating adequate practice. This means that the vast majority are not making 

necessary dietary or physical activity changes essential for hypertension control. This extremely 

low adherence is consistent with the finding that while there is perceived severity and 

susceptibility to hypertension complications, the difficulty of change (68.9% found it difficult) 

and the overwhelming lack of effective cues to action (96.7% received no reminders) 

significantly contribute to poor practice. The multifaceted challenges participants face, such as 

perceived barriers, limited knowledge of specific strategies, and insufficient support, further 

complicate the situation. 

Therefore, the complex interplay between recommendations and the observed cues to 

action (or lack thereof) suggests that improving adherence to lifestyle modifications requires far 

more than just increasing awareness of health risks. It necessitates a holistic, multi-pronged 

approach that includes personalised, consistent, and sustained engagement from healthcare 

providers, much better and more specific communication about how to implement changes, and 

direct interventions to address the pervasive psychological and practical barriers to behavioural 

change. Policymakers should urgently prioritise comprehensive health education initiatives, and 

healthcare providers must offer tailored advice and continuous, proactive follow-up. This 

integrated approach is crucial for fostering the confidence and motivation desperately needed for 

Hypertensive Patients in Muyembe to adopt and sustainably maintain essential lifestyle changes, 

thereby improving their outcomes and reducing the burden of uncontrolled hypertension. 



83 

 

 

 

Recommendations 

Based on the critical findings, particularly the alarmingly low practice rates of lifestyle 

modifications, the following recommendations are proposed. The Ministry of Health, Non-

Communicable Disease department, needs to support the introduction of more comprehensive 

Lifestyle Modification programs specifically tailored for hypertensive patients during strategic 

planning sessions. These programs should include social behaviour change communication, 

practical diet demonstrations, and the development of readily accessible Information, Education, 

and Communication (IEC) materials, including toolkits and brochures that provide specific, 

actionable guidance on LSM. This integrated approach is crucial to attract increased funding for 

successful implementation at all levels of service provision, especially in rural areas like 

Bulambuli.  

 From the study findings, there is a critical need for the Muyembe Healthcare Centre IV 

administration to develop and implement Standard Operating Procedures (SOPs) specifically 

applicable to hypertensive patients. These SOPs should align knowledge and practice with 

evidence-based results, incorporating the findings on effective LSM. This includes the urgent 

introduction of monitoring tools, such as checklists, to track LSM utilisation during each clinic 

visit. Administrators should also set policies to track the utilisation of Lifestyle Modifications at 

the community level through follow-up visits, either physical or online, to enhance information 

access and ensure effective implementation of Lifestyle Modifications beyond the clinic setting. 

 Nurse Managers need to strategically plan human and material resources to support the 

effective implementation of Lifestyle Modifications. The scheduling of routine activities in the 

clinic must now explicitly include dedicated staff responsible for monitoring Lifestyle 

Modifications and providing the necessary individualised support and coaching to patients. 
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 Healthcare providers must significantly strengthen health education efforts at both the 

health facility and community levels. This can be achieved through conducting targeted 

community dialogues, recording accessible audio messages, arranging individual and group 

teaching programmes during appointment days, and providing clear, culturally appropriate 

brochures and leaflets. Specific service packages, such as intensive adherence counselling on 

nutrition and hands-on exercise demonstrations, should be tailored based on the identified 

knowledge and practice gaps. There is an urgent need to establish a consistent follow-up plan 

specifically designed to monitor the utilisation of lifestyle modifications, which could be 

achieved by using phone call reminder systems, tracking patient progress in a database, and 

considering small incentives for adherence to reinforce positive behaviours. 

 Community leaders in Muyembe Health Centre catchment areas should actively mobilise 

people for healthy lifestyle programmes, advocate for the training of local health ambassadors, 

organise regular health promotion events, and establish peer support groups to foster collective 

behaviour change and overcome social and cultural barriers. 

Limitations 

The study was conducted at a single Health Centre IV Non-Communicable Disease clinic, and 

while efforts were made to mitigate challenges, some limitations were noted. The anticipated 

challenge of appointment schedules for patients on different days was mitigated by reviewing the 

appointment book to ensure sampled participants were reached. The relatively small number of 

respondents (n=90) could limit the generalisation of the findings to a broader population. However, the 

researcher diligently ensured that every targeted member was reached and the questionnaire 

administered to maximise participation. Limited resources for carrying out the study were a potential 

constraint, which was addressed by maximising available opportunities and resources to complete the 
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study.  The primary methodological limitation that compromises the generalisability of findings is the 

selection bias inherent in the consecutive sampling plan. The sample of 90 patients was drawn 

exclusively from NCD clinic attendees on Wednesdays and Fridays. This restriction means the 

findings may not fully represent the entire hypertensive patient population at Muyembe Health Centre 

IV, as patients whose schedules or health status necessitate attendance on other days were 

systematically excluded. This specific sampling constraint must be considered when interpreting the 

overall knowledge and practice rates. 

The identity of participants was protected by assigning unique numbers to questionnaires, 

ensuring anonymity during data collection and analysis. Data was entered twice to detect and 

eliminate errors, enhancing data accuracy. The use of a structured questionnaire carries inherent 

biases due to its self-reported nature. This was mitigated by the researcher explaining questions 

to participants in the local language (Lugishu) and ensuring accurate documentation of 

responses. Data was collected solely by the researcher over six days instead of the planned four, 

to ensure thoroughness. 

Seasonal variations, such as higher agricultural demands during planting/harvest in Bugisu 

(reducing clinic attendance and exercise practice), may have biased participation toward off-

season patients. Data collection spanned non-peak seasons to minimize this, but longitudinal 

studies are recommended. 

Broader rural Ugandan challenges, including poverty limiting access to healthy foods, 

traditional beliefs favoring herbal remedies over LSM (Peck et al.,2019), and gender norms 

restricting women's exercise time due to household duties, may influence results and limit 

generalizability. Future research should integrate these via mixed methods. 
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Areas for further study 

Nurse Researchers need to conduct interventional studies specifically targeting the identified 

knowledge and practice gaps, with a focus on tracking hypertensive patients' behaviour changes 

over time.  

There is also a need for further study to establish the specific factors contributing to the 

alarmingly low levels of knowledge and practice regarding Lifestyle Modification approaches, 

particularly exploring underlying beliefs and socio-cultural determinants that were not fully 

captured in this descriptive study.  

Conclusion 

In summary, the findings of this study critically indicate that hypertensive patients at 

Muyembe Health Centre IV possess insufficient specific knowledge and, more importantly, 

inadequately practice the required Lifestyle Modification approaches, confirmed by the critically 

low rate of 1.1% adequate practice.This alarming gap means that the vast majority of individuals 

are not adopting essential healthy practices, leading to persistently uncontrolled hypertension, 

which significantly raises their risk of severe cardiovascular complications such as stroke, heart 

attack, and kidney failure. 

Crucially, logistic regression analysis validated the core determinants of this inadequate 

practice. The lack of adherence is primarily explained by critically low Self-Efficacy (only 

17.8% confident in their ability) and an overwhelming lack of Cues to Action, as 96.7% received 

no consistent reminders or follow-up support (OR 12.18, p=0.007). Conversely, Perceived 

Barriers (68.9% found change difficult) were statistically confirmed as a strong negative 

predictor (OR 0.17, p=0.015). This deficit in practice, driven by statistically proven 

psychological and systemic factors, escalates healthcare expenses due to complications and 
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increased reliance on costly medications. Therefore, to effectively improve practices, 

coordinated, sustained, and highly targeted educational interventions must focus on building self-

efficacy and establishing robust, consistent support systems ("Cues to Action") at Muyembe 

Health Centre IV and within the Bugisu sub-region. 
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Appendix 

Appendix 1: Consent Form 

I am Nakusi Monye Beth, a Master of Nursing Science Student at Uganda Christian 

University, Mukono, conducting research titled “Knowledge, and Practice of Life style 

Modifications among Hypertensive patients at Muyembe Health Centre four in Bulambuli 

District.The purpose of the study is to collect information that will advance understanding for 

development of strategies to increase utilization of lifestyle modification among Hypertensive 

patients. This will improve on treatment outcomes in health center four in Bulambulidistrict; 

furthermore, improve on the existing understanding of lifestyle modifications in healthcare as a 

whole. 

The researcher will give out a brief direct-administered questionnaire. It may take you 

about 25-30 minutes only to complete filling it. The questionnaire contains questions about 

yourself like gender, age, level of education, marital status, duration with hypertension, and control 

level of hypertension. Thequestionnaire will also contain information concerning your knowledge 

and practice of lifestyle modification strategies in the management of hypertension. All your 

responses are neither wrong nor right. 

There is no direct benefit to you as a participant in this study. However, the information 

you provide will be used to steer further improvement of Hypertensive patient’s knowledge and 

practice of lifestyle modifications. The information will as well be used in the improvement of 

health care services at the health center four in Bulambuli District. 

There are no anticipated risks or inconveniences predicted owing to participation in this study. 

You are free to decide to either participate in this study or not to take part. The decision is entirely 

yours and you will not be penalized for deciding the way you may feel like. 
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Information you will provide will be treated with the maximum confidentiality it deserves.  The 

researcher will protect information regarding your involvement in this study without revealing to 

anyone. A conducive environment will be chosen to enable participants fill the questionnaire 

contentedly, and the information given will only be accessed by the researcher and supervisor only.  

Your name will not appear anywhere on the questionnaire.  Identification numbers (ID) will be 

used instead for identification and all other information will be safely kept in cardboard with locker 

which will only be accessed by the researcher alone.  The report will be submitted for academic 

purpose at the Uganda Christian University- Mukono, and where possible, published in 

publications principally to add knowledge about approaches. 

The study is not funded therefore, no money to give you, but most likely, you will benefit from 

the knowledge you will gain. Participation is voluntary; you may choose to withdraw from the 

study any time without coercion of any form.  You will contact the responsible research body of 

which the contacts will be availed to you. If you have any questions about how you are being 

treated by the study or your rights as a participant, you may contact;  

a.i.1. Nakusi Monye Beth. The Principal Investigator.  

Tel. +256 (0) 774499853. Email:nakusibeth@gmail.com 

a.i.2. Dr. Grace Nakate Ntale. Study Supervisor.  

Tel. +256 (0) 772439526. Email: gracentale@ymail.com 

  I …………………………………………………. Consent voluntarily to participate in the 

above-stated study as explained to me.  

Signature……………………………Date………………… 
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Appendix 2: Data Collection Questionnaire 

Knowledge and Practice of Lifestyle Modifications among Hypertensive patients at Muyembe 

Health Centre IV in Bulambuli District. 

Questionnaire Number:…./……/, Date ……………………..Time: Start……….End……… 

Section A: Demographic Data. Instructions: Fill in or circle the correct responses. 

1. Current age? ......................................................................................... 

2. Gender? ..................................................................... 

3. Highest level of education? 

1. No formal Education 2) Primary Education 3) Secondary Education 

4) Tertiary Education     5) Vocational training   6) University Education 

4. Marital status? 

1. Single      2) Married      3) Separated/Divorced   4) Cohabiting 5) Widowed 

5. Religious? 

1. Catholic    2) Anglican    3) Moslem   4) Pentecostal   5) Others, 

Specify…………….. 

6. Main Occupation (Tick One) 

1) Formal Employment with government: a) Health care b) Education   C) Administration 

2) Formal Employment with private: a) Health care b) Education   C) Administration 

3) Self-Employment: a) Business          b) Farmer 

4) Casual labour 

7. Duration of Hypertension 

1)  6month -1 year, 6month               2) 1year, 6month-2years 6month 

3) 2 years 6month -3years 6 month   4) 3years6month -4years   6month 
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5) 4years6month -5years 6month     6) 5years 6month and above 

Section B: knowledge of Lifestyle Modifications.Instructions: For this section indicate the 

most appropriate answer by putting a circle around the letter against the chosen 

8. Which of the following statements best describes the meaning of Lifestyle Modifications in 

managing Hypertension? 

A. Its alteration of feeding and diet to manage Hypertension 

B. The adoption of healthy habits and behaviours to help prevent, treat, and manage 

Hypertension 

C. It’s a combination of antihypertensive and other measures 

D. The avoidance of sedentary life and ensuring Weight control 

9. Which of the following are considered Lifestyle Modifications in managing Hypertension  

A. Reducing the quantity of salt one eats. 

B. Adopting the Dietary Approaches to Stop Hypertension (DASH) eating plan which 

emphasizes the consumption of fruits, vegetables, whole grains, lean proteins, and low-

fat dairy products. 

C. Limiting alcohol use to reasonable amounts. 

D. Physical activity that is regular and organized. 

E. Achieving and maintaining a healthy body weight relative to height. 

F. Cessation of smoking 

G. Stress Management 

I. A, B and C only 

II. D,E,F and G only 

III. All the above 
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IV. None of the above 

10. Which of the following do you believe are the benefits of implementing Lifestyle 

Modifications for managing hypertension (Tick the correct responses) 

A. Reduced risk of complications 

B. Lower blood pressure 

C. Improved overall health 

D. Increased energy and well-being 

E. Reduced need for medications. 

I. A ,B,C and E 

II. C, B and D 

III. E 

IV. All the above 

11. What foods are considered DASH (dietary approaches to stop hypertension) ,and 

Mediterranean diet in Hypertension management. 

1. High fruits, vegetables, whole grains, fish, poultry, and low-fat dairy products 

2. Carbohydrates, proteins and Vitamins and fats 

3. High sodium, Saturated fats, and red meat 

4. Caffeine drinks, Sugary drinks, Vegetables and fruits 

12. Which of the following are the benefits of DASH diet in managing Hypertension 

1. Good digestion, and reduces risk of stroke 

2. Lowers blood pressure, reduces the risks of cardiovascular diseases, encourages weight 

loss 

3. Improves mental health, improves kidney function 
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4. All the above. 

13. Which of the following are considered the consequences of adding raw salt to diet 

1. Brain damage 

2. Increases sodium retention which  increase blood pressure and associated complications 

3. Reduces appetite 

4. None of the above 

14. What are the benefits of decreasing salt intake in managing Hypertension?  

1. Lowers blood pressure, and cardiovascular risks. 

2. Improved appetite and health 

3. Good sleep and rest 

4. Increases productivity 

15. Which ones are the most recommended type of physical exercises in managing 

Hypertension? 

1. Digging, slashing, walking, and sweeping around home 

2. Swimming, cooking, singing and Jumping 

3. Running, Cycling, Dance, and Jogging 

4. Stretching frog Jump lifting and pushups 

16. How often should exercise be done to achieve blood pressure control? 

1. Once a week 

2. Five times a week 

3. Four times a week 

4. Twice a week 
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17. How many minutes are recommended for an exercise to be considered effective in managing 

Hypertension?  

1. 10 minutes 

2. 20 minutes 

3. 30 minutes 

4. 40 Minutes 

18. What are the benefits of physical exercise in managing Hypertension?  

1. Lowers blood pressure, and cardiovascular risks, Lowers anxiety and stress 

2. Good mental health 

3. Excessive sleep 

4. Reduces appetite 

19. What are the dangers of smoking among Hypertensive patients? 

1. Lung cancer 

2. Increases Blood pressure and risks of cardiovascular disease 

3. Reduces sleep 

4. Reduces appetite 

20. What are the benefits of smoking cessation in Hypertension management? 

1. Increases health of the lungs 

2. Increases Blood pressure and risks of cardiovascular disease 

3. Increases blood flow in the veins 

4. Good sleep 

21. What are the effects of Alcohol intake in Managing Hypertension? 

1. Increases energy 
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2. Good adherence to drugs 

3. Increases blood pressure, and cardiovascular risk, interferes with anti-hypertensive 

4. Better sleep  

22. What are the benefits of limiting Alcohol in managing Hypertension? 

1. Lowers blood pressure, cardiovascular risks and improves drug effectiveness 

2. Reduces sleep 

3. Increased productivity 

4. Limited drug use 

23. What are some of the stress management strategies in managing Hypertension? 

1. Balanced diet, seek medical care, share with friends, and adequate rest. 

2. Adequate sleep, Medical care, problem reduction, use available resource. 

3. Avoid excessive work, change type of work, change residence. 

4. Emotional awareness and reaction, Learn to solve issues, copy with difficult events, 

Build good relationships, Relaxation techniques. 

24. What are the benefits of implementing proper stress management strategies? 

1. Reduces blood pressure, reduces heart diseases, improves digestion, and allows better 

sleep. 

2. Increased income, better relationships, and weight management 

3. Low diseases, Mental comfort, and resourceful 

4. Good digestion 

25. What measures are effective in controlling and maintaining weight in Hypertension 

Management? 

1. Weight loss drugs, little alcohol, eat once a day, avoid excessive water intake 
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2. Regular Physical exercise, Diet with less fats, Avoid sweetened drinks, Daily 

self-monitoring 

3. Eat red meat, plenty of water, Exercises and drugs. 

4. Avoid oils and fats 

26. Which of the following are the benefits of weight control in managing Hypertension 

1. Lowers the need for drugs, Lower Blood pressure, and lowers cardiovascular risks. 

2. Improves appetites, reduces headaches, and increases Health feeling 

3. Reduces blood sugar, improves appearance, and increases physical movement 

4. Strengthens bones, improved thinking, and good general health 

27. Are you aware that you can be at risk of developing hypertension complications? 

a) Yes                                    b) No 

28. If yes to above, which major complications do you think Hypertension may have? (Tick all 

that apply) 

1. Stroke 

2. Heart attack 

3. Kidney failure 

4. Vision Problems 

5. Death 

6. Headache 

At least 4(points) will be considered good knowledge) 

29.What challenges do you face in implementing lifestyle modifications? (Tick all that apply) 

1. Lack of knowledge 

2. Financial constraints 
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3. Lack of time 

4. Lack of motivation 

5. Social or cultural factors 

At least 3(three) point is considered good knowledge 

30. How difficult do you find it to alter your way of life in order to control your hypertension? 

(Tick what applies) 

1. Very difficult 

2. Somewhat difficult 

3. Moderately easy 

4.  Easy 

31. How confident are you in your ability to make and maintain lifestyle changes to manage your 

hypertension?  

1. Not confident at all 

2. Slightly confident 

3. Moderately confident 

4. Confident 

32. Have you ever received any information about Lifestyle Modification?    

a)Yes                                                                          

b)No 

33. If yes, what was the source of Information?  

1. Media (Watching TV, Listening to radio, internet) 

2. Family encouragement 

3. Advice from Health care providers 
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4. Educational materials (e.g. Pamphlets, posters) 

5. Personal Motivation(Signs and Symptoms : Headache, dizziness) 

At least 2(two) points will be considered good knowledge 

34. Which kind of information did you receive? 

1. Reducing the quantity of salt one eats. 

2. Adopting the Dietary Approaches to Stop Hypertension (DASH) eating plan which 

emphasizes the consumption of fruits, vegetables, whole grains, lean proteins, and low-

fat dairy products. 

3. Limiting alcohol use to reasonable amounts. 

4. Physical activity that is regular and organized. 

5. Achieving and maintaining a healthy body weight relative to height. 

6. Cessation of smoking 

7. Stress Management 

At least 4(four) Points will be considered good Knowledge 

35. Do you receive reminders or support to follow Lifestyle Modifications? 

a)Yes                                                                           

b) No 
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Section C. Practice of Lifestyle Modifications.Instruction: For this section indicate ‘never’, 

‘rarely’, ‘sometimes’, ‘often’, or ‘always’ by putting a tick ( ) in the respective column. 

 

Statement 

Nev

er 

Rarel

y 

Somet

imes 

Often Always 

36 Have you practiced restricting adding salt to 

found on the table? 

     

37 Have you ably complied with smoking 

cessation 

     

38 Have youlimited drinks containing alcohol        

39 Have you tried to manage your weight by 

maintaining or reducing 

     

40 Do you follow a specific diet like 

Mediterranean diet in managing Hypertension 

     

41 Did you make changes to your diet like: 

increasing leafy greens, fruits, and legumes, 

choose low-sodium options, lean proteins, and 

whole grains) in managing Hypertension 

     

42 Do you engage in measures daily to handle 

stressful situations 

     

43 Have you actively engaged in jogging or 

running, dancing, cycling, swimming, Pushups, 

yoga in managing Hypertension 

     

44 Do you engage in exercise for a minimum of 

5(five) times a week 

     

45 Do you maintain the exercise for a minimum of 

30 minutes 

     

Thank you for participating 
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Appendix 3: Work Plan 

May2024 to August 2024 

 May  June  July August  

Activity 
w

k
1
 

w
k
2
 

w
k
3
 

w
k
4
 

w
k
1
 

w
k
2
 

w
k
3
 

w
k
4
 

w
k
1
 

w
k
2
 

w
k
3
 

w
k
4
 

w
k
1
 

w
k
2
 

w
k
3
 

w
k
4
 

Idea paper 

writing 

                

Idea 1                 

Idea 2                 

Idea 3                 

Idea 4                 

Proposal 

writing 

                

Chapter 1                 

Chapter 2                 

Chapter 3                 

Data 

collection 

                

Data 

cleaning and 

analysis 

                

Report 

writing 
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Appendix 4: Budget in UGX 

  

Activity Quantity/People No. of Days 

Department 

Price Total 

Activity1: Idea Papers     

Internet 1 30 5000 150000 

Airtime  1 30 5000 150000 

Transport  1 30 10000 300000 

Meals  1 30 20000 600000 

Stationery  1 1 150000 150000 

Laptop  1 1 2000000 2000000 

Software 1 1 100000 100000 

Sub Total: Idea Papers    3,450,000 

Activity 2: Proposal Development     

Internet 1 30 5000 150000 

Airtime  1 30 5000 150000 

Transport  1 30 10000 300000 

Meals  1 30 20000 600000 

Stationery  1 1 300000 300000 

Sub Total: Proposal Development    1,500,000 

Activity 3:Project/Proposal 

Implementation     
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Internet 1 30 5000 150000 

Airtime  1 30 5000 150000 

Transport  1 30 10000 300000 

Meals  1 30 20000 600000 

Stationery  1 1 1000000 1000000 

Sub Total: Proposal 

Implementation    2,200,000 

Activity 4: Writing Thesis/Report     

Internet 1 30 5000 150000 

Airtime  1 30 5000 150000 

Transport  1 30 10000 300000 

Meals  1 30 20000 600000 

Result dissemination 1 1 1000000 1000000 

Consultant/Training 2 2 60000 120000 

Sub Total:     2,320,000 

Miscellaneous     1,500,000 

Grand Total     10,970,000 
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Appendix 5: Sample size(S) required for given population sizes (N) 

N S N S N S N S N S 

10 10 100 80 280 162 800 260 2800 338 

15 14 110 86 290 165 850 265 3000  341 

20 19 120 92 300 169 900 269 3500 346 

25 24 130 97 320 175 950 274 4000 351 

30 28 140 103 340 181 1000 278 4500 354 

35 32 150 108 360 186 1100 285 5000 357 

40 36 160 113 380 191 1200 291 6000 361 

45 40 170 118 400 196 1300 297 7000 364 

50 44 180 123 420 201 1400 302 8000 367 

55 48 190 127 440 205 1500 306 9000 368 

60 52 200 132 460 210 1600 310 10000 370 

65 56 210 136 480 214 1700 313 15000 375 

70 59 220 140 500 217 1800 317 20000 377 

75 63 230 144 550 226 1900 320 30000 379 

80 66 240 148 600 234 2000 322 40000 380 

85 70 250 152 650 242 2200 327 50000 381 

90 73 260 155 700 248 2400 331 75000 382 

95 76 270 159 750 254 2600 335 100000 384 

Source: R. V. Krejgie and D.W. Morgan (1970) Note: ‘N’ is population Size, ‘S’ is Sample 

SizeKrejcie, Robert V., Morgan, Daryle W. (1970). Determining Sample Size 
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Appendix 6 Individual Reponses to the knowledge-based questions 

No Q8 Q9 Q10 Q11 Q12 Q13 Q14 Q15 Q16 Q17 Q18 Q19 Q20 Q21 Q22 Q23 Q24 Q25 Q26 Q27 Q28 Q29 Q30 Q31 Q32 Q33 Q34 Q35 

Raw 

Scor

e  

 

(%

) 

1 1 1 1 0 0 0 0 0 0 0 1 0 1 0 1 0 0 1 0 1 0 1 1 0 1 1 0 0 12 

44.

4 

2 1 0 0 0 0 0 0 0 0 0 1 0 0 0 1 1 1 1 1 1 1 1 1 1 0 0 0 0 12 

44.

4 

3 1 1 2 1 0 0 0 0 0 0 1 0 0 0 1 1 1 1 1 1 1 0 1 1 1 1 0 0 17 

63.

0 

4 1 0 1 1 1 0 0 0 0 0 0 1 1 0 1 1 0 0 1 1 0 1 1 1 0 0 0 0 13 

48.

1 

5 1 1 0 1 1 0 0 0 0 0 0 0 0 1 1 1 1 1 1 0 0 0 1 1 1 1 1 0 15 

55.

6 

6 1 1 1 1 1 0 0 0 0 0 0 0 0 1 1 1 1 1 1 0 0 0 1 1 1 0 0 0 14 

51.

9 

7 1 1 0 0 0 0 0 1 1 1 0 0 0 1 1 1 1 1 0 0 0 0 1 1 1 1 0 0 14 

51.

9 

8 1 0 0 0 0 0 0 0 0 0 0 1 0 0 0 1 1 1 1 1 1 1 0 1 0 0 0 0 10 

37.

0 

9 1 1 1 1 1 0 0 0 0 0 0 1 1 1 1 0 1 1 1 1 1 1 1 0 1 0 0 0 17 

63.

0 

10 1 1 1 0 0 1 1 0 0 0 0 0 0 0 0 1 1 1 1 1 0 1 0 0 1 1 1 0 14 

51.

9 
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11 1 1 0 1 1 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 0 0 1 1 0 0 13 

48.

1 

12 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 0 0 0 0 1 1 1 1 0 1 0 0 0 8 

29.

6 

13 1 1 1 0 0 0 1 0 0 0 0 0 0 0 0 1 1 0 0 1 0 1 1 0 1 1 1 0 12 

44.

4 

14 1 1 1 0 0 1 1 0 0 0 0 1 0 0 0 1 1 0 0 1 0 1 0 0 0 0 0 0 10 

37.

0 

15 1 1 1 1 1 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 0 1 1 0 1 0 0 0 13 

48.

1 

16 1 1 1 1 1 1 1 0 0 0 0 0 0 0 0 0 0 0 0 1 1 1 1 0 0 0 0 0 11 

40.

7 

17 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 1 0 0 0 0 0 7 

25.

9 

18 1 1 1 1 0 1 1 0 0 0 0 0 0 0 1 1 1 0 0 0 1 1 1 0 0 0 0 0 12 

44.

4 

19 1 1 1 1 0 1 1 0 0 0 0 0 0 0 0 0 1 1 1 1 0 0 1 0 1 1 0 0 13 

48.

1 

20 1 1 0 1 1 1 1 0 0 0 0 0 0 0 0 0 1 0 0 1 1 1 0 0 1 1 0 0 12 

44.

4 

21 0 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 0 0 0 0 0 0 0 0 5 

18.

5 

22 1 1 1 1 1 1 1 0 0 0 0 0 0 0 0 1 1 0 1 1 1 1 1 0 1 0 0 0 15 

55.

6 
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23 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 0 0 0 0 0 0 0 0 4 

14.

8 

24 1 1 1 1 1 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 0 1 1 0 1 1 1 0 13 

48.

1 

25 1 1 1 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 1 0 1 1 0 0 13 

48.

1 

26 1 1 1 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 1 0 1 0 0 1 11 

40.

7 

27 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 0 0 1 0 1 0 0 1 9 

33.

3 

28 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 1 0 1 0 0 0 10 

37.

0 

29 1 1 1 1 1 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 1 1 1 1 1 0 17 

63.

0 

30 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 0 0 0 0 0 0 8 

29.

6 

31 1 1 1 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 1 0 1 0 0 0 12 

44.

4 

32 1 1 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 0 1 0 0 1 0 0 0 7 

25.

9 

33 1 1 1 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 0 1 0 0 0 0 0 0 9 

33.

3 

34 1 1 1 1 1 1 1 0 0 0 0 0 0 0 0 1 1 1 1 1 1 1 1 0 1 1 1 0 18 

66.

7 
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35 1 1 1 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 1 0 1 0 0 0 12 

44.

4 

36 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 0 0 0 0 0 0 0 0 6 

22.

2 

37 1 1 1 0 0 1 1 0 0 0 0 0 1 1 1 1 1 0 0 1 1 1 1 0 1 0 0 0 15 

55.

6 

38 1 1 1 1 1 1 1 0 0 0 0 0 1 1 1 1 1 0 0 1 1 0 0 0 1 0 0 0 15 

55.

6 

39 1 1 1 1 1 1 1 0 0 0 0 0 0 0 0 1 1 1 1 1 1 1 1 1 1 1 1 0 19 

70.

4 

40 0 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 0 0 0 1 0 0 0 7 

25.

9 

41 1 1 1 1 1 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 1 0 0 0 1 0 0 0 10 

37.

0 

42 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 0 0 0 0 0 0 5 

18.

5 

43 1 1 1 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 0 0 1 0 0 0 11 

40.

7 

44 1 1 1 1 1 1 1 0 0 0 0 0 0 1 1 1 1 1 1 1 1 1 1 0 1 1 0 0 19 

70.

4 

45 1 1 1 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 0 0 0 0 1 0 0 0 7 

25.

9 

46 1 1 1 1 1 1 1 0 0 0 0 0 0 0 0 1 1 1 1 1 1 0 0 0 1 0 0 0 14 

51.

9 
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47 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 0 0 0 0 1 0 0 0 7 

25.

9 

48 1 1 1 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 0 0 0 0 1 0 0 0 9 

33.

3 

49 1 0 0 0 0 1 1 0 0 0 0 0 0 0 1 1 1 0 0 1 0 0 0 0 1 0 0 0 8 

29.

6 

50 1 1 1 1 1 1 1 0 0 0 0 1 1 1 1 1 1 0 0 1 0 0 0 0 1 0 0 0 15 

55.

6 

51 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 1 1 1 0 0 0 0 1 0 0 0 7 

25.

9 

52 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 0 0 0 0 1 0 0 0 5 

18.

5 

53 1 1 1 1 1 1 1 0 0 0 0 0 1 1 0 1 1 0 0 1 0 0 0 0 1 0 0 0 13 

48.

1 

55 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 1 1 1 1 1 1 0 1 1 1 0 12 

44.

4 

55 1 1 1 1 1 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 1 0 1 1 1 0 16 

59.

3 

56 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 1 0 1 0 0 0 8 

29.

6 

57 1 1 1 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 1 0 0 0 1 0 0 0 8 

29.

6 

58 1 1 1 1 1 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 1 0 1 0 0 0 14 

51.

9 
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59 1 1 1 1 1 1 1 1 0 0 0 1 0 0 0 1 1 1 1 1 1 1 1 0 1 1 1 0 20 

74.

1 

60 1 1 1 1 1 1 1 1 0 0 0 0 0 0 0 1 1 1 1 1 1 1 1 0 1 1 1 1 20 

74.

1 

61 1 1 1 1 1 1 1 1 0 0 1 1 1 0 0 1 1 1 1 1 1 1 1 0 1 1 1 0 22 

81.

5 

62 1 1 1 1 1 1 1 1 0 0 1 1 1 0 0 1 1 1 1 1 0 0 0 0 1 1 0 0 18 

66.

7 

63 1 1 1 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 0 0 0 0 1 1 1 0 11 

40.

7 

64 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 1 1 0 1 0 0 0 6 

22.

2 

65 1 0 0 1 1 0 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 0 0 1 0 0 0 10 

37.

0 

66 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 0 0 0 0 1 0 0 0 7 

25.

9 

67 1 1 1 1 1 1 1 1 0 0 0 0 0 0 0 1 1 1 1 1 1 1 1 0 1 1 1 0 19 

70.

4 

68 1 1 1 1 1 1 1 1 0 0 0 0 0 0 0 1 1 1 1 1 1 1 1 0 1 1 1 0 19 

70.

4 

69 1 1 1 1 1 1 1 1 0 0 1 0 0 0 0 1 1 1 1 1 1 1 1 0 1 1 1 0 20 

74.

1 

70 1 1 1 0 0 1 1 1 0 0 1 0 0 1 1 1 1 1 1 1 1 1 1 1 1 1 0 0 20 

74.

1 
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71 1 1 1 1 1 1 1 1 0 0 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 0 0 24 

88.

9 

72 1 1 1 1 1 1 1 1 0 0 0 0 0 0 0 1 1 1 1 1 1 1 1 0 1 1 0 0 18 

66.

7 

73 1 1 1 1 1 1 1 1 1 0 1 1 0 0 0 1 1 1 1 1 1 1 1 0 1 1 1 0 22 

81.

5 

74 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 0 0 0 1 1 0 0 9 

33.

3 

75 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 1 1 1 1 1 1 1 0 1 0 0 0 12 

44.

4 

76 1 1 1 1 1 1 1 1 0 0 1 0 0 0 0 1 1 1 1 1 1 1 1 0 1 1 1 0 20 

74.

1 

77 1 1 1 1 1 1 1 1 0 0 0 0 0 0 0 1 1 1 1 1 1 1 1 0 1 0 0 0 17 

63.

0 

78 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 0 0 1 1 0 0 8 

29.

6 

79 1 1 0 0 0 1 1 0 0 0 0 0 0 1 1 1 1 1 1 1 1 0 0 0 1 1 0 0 14 

51.

9 

80 1 1 0 1 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 0 1 0 0 0 7 

25.

9 

81 1 1 1 0 0 1 1 0 0 0 1 0 0 0 0 1 1 1 1 1 1 1 1 0 1 1 0 0 16 

59.

3 

82 1 1 1 1 1 1 1 1 0 0 1 1 1 1 1 1 1 1 1 1 1 1 1 0 1 1 1 0 24 

88.

9 
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83 1 1 1 1 1 1 1 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 1 0 1 1 0 0 15 

55.

6 

84 1 1 1 0 0 1 1 1 0 0 0 0 0 1 1 1 1 0 0 1 1 1 0 0 1 0 0 0 14 

51.

9 

85 1 0 0 0 0 1 1 0 0 0 0 0 0 0 0 1 1 1 1 1 1 1 1 0 1 1 1 0 14 

51.

9 

86 0 0 0 0 0 1 1 0 0 0 0 0 0 0 0 0 0 0 0 1 1 1 0 1 1 0 0 0 7 

25.

9 

87 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 1 1 0 0 1 1 1 0 1 1 0 0 0 8 

29.

6 

88 1 1 1 1 1 1 1 0 0 0 0 0 1 1 1 1 1 1 1 1 1 1 0 1 1 1 1 0 21 

77.

8 

89 1 1 1 1 1 1 1 0 0 0 0 0 0 0 0 1 1 1 1 1 1 1 0 1 1 1 1 0 18 

66.

7 

90 1 1 1 1 1 1 1 1 0 0 1 0 0 0 0 0 0 1 1 1 1 1 0 1 1 1 1 0 18 

66.

7 

Goo

d 

95.5

6 

68.8

9 

63.3

3 

47.7

8 

44.4

4 

68.8

9 

71.1

1 

18.8

9 

2.22 1.11 

14.4

4 

12.2

2 

13.3

3 

16.6

7 

22.2

2 

88.8

9 

91.1

1 

41.1

1 

41.1

1 

95.5

6 

68.8

9 

68.8

9 
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Appendix 7 Performance on individual Knowledge Questions 

Knowledge Question 

Bad Knowledge Good Knowledge 

(n) (%) (n) (%) 

Which of the following statements best describes the meaning of Lifestyle Modifications in 

managing Hypertension? 

4 4.4 86 95.6 

Which of the following are considered Lifestyle Modifications in managing Hypertension 28 31.1 62 68.9 

Which of the following do you believe are the benefits of implementing Lifestyle Modifications for 

managing hypertension? 

34 37.8 56 62.2 

What foods are considered DASH (dietary approaches to stop hypertension), and Mediterranean 

diet in Hypertension management 

47 52.2 43 47.8 

Which of the following are the benefits of DASH diet in managing Hypertension 50 55.6 40 44.4 

Which of the following are considered the consequences of adding raw salt to die 28 31.1 62 68.9 

What are the benefits of decreasing salt intake in managing Hypertension? 26 28.9 64 71.1 

Which ones are the most recommended type of physical exercises in managing Hypertension? 73 81.1 17 18.9 

How often should exercise be done to achieve blood pressure control? 88 97.8 2 2.2 
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How many minutes are recommended for an exercise to be considered effective in 

managingHypertension? 

89 98.9 1 1.1 

What are the benefits of physical exercise in managing Hypertension? 77 85.6 13 14.4 

What are the dangers of smoking among Hypertensive patients 79 87.8 11 12.2 

What are the benefits of smoking cessation in Hypertension management? 78 86.7 12 13.3 

What are the effects of Alcohol intake in Managing Hypertension? 75 83.3 15 16.7 

What are the benefits of limiting Alcohol in managing Hypertension? 70 77.8 20 22.2 

What are some of the stress management strategies in managing Hypertension? 10 11.1 80 88.9 

What are the benefits of implementing proper stress management strategies? 8 8.9 82 91.1 

What measures are effective in controlling and maintaining weight in Hypertension Management? 53 58.9 37 41.1 

Which of the following are the benefits of weight control in managing Hypertension 53 58.9 37 41.1 

Are you aware that you can be at risk of developing hypertension complications? 4 4.4 86 95.6 

If yes to above, which major complications do you think Hypertension may have? 28 31.1 62 68.9 

Do you find it difficult to alter your way of life to control hypertension 28 31.1 62 68.9 

How challenging do you find it to alter your way of life in order to control your hypertension? 40 44.4 50 55.6 

do you have the ability to make and maintain life style modifications 74 82.2 16 17.8 
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Have you ever received any information about Lifestyle Modification? 13 14.4 77 85.6 

If yes, what was the source of Information? 50 55.6 40 44.4 

Which kind of information did you receive? 67 74.4 23 25.6 

Do you receive reminders or support to follow Lifestyle Modifications? 87 96.7 3 3.3 
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Appendix 8 Individual Participants performance on each Practice Question 

No Q36 Q37 

Q

38 

Q39 Q40 Q41 Q42 Q43 Q44 Q45 Individual Total Mean 

1 4 5 5 1 1 1 3 1 1 1 23.00 2.30 

2 5 5 5 1 1 1 1 1 1 1 22.00 2.20 

3 5 5 5 1 1 1 1 1 1 1 22.00 2.20 

4 3 5 3 1 1 1 3 1 1 1 20.00 2.00 

5 5 5 5 1 3 3 4 3 1 1 31.00 3.10 

6 2 5 5 1 1 1 3 1 1 1 21.00 2.10 

7 5 5 5 1 1 1 5 1 1 1 26.00 2.60 

8 5 5 5 1 1 1 3 1 1 1 24.00 2.40 

9 5 5 1 3 3 3 4 1 1 1 27.00 2.70 

10 5 5 5 1 1 1 4 1 1 1 25.00 2.50 

11 1 5 1 1 1 1 3 1 1 1 16.00 1.60 

12 5 5 5 1 1 1 2 1 1 1 23.00 2.30 

13 4 3 3 2 2 1 1 4 1 1 22.00 2.20 
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14 4 4 1 1 1 1 1 1 1 1 16.00 1.60 

15 4 4 3 1 1 1 2 2 1 1 20.00 2.00 

16 4 3 1 3 3 3 4 1 1 1 24.00 2.40 

17 5 5 4 3 2 2 4 1 1 1 28.00 2.80 

18 5 5 5 3 2 2 3 1 1 1 28.00 2.80 

19 4 4 5 1 1 1 1 1 1 1 20.00 2.00 

20 4 5 5 1 1 1 1 1 1 1 21.00 2.10 

21 1 5 5 1 1 1 3 1 1 1 20.00 2.00 

22 1 5 5 1 1 1 3 1 1 1 20.00 2.00 

23 5 5 5 1 1 1 3 1 1 1 24.00 2.40 

24 5 5 5 1 1 1 2 1 1 1 23.00 2.30 

25 5 5 5 1 5 1 5 4 1 1 33.00 3.30 

26 5 5 1 1 4 4 1 1 1 1 24.00 2.40 

27 5 4 4 3 3 3 4 1 1 1 29.00 2.90 

28 5 5 4 1 1 1 3 1 1 1 23.00 2.30 

29 1 5 3 1 1 1 3 1 1 1 18.00 1.80 
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30 5 5 5 1 1 1 3 1 1 1 24.00 2.40 

31 5 5 2 1 1 1 2 1 1 1 20.00 2.00 

32 5 5 5 1 2 2 3 1 1 1 26.00 2.60 

33 2 5 5 1 1 1 3 1 1 1 21.00 2.10 

34 2 5 5 1 2 2 2 2 2 1 24.00 2.40 

35 5 5 5 5 4 4 3 4 3 3 41.00 4.10 

36 5 5 5 1 3 3 3 1 1 1 28.00 2.80 

37 3 5 5 1 1 1 2 1 1 1 21.00 2.10 

38 5 5 5 1 1 1 3 3 1 1 26.00 2.60 

39 2 5 5 1 1 1 1 1 1 1 19.00 1.90 

40 2 5 5 1 1 1 2 1 1 1 20.00 2.00 

41 2 5 5 1 1 1 2 1 1 1 20.00 2.00 

42 2 5 5 1 1 1 3 1 1 1 21.00 2.10 

43 5 5 5 1 1 1 2 1 1 1 23.00 2.30 

44 5 5 5 1 1 1 4 2 1 1 26.00 2.60 

45 2 5 5 1 1 1 2 1 1 1 20.00 2.00 
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46 5 5 3 2 2 2 2 1 1 1 24.00 2.40 

47 5 5 5 1 1 1 3 1 1 1 24.00 2.40 

48 5 5 5 1 2 1 2 1 1 1 24.00 2.40 

49 5 5 5 1 1 1 3 1 1 1 24.00 2.40 

50 2 5 5 1 1 1 1 1 1 1 19.00 1.90 

51 2 5 5 1 1 1 1 1 1 1 19.00 1.90 

52 5 5 3 1 1 1 2 1 1 1 21.00 2.10 

53 5 5 2 2 1 1 2 1 1 1 21.00 2.10 

55 5 5 1 1 1 1 3 1 1 1 20.00 2.00 

55 2 5 2 1 1 1 2 1 1 1 17.00 1.70 

56 2 5 5 1 1 1 3 1 1 1 21.00 2.10 

57 1 5 5 1 1 1 3 1 1 1 20.00 2.00 

58 5 5 5 1 1 1 2 1 1 1 23.00 2.30 

59 5 5 1 1 1 1 2 1 1 1 19.00 1.90 

60 5 5 5 1 1 1 3 2 1 1 25.00 2.50 

61 5 5 1 1 1 1 4 1 1 1 21.00 2.10 
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62 2 5 2 1 1 1 4 1 1 1 19.00 1.90 

63 3 5 5 1 1 1 2 1 1 1 21.00 2.10 

64 3 5 3 1 1 1 4 1 1 1 21.00 2.10 

65 2 5 2 1 1 1 2 1 1 1 17.00 1.70 

66 2 5 3 1 1 1 4 1 1 1 20.00 2.00 

67 3 5 5 1 1 1 2 1 1 1 21.00 2.10 

68 5 5 2 1 1 1 3 3 1 1 23.00 2.30 

69 2 5 2 1 1 1 3 3 1 1 20.00 2.00 

70 5 5 2 3 3 2 2 3 2 1 28.00 2.80 

71 2 5 2 1 1 1 3 2 2 1 20.00 2.00 

72 2 5 3 1 1 1 4 2 1 1 21.00 2.10 

73 2 5 2 1 1 1 3 2 2 1 20.00 2.00 

74 3 5 5 1 1 1 3 1 1 1 22.00 2.20 

75 3 5 2 1 1 1 2 1 1 1 18.00 1.80 

76 5 5 5 1 1 1 2 2 1 1 24.00 2.40 

77 2 5 3 1 1 1 3 2 1 1 20.00 2.00 
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78 2 5 5 1 1 1 2 1 1 1 20.00 2.00 

79 5 5 5 1 1 4 4 2 1 1 29.00 2.90 

80 2 5 2 1 1 1 2 1 1 1 17.00 1.70 

81 3 5 2 3 1 1 2 1 1 1 20.00 2.00 

82 2 5 2 1 1 1 4 1 1 1 19.00 1.90 

83 5 5 3 1 1 1 3 1 1 1 22.00 2.20 

84 2 5 5 1 1 1 2 1 1 1 20.00 2.00 

85 3 5 2 1 1 1 3 2 1 1 20.00 2.00 

86 5 5 2 3 1 1 2 1 1 1 22.00 2.20 

87 5 5 5 3 4 4 3 3 2 1 35.00 3.50 

88 5 5 5 1 1 1 2 1 1 1 23.00 2.30 

89 5 5 5 3 4 4 2 2 1 1 32.00 3.20 

90 5 5 5 1 1 1 2 1 1 1 23.00 2.30 

                          

Total 333 442 

34

5 

117 125 121 237 123 97 92     
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Mean 0.74 0.98 

0.

77 

0.26 0.28 0.27 0.53 0.27 0.22 0.20     
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Appendix 9 Approval letter 
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Appendix 10 Administrative Clearance from Bulambuli District 

 


