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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.  



xii 

 

 

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.  



14 

 

 

 

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 



23 

 

 

 

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 


