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Abstract 

Background:  Hypertension is a growing public health problem in many developing countries including Ethiopia. It 
is a silent killer and most patients are detected to have it incidentally when they are admitted to hospital for unre-
lated disease or subjected to pre-employment or preoperative medical checkups. Information on the prevalence 
of hypertension and its associated factors is to be considered vital to focus and improve prevention and control of 
cardiovascular diseases. The study design was a cross-sectional survey. The study population consisted of adults aged 
25–65 years who lived in Jigjiga city of eastern Ethiopia for at least 6 months. Data were collected using a pretested 
structured questionnaire, and blood pressure was measured using standardized instruments by trained clinical nurses. 
Hypertension was defined as having Systolic BP ≥ 140 mmHg or Diastolic BP ≥ 90 mmHg or reported use of regular 
anti-hypertensive medications prescribed by professionals for raised BP. Data were entered into a computer using Epi 
Info Version 3.5.1 and exported to SPSS version 16.0 for analysis. Multiple logistic regressions were fitted and Odds 
ratios with 95% confidence intervals were calculated to identify independently associated factors.

Results:  The prevalence of hypertension was 28.3%. Family history of Hypertension [Adjusted OR 5.7; 95% CI (2.9, 
10.9)], having high level of income [Adjusted OR 3.1; 95% CI (1.5, 6.3)], being male [Adjusted OR 2.4; 95% CI (1.3, 4.3)], 
being above grade 12 [Adjusted OR 2.2; 95% CI (1.2, 3.9)], and having BMI ≥ 25 [Adjusted OR 2.0; 95% CI (1.1, 3.5)] 
were significantly associated with hypertension.

Conclusion:  Consistent with the literatures, the prevalence of hypertension was high and may show a hidden 
epidemic in this population. If established with more robust and nationally representative studies, the finding calls 
for efficient health screening and regular checkups as well as interventions promoting healthy lifestyles. Accordingly, 
health promotion regarding hypertension should be provided in the population as means of primary prevention.
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Background
Hypertension is a state of elevated systemic blood pres-
sure which is commonly asymptomatic. It is a major 
cardiovascular risk factor that is closely associated 
with lethal complications like coronary artery disease, 
cerebro-vascular accidents, heart and renal failure [1]. 

Hypertension is an overwhelming global challenge, which 
ranks third as a means of reduction in disability-adjusted 
life-years [2]. Besides, it is the leading cause of mortality 
[3]. Globally, nearly one billion people have hypertension; 
of these, two-thirds are in developing countries [4]. The 
burden of chronic non-communicable diseases (NCDs) 
in developing countries has risen sharply in recent years. 
The new epidemic of hypertension and cardio-vascular 
diseases is not only an important public health problem, 
but it will also have a big economic impact as a significant 
proportion of the productive population becomes chron-
ically ill or die, leaving their families in poverty [5].
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Hypertension is a silent killer and most patients are 
detected to have it incidentally when they are admit-
ted to hospital for unrelated disease or subjected to 
pre-employment or preoperative medical checkups. 
The exact causes of high blood pressure are not known, 
but several factors and conditions may play a role in its 
development [1]. Few studies indicate that the disease 
has become significant public health problem especially 
in the major cities of Ethiopia. According to the studies 
conducted in Addis Ababa and Gondar the prevalence 
of hypertension was high probably indicating a hidden 
epidemic in those communities [6, 7]. To our knowledge, 
there have not been any published studies in this regard 
in Somali region of Ethiopia. Hence, we tried to find the 
prevalence and associated factors of high blood pressure 
among adults in the region. The findings of this study will 
be useful to raise awareness among policy makers and the 
public at large, about the magnitude of high blood pres-
sure and related risk factors of cardiovascular diseases, 
and thereby, contribute to the design and implementa-
tion of appropriate interventions.

Methods
Study population
A cross-sectional study was conducted among randomly 
selected adults aged 25–65 years in Jigjiga city of Somali 
Regional State in Ethiopia from October to Novem-
ber 2014. The Study participants were permanent resi-
dents of Jigjiga city who have been living there at least 
for 6 months. Subjects with obvious physical deformity, 
pregnant women and known psychiatric patients who 
were taking medication were excluded from the study. 
Single population proportion formula was applied to cal-
culate the sample size by using hypertension prevalence 
rate of 28.3% [6], with 5% precision at 95% confidence 
level, 5% non-response rate, and design effect of 1.5 
which as a result give a total sample size of 492.

This study was conducted in accordance with the 
STEP-wise approach of the World Health Organization 
(WHO) for NCD surveillance in developing countries 
[8]. The approach has three levels: (1) questionnaire to 
gather demographic and behavioral information, (2) sim-
ple physical measurements, and (3) biochemical tests. 
The present study used the first two steps; questionnaire 
survey, and anthropometric and blood pressure meas-
urement. Consumption patterns of the participants for 
various food groups were studied using a Food Frequency 
Questionnaire.

Data collection and variable specification
Participants were interviewed by trained interviewers 
using the WHO STEPS-structured questionnaire. In 
accordance with the STEPS manual, questions related 

to alcohol and substance use were tailored to reflect 
the local context of Ethiopia. The questionnaire was 
first written in English, translated into local languages 
(Amharic and Somaligna) by experts and translated 
back into English by a panel of professionals who speak 
both languages. The questionnaire was pretested before 
the initiation of the study and contained information 
regarding socio-demographic characteristics, tobacco 
and alcohol use, and nutritional status. A 3-days training 
of the contents of the STEPS questionnaire, data collec-
tion techniques, and ethical conduct of human research 
was provided to research interviewers prior to the com-
mencement of the study.

Blood pressure (BP) was measured using a digital 
measuring device with participants sitting after resting 
for at least 5 min. Two BP measurements were taken with 
at least 3  min intervals between consecutive measure-
ments. The mean systolic and diastolic BP from the first 
and second measurement was analyzed. The measure-
ment was taken with each subject sitting on a chair and 
supported hand. The measurement was taken early in the 
morning from 7 a.m. to 10 a.m. and in the afternoon after 
4 p.m. in a calm environment. Hypertension was defined 
as mean systolic blood pressure (SBP) ≥  140  mmHg or 
mean diastolic blood pressure (DBP) ≥  90  mmHg. The 
study protocol was approved by the research and publica-
tion technology transfer office of Jigjiga University.

Statistical analysis
Data were entered into EPI INFO (Version 3.5.1), and 
exported to SPSS (Version 16.0) for statistical analysis. 
We first explored frequency distributions of socio demo-
graphical and behavioral characteristics of subjects and 
descriptive statistics was used to summarize and present 
the information in the form of mean, median, percent-
ages and tables with 95% confidence intervals for preva-
lence estimates. A binary logistic regression model was 
used to examine factors associated with Hypertension 
among adults (0  =  Non-Hypertensive, 1  =  Hyperten-
sive). Variables which showed association with dependent 
variable in the bivariate analyses at 0.2 were entered into 
multivariate logistic regression model. Multiple binary 
logistic regression analysis was used to examine the asso-
ciation between variables and hypertension adjusting for 
other potential confounders. A p value of less than 0.05 
was used to define statistical significance. Both crude and 
adjusted odds ratio are presented with a 95% confidence 
interval. The Hosmer–Lemeshow goodness-of-fit and 
Omnibus tests of model coefficients tests with enter pro-
cedure were used to test for model fitness. The explana-
tory variables were tested for multi-collinearity before 
entering them into the multivariable model, using the 
variance inflation factor (VIF) test, the Tolerance test, 
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and values of the standard error. Body mass index (BMI) 
was computed using weight (Kg) per height (m)2. Con-
cerning to income, those with monthly income of < 1970 
birr, 1970–2999 birr, and ≥ 3000 birr were labeled as low 
level, medium level and high level of income respectively.

Physical activity was classified according to the STEPS 
manual [8] as follows;
High 

a)	 Vigorous-intensity activity on at least 3 days achiev-
ing a minimum total physical activity of at least 
1500 min/week OR

b)	 7 or more days of any combination of walking, mod-
erate-intensity or vigorous intensity activities achiev-
ing a minimum Total physical activity of at least 
3000 min/week [28]

Moderate

a)	 3 or more days of vigorous-intensity activity of at 
least 20 min per day OR

b)	 5 or more days of moderate-intensity activity and/or 
walking of at least 30 min per day OR

c)	 5 or more days of any combination of walking, mod-
erate-intensity or vigorous intensity activities achiev-
ing a minimum total physical activity of at least 
600 min/week.

Low is the lowest level of physical activity. Those indi-
viduals who do not meet the criteria for moderate and 
high are considered.

Smoking status was defined as follows;

Current smoker	� Someone who has smoked greater 
than 100 cigarettes in their life time 
and has smoked in the last 28 days.

Previous smoker	�Someone who has smoked greater 
than 100 cigarettes in their life time 
but hasn’t smoked in the last 28 days.

Non-smoker	� Someone who hasn’t smoked greater 
than 100 cigarettes in their life time 
and doesn’t currently smoke.

Results
Study demographics
A total of 487 adults provided data for analysis. The mean 
and median ages of the study participants were 35 and 
32 years old respectively (Table 1). Regarding the self or 
family history of any chronic disease; 50 (10.3%), and 16 
(3.3%) of the total study participants were known hyper-
tensive, and diabetes mellitus (DM) patients respectively, 

while 82 (16.8%) and 64 (13.1%) have family history of 
hypertension and DM respectively. On the other hand, 
182 (37.4%) and 131 (26.9%) of the total respondents 
were Chat chewer and smoker respectively (Table 1).

Prevalence of hypertension
Blood pressure measurements were done to all the study 
subjects to check for hypertension. The mean systolic 
and diastolic BP results were 125.7  mmHg (±  16 SD) 
and 79.7  mmHg (±  9.2 SD).The overall prevalence of 
hypertension was 28.3% (95% CI 24.5, 32.5). Among all 
hypertensive people identified, 88 (63.8%) did not know 
they have had hypertension (newly screened). Of the 50 
hypertensive people who reported using anti-hyperten-
sive medications during data collection period, 34.0% had 
normal BP on measurement (Table 2).

Factors associated with hypertension
Having family history of hypertension, having high level 
of income, being male, being below grade 12, and having 
BMI  ≥  25 were significantly associated with hyperten-
sion for the overall study participants (Table 3). Among 
all, those who have family history of Hypertension were 
nearly six times more likely to be hypertensive when 
compared to those who haven’t [Adjusted OR 5.7; 95% 

Table 1  Socio-demographic characteristics of  study par-
ticipants in Jigjiga city, October–November 2014

Variables Frequency Percent

Sex

 Male 2381 48.9

 Female 249 51.1

Age (years) [Mean = 35]

 25–34 285 58.5

 35–44 125 25.7

 45–54 48 9.9

 55–65 29 6.0

Marital status

 Single 176 36.1

 Married 254 52.2

 Others 57 11.7

Highest level of education

 Illiterate 9 1.8

 Literate but no formal education 34 7.0

 Primary school (1–8) 104 21.4

 Secondary school (9–12) 133 27.3

 Certificate or higher 207 42.5

Income (birr)

 Low level 139 33.3

 Medium level 157 37.6

 High level 121 29.1
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CI (2.9, 10.9)], those who had high level of income were 
three times more likely to be hypertensive when com-
pared to those who had low level of income [Adjusted OR 
3.1; 95% CI (1.5, 6.3)], those who are male were 2.4 times 
more likely to be hypertensive when compared to those 
female participants[Adjusted OR 2.4; 95% CI (1.3, 4.3)], 
those who were below grade 12 were two times more 
likely to be hypertensive when compared to those who 

are above grade 12 [Adjusted OR 2.2; 95% CI (1.2, 3.9)], 
and those who had BMI ≥ 25 were two times more likely 
to be hypertensive when compared to those who had 
BMI < 25 [Adjusted OR 2.0; 95% CI (1.1, 3.5)]. The other 
variables were not significantly associated with hyperten-
sion after adjusting for confounders (Table 3).

Dietary habits of respondents
About 49% of the study subjects eat meat and eggs at least 
two to four times a week. While 39% of the respondents 
eat oil and fats at least two to four times a week. Regard-
ing the frequency of consumption of sugars and sweets; 
89 (18.3%) eat two to four times per week, and only 43 
(9%) eat at least once a day. Majority of the respondents 
92.4, 98.2, and 85.2% eat breakfast, lunch, and dinner 
on daily basis respectively. Concerning to the frequency 
of eating of deep fries; 327 (67.1%) eat sometimes, 130 
(26.7%) had never eaten deep fries, and 30 (6.2%) eat 
daily. Two hundred forty one (49.5%) had never eaten any 
visible fat in a meat, while 234 (48.0%) eat any visible fat 
in a meat sometimes, and the rest 12 (2.5%) eat daily.

Physical activity
Among the 455 study participants who respond about 
their physical activity, 264 (58.0%) had low level of physi-
cal activity, 124 (27.3%) had moderate level of physical 
activity, and 67 (14.7%) had high level of physical activity. 
Thirty two (6.6%) didn’t respond to the physical activity 
variable.

Anthropometric measurements
The mean and median heights of the study participants 
were 1.65  m whereas; the mean and median weights of 
the study participants were 65.2 and 63  kg respectively. 
Hence, the mean and median BMI of the study partici-
pants were 23.9 and 23.3  kg/m2 old respectively. Fur-
thermore, the mean and median waist circumferences 
of the study participants were 82.1 and 80  cm respec-
tively, while the mean and median hip circumferences 
of the study participants were 90.6 and 91  cm respec-
tively. Therefore, the mean and median waist-to-hip 
ratio (WHR) of the study participants was 0.92, and 0.90 
respectively. Regarding the centrally obesity of the study 
participants, 335 (68.8%) were centrally obese.

Discussion
This study provides information regarding the prevalence 
and associated factors of hypertension among adults 
in living in the Semi-pastoralist community of east-
ern Ethiopia. It has demonstrated a 28.3% prevalence of 
hypertension. The present study depicts that having fam-
ily history of Hypertension, having high level of income, 

Table 2  Hypertension prevalence across  behavioral 
and  dietary characteristics of  respondents in  Jigjiga city 
October–November 2014

Variables n Percent Hypertensive (%)

Positive family history of hypertension

 Yes 82 16.8% 56.1

 No 405 83.2% 22.7

Positive family history of DM

 Yes 64 13.1% 31.2

 No 423 86.9% 27.9

Known DM patient

 Yes 16 3.3% 68.8

 No 471 96.7% 27.0

Smoking history

 Nonsmoker 410 84.2% 26.8

 Previous smoker 10 2.1% 20.0

 Current smoker 67 13.8% 38.8

Do you drink alcohol?

 Yes 131 26.9% 34.4

 No 356 73.1% 26.1

Do you chew chat?

 Yes 182 37.4% 31.9

 No 305 62.6% 26.2

Physical activity

 Low 264 58.0 26.9

 Medium 124 27.3 27.4

 High 67 14.7 31.3

Central obesity

 Non obese 152 31.2 25.0

 Obese 335 68.8 29.9

BMI (Kg/m2)

 < 25 328 67.4 22.6

 ≥ 25 159 32.6 40.3

Frequency of eating per day

 ≤ 3 times 386 79.3 26.7

 > 3 times 101 20.7 34.7

Frequency of eating oil and fatty foods

 Not frequent 296 60.8 25.3

 Frequent 191 39.2 33.0

Frequency of eating sugar and sweets

 Not frequent 355 72.9 30.7

 Frequent 132 27.1 22.0
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being male, being above grade 12, and having BMI ≥ 25 
were significantly associated with hypertension.

The prevalence of hypertension by self-report and 
physical measurement was 10.3 and 24.9%, respectively. 
More than twofold difference between the two measures 
indicates that a significant number of the population 
was not aware of their hypertension status which calls 
for appropriate and timely intervention. It is known that 
most individuals with high blood pressure do not have 
symptoms until complication arises to result in sudden 
death from heart attack or sudden intracranial bleeding 

or developed severe disability such as stroke as well as 
heart failure.

The overall prevalence of hypertension in our study 
was 28.3% which is consistent with the most recent com-
munity-based studies in Ethiopia and Zambia (28.3% in 
Gondar city, and 30% in Addis Ababa, and 31.8% in Zam-
bia) [6, 7, 9]. However it is significantly higher than the 
findings of the study done in south west Ethiopia (13.2%), 
and slightly higher than that of Jimma, Ethiopia (21.3%), 
Uganda (22%) and Tanzania 23.7% [10–13]. This could 
partly be due to the fact that, this study was conducted 

Table 3  Factors associated with Hypertension among adults in Jigjiga city, October–November 2014

** Significance level of < 0.001 * Significance level of < 0.05

Variables Status of hypertension, n (%) COR (95% CI) AOR (95% CI)

Hypertensive Non-hypertensive

Physical activity

 Low 71 (26.9) 193 (73.1) 0.8 (0.5, 1.4) 0.9 (0.5, 2.0)

 Medium 34 (27.4) 90 (72.6) 0.8 (0.4, 1.6) 0.7 (0.3, 1.5)

 High 21 (31.3) 46 (68.7) 1 1

Central obesity

 Non obese 38 (25.2) 113 (74.8) 1 1

 Obese 99 (29.6) 235 (70.4) 1.3 (0.8, 1.9) 1.0 (0.6, 1.8)

BMI (Kg/m2)

 < 25 74 (53.6) 254 (72.8) 1 1

 ≥ 25 64 (46.4) 95 (27.2) 2.3 (1.5, 3.5) 2.0 (1.1, 3.5)*

Sex

 Male 74 (31.1) 164 (68.9) 1.3 (0.9, 1.9) 2.4 (1.3, 4.3)*

 Female 64 (25.7) 185 (74.3) 1 1

Age (years)

 25–34 60 (21.1) 225 (78.9) 1 1

 35–44 38 (30.4) 87 (69.6) 1.6 (1.1, 2.6) 0.6 (0.3, 1.2)

 45–54 20 (41.7) 28 (58.3) 2.7 (1.4, 5.1) 1.5 (0.6, 3.5)

 55–65 20 (69.0) 9 (31.0) 8.3 (3.6, 19.2) 2.1 (0.6, 7.9)

Educational status

 Grade 12 or lower 91 (32.5) 189 (67.5) 1.6 (1.1, 2.5) 2.2 (1.2, 3.9)*

 Above grade 12 47 (22.7) 160 (77.3) 1 1

Income (birr)

 Low level 21 (15.1) 118 (84.9) 1 1

 Medium level 50 (31.8) 107 (68.2) 2.6 (1.5, 4.7) 1.9 (0.9, 3.7)

 High level 46 (38.0) 75 (62.0) 3.4 (1.9, 6.2) 3.1 (1.5, 6.3)*

Family history of Hypertension

 Yes 46 (56.1) 36 (43.9) 4.4 (2.7, 7.1) 5.7 (3.0, 10.9)**

 No 92 (22.7) 313 (77.3) 1 1

DM status

 Diabetic 11 (68.8) 5 (31.2) 6.0 (2.0, 17.5) 3.9 (0.9, 17.5)

 Non diabetic 127 (27.0) 344 (73.0) 1 1

Frequency of eating deep fries

 Not frequent 46 (35.4) 84 (64.6) 1 1

 Frequent 92 (25.8) 265 (74.2) 0.6 (0.4, 0.9) 0.7 (0.3, 1.3)
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only in an urban setting, whereas the study conducted 
in south west Ethiopia was conducted in both urban and 
rural settings as well as the age difference in the study 
populations, and that of Uganda and Tanzania were con-
ducted in rural settings.

In our study, individuals with positive family history 
of hypertension were more likely to be hypertensive. In 
agreement with this, many other previous studies [14–
16] reported that family history of hypertension was 
significantly associated with being hypertensive in this 
study. This could be explained by the fact that genetic 
factors account for one-third to one-half of the risk of 
hypertension. Blood relatives tend to have many of the 
same genes that can predispose a person to high blood 
pressure, heart disease, or stroke [17, 18]. Moreover, the 
tendency of individuals to follow risky life styles of their 
family could have also played a role for this association.

This study showed highest risk of hypertension among 
subjects who have high level of income. Some studies 
showed that the income distributions and hypertension 
were nonlinear indicating elevated levels in low income 
as well as in high income groups [19–21]. In the present 
study, being male was more likely to be hypertensive. 
This finding is in line with previous research reports [7, 
22–24]. Participants who were below grade 12 were more 
likely to be hypertensive in this study. However, this 
study tried to see educational status by re-categorizing to 
above grade 4 and below 4 or above grade 8 and below 
grade 8, but there was no association at all. This finding is 
consistent with the results from previous studies [25–27] 
that reported the positive relationship between hyperten-
sion and low education. Such association may be due to 
lack of awareness of risk factors of hypertension [28] as a 
result of the low educational status.

Participants with a BMI ≥ 24.9 were more likely to be 
hypertensive compared to those with a BMI of 24.9 or 
lower, which is consistent with multiple previous studies 
that have reported a strong association between hyper-
tension and BMI [6, 22, 29–31]. Obesity is a well-estab-
lished risk factor for hypertension [32–35]. Frequently 
used measures of obesity are BMI, skin fold thickness, 
estimation of per cent body fat and body weight and hip-
waist ratio [36]. Obesity has been recognized as the most 
important risk factor for developing hypertension. Sev-
eral epidemiological studies from different populations 
have reported a significant association between obesity 
and hypertension [23, 37–41]. The link between obesity 
and hypertension is through neuro-endocrine mecha-
nisms and most recently, factors derived from adipose 
tissue are thought to play a major role.

The study has a number of strengths including being 
a community based study which can truly describe the 
general population in contrast to the many reports that 

have emanated from hospital based studies. The main 
limitation of this study is that it is a simple cross-sec-
tional, and didn’t include variables such as psychological 
stress and biochemical measurements. Hence other ana-
lytic studies that incorporate biochemical measurements 
should be carried out in order to assure the temporal 
relationship between hypertension and the explanatory 
variables. Moreover, there is a need to carry out research 
on the reasons for difference in prevalence of hyperten-
sion among male and female.

Conclusions
Findings of this study indicate that hypertension has 
become an important public health problem among 
adults in jigjiga city, with a huge discrepancy in the pro-
portion of those who were newly screened and those who 
are known hypertensive subjects. This may indicate a hid-
den epidemic that underscores the need for comprehen-
sive evaluation of prevalence of hypertension and other 
cardiovascular diseases in this population. If established 
with more robust and nationally representative studies, 
the finding calls for efficient health screening and regular 
checkups as well as interventions promoting healthy life-
styles. Certain factors like family history of hypertension, 
having high level of income, being male, being above 
grade 12, and having BMI ≥ 25 were found to be associ-
ated with high BP. Therefore, community based screening 
programs for Hypertension and its risk factors need to be 
carried out. Especially there is a need for routine screen-
ing for hypertension for those overweight or obese, low 
level educational status, those with positive family his-
tory of hypertension and high level of income, as they 
have an increased likelihood of developing hypertension.

Abbreviations
BMI: body mass index; BP: blood pressure; CHD: coronary heart disease; DBP: 
diastolic blood pressure; DM: diabetes mellitus; NCD: non-communicable 
diseases; SBP: systolic blood pressure; SRS: simple random sampling; WHO: 
World Health Organization; WHR: waist-to-hip ratio.

Authors’ contributions
FT and HA were involved in proposal writing, designed the study and partici-
pated in coordination, supervision and the overall implementation of the pro-
ject, analyzed the data, drafted and finalized the manuscript. EB participated 
in designing the study, supervision and revision of the manuscript. All authors 
read and approved the final manuscript.

Additional files

Additional file 1. Hypertension data set. SPSS data set for the research 
entitled “Prevalence and associated factors of hypertension among adults 
in Ethiopia: a community based cross-sectional study”.

Additional file 2. Questionnaire hypertension BMC RN. Study tool for 
the research entitled “Prevalence and associated factors of hypertension 
among adults in Ethiopia: a community based cross-sectional study”.

https://doi.org/10.1186/s13104-017-2966-1
https://doi.org/10.1186/s13104-017-2966-1


Page 7 of 8Asresahegn et al. BMC Res Notes  (2017) 10:629 

Author details
1 School of Public Health, College of Health Sciences and Medicine, Jigjiga 
University, Jigjiga, Ethiopia. 2 School of Medicine, College of Health Sciences 
and Medicine, Jigjiga University, Jigjiga, Ethiopia. 

Acknowledgements
Our heartfelt thanks go to the Jigjiga University for funding this research with-
out which it would not have been materialized. We would also like to thank 
Somali Health Bureau and all the Kebele administrative of Jigjiga for allowing 
us to carry out this study. Above all, we are grateful to the data collectors, 
supervisors and study participants for their full cooperation during data col-
lection. This thesis would have not been possible without their involvement.

Competing interests
The authors declare that they have no competing interests.

Availability of data and materials
All data generated or analyzed during this study are included in this published 
article and its Additional files 1, 2.

Consent for publication
Not applicable.

Ethics approval and consent to participate
The study protocol was reviewed and approved by the research and publica-
tion technology transfer committee of Jigjiga University which had the 
authority to approve ethics for scientific study. Written informed consent was 
obtained from each participant and confidentiality was maintained. Lastly, 
those with high blood pressure were advised and referred to the nearby 
health facility for further diagnosis and treatment by giving a referral note.

Funding
This work was funded by Jigjiga University. The sponsors of this study had no 
role in study design, data collection, data analysis, data interpretation, or writ-
ing of the report. The corresponding author had full access to the data in the 
study and had full responsibility for the decision to submit.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Received: 3 September 2016   Accepted: 21 November 2017

References
	1.	 Kotcher T. Harrison’s Principles of internal medicine. In: Athonys F, Eugene 

B, Dennis K, editors. Hypertensive vascular disease, vol. 2. 17th ed. New 
York: McGraw-Hill Companies; 2008. p. 1549–62.

	2.	 Kearney PM, Whelton M, Reynolds K, Munter P, Whelton PK, He J. 
Global burden of hypertension: analysis of worldwide data. Lancet. 
2005;365:217–23.

	3.	 Kearney PM, Whelton M, Reynolds K, Munter P, Whelton PK, He J. 
Worldwide prevalence of hypertension: a systematic review. J Hypertens. 
2004;22:11–9.

	4.	 World Health Organization. Regional Office for Southeast Asia. Hyper-
tension fact sheet. http://www.searo.who.int/entity/noncommunica-
ble_diseases/media/non_communicable_diseases_hypertension_fs.pdf. 
Accessed 8 Apr 2012.

	5.	 Lloyd-Sherlock Peter. Stroke in developing countries: epidemiology, 
impact and policy implications. Norwich: School of International Devel-
opment, University of East Anglia; 2009.

	6.	 Awoke A, Awoke T, Alemu S, et al. Prevalence and associated factors of 
hypertension among adults in Gondar, Northwest Ethiopia: a community 
based cross-sectional study. BMC Cardiovas Disord. 2012;12:113.

	7.	 Tesfaye F, Byass P, Wall S. Population based prevalence of high blood pres-
sure among adults in Addis Ababa: uncovering a silent epidemic. BMC 
Cardiovasc Disord. 2009;9:39.

	8.	 World Health Organization. Chronic diseases and health promotion. STEP 
wise approach to chronic disease risk factor surveillance (STEPS). Geneva: 
World Health Organization; 2010.

	9.	 Siziya S, Rudatsikira E, Babaniyi O, et al. Prevalence and correlates 
of hypertension among adults aged 25 years or older in a Min-
ing Town of Kitwe, Zambia. J Hypertens. 2012;1:105. https://doi.
org/10.4172/2167-1095.1000105.

	10.	 Gudina EK, Michael Y, Assegid S. Prevalence of hypertension and its risk 
factors in southwest Ethiopia: a hospital-based cross-sectional survey. 
Integr Blood Press Control. 2013;6:111–7.

	11.	 Sisay B, Andualem M, Teshome G. Prevalence of hypertension and its 
association with substance use among adults living in Jimma Town, 
South West Ethiopia, 2012. World J Med Med Sci. 2014; 2(1): 01–11, ISSN: 
2330-1341. http://www.wjmms.com.

	12.	 Maher D, Waswa L, Baisley K, Karabarinde A, et al. Epidemiology of hyper-
tension in low-income countries: a cross-sectional population-based 
survey in rural Uganda. J Hypertens. 2011;29:1061–8.

	13.	 Muhihi A, Njelekela M, Mpembeni R, et al. Physical activity and cardiovas-
cular disease risk factors among young and middle-aged men in urban 
Mwanza, Tanzania. Pan Afr Med J. 2012;11:11.

	14.	 Giday A, Tadesse B. Prevalence and determinants of hypertension in rural 
and urban areas of southern Ethiopia. Ethiop Med J. 2011;49(2):139–47.

	15.	 Shishani K, Dajani R, Khader Y. Hypertension risk assessment in the largest 
ethnic groups in Jordan. J Immigr Minority Health. 2011;15(1):43–8.

	16.	 Jewell H, Monika M, Stefan G, et al. Alcohol consumption in young 
adults and incident hypertension: 20-year follow-up from the coro-
nary artery risk development in young adults study. Am J Epidemiol. 
2010;17(5):532–9.

	17.	 Corvol P, Jeunemaitre X, Charru A, et al. Can the genetic factors influence 
the treatment of systemic hypertension? The case of the renin-angioten-
sin-aldosterone system. Am J Cardiol. 1992;70:14D–20D.

	18.	 Carmelli D, Robinette D, Fabsitz R. Concordance, discordance and preva-
lence of hypertension in World War II male veteran twins. J Hypertens. 
1994;12:323–8.

	19.	 N. Saeed Al-Hamdan, A. Kutbi, A. Choudhry, et al. Characteristics risk 
factors and treatment practices of known adult hypertensive patients in 
Saudi Arabia. Int J Hypertens; 2010. Article ID 168739.

	20.	 Reynolds K, GU KD, Muntner P, et al. Geographic variations in the 
prevalence, awareness, treatment, and control of hypertension in China. J 
Hypertens. 2003;21(7):1273–81.

	21.	 Opie LH, Seedat YK. Hypertension in sub-saharan African populations. 
Circulation. 2005;112(23):3562–8.

	22.	 Goma FM, Nzala SH, Babaniyi O, et al. Prevalence of hypertension and its 
correlates in Lusaka urban district of Zambia: a population-based survey. 
Int Arch Med. 2011;4:34.

	23.	 Njelekela MA, Mpembeni R, Muhihi A, et al. Gender-related differences in 
the prevalence of cardiovascular disease risk factors and their correlates 
in urban Tanzania. BMC Cardiovasc Disord. 2009;9:30.

	24.	 Macedo ME, Lima MJ, Silva AO, et al. Prevalence, awareness, treatment 
and control of hypertension in Portugal: the PAP study. J Hypertens. 
2005;23(9):1661–6.

	25.	 Yamori Y, Liu L, Mu L, et al. Diet-related factors, educational levels and 
blood pressure in a Chinese population sample: findings from the 
Japan-China Cooperative Research Project. Hypertens Res Clin Exp. 
2002;25(4):559–64.

	26.	 Bayray A, Berhe H. Nutrition status and major risk factors of hypertension 
among adults in Tigray, North Ethiopia; a case control study. Int J Pharm 
Sci Res. 2012;3(11):4206–12.

	27.	 Hoang VM, Byass P, Dao LH, et al. Risk factors for chronic disease among 
rural Vietnamese adults and the association of these factors with socio-
demographic variables: findings from the WHO STEPS survey in rural 
Vietnam, 2005. Prev Chronic Dis. 2007;4:A22.

	28.	 Samal D, Greisenegger S, Auff E, et al. The relation between knowledge 
about hypertension and education in hospitalized patients with stroke in 
Vienna. Stroke. 2007;38:1304–8.

	29.	 Humayun A, Shah AS, Sultana R. Relation of hypertension with body mass 
index and age in male and female population of Peshawar, Pakistan. J 
Ayub Med Coll Abbottabad. 2009;21:63–5.

	30.	 Agyemang C. Rural and urban differences in blood pressure and hyper-
tension in Ghana, West Africa. Public Health. 2006;120:525–33.

http://www.searo.who.int/entity/noncommunicable_diseases/media/non_communicable_diseases_hypertension_fs.pdf
http://www.searo.who.int/entity/noncommunicable_diseases/media/non_communicable_diseases_hypertension_fs.pdf
https://doi.org/10.4172/2167-1095.1000105
https://doi.org/10.4172/2167-1095.1000105
http://www.wjmms.com


Page 8 of 8Asresahegn et al. BMC Res Notes  (2017) 10:629 

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

	31.	 Bovet P, Ross AG, Gervasoni JP, et al. Distribution of blood pressure, 
body mass index and smoking habits in the urban population of Dar 
es Salaam, Tanzania, and associations with socioeconomic status. Int J 
Epidemiol. 2002;31:240–7.

	32.	 Gang H, Noël C, Jaakko T, et al. Relationship of physical activity and body 
mass index to the risk of hypertension: a prospective study in Finland. 
Hypertension. 2006;43:25–30.

	33.	 Folsom AR, Prineas RJ, Kay SA, et al. Incidence of hypertension and stroke 
in relation to body fat distribution and other risk factors in older women. 
Stroke. 2006;21:701–6.

	34.	 Saverio S, Maurizio T, Joan MD, et al. Body fat distribution, liver enzymes, 
and risk of hypertension: evidence from the Western New York Study. 
Hypertension. 2005;46:1186–93.

	35.	 Rankinen T, Church TS, Rice T, et al. Cardiorespiratory fitness, BMI, 
and risk of hypertension: the HYPGENE study. Med Sci Sports Exerc. 
2007;39(10):1687–92.

	36.	 Luke A, Durazo-Arvizu R, Rotimi C, et al. Relation between body mass 
index and body fat in black population samples from Nigeria, Jamaica, 
and the United States. Am J Epidemiol. 1997;145:620–8.

	37.	 Narkiewicz K. Obesity and hypertension—the issue is more complex than 
we thought. Nephrol Dial Transplant. 2006;21:264–7.

	38.	 Aneja A, El-Atat F, McFarlane SI, et al. Hypertension and obesity. Recent 
Prog Horm Res. 2004;59:169–205.

	39.	 Adedoyin RA, Mbada CE, Balogun MO, et al. Obesity prevalence in adult 
residents of Ile-Ife, Nigeria. Nig Q J Hosp Med. 2009;19:63–8.

	40.	 Lee SH, Kim YS, Sunwoo S, et al. A retrospective cohort study on 
obesity and hypertension risk among Korean adults. J Korean Med Sci. 
2005;20:188–95.

	41.	 Duda RB, Kim MP, Darko R, et al. Results of the women’s health study 
of Accra: assessment of blood pressure in urban women. Int J Cardiol. 
2007;117:115–22.


	Prevalence and associated factors of hypertension among adults in Ethiopia: a community based cross-sectional study
	Abstract 
	Background: 
	Results: 
	Conclusion: 

	Background
	Methods
	Study population
	Data collection and variable specification
	Statistical analysis

	Results
	Study demographics
	Prevalence of hypertension
	Factors associated with hypertension
	Dietary habits of respondents
	Physical activity
	Anthropometric measurements

	Discussion
	Conclusions
	Authors’ contributions
	References




