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Abstract

Background: Hypertension is the most common non-communicabkeatie and the leading cause of
cardiovascular disease in the world. Current mamage of hypertension stressed the importance ¢fasal
diet modifications. Unfortunately, many hypertemsipatients do not have proper knowledge of thisickvh
results to inadequate practice. Therefore, thenedés to develop strategies that will help to impr&nowledge
and practice of salt and diet modifications amowgehtensive.

Objective: To determine the effect of nursing intervention knowledge and practice of salt and diet
modifications among hypertensive patients.

Materials and Methods: A quasi experimental design was conducted usimpgsive sampling to select the
sample size of 38 participants. A researcher-d@esloquestionnaire derived from the literature nevend
Hypertension Self-Care Activity Level Effects (H-BCE) adapted from Warren-Find low and Seymour (2011
was used to measure knowledge and practice odusdltliet modification among the participants. Dzithered
from participants were expressed using tables andeptages while research questions were answethd w
descriptive statistics of mean and standard dewiatirough statistical package for the social smesoftware
version 21.

Results: the study revealed that higher percentage opéngcipants (81.6%) had poor of knowledge of aalt
diet modification pre-intervention, also 92.1% b&tparticipants reported poor practice before vwetetion.
Intervention was given to the participants and ltssshowed a positive change in knowledge and ipecf salt
and diet practice post-intervention.

Conclusion: regular training should be given to hypertengaéients by nurses to improve their knowledge and
practice of salt and diet modification for effeetillood pressure control.

Keywords: Hypertension, Knowledge, Practice, Salt and Diedlifimation, Nigeria

Introduction prevalence and the associated risk of stroke and

The burden of hypertension and other norf-2rdiovascular diseases in adults.

communicable diseases is rapidly increasing ar@lobally, hypertension is implicated to be
this poses a serious threat to the economiesponsible for 7.1 million deaths and about
development of many nations. Hypertension is 82.8% of the total annual deaths (World Health
global public health challenge due to its higlOrganization (WHO), 2018). Africa, among
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other WHO regions was rated highest witthealth facility (General Hospital), South-west,
increased prevalence of high blood pressurbligeria. The study was carried out among
estimated at 46% from age 25 years and abovehigpertensive patients attending medical out-
which Nigeria contributes significantly to thispatients department (MOPD) in the general
increase (Okwuonu, Emmanuel, & Ojimadihospital. The hospital was purposively selected
2014; Ekwunife, Udeogaranya, & Nwatu, 2018being the only secondary health facility located
WHO, 2018). This is so in spite of thein one of the densely populated communities in a
availability to safe and potent drugs fomajor commercial city of South-west, Nigeria.

hy|_oert_en3|on and existence of_clear treatme mple size and sampling procedure: Sample
guidelines, hypertension is still grossly not,

controlled in a large proportion of patients z€ was calc_:ulated using T_aro Yamane method
worldwide of sampl_e size dete_rmlngnon, n = calculated
' sample size, Population size (N) = 42 based on
Current national recommendations for thelaily clinic attendance of hypertensive patients,
prevention and treatment of high blood pressuand margin of error = 0.05 with a confidence
emphasized non-pharmacological therapy, aldevel of 95% given a sample size of 38
termed "lifestyle modification” which includes participants. Inclusion criteria were male and
salt and diet modification. However, there is #éemale patients who werel8 years of age,
dearth of information on the knowledge andliagnosed to be hypertensive and attending
practice of salt and diet modification amongnedical out-patients department (MOPD),
hypertensive patients attending Nigeria’'s healthvailable and willing to participate in the study,
institutions (Abubakar et. al, 2017). Hence, poowho could communicate either in English or
knowledge of salt and diet modifications, andPidgin English. Exclusion criteria were other
inability to practice these were one of theatients at MOPD who were not diagnosed to be
identified patient- related barriers to hypertensiohypertensive, or with any co-morbidity that could
control (Tesema et.al, 2016). This gap may aldoterfere with participation in the training, and
be attributed to the type of information orhave attended previous educational programme
training programmes given to patients on salt arah salt and diet modification. Participants were
diet modification. selected based on the inclusion criteria using

Therefore, this study might help to improve th&UrPosive sampling.

knowledge of hypertensive patients on salt aridata collection tools and procedures. Data
diet modification which in turn may affect itswere gathered using researcher-developed
practice thus reducing the death burdemuestionnaire derived from the literature review
complications and economic cost of poorlyith the opinions of experts in the field to assess
controlled hypertension among patients and iparticipants’ knowledge of salt and diet practice
the society. and modified Hypertension Self-Care Activity
Objective L(_evel Effects (H-SCALE) developed by Warren_-
Findlow and Seymour (2011) to assess practice
The aim of the study was to determine the effecf salt and diet modification among the
of nursing intervention on knowledge andarticipants.The questionnaire consists of three
practice of lifestyle modification amongparts. The first part includes the demographic
hypertensive patients. The following researcbharacteristics of the participants with eight (8)
guestions were expected to be answered: items; the second part assessed the participants’

1 What is the pre-intervention knowledgeknOWIedge of salt and diet modification. The

and practice of salt and diet modification amonénowl'edge : of salt and diet modlflcatpn
hypertensive patients? uestions includes twelve (12) items with
2. What is the post-intervention knowledgem
and practice of salt and diet modification amon
hypertensive patients?

aximum and minimum scores of 12 and 0O
spectively. Participants’ knowledge scores of
-12 points indicate high knowledge, 6-8 points
indicate moderate knowledge and score®
Methods points indicate poor knowledg@he third part

It is a quasi-experimental study, which adopteassessed the practice of salt and diet modification

one pre-test-post-test design, conducted betwed®ong the participants with seven items which

February and September 2019, at a secondd¥§'® used to assess practices related to eating a
’ healthy diet, avoiding salt while cooking and
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eating, and avoiding foods high in salt contenpre-intervention knowledge and practice score
Responses were coded ranged from never (1)wath learning modules which was used for the
always (3). Responses were summed up creatiaducational training of hypertensive patients on
a range of scores from three (3) to twenty orgalt and diet modification. The intervention
(21). Scores of eleven (11) and above indicatgsckage had two modules of learning which was
that participants followed the low-salt diet andielivered for two hours weekly for two weeks.
was considered as having good low salt didifferent instructional methods were utilized to
practice while score11 indicate poor salt diet deliver the programme including lectures, group
practice. The psychometric properties of thdiscussion, questions and answers, chats/pictures
instrument was checked by experts in the fieldnd educational hand out. Follow-up through
using face and content validity criteria, thegphone calls and text messages was done every
reliability of the instrument was determinedweek after intervention to ensure adequate
using split-half method and the Cronbach’s alpharactice before the post-intervention test.

reliability coefficient on knowledge of salt andpy .o 3. A post-test was given one month post-
diet modification was 0.78, while salt and OIIantervention with the same instruments used

practic_e was 0.72 which showed high re”ab”,ityduring the pre-test. Data collected were coded
9f the instrument. The_ method of data COIIeCtIoQnd processed using statistical package for social
involved three phases: science (SPSS), version 21. Frequency table was
Phase 1: this involved meeting with the constructed and data were expressed on it. The
consultant and nurses in charge of MOPD of thesearch questions were answered using
General Hospital to explain the purpose of thdescriptive statistics of mean and standard
study and its benefits, and to seek their caleviation.

operation.for the success of the study. This toql:‘thical Consideration: The ethics committee of

place ((jjurlngkth(? f'rr]St wegk ththe study.hln th. e researcher’s institution approved the study
secon weeh of the study, t %resea:;/(lz OgDWI th approval reference BUHREC102/19 dated
two research assistants visited the Wi February, 2019 and written permission of the
listen to health talk given to the patients by th%tate Health Service Commission was also
_r(ljursgfs_ ;ndh_o;her healtz persog_nel,h 9aps WefFitained to conduct the study. Participants were
dentified which was used to mo ify the trainingcormed about the purpose of the study and their
modules. The participants were met to d'scu%%nsents both verbal and written were taken

rE)%fore the study commences. Participation was

study. Interested participants were enrolled fqlroluntary and participants have the right to
the study after obtaining their consent. Furth%ithdraw at any stage of the study
selection of the participants continued in thedthir '

and fourth week. A pre-test instrumenResults

(questionnaire) was given to the selecteqhg gocio-demographic data reveals that greater
participants to complete during the selection. NQmper of the participants was females (68.4%)
external interference was allowed during dat ossibly, because females tend to pay more

collection, researcher and research assistali$antion to their health and engaged more in
stayed with the participants throughout th@pygical and emotion stress than their male
period of completing the questionnaire aftef, nierparts. Majority, (44.7%) participants were

which they were thoroughly checked fOrhenyeen the ages of 46 to 60 years, also many of
completeness  before retrieval  from  the,o aricipants (28.9%) have primary education
part|C|pants.T_he results frqm this phase were alsQ 4 42 104 were self-employed. This could also
used to modify the training module for bettef)s 1o|ated to the fact that the study was carried
intervention.  Reminder for the training,ut in one of the largest commercial city in

programme was given through phone calls, teX{,;ih.west Nigeria and research facility was
messages and visits on the clinic- days prior {8.ated in one of the densely populated

the training. communities in the state which often require

Phase 2: A developed intervention package wagonstant subsidized health care services (Table 2)
implemented based on feedback obtained from
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Table 1: Intervention programme

module about salt and diet modification

Goals

L earning content

At the end of the module, th
participants will:

Have a background knowledge
hypertension

Know and identify the risk factors ¢
hypertension

Understand the contribution of salt &
diet modification to blood pressu

control.

Describe salt intake reduction and thi affects both men and women, rich and poor peopleiral and urbar

recommended quantity of salt inta
for blood pressure control.

ndfrica has the highest numbers of people with hgresion.

éWeek One

Background knowledge of hypertension
oHypertension is the leading cause of heart anddlassels disease
worldwide.
pfAbout 7.1 million deaths worldwide (~12.8% of totdkaths) are
estimated to be caused to hypertension.

rdn Nigeria, hypertension is graded as number or@ldérrible disease
among the people.

keommunities.
Hypertension is also called high blood pressureo8l|pressure is th
measurement of force against the walls of youriagevhen your heal

called systolic blood pressure while the bottom bemis diastolic
pressure.

Your blood pressure is normal when these numbegsl@wer than
120/80mmHg most of the time. Whenever these numbemes
120/80mmHg or higher most of the time but below /206hmHg is
called pre-hypertension. Any time the number is/9@mHg or higher
most of the time is hypertension.

The risk factors of hypertension

These are situations that can make one to haveteygen.
Those situations that you can control
Unhealthy (bad) diet

Too much of salt intake

Overweight or obese

Sedentary lifestyle (lack of physical activity)
Tobacco usage

Excessive alcohol usage

Stress

Lack of sleep

Those situations that you can control

Age

Race
Family History

The contribution of salt and diet modification todd pressure control.
Salt restriction: when you take not more than 2.4 g of sodium perid
reduces your blood pressure by 2-8 mmHg.

Adopt DASH eating plan: when you eat a diet rich in fruits, vegetabl
and low fat dairy products with a reduced conteinsaturated (solid
fats) and total fat it reduces your blood pressiyr8—14 mmHg.

Salt intake reduction and recommended quantityatifistake for blood
pressure control.
Ways to reduce your salt intake:

N

7]

pumps blood through your body. It has two numb#rs;top number i$

D

S

—t

Salt intake should be reduced to less than 2,40@rams (mg) a day (1
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teaspoon).
Aim for less than 1,500 mg a day (not more thaneéegspoon), if
possible.

Do not add extra salt at the table.

Remove or reduce the amount of salt used in coakmigbaking.
Reducing salt to less th@&y00mg (1 teaspoon) can reduce your blg
pressure t@-8 mm Hg.

At the end of the module, th
participants will:
Adopting Dietary Approaches to St
Hypertension eating plan (DASH dig

that lowered blood pressure
Components of Dash eating plan
Examples of daily and weekly servin
that meet DASH eating plan targets
a 2,000 to 2,100-calorie-a-day diet.

Examples of food items that make
the DASH eating plan.

éWeek Two
Adopting Dietary Approaches to Stop Hypertensiotingaplan (DASH
liet) that lowered blood pressure
tFood is an essential measure
hypertension.
DASH diet is a simple and complete eating plan tieps produce
heart-healthy eating style for life.
It requires no special foods but provides daily avekkly nutritional
ggoals.
dBtudies have shown that the DASH diet can loweodlaressure withir
2 weeks.
Adopting DASH eating plan can produce blood presslowering
upffects of8-14mmHg, comparable to drug monotherapy.
Components of Dash eating plan
The plan recommends
eating vegetables, fruits, and whole grains
fat-free or low-fat dairy products
limiting foods that are high in saturated fat,
Avoiding /limiting sugar-sweetened beverages aneefs/
Examples of daily and weekly servings that meet BA&ting plan
targets for a 2,000 to 2,100-calorie-a-day diet

in prevention andtrteza of

Food Group Daily Servings
Grains 6-8
Meats, poultry, and fish 6 or less
Vegetables 4-5

Fruit 4-5
Low-fat or fat-free dairy products 2-3

Fats and oils 2-3
Sodium (salt) 2,300 mg*
Weekly Servings

Nuts, seeds, dry beans, and peas 4-5

Sweets 5 or less.

Examples of food items that make up the DASH eatiag.

1. Rich in potassium, calcium, magnesium (fruitd @egetables).
Examples: Avocado, Bananas, Carrots, Beans, ordpgats (fresh)
Peanuts, Spinach, Tomatoes, Skimmed Milk, Pawpaysteds, Soy
milk, Tofu.

2. Low in saturated and trans- fat or low-fat dgrgducts :
Examples: fish, yogurt, mayonnaise, unsalted nats seeds such &
almonds, peanuts, walnuts, vegetable oils: canolae, peanut,
sunflower, corn, soybean, cottonseed.

3. Good source of fibre and protein

Examples: Whole grains, Whole wheat bread, Browa, roats, barley
wheat , White beans, kidney beans, northern beans.

od

} 2%

N

1S

4. Avoid food high in saturated diet
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Example:

Meat: fatty/red meats, processed meats like has,dogan meat
Full-fat dairy products: whole milk, whole-milk pitacts and 2% milk
Tropical oils: coconut oil, palm oil or palm kerraal.

Fats: Margarines, cocoa butter, vegetables coakexgessive amoun
of sauce and butter, fried foods.

Snacks and Sugar: chocolate, ice cream, cakesy qamgbet), butte
rolls, egg breads, and commercial doughnuts.

Table 2: Socio-demographic data of the participants n=38

Variable Experimental (n=38)
Age (years) Freq. (%)
18-30 years 2 (5.3
31-45 years 3(7.9)
46-60 years 17 (44.7)
>60 years 16 (42.1)
Total 38 (100.0)
Gender

Male 12 (31.6)
Female 26 (68.4)
Total 38 (100.0)
Educational Level

No formal education 11 (28.9)
Primary education 11 (28.9)
Secondary education 5(13.2)
Tertiary education 11 (28.9)
Total 38 (100.0)
Occupation

Employed 8 (21.1)
Retired 10 (26.3)
Self employed 16 (42.1)
House keeper 4 (10.5)
Total 38 (100.0)
Duration of Hypertension

1-5 years 16 (42.1)
6-10 years 21 (55.3)
>10 years 1(2.6)
Total 38 (100.0)
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Table 3: Summary of responses on knowledge and practice of salt and diet modification

pre-intervention

Knowledge L evel n=38
Poor knowledge Moderate knowledge | Good knowledge Total
(0-5 points) (6-8 points) (9-12 paints)
Pre- 0 0 0 a
intervention 31 (81.6%) 7 (18.4%) 0 (0.00%) 38 (100%)
Practice Level n=38
Poor practice (0-10 Good practice (11-21 Total
points) points)
Pre- o
intervention 35(92.1) 3(7.9) 38 (100%)

Table 4. Comparing pre - and post-intervention knowledge and practice of salt and diet

modification.
Knowledge and Practice Level n=38
Knowledge of salt | Poor knowledge Moder ate Good Total
and diet | (0-5 points) knowledge (6-8 knowledge (9-12
modification n=38 points) points)
Pre-intervention | 39 (g1 goy) 7 (18.4%) 0 (0.00%) 38 (100%)
Post-intervention 1 (2.6%) 0 (0.0%) 37 (97.4%) 38 (100.0%
Practice of Salt and | Poor practice (0-10 | Good practice (11-
Diet Modification points) 21 points) Total
Pre-intervention 35 (92.1) 3(7.9) 38 (100%)
Post-intervention | 4 (10.5) 34 (89.5) 38 (100%)

Table 3 summarily shows participants responséstervention training as opposed to none (0.00%)
on knowledge and practice of salt and digbefore intervention. When comparing pre and
modification pre-intervention. 81.6% of thepost intervention practice of salt and diet
participants had poor knowledge of salt and diehodification, the practice of diet and salt
modification, 18.4% had moderate knowledgeestriction was good >(1) from 7.9% pre-
level and none of the participants had higintervention to 89.5% post intervention. While
knowledge level (0.00%) of salt and dietpoor practice level<10) was reduced to 10.5%
modification. Participants also demonstrateétom 92.1% after intervention.

poor practice of salt and diet modification a3 soussion

92.1% of the participants reported poor practice,

while only 7.9% of the participants reportedThe study revealed that the pre-intervention
good practice of salt and diet modification befor&nowledge of participants about salt and diet
intervention. However, Table 4 reveals a positivenodification was poor (81.6%). This finding
change in the participants’ level of knowledgeorroborates the findings of a study done in India
and practice of salt and diet modification aftein 2011 and South Ethiopia (2017) that majority
intervention. Only 2.6% of the participantsof the respondents have poor knowledge of salt
demonstrated poor level of knowledge of salt amand diet modification (Subramanian et. al 2011;
diet modification post intervention as againsBuda et.al, 2017). The finding is also in
81.6% before intervention. While 97.4%agreement with Okwuonu, Emmanuel, and
demonstrated high knowledge level postOjimadu (2014) that most hypertensive patients
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are not fully aware of the impact of unsaturategarticipants gained more insight salt and diet
oil, reduction in diary food, whole grains,modification in relation to blood pressure
consumption of fruits and vegetables in theontrol. This agreed with Babu (2015) that when
control of blood pressure and salt reduction The structured instructional module is used to
study also showed poor practice of salt and didivulge facts on salt and diet modification among
modification (92.1%) among the participanthypertensive patients this will in turn affect thei
before intervention. This finding was a bit highepractice and thus lowered blood pressure.

compare with a similar study done in China tha1t.h — . .
- e findings validate the report of a randomized
0,
about 70% of the participants had poor adherenS(Sntrolled clinical trial which states that increas

to modlflcat_lon practices (Lu, et. al, 2017). Th'%n knowledge about the role of lifestyle in the
may be attributed to poor knowledge of salt an ccurrence of high blood pressure would cause

diet t.mOd'f'Cat'onthWh'Cht. n tLt"n z;f;‘]gcts 'tseo ople to start modifying their lifestyles and
\F/)v:?r? 'gzbimc()ggw)ew%%r Is;?(?ntﬁét theIS digirr?e hance their preventive behaviours (Jafari et.al,
changing ’Ievel in patients’ attitude towar 016). This was proven with the result of a meta-

nalysis of 37 randomized controlled trials by

knowledge and practice of salt and die burto et. al, (2013) who demonstrates the

_mod|f|ca't|on.was nqt achieved due to msufﬂmengtrong and consistent relationship that has been
information in relation to effect of salt and diet

modification on blood pressure control given bobserved between dietary sodium and blood
pr gIve ressure that reduced sodium intake reduces
the health care professionals. Hence, an inte

) od pressure in both non-acutely ill adults and

ggg::tti\s/z?rﬂdrg\?emggf by health care givers fod'hildren. The largest controlled feeding study of

P ' potassium supplementation effects on blood
According to the findings of the study, poompressure was conducted among Chinese adults by
knowledge and practice of salt and dieGu et. al (2013) the study demonstrated a
modification as demonstrated by the participantgnificant reduction in blood pressures that was
may affect effective blood pressure controteproducible after an average of 4.5 years. Even
which may be attributed to poor health seekinmore encouraging are the results of magnesium
behavior on the part of patients or inadequasipplements decreasing systolic and diastolic
information provided by the health personneblood pressure 3 to 4 mmHg and 2 to 3 mmHg,
This is particularly supported by a group ofespectively, with greater dose-dependent effects
researchers who posited that targeted healiih supplementations >370 mg/day (Kupetsky-
education strategies are obviously necessary Rincon & Uitto, 2012). In subgroup analyses
enhance the knowledge level of hypertensive &svolving five trials conducted among
this will help to prevent adverse effect of poohypertensive, fiber intake significantly reduced
blood pressure control, and that health cat@oth systolic and diastolic blood pressure by 5.95
givers are needed to provide appropriate cosind 4.20 mmHg, respectively (Bazzano et.al,
effective programmes on management d015). Buda et al. (2017) added that irrespective
hypertension with a lot of reinforcement andf other treatments options, if all hypertensive
motivation for effective practices (Gnanaselvanpatients are given needed information and
et. al, 2016). In addition, patients need to bsupport required in controlling blood pressure it
taught the basic underlying principles behinavill assist in achieving and maintaining salt and
every part of their care for them to be motivatediet practices. Hence, educational programs are
and adopt any change of behavior. Thereforessential in increasing knowledge, improving
patient education should be strengthened on tkelf-management, and controlling dietary habits
use of salt and different type of diets that arthat are detrimental to effective blood pressure
suitable for prevention and effective control otontrol (Beigi et. al, 2014)

?)I;i)rcr)]i duprggij;?Te(gakr\;\V;%?lgl Z%Tg;anuel, aneionclusion an_d Recommendation: Th_e study_

: : . ' helped to validate that a nurse-led intervention
The study findings revealed a notablgrogramme has significant effect in improving
improvement on knowledge and practice of saknowledge and practice salt and diet
and diet modification after the interventionmodification among hypertensive patients.
training programme as shown by postTherefore, it is recommended that nurses should
intervention test score. This shows thaeénsure adequate provision of such programme in
intervention programme was very effective as the continuous and intermittent way with accurate
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information while providing care for theseGnanaselvam, K., Ilankoon, P., Arulanandem, K., &
patients. Joseph, J. (2016). Assessment of knowledgeon

Limitation of the Study: There are other hypertension, its consequences and management
variables that are effective in control of blood graCt'.CE;.S artn%”g Jhyperltenf“f[ﬁ Eat'?”tsa 'tA‘
pressure which were not included in the study SSSCrPive study.” Journal of ihe iosigraduate

such as measurement of patients’ Institute of Medicine§(30), 1-11

. CI'n'C?Su, D., Zhao, Q., Chen, J., Chen, J. C., Huang, J.,
parameters like cholesterol level and g 7an0, L. A. ,... He, J. (2013). Reproducibility

triglycerides due to financial constraints. Another  of blood pressure responses to dietary sodium and

important limitation was follow-up time, hence, potassium interventions: The general salt study.

future studies should be conducted given enough Hypertension, 62(3), 499-505.

time for follow-up. Jafari, F., Shabhriari M., Sabouhi F., Farsani /.,

Acknowledgements: The researchers show their &Babadi M. E. (2016). Effects of a lifestyle

appreciation management of the health facility modification program on knowledge, attitude and

used as well the State Health Service practice of hypertensive patients with angioplasty:

Commission for permission to use their facility 42 randomized controlled clinical trial. Int J
o Community Based Nurs and Midwifery}(4),

for the study. Appreciation also goes to all

- : 286-296.
participants that took part in the study. Kupetsky-Rincon, E. A.&Uitto J. (2012).

References Magnesium: Novel applications in cardiovascular
disease—A review of the literature. Ann
Abubakar, S., Muhammad, L. U., Ahmed, A, &ldris,  NutrMetab,61(2), 102—10.

F. (2017). Knowledge, attitude, and adherence foy, J., Lu, Y., Wang, X., Li, X., Linderman, G. C.,

non-pharmacological therapy among patients with
hypertension and diabetes attending the
hypertension and diabetes clinics at tertiary

Wu, C., Jiang, L. (2017). Prevalence, awareness,
treatment, and control of hypertension in China:
Data from 1.7 million adults in a population-based

hospitals in Kano, Nigeria.Sahel Medical screening study (China peace million persons

Journal 20(3), 102-108. Retrieved from project). Lancet390, 2549.

www.smjonline.org Dol 10.4103/1118- Okwuonu, C.G, Emmanuel, C.|, &Ojimadu, N.E.

8561.223170 (2014).Perception and practice of lifestyle
Aburto, A., Nancy, J., Ziolkovska, A., Hooper, L.,  modification in the management of hypertension

Paul, E., Cappuccio, F. P., Meerpohl, J. J. (2013). among hypertensive in South-east Nigeria

Effect of lower sodium intake on health: |nternational Journal of Medicine and Biomedical

Systematic review and meta-analyses. Research3(2), 121-131

BMJ, 346 doi: https://doi.org/10.1136/bmj.f1326 Subramanian, H., Soudarssanane, M. B.,
Babu, A.(Eds.). ( 2015). Effectiveness of struature  Jjayalakshmy, R., Thiruselvakumar, D.,

teaching program on knowledge of hypertensive Navasakthi, D., Sahai, A., &Saptharishi, L. G.
patients regarding dash diet at selected community (2011). Non-pharmacological interventions in
area, BangaloreKarnataka, India: Rajiv Gandhi  hypertension: A community-based cross-over
University of Health Science. randomized controlled trial. Indian Journal of
Bazzano, L. A., Green T., Harrison T. N, & Community Med.36(3), 191-196.
Reynolds K. (2015). Dietary approaches toresema, S., Disasa, B., Kebamo, S., &Kadi, E.
prevent hypertension. Curr Hypertens R&f6), (2016). Knowledge, attitude and practice
694-702. regarding lifestyle modification of hypertensive
Beigi, M. A., Zibaeenezhad, M. J., Aghasadeghij, K. patients at Jimma university specialized hospital,
Jokar, A., Shekarforoush, S., & Khazraei,H. Ethiopia. Primary Health Care Open Access
(2014). The effect of educational programs on Journal, 6(218), 1-4.
hypertension management. Internationalvarren-Findlow, J.&  Seymour, R. B. (2011).
Cardiovasc Re3,8(3), 94-98. Prevalence rates of hypertension self-care
Buda, E. S., Hanfore, L. K., Fite, R. O., & BudaSA activities among African Americans. Joint
(2017). Lifestyle modification practice And  National Medical Associatiqri03(6), 503-512.
associated factors among diagnosed hypertensivgorld Health Organization (2018) Global health
patients in selected hospitals, South Ethiopia. observatory data: Raised blood pressure Situation
Clinical Hypertension23(26). and trends Retrieved

Ekwunife, O. I., Udeogaranya, P. O., &Nwatu,Ll. fromhttp://www.who.int/chp/ncd_global_status_re
(2018). Prevalence, awareness, treatment and port/en

control of hypertension in a Nigerian population.
Scientific Research Publishing Iri%(7), 731-735.

www.inter national jour nal ofcaringsciences.org



