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Abstract

Background

Hypertension is one of the preventable leading risk factors for cardio vascular disease (CVD) and
mortality worldwide. The prevalence of hypertension continues to increase in low- and middle-
income countries including Armenia, where it reached 3,684.4 per 100,000 people in 2011.
Healthy lifestyle and treatment adherence can significantly reduce the burden of hypertension.

Aim of the Study

The aim of this study was to assess the knowledge, attitude and practice of non-drug control of
hypertension and the level of adherence to hypertension drug therapies among people who had
self-reported hypertension in Gavar region of Gegharkunik marz. In addition, the study
evaluated the perceived risk for cardiovascular disease among hypertensive people living in
Gavar.

Methodology

The study utilized a cross-sectional study design with telephone interviews. Stratified systematic
random sampling was used to select potential respondents. Study population included
hypertensive adults living in Gavar region. Sample size of the study was 236. The study team
developed the study instrument based on questionnaires used in similar studies internationally. It
included 5 domains: knowledge, attitude, and practice of non-drug control of hypertension, drug
treatment adherence, and respondents’ demographic characteristics.

Results

From 631 contacted households 307 (48.65%) had at least one hypertensive family member. The
mean percent knowledge score was 50.23%, and the mean percent attitude score was 64.05%.
The mean percent knowledge and attitude scores were significantly associated with education in
adjusted analysis, with more educated respondents having higher knowledge and attitude scores.
The lowest percent scores were recorded for practice domain (16.87%). Women and people in
older ages had higher mean percent practice scores. Only 31.5% of participants adhered to drug
treatment. The main reasons for not taking medication included feeling better and not continuing
the treatment (51.3%), followed by not being able to buy medicines (28.7%), and forgetting to
take them (25.2%). Forty-two percent of respondents were not able to assess their risk of
developing CVD. About 30% of participants at second stage of hypertension perceived their risk
of CVD as low.

Conclusion

This was the first study which assessed KAP of non-drug control of hypertension, drug treatment
adherence, and perceived CVD risk among hypertensive people in Gavar region. The study
found inadequate levels of knowledge and practice of non-drug control of hypertension, along
with poor adherence to drug treatment and inability to assess personal CVD risk or incorrect
assessment of risk in the hypertensive respondents. The study revealed the need for educational
programs to increase awareness of hypertensive people about the importance of both non-drug
and drug control of hypertension. Broader interventions are necessary to bring positive
behavioral changes not only among hypertensive people, but also in their families.

VI



1. Introduction/ Literature review

1.1. Hypertension and its global burden

Hypertension is an important public health challenge in many countries.® It is defined by Giles
as “a progressive cardiovascular syndrome arising from complex and interrelated etiologies™.?
According to classification of blood pressure for adults, normal systolic blood pressure (SBP) is
less than 120mm Hg, and normal diastolic blood pressure (DBP) is less that 80mm Hg.® People
are diagnosed as hypertensive when their blood pressure is more than 140/90mm Hg; however,
early markers of the syndrome are often present before there is a sustained increase in blood
pressure level.>* SBP at pre-hypertension stage is 120-139mm Hg, and DBP 80-89mm Hg. The
first stage of hypertension SBP is 140-159mm Hg, and DBP 90-99mm Hg (Table 1).2
Progression of the disease can lead to damage of the heart, kidneys, brain, vascular and other

organs, and cause premature morbidity and death.?

Hypertension is the leading risk factor for mortality worldwide, contributing to 13% of all
deaths.* The association between blood pressure and risk of cardiovascular diseases (CVD)
events is “continuous, consistent, and independent of other risk factors”.® Observational studies
show that death from stroke and ischemic heart disease rises progressively and linearly as blood
pressure increases.® It is estimated that 62% of cerebrovascular disease and 49% of ischemic

heart disease are ascribed to blood pressure level more than 115 for systolic and 75 for diastolic.’

According to Kerney et al., 25% of the world’s adult population had hypertension (nearly 1
billion people) in 2000. By 2025, the number of hypertensive people is expected to increase by
60% and reach 1.56 billion people, with the largest proportion of this increase projected to occur
in low and middle income countries.? In 2008, the prevalence of hypertension was 35% in

high-income countries and 40% in low and middle income countries.’



1.2. Risk factors for hypertension

There are multiple risk factors which can lead to hypertension. The risk factors include age,
gender, family history of hypertension, race, high-sodium and low-potassium diet, high
cholesterol and fat diet, low vegetable and fruit diets, physical inactivity, obesity, oral
contraceptive use, alcohol overuse, and smoking.®” The prevalence of hypertension increases
with the increase in age. It is estimated that more than half of the US (United States) people 60-
69 years of age and ¥% of people 70 years of age and older have hypertension.® The prevalence of
hypertension at older ages (>65years old) is higher among females than males, meanwhile at

young ages (>55years old) it is higher among males.*®
1.3. Hypertension prevention and control

Despite its high prevalence, hypertension is easy to detect and control with healthy lifestyle and
medications.>’ Failure to keep blood pressure at normal levels has different reasons such as lack
of knowledge among patients and physicians, unhealthy lifestyle, limited access to health care,
lack of treatment adherence and other.® Lifestyle modifications include weight loss (at least
4.5kg), reduced daily sodium intake, limited increase in physical activity, quitting smoking,
decreased alcohol intake and use of the Dietary Approaches to Stop Hypertension (DASH).
DASH diet besides reduced sodium intake, includes regular consumption of fruits, vegetables
and low fat dairy products rich with calcium and potassium.® It is estimated that at least 8 weeks
adherence to DASH diet decreases BP by 5.5/3.0 mm HG.® The recommended amount of daily
salt intake is 5.8g of NaCl or 2.3g sodium.® There is an evidence that lifestyle modification also
decreases the risk of CVD development and enhances the effectiveness of antihypertensive

treatment.®



The effective and common way of hypertension control is through antihypertensive drugs.® The
drugs decrease high blood pressure and the risk of CVDs.'* Antihypertensive drugs decrease the
rate of stroke nearly by 40% and the rate of myocardial infarction nearly by 30%."? However,

antihypertensive drug treatment adherence is often low and can vary between 50%-75%.

There are multiple scientific studies which assessed levels of non-drug control and drug
treatment adherence of hypertensive patients. Assessment of hypertensive population’s
knowledge, attitude and practice (KAP) could help to evaluate the level of non-drug control in

the target population.*
1.4. Perceived risk of CVD

Several studies indicated that people do not fully understand and correctly evaluate their risk of
developing CVD; however, those who know their risk tend to have healthier behavior and adhere
to treatment.®> Hypertension, as one of the major risk factors for CVD, in conjunction with other
behavioral risk factors such as smoking, alcohol abuse, obesity, physical inactivity, and poor
diet, can enhance the risk of developing CVD including myocardial infarction and stroke.* In
general people tend to underestimate their risk of CVD; however, studies showed that people
with hypertension tend to assess their risk of developing CVD as high.”®> People who take
antihypertensive drugs perceive their risk of CVD development more accurately than those who
do not take those drugs.”® Moreover, people with lower risk more accurately assess their

perceived risk of CVD."®
1.5. Hypertension burden in Armenia

According to the annual statistical report of Armenia, in 2011, 49% of CVDs were due to

hypertension.*® The incidence, as well as the prevalence of CVDs and hypertension have



increased since 2000."° The prevalence of hypertension in 2000 was 1,129.8 per 100,000, while
in 2011 it reached 3,684.4 per 100,000, which represents a 3 - fold increase.'® However, since
this source uses data obtained from inpatient and outpatient hospitals, the increase of the
prevalence might be partially attributed to increased access to health care, that took place
between 2006 and 2008 according to assessment of the performance of the Armenian health
system.!” The mortality rate due to hypertension also increased from 11.5 per 100,000
population in 2004 to 33.4 per 100,000 population in 2010.*® Hypertension mortality rate
fluctuated from 2007 to 2010 in all marzes of Armenia, but the biggest increase (2.5 times) was
recorded in Gegharkunik marz, where it changed from 19.2 in 2007 to 48.4 in 2010 per 100,000
people.’® According to the data published in the Ministry of Health Order N-18N, on Prevention,
Early Detection and Rehabilitation of More Prevalent Non-Communicable Diseases (NCDs),
Gegharkunik marz had the second highest prevalence rate of CVD.*® These data illustrate
increasing burden of hypertension in Armenia and the need for countrywide efforts to improve

hypertension prevention and control.

According to the Armenian Demographic and Health Survey (DHS), 22% of females and 27% of
males had hypertension in 2005 in Armenia. The same study showed that hypertension was
positively associated with age and body mass index (BM1).%° DHS (2005) also showed that the
majority of women (82%) and men (81%) did not know about being hypertensive; 5% of women
and 11% of men knew about their disease but did not seek care; and only 7% of women and 2%

of men knew about their disease and received treatment.?°

Many of the risk factors for hypertension are highly prevalent in Armenia. According to the
Armenian health sector performance assessment report, nearly 57% of the adult male population

in Armenia (>20 years old) were smokers in 2009.” Armenia is among the countries with the



highest smoking rates in the WHO European region.* In Armenia, 54% of the adult population
are overweight.'” The common consumption of high sugary jams and canned fruit, salt and oil-
rich canned vegetables, and preserved meat with high levels of saturated fats, cholesterol and
sodium, are among unhealthy dietary habits of people living in Armenia.?* The overall
prevalence of physical inactivity is 18% in Armenia.!” This percentage is higher among women
than men, 22.3% and 10.4% respectively. Alcohol consumption is not considered a significant
public health problem in Armenia. The prevalence of daily alcohol use (in average 20 grams or

more) among men is 18%."’

As the rate of mortality and morbidity due to non-communicable diseases has been increasing in
Armenia, the Ministry of Health (MOH) developed a national strategy on NCDs, particularly
CVDs, diabetes and malignant tumors, in 2008. The strategy includes education of patients
about risk factors that cause the above mentioned diseases, including hypertension. The program
started in 2008 and was supposed to last 5 years.®® The implementation of the strategy on CVD
would benefit from the evidence about the current level of knowledge, attitude and practice of
the Armenian population about hypertension prevention and management. KAP analysis can be

a useful tool to develop evidence-based strategies for effective hypertension control*!

, yet to
date, no studies fully addressed this need in Armenia. In 2009, the Center for Health Services
Research and Development (CHSR) of the American University of Armenia conducted a
population survey which assessed KAP on different health topics covered by the Primary Health
Care Reform Project (PHCR) during public education activities in Kotayk, Gegharkunik and
Tavush marzes.?® The study found that the aggregate mean knowledge and attitude scores about

hypertension were one of the lowest among other health topics, including child care, healthy

nutrition, healthy lifestyle, diabetes, reproductive health, osteoporosis, and tuberculosis.



Participants from Gegharkunik marz showed the lowest overall KAP score compared to other
marzes. The study report did not include a separate hypertension KAP score for each marz, since
hypertension was not the key topic of the study. The proposed research was addressed that gap
and provided substantive evidence about hypertension control in Gavar region, which should be
of particular interest to policy makers in Armenia, and other countries in the region with similar

hypertension/CVD profile.

1.6. Research questions/ objectives

The aim of the proposed study was to assess the knowledge, attitude and practice about non-drug
control of hypertension and the level of adherence to hypertension drug therapies among people
who have hypertension in Gavar region of Gegharkunik marz. In addition, the study examined

the perceived risk for cardiovascular disease among hypertensive people living in Gavar region.

The research questions were the following:

v' What is the KAP of hypertensive people about non-drug control of hypertension in Gavar
region?

v" What is the level of adherence to hypertension drug treatment among hypertensive people
in Gavar region?

v" What is the perceived risk of cardiovascular disease among people who had hypertension
in Gavar region?

v’ Is there a statistically significant association between socio-demographic factors and non-
drug control, drug treatment adherence level, and perceived risk for CVD among

hypertensive people in Gavar region?



2. Methods

2.1. Study design

A cross-sectional study design with telephone interviewing was used to assess knowledge,
attitude, and practices of the study population in Gavar city and neighboring villages. Cross-
sectional design was chosen as the most cost-efficient method to appropriately answer the

research questions.

Telephone interviewing method was chosen to save the costs of survey administration, and to
allow recruiting sufficiently large sample size in relatively short period of time. Moreover, since
the data collection started in winter, it would be difficult to reach some areas of Gavar region for

face-to-face interviews due to weather conditions.

2.2. Study population and settings

Target population included adult residents of Gavar region (town and villages) who had

hypertension.

Inclusion criteria for the study population were the following:

1. Beingan adult over 18 years of age
2. Having systolic blood pressure over 140 and diastolic blood pressure over 90
3. Residing in Gavar town or Gavar villages
4. Understanding and speaking Armenian language
Overall population of Gegharkuink marz is 243,300. The adult population of Gavar town is

22,638 and the adult population of Gavar region’s 11 villages (Tsovazard, Ljap, Berdkunq,



Hayravang, Noratus, Karmirgyugh, Tsakhashen, Gandzak, Sarukhan, Lanjakhbyur,

Gegharkhunik) is 25,061. 242>
2.3. Sampling methodology

The study utilized a stratified systematic random sampling. It used the voting list of
corresponding precinct for Gavar region for 2013 presidential elections as the most complete and
updated sampling frame for adult population.?® The sample was stratified by gender and place of

residence (Gavar town and villages).

The individuals were the sampling units. The student investigator randomly selected the starting
point and then chose every n™ (interval) unit (a person). The interval was defined by the

following formula: Interval=total number of list/sample size.

Phone number for each selected unit from the election list was obtained from the old (1998) and
new (2011)? versions of Gavar region’s phone numbers’ books. Where possible, the student
investigator obtained missing phone numbers from other sources such as postal offices, local

nurses, and personal contacts.
2.4. Sample size

In order to have a sufficiently large sample to answer the research questions, the study used the

formula for estimating the difference in means between two groups.

2
:20'2 [Zl—a/2+Z1—ﬁ]
(t1—p2)?

Where,



o = estimated standard deviation (assumed Z1.an=1.96

to be equal for each group) Confidence Interval = 95%

w = estimated mean (larger)

= = 0
1 = estimated mean (smaller) Z1= 0.842 Power = 80%

The study aimed to detect the difference of 5 between the mean knowledge scores of females and
males. The study used standard deviation of 13.7 of the mean knowledge score of healthy

nutrition and lifestyle among women from rural areas of Armenia.*’

n_2><(13.7)2[1.96+0.842]2

= =118

The sample size was 118 for each group and the total sample size was 236.

The sample size was adjusted for the expected response rate. The study took into consideration
refusal rates (10% refuse) observed in studies done in Armenia using telephone interviews.?
Besides, the pretest of the proposed sampling methodology has been conducted before fielding,
which gave an opportunity to adjust for the non-contact rate, since there were missing and
incorrect phone numbers in the phone book, no answers, and the expected rate of eligible
(hypertensive) adults. After adjustments, the planned sample size reached 1,166, half of which

was derived from Gavar town and another half from all Gavar villages.
2.5. Study protocol

To identify the eligible respondents, the study used the following screening question: “Is there
any person in your household whose blood pressure is usually 140/90 or above”? If there was
an eligible person, the interviewer asked to speak with him/her. In case of reporting more than
one eligible participant, the interviewer selected the respondent according to the alphabetical

order of their first names (in Armenian), and if the selected eligible person was not at home, she



asked possible/convenient time to contact with him/her later. In addition, as the sampling
methodology required equal number of males and females, after certain amount of interviews
with women and in case of availability of both genders, the interviewer chose males for the

interviews.
2.6. Study instrument

The study instrument (Appendix 1) was developed based on questionnaires used in similar KAP
and drug treatment adherence assessments in other countries and Armenia reported in the
literature.**1>16.2729:3¢ The questionnaire included 6 main domains on participants’ knowledge
(10 questions), attitude (6 questions), and practice (19 questions) of control of hypertension
through a healthy lifestyle; their perceived risk of CVD (1 question), their level of treatment

adherence (6 questions), and socio-demographic characteristics of participants (10 questions).

The study team translated the questionnaire into Armenian and the student investigator pre-tested
it among 8 people. After the pre-test few questions were added, some wordings were changed

and skip patterns were corrected.
2.7. Study variables

The dependent variables included knowledge of non-drug control of hypertension, attitude
toward non-drug control and practice of non-drug control. They were measured as continuous
scores. Other dependent variables were level of drug treatment adherence (ordinal) and level of

perceived risk for CVD (ordinal).

The study team created practice, knowledge and attitude scores based on participants’ answers to

relevant questions. All correct answers for knowledge and attitude questions were scored as 1.

10



Wrong answers and the response option “neither agree nor disagree” were coded as 0. For
practice questions, correct answers were coded as 2 and incorrect answers as 0. Those practice
questions which had more than two response options were scored from 0 to 2 (0, 0.5; 1; 1.5, 2)
based on the correctness of the answer. The decision about the correctness of the answers was
made based on the evidence reported in the literature. “Don’t know” responses in all domains

were scored as 0.

The independent variables were socio-demographic characteristics such as age (continuous),
gender (nominal), marital status (nominal), education (ordinal), and socioeconomic status
(ordinal) (Table 2). The student investigator calculated wealth status based on 3 questions:
number of employed people, general standard of living and amount of household income spent
by all of household members. The summative score range between 0-3.5 corresponded to poor

wealth status, 3.6-7.0 corresponded to average, and 7.1 — 10.5 to high wealth status.

2.8. Data management and analysis

The student investigator used SPSS 17 and Stata 10 statistical softwares for data entry and
analysis. In order to catch data entry errors visual check-ups and comparisons of the entered data
with the paper questionnaires were used. Besides, frequencies and descriptive statistics were run

in order to find missing values and outliers.

The student investigator did descriptive analysis to assess means, standard deviations and

frequencies of survey variables. Simple linear regression and chi-square test were used for
bivariate analysis. The variables that had significant associations in bivariate analysis were
included in the multiple linear regression analysis. The variables were checked for linearity

assumption before the linear regression analysis. The student investigator created dummy

11



variables for categorical variables with more than two levels for the inclusion in the regression
analysis. In order to perform chi-square analysis the student investigator created 3 age categories

(<50 years, 51-70 years and >70 years).

2.9. Ethical considerations

The Institutional Review Board of the American University of Armenia approved the study

protocol. Oral consent was obtained from all participants prior to asking questions (Appendix 2).

3. Results

3.1. Administrative results

The student investigator found phone numbers for 917 respondents out of 1,168 sampled for the
study. From 917 numbers, 16 were incorrect and 263 numbers were unreachable. Among found
numbers (917), the contact rate was 30.4%. About half of contacted people (48.65%) reported
having a person with high blood pressure living in that household. Among eligible respondents
the refusal rate was 11.8%. Individuals who were unable to participate due to severe conditions
of various diseases or due to hearing problems comprised 1.3% of the contacted people. Finally,

236 interviews were completed (Figure 1).

3.2. Socio-demographic characteristics

The mean age of study participants was 59 (SD=12.37). The mean number of family members
was 5.18 (SD=2.31). The majority of participants was married (88.6%) and had high school
education (57.6%), followed by professional technical education (19.6%), less than 10 year

school (12.3%), and university degree (10.2%). About 4% of the respondents had medical

12



education (nurse or physician). Almost 57% of participants were poor and 40.8% had average

wealth status (Table 3).

According to self-reported BP numbers, 28.81% of participants belonged to the first stage of
hypertension and 71.19% belonged to the second stage. Mean duration of having HBP was 6.31

years with the SD of 5.91 (Table 4).

3.3. Knowledge of non-drug control of hypertension

Descriptive statistics

Table 5 presents the study participants’ knowledge about non-drug control of hypertension.
More than half (54%) of participants knew that physically passive lifestyle can lead to BP
increase. Similar proportions of participants knew that alcohol abuse (48.3%), smoking
cigarettes (46.2%) and salt rich diet (47.0%) can contribute to hypertension. The percentage of
men (51.7%) who knew that smoking can contribute to the development of hypertension was
substantially higher than the corresponding percentage of women (40.7%). The majority of
participants (82.0%) knew that hypertension can lead to other health problems in case of absence
of or not following the treatment. The most frequently mentioned conditions which can be
developed due to hypertension as reported by participants included heart diseases (68.6%),

followed by stroke (53.9%), kidney (3.1%) and eye diseases (1.6%).

Cumulative mean knowledge score was 6.529 out of maximum 13 (SD=2.79). Cumulative mean
percent knowledge score was 50.23% with the 21.53% SD. The highest percent knowledge
score observed in this study was 92.31% (one participant). About 2% of respondents had zero

knowledge score.

Bivariate analysis

13



In simple linear regression analysis, higher education level was associated with higher mean
percent score (p=.00). Wealth status was associated with knowledge with marginal significance
(p=0.06) (Table 6). Stage of hypertension, area of residence, gender and age were not associated

with knowledge score in bivariate analysis.

Multivariate analysis

Multiple linear regression analysis was performed to test associations between mean percent
knowledge score and educational level adjusting for wealth status. The F-test showed a
statistically result (p-value =0.00) which means that at least one of two variables explains
variability in knowledge scores. After adjusting for wealth status, education still remained
statistically significant, however, the association between wealth status and knowledge score

dissipated in the adjusted analysis (Table 7).

3.4. Attitude toward non-drug and drug control of hypertension

Descriptive statistics

Almost 70.3% and 51.7% of participants believed that following healthy diet and reducing salt
intake, respectively, will help them to control their blood pressure (Table 8). Besides, 66% had
positive attitude toward taking medications even in case of short term improvements. Almost
94% of study participants believed that they are responsible for their blood pressure control,
while about 26% believed that their doctor has the main responsibility for ensuring their blood

pressure is controlled.

The mean attitude score was 3.84 out of maximum 6, with SD of 1.24. Cumulative mean percent
attitude score was 64.05% with the 20.72% SD. About 6% (14 people) of respondents had the

maximum (100%) and 0.8% (2 people) the minimum attitude percent score (0.00%).

14



Bivariate analysis

Mean percent attitude score was associated with area of residence and education level in
bivariate analysis (Table 9). Attitude toward healthy lifestyle and treatment was higher among
people having higher education levels compared to those with less than 10 year school education
who were chosen as reference category. Respondents living in rural areas had higher attitude
score compared with those who live in Gavar town. Hypertension stage, gender, age, and wealth

status were not associated with attitude score.

Multivariate analysis

In multiple linear regression model with the inclusion of only significant socio-demographic
characteristics as independent variables and mean percent attitude score as dependent variable,
the association with the area of residence became insignificant (Table 10). After adjusting for
area of residence, those with 10 years of school (p=0.01) and technical professional (p=0.03)
education level were still more likely to have higher attitude scores compared with the reference
group (less than 10 school education), however the p-value for those with university level
became marginally significant (p=0.07), which might be explained by the lower number of

observations in that category in multivariate analysis.

3.5. Practice of non-drug control of hypertension

Counseling practice

Out of 236 hypertensive respondents, 71.6% visited a doctor for hypertension care. Of them,
only 24.9% visit a doctor once per month (Table 11). About 59% of respondents visited a doctor
once a year and 13% of once in two years or less often. Among those who visited a doctor,

80.5% received recommendations regarding healthy lifestyle. About 51% of respondents had
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electrocardiogram (ECG) once a year or more often, 20.5% had ECG every two years or less
frequently and 28.2% reported never having ECG. Almost 40% of respondents measured their

BP daily and 32.8% reported weekly measurements.

Practice of physical activity

The mean number of days on which respondents walked was 6.6. The majority of respondents
(91.9%) reported walking and being physically active every day of the week, with 49.8% of
those people exercising for one hour or less (Table 12). Only 3% of participants mentioned not

having any physical activity.

Smoking practice
None of the female participants reported past or current smoking. Almost 41% of male
respondents are current smokers. On average, current smokers smoked for 30.52 years with the

mean number of 22.85 cigarettes per day, ranging between 2 to 80 (Table 13).

Alcohol consumption practice

About 44% of participants reported never drinking alcohol, with women comprising the majority
of them (74.6%) (Table 14). Almost 34% indicated drinking less than one portion of alcohol a
week (one portion of alcohol is having at least 1 glass of wine, can/bottle of beer, a shot (50g) of
cognac or vodka). Among those who reported drinking 37% (all males) indicated that there were
periods when they were drinking 5 or more portions of any type of alcohol almost every day of

their life.

Salt consumption practice
Almost 48% of respondents reported never adding salt to food before trying it, while 8.9%

reported always doing so. Higher proportion of males (12.7%) reported always adding salt to
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food than the proportion of females (5.1%). About 49% of participants thought that they
consume just the right amount of salt. The percentage of participants reported consuming far too
much or too much amount of salt was 14.5%, while the percentage of participants who reported
consuming too little or far too little amount of salt was 36.4%. Only 22% of respondents did
something to reduce their salt intake; the majority of them were women (67.3%). The most
commonly reported ways of reducing salt intake included adding less salt to dishes while

preparing it and not adding additional salt to dishes and vegetables (Table 15).

Practice of DASH diet
Mean practice score of DASH diet was 15.61 out of 28 with the standard deviation of 2.45.

Among males it was 15.29 (SD=2.43) and among females 15.913 (SD=2.45).

The cumulative mean practice score was 31.24. The cumulative mean percent practice score was

16.87% (SD=2.95%). The mean percent score ranged from 9.45% to 23.49%.

Bivariate analysis

The difference between male’s and female’s DASH diet practices scores was marginally
significant (p-value=0.05). Simple liner regression analysis showed statistically significant
difference of 2.64 between males and females’ mean percent practice scores (p-value=0.00).
Mean percent practice score was higher by 1.18% among people at the second stage of
hypertension compared to those at the first stage (p=0.005). The mean percent practice score
was also associated with age. With each additional year of age, mean percent practice score
increased by 0.05% (Table 16). Area of residence, education and wealth status were not

associated with mean percent practice score.

Multivariate analysis
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After controlling for age, mean percent practice score was higher by 2.53% in females compared
to males (p=0.00). With each additional year of age, mean percent practice score increased by
0.04% (Table 17). In adjusted model, the mean percent practice score was not associated with

the stage of hypertension.

3.6. Medicament treatment adherence

Descriptive statistics

Almost all respondents, who visited doctors, were prescribed some type of medication (99.4%),
and 98.2% received an explanation about how to take the prescribed medications. About 71% of
women and 65.4% of men reported cases when they did not take medicaments according to the
doctor prescriptions. The most common reason was “felt better and stopped taking medications”
(51.3%), followed by “could not afford to buy” (28.7%), and “forgot to take medications”
(25.2%) (Figure 2). Among those who visited doctors, 10.3% of males and 19.8% of females
reported taking blood pressure lowering medication without doctor’s prescription. More than
half (55.2%) of those who did not visit doctors (N=67) also took blood pressure lowering
medication. The most frequently mentioned sources of information for drugs not prescribed by
the doctor were friends, neighbors or family members (52.8%) followed by other doctors

(24.2%), newspapers and journals (3.2%), and pharmacies (2.5%).

Bivariate analysis
Chi-square test of association showed that treatment adherence was not associated with stage of

hypertension, area of residence, gender, age (categories), education and wealth status.

3.7. Perceived risk of CVD

Descriptive statistics
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About 42.0% of participants could not assess their perceived risk of developing CVD (Table 18).
Almost 15% of study participants perceived their risk of developing CVD as high, 24.6% as an
average and 18.6% as low. About 35% of respondents who had first stage of hypertension,
perceived their risk of developing CVD as low, while 44.4% perceived their risk as average and
20% as high. Meanwhile, 30.43% of second stage hypertensive participants perceived their

CVD risk as low and 28.26% as high (Table 19).

Bivariate analysis

In order to assess the associations between perceived risk of CVD and socio-demographic
characteristics, the respondents were grouped into two categories: those who could indicate any
risk (high, average, low) of developing CVD and those who could not indicate any risk. The chi-
square analysis showed that the respondents’ ability to indicate any risk of developing CVD was
statistically significantly associated with age and education and marginally significantly
associated with gender and wealth status, with higher proportions of more educated (p=0.04) and
more affluent (p=0.06) respondents, those who are in younger age (<50 years old) (p=0.04), and
males (p=0.08) being able to assess their risk (Table 20). The chi-square analysis also showed
that there were no associations between ability to indicate any risk of CVD and hypertension

stage, as well as with the area of residence.

4. Discussion

4.1. Main findings

This study explored knowledge, attitude and practice of non-drug control of hypertension and

assessed drug treatment adherence and perceived risk of CVD among hypertensive population of
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Gavar region in Armenia. In addition, the study explored the associations between the above

mentioned variables and socio-demographic factors.

The mean percent knowledge score among study participants was 50.23%. None of the
respondents were able to provide correct responses to all knowledge questions. In general, the
knowledge of non-drug control of hypertension was inadequate. The respondents were less
knowledgeable on questions about contribution of physically passive lifestyle, alcohol abuse,
smoking cigarettes, and salt reach diet on hypertension. For example, in this study, more than
half of respondents agreed that physically passive lifestyle can be a reason of BP increase. In the
similar study by Aubert et al. conducted in Seychelles in 1998, 78% of participants agreed that
regular physical activity will lower the chance of getting hypertension.** A survey done in
Georgia also revealed similar results (77%).% However, in another studies done in Pakistan and
Iran, respectively only 42.1% and 45.7% of participants agreed that leisure physical activity
could prevent BP increase.*®*" Only 48% of respondents knew that alcohol abuse is one of
leading risk factors for hypertension, which is similar to what was found in Georgia (56%), but
substantially lower than what was reported in other studies, where 96.3% and 82.7% of
participants agreed with that statement.”>**® The role of smoking as a contributing factor to
hypertension was vastly underestimated by the study respondents, with only 46% knowing that it
can contribute to hypertension. In comparison, the studies by Aubert and Saleem indicate that
84.9% and 96.4% of respondents have adequate knowledge about it.***® These differences might
be explained by the lack of the awareness rising interventions or anti-smoking laws implemented
in Armenia as compared to those countries. About half of respondents agreed that salt reach diet
might increase blood pressure. The findings of other studies showed different results: higher

(98.2%, 78%) and lower (13.5%) than what was reported in the current study.***>%® These

20



substantial differences in the knowledge levels about harms of salt reach diet can be attributed to

different cultural norms and dining traditions in compared countries.

The respondents’ knowledge was more adequate in question areas concerned with the use of fats
and oils. In this study, 61% and 72.5% of respondents acknowledged that high fat dairy products
and excess use of fats and oils can contribute to blood pressure increase. These percentages are

quite high compared with Saleem et al. study’s results.*®

In the adjusted analysis, the cumulative mean percent knowledge score was significantly
associated with education, with more educated respondents having higher knowledge score. The
role of education in the knowledge of healthy lifestyle has been largely documented in the
literature.>>**** More educated people have higher knowledge of health conditions, treatment
pathways, have better self-management skills, and are more likely to participate in preventive
educational programs and make better-informed choices regarding healthy lifestyles, thus have

healthy behavior.>*4°

The mean percent attitude score was 64.05%, which is higher than the mean percent knowledge
score found in this study. About 6% of participants reported 100% attitude score. The results
are quite similar to other studies. For instance, the percentages of participants of the current
study (70.3%) who believe that diet can help them to feel better were almost the same as
percentages provided in Heymann’s study (77%) and Saleem’s study (78.7%).2%%® The
participants of current and Heymann’s studies believe that hypertension medications will help
them to feel better, also, similar percentages of respondents (93.6% versus 79% in Heymann’s
study) believed that they are responsible for their BP control.?® However, substantially lower

proportion of Armenian respondents believed that they have to take their medications even in
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case of feeling better (66% versus 90% reported in Heymann’s and 96% reported in Clarkson’s
studies). This difference can be due to poor self-management counseling and higher fears of side

effects among Armenian respondents, a hypothesis, which should be explored in further studies.

Only 71.6% of the study respondents visited a physician for hypertension care. Moreover, only
26.7% of participants have visited a physician monthly; however, the Joint National Committee
7 (JNC7) guidelines suggest that those who are in the first stage of hypertension should visit a
health care provider once in two months, and those in the second stage should make monthly
visits.®> Besides, 70% of Iranian study participants indicated visiting physicians or health care
providers for hypertension care once a month, which is 3 times higher what was observed in this
study.®” However, this huge difference might be due to fact that Iranian study was done among
hypertensive people recruited from health care facilities and not from general population.
Another reason can be a cultural difference among compared countries. Also, only 39% of
respondents in this study measure their blood pressure daily, while the guidelines recommend
having measurements twice per day.® Similarly, about half of the respondents did not have ECG
examination yearly, but Armenian MoH Standard requires that hypertensive people undergo that
examination at least once a year.** One of the reasons for the low level of utilization of health
care services for hypertension care could be financial constraints and preference for self-
treatment.” Although primary care is free in Armenia, recent surveys indicated that 78% of

17,40

Armenian population could not utilize health care services due to financial reasons, while

11% mentioned self-treatment as a reason of not utilizing health care services.’

One of the positive findings of this study was that almost 81% of respondents received

recommendations about healthy lifestyle from physicians. This percentage is quite high even if
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compared to the findings from countries with more developed health systems, such as the data

provided in Heymann at all study from Israel, where only 54% received lifestyle counseling.?

Practice of physical activity, smoking, alcohol and salt consumption, as well as DASH diet of
hypertensive people explored in this study was largely inadequate. Almost 92% of respondents
reported walking every day; however, half of them said that they walk for more than one hour,
which is considered as excess physical activity and can be the cause of BP increase.*** Forty-
one percent of hypertensive male respondents were current smokers, which is lower than the
percentage reported for Gegharkunik marz (62.8%) in the household health survey conducted in
2006.%2 The discrepancy between these studies is likely to be due to the difference in the study
populations. Although the proportion of smokers in hypertensive population is lower compared
to general population, it is still very high considering higher risks associated with smoking
among hypertensive people. As in other studies of health behavior conducted in Armenia,
alcohol consumption was statistically significantly higher among men than women.?**? Thirty-
seven percent of males reported cases of ever binge drinking, which could be a very dangerous
practice in hypertensive people. Overall, 22% of participants made an effort to eat less salt,
which was 3 times less than the percentage reported in Aubert et al. study. \Women were more

inclined to do something for reducing salt intake than men.

Overall, women were more likely to have favorable practices than men in our study, which is
similar to what was found in the earlier study conducted in 2009 in 3 marzes of Armenia,
includingd Gegharkunik®, yet different from the study by Heymann et al..*® This disparity can
be due to different questions assessing practice in the study instruments, as well as the cultural
differences between compared countries. In adjusted analysis, practice score was associated with
age, which confirms the findings from Heymann et al. study.?
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Almost all respondents who visited doctors were prescribed medications and received
explanations about them. However, a surprisingly small percent of respondents (31.5%) were
adherent to prescribed treatment. The study done in former Soviet Union countries indicated that
in 2010, the highest percentage of irregular treatment of hypertension was observed in Armenia
(79%); in 2001 it was 77.3%.*° Similar percentages were reported for Kazakhstan and Moldova
(73.3% and 73.1% respectively). Hence, the findings of the current study confirm what was
found in Armenia regarding the hypertension treatment adherence earlier. The reasons for poor
treatment adherence are multiple, and have been sorted into five main categories, such as patient-
related factors, therapy-related factors, healthcare-system-related factors, socio- economic
factors, and disease-specific factors.*® The main reasons for not taking medication reported by
the participants of the current study included feeling better and not continuing treatment (51.3%),
followed by not being able to buy medicines (28.7%), and forgetting to take them (25.2%),
which is consistent with the literature. Treatment adherence was not statistically significantly
associated with socio-demographic characteristics in this study; yet more studies are necessary to

explain the non-adherence phenomenon and associated factors in Armenia.

The majority of respondents (41.9%) could not report their perceived risk of developing CVD.
The ability to indicate any CVD risk was associated with younger age and higher educational
level which is similar to Frijling et al. study conducted in the Netherlands in 2004.*" In the study
conducted in Republic of Seychelles by Alwan et al., the ability to indicate any risk of CVD was
similarly associated with higher education; however, contrary to our findings, people at higher
age were shown to be more likely to indicate any risk of CVD in their study.*® This disparity
could be partially explained by somewhat lower mean age of respondents in Alwan’s study.

Many participants at the second stage of hypertension perceived their risk of CVD as low
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(30.43%) rather than high (28.26%), which shows the inadequate perception of risk in this
population. This is consistent with the findings from other studies, which showed that the
agreement between self-reported and objectively assessed risk of developing CVD was poor and
that people in general tend to underestimate their risk.">*® Accurate risk perception is important,
since it might help to follow healthier lifestyles and improve treatment adherence.*®* The
estimation of the actual CVD risk of study respondents would require obtaining clinical data
which was out of the scope of this student investigation. Hence, future studies should look into

differences between perceived and actual risk of CVD in Armenian population.
4.2. Strengths and Limitations

This study included a random sample of adult hypertensive population from both towns and
villages of Gavar region, hence it provides pretty accurate snapshot of the KAP of non-drug
control and drug treatment adherence throughout Gavar region and possibly Gegharkunik marz,
if we assume that there are no large differences between different regions within marz. At the
same time, the study is not fully generalizable to Armenia, since other marzes and particularly
country’s capital Yerevan can have different sets of culturally and socio-economically
conditioned lifestyles, knowledge, and believes. Although the use of telephone interviewing
restricted the study population to those who have phones, the student investigator tried to reach
those who have not had phone numbers (or correct phone numbers) registered in the Gavar area
phone book using other sources; moreover, there were several attempts made to reach each
selected respondent before moving to the next one, which helped to stay within the initially

selected sample.
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One of the main limitations of the study is that it used self-reported hypertension status as
eligibility criteria; hence it is possible that some of the respondents were unable to correctly
identify their hypertension level. Guidelines show that home (self) blood pressure measurements
on average are lower by 12/7 mmHg compared with the office measurements.® Therefore, we

could have missed some hypertensive respondents who are unaware of their condition.
5. Recommendations

The hypertension and CVD-prevention strategies in Armenia should include patient education
component that would increase the awareness of hypertensive people in Armenia about the
importance of both non-drug and drug control of hypertension and CVD risk factors. The
increased awareness could help them to accurately access their risk of developing CVD, make
informed choices and initiate the behavior change towards healthier lifestyle and better treatment
adherence. Physicians seem to be appropriate channels for such communication, since this study
showed that they are currently involved in the delivery of patient education messages. At the
same time, the communication of information through educational brochures and other venues
including pharmacies and mass media is also important, as it will help to reach those who do not
visit healthcare providers on the regular basis. Besides, it is recommended to develop CVD risk
communication among physicians and patients. In addition, broader interventions are necessary
to bring positive behavioral changes not only among hypertensive people but also among their
families, which would help to create supportive environment for healthy lifestyles.*® Country
wide interventions that could change larger environmental context such as controlling prices of
anti-hypertension medications, producing healthy options of the default food choices, adding less
sodium to packaged food, eliminating unsaturated fat in food, enhancing and appropriately

enforcing anti-smoking laws, etc., could also help to prevent and control hypertension.
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6. Conclusions

Current study assessed KAP of hypertensive people of Gavar region regarding non-drug control
of hypertension, as well as drug treatment adherence and perceived risk of CVD. The study
found inadequate levels of knowledge and practice of non-drug control of hypertension, along
with poor adherence to drug treatment and inability to assess personal CVD risk or incorrect
assessment of risk in the hypertensive respondents. The main observations included the

following:

e About half of contacted people (48.65%) reported having a person with high blood
pressure living in their household.

e According to self-reported BP numbers, 28.81% of participants belonged to the first stage
of hypertension and 71.19% belonged to the second stage.

e The mean percent knowledge score was 50.23% and in general, participants had
inadequate knowledge about...

e The role of smoking and alcohol use as contributing factors to hypertension was
particularly underestimated by the study respondents.

e Attitude toward drug and non-drug control mainly was relatively adequate, with the mean
percent score of 64.05% and SD of 20.72%.

e Believe that hypertensive people have to take their medications even in case of feeling
better was much lower in Armenian respondents (66%) compared to the data from other

countries.
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In the adjusted analysis, the mean percent knowledge and attitude scores were
significantly associated with education, with more educated respondents having higher
knowledge and attitude scores.

Practice of non-drug control of hypertension among study participants was largely
inadequate with the cumulative mean percent practice score of 16.87%.

Women and people in older ages had higher mean percent practice score.

Although almost all participants who approached physicians were prescribed
medications, few of them (31.5%) were adherent to prescribed treatment.

The main reasons for not taking medication reported by the participants of the current
study included feeling better and not continuing treatment (51.3%), followed by not being
able to buy medicines (28.7%) and forgetting to take them (25.2%).

Almost 42% of respondents could not report their perceived risk of CVD. Among
respondents at the second stage of hypertension, about 30% perceived their risk of CVD

as low (30.43%) rather than high (28.26%).
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Tables

Table 1: Classification of Blood Pressure *

Blood pressure Systolic Blood Diastolic Blood

classification Pressure (mmHg) Pressure (mmHg)

Normal <120 And <80

Pre-hypertension 120-139 Or 80-89

Stage 1 140-159 Or 90-99

Stage 2 >160 Or >100

Table 2: Study Variables

Variables Type

Dependent Variables

Knowledge score of hypertension non-drug control Continuous

Attitude score toward hypertension non-drug control Continuous

Practice score of hypertension non-drug control Continuous

Drug treatment adherence Nominal dichotomous
Level of perceived risk Ordinal

Independent Variables

Age Continuous

Gender Nominal dichotomous
Marital Status Nominal

Education level Ordinal

Medical education Nominal dichotomous
Socioeconomic status Ordinal
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Table 3. Socio-demographic characteristics of respondents

Variables Measures
Mean (SD)
Age (N=235) 59 (12.37)
Age (categories) % (n)
<50 17.9 (42)
51-70 60.4 (142)
>71 21.7 (51)
Mean (SD)
Number of family members (N=235) 5.18 (2.312)
Marital status (N=236) % (n)
Married 88.6 (209)
Divorced 0.4 (1)
Widowed 8.9 (21)
Single 2.1 (5)
Education (N=235) % (n)
School (less than 10 year) 12.3 (29)
School (10 year) 57.9 (136)
Professional technical 19.6 (46)
Institute/University/Postgraduate 10.2 (24)
% (n)
Having medical education (N=236) 3.8(9)
Wealth Status (score range) (N=233) % (n)
Poor 56.7 (132)
Average 40.8(95)
High 2.6 (6)
Table 4. Blood pressure information
Variables (N=236) Measures
% (n)
First stage of BP 28.81 (68)
Second stage of BP n (%) 71.19 (168)
Mean (SD)
Duration of having BP (in years) 6.31 (5.91)
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Table 5. Knowledge of non-drug control of hypertension

Variables % (n)

Physical passive lifestyle can lead to the increase of BP. 53.8 (127)
Alcohol abuse is one of the promoting reasons of BP. 48.3 (114)
Smoking cigarettes contribute to the development of HBP. 46.2 (109)
Salt rich diet is one of the factors contributed to hypertension. 47.0 (111)
HBP can be furthered by high vegetable and high fruit diet.* 71.6 (169)
HBP can be promoted in case of usage of high fat dairy products. 61.0 (144)
Fats and oils CANNOT contribute to hypertension.* 72.5 (171)

Decrease of excess weight at least by 5 kg will let to control high blood 66.5 (157)
pressure more effectively.

Hypertension can lead to other health problems. 81.8 (193)
Health problems which can be developed due to HBP. (N=194)
Stroke 53.9 (104)
Heart Disease 68.6 (133)
Kidney Diseases 3.1 (6)
Eye Diseases 1.6 (3)

*percentage of people who do not agree with the statements

Table 6. Unadjusted associations between cumulative mean percent knowledge score and
socio-demographic characteristics

Variables Regression p-value  95% Confidence
coefficient Intervals
Stage of hypertension (1% vs. 2" 0.321 0.918 -5.789 — 6.429
Area of residence (city vs. villages) -3.194 0.255 -8.713 - 2.324
Gender (male vs. female) 1.760 0.531 -3.769 — 7.289
Age -0.157 0.169 -0.381 - 0.067
Education
School (< 10 year) (ref. group) 1
School (10 year) 19.823 0.000 11.825 - 27.820
Technical professional 24.493 0.000 15.188 — 33.797
University degree 29.551 0.000 18.693 — 40.409

Wealth status (poor vs. average/high’ 5.335 0.062 -0.272 - 10.941




Table 7. Adjusted associations between cumulative mean percent knowledge score and socio-
demographic characteristics

Variables Regression p-value  95% Confidence
coefficient Intervals

Education

School (< 10 year) (ref. group) 1

School (10 year) 20.824 0.000 12.504 — 29.143

Technical professional 25.394 0.000 15.760 — 35.027

University degree 29.985 0.000 18.552 — 41.418

Wealth status (poor vs. average/high’ 1.72 0.534 -3.724 — 7.165

Table 8. Attitude toward non-drug and drug control of hypertension

Variables (N=236) % (n)

Following to healthy diet will help you to control your BP.

70.3 (166)
Reducing salt intake in food is important for controlling your HBP. 51.7 (122)
Using doctors prescribed medicine will help you to decrease your BP. 76.6 (181)

During the treatment, people who have high blood pressure have not 66.1 (156)
to stop the usage of prescribed medicines even in case of short term '

improvements.

Main responsibility for ensuring your blood pressure balanced is 93.6 (221)
yours. '

Main responsibility for ensuring your blood pressure balanced is your 25 8 (61)
doctor’s. '

Table 9. Unadjusted associations between cumulative mean percent attitude score and socio-
demographic characteristics

Variables Regression p-value  95% Confidence
coefficient Intervals
Stage of hypertension (1% vs. 2" 2.871 0.336 -2.997- 8.739
Area of residence (city vs. villages) -5.226 0.053 -10.509 - 0.057
Gender (male vs. female) 1.271 0.638 -4.052 — 6.594
Age 0.156 0.153 -0.059 - 0.371
Education
School (< 10 year) (ref. group) 1
School (10 year) 11.552 0.006 3.412 - 19.692
Technical professional 11.691 0.016 2.220-21.161
University degree 12.083 0.032 1.031-23.135
Wealth status (poor vs. average/high) 1.467 0.530 -3.957 - 6.892
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Table 10. Adjusted associations between cumulative mean percent attitude score and socio-
demographic characteristics

Variables Regression p-value  95% Confidence
coefficient Intervals
Education
School (< 10 year) (ref. group) 1
School (10 year) 10.805 0.010 2.632 - 18.977
Technical professional 10.577 0.030 1.027 — 20.126
University degree 10.193 0.076 -1.089 - 21.475
Area of residence (city vs. village) -4.201 0.125 -9.576 - 1.174
Table 11. Counseling practice of hypertensive people
Variables % (n)
Visiting a doctor N=236 71.6 (169)
Frequency of approaching doctor (N=169)
Once a week 1.8 (3)
Once a month 24.9 (42)
Once a year 58.6 (99)
Once in two years or less often 13.02 (22)
Doctor living at home 1.776 (3)
Frequency of doing ECG (N=234)
Once a year or more often 51.3 (120)
Every two years or less often 20.5 (48)
Never 28.2 (66)
Frequency of measuring BP (N=232)
Every day (once a day) 22.8 (53)
A couple of time a day 16.8 (39)
Once a week 2.6 (6)
A couple of time a week 30.2 (70)
Once a month 3.9(9)
A couple of time a month 19 (44)
A couple of time a year 4.3 (10)
Never 0.4 (1)
Table 12. Practice of physical activity
Variables Measures
Mean (SD)
Days of walking per week (N=236) 6.6 (1.47)
Minutes spend on exercising per day (N=223) % (n)
Less than 30 minutes 30.5 (68)
From 30 minutes to 1 hour 19.3 (43)
More than 1 hour 50.2 (112)
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Table 13. Practice of smoking among males

Variables Measures
Mean (SD)
Mean years of smoking for current smokers 30.52 (14.49)

Mean number of smoked cigarettes among current smokers 22.85 (14.28)

Mean number of smoked cigarettes among former smokers  22.75 (15.09)

% (n)
Current smokers N=118 40.7 (48)
Former smokers N=72 56.9 (41)
Table 14. Alcohol consumption practice
Variables % (n)
Frequency of drinking (N=236)
Less than one drink a week 33.9 (80)
One to three drinks a week 15.7 (37)
Four to six drinks a week 5.5 (13)
Seven or more drinks a week 0.8 (2)
Never 44.1(104)
Frequency of drinking 4/5 or more portions of alcohol in a
single day during the last 30 days (N=130)
0-2 drinks 88.5 (115)
3-6 drinks 7.7 (10)
10-25 drinks* 3.8 (5)
Cases of drinking 4/5 or more portions of alcohol almost 36.6 (48)
every day during whole life (N=131)
*there were no cases reported drinking 7-9 times
Table 15. Salt consumption practice
Variables % (n)
Frequency of adding salt to food before trying it (N=236)
Never 47.5 (112)
Rarely 26.7 (63)
Sometimes 11.4 (27)
Often 5.5 (13)
Always 8.9 (21)
Quantity of salt consumption (N=228)
Far too much 3.1(7)
Too much 11.4 (26)
Just the right amount 49.1 (112)
Too little 26.3 (60)
Far too little 10.1 (23)
Doing something to reduce salt intake 22.0 (52)
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Table 16. Unadjusted associations between cumulative mean percent practice score and socio-

demographic characteristics

Variables Regression p-value 95% Confidence
coefficient intervals
Stage of hypertension (1% vs. 2" 1.184 0.005 0.362 — 2.006
Area of residence (city vs. villages) -0.320 0.405 -1.077 - 0.436
Gender (male vs. female) 2.636 0.000 1.959 — 3.313
Age 0.045 0.003 0.015-0.075
Education
School (< 10 year) (ref. group) 1
School (10 year) -0.013 0.983 -1.189 - 1.165
Technical professional -0.014 0.984 -1.383 - 1.356
University degree 0.472 0.561 -1.126 — 2.071
Wealth status (poor vs. average/high; 0.482 0.218 -0.286 — 1.250

Table 17. Adjusted associations between cumulative mean percent practice score and socio-

demographic characteristics

Variables Regression p-value 95% Confidence
coefficient intervals
Stage of hypertension (1% vs. 2" 0.560 0.154 -0.211- 1.332
Gender (male vs. female) 2.532 0.000 1.863 — 3.201
Age 0.036 0.011 0.008 — 0.065

Table 18. Perceived risk of CVD

Variable (N=236) Measure

How would you rate your risk of developing CVD % (n)
High 14.8 (35)
Average 24.6 (58)
Low 18.6 (44)
Don’t know/not sure 41.9 (99)

Table 19. Perceived risk of CVD and stage of hypertension

BP stage First stage of

Second stage of

Perceive hypertension % (n) hypertension % (n)
risk of CVD

High 20.00 (9) 28.26 (26)

Average 44.44 (20) 41.30 (38)

Low 35.56 (16) 30.43 (28)
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Table 20. Associations between ability to indicate any risk of developing CVD and socio-
demographic characteristics (Chi-square test)

Variables Could indicate any  Could not indicate any p-value
risk of CVD % (n) risk of CVD % (n)

BP level 1% stage 66.18 (45) 33.82 (23) 0.108
2" stage 54.76 (92) 45.24 (76)

Area of Gavar 55.93 (66) 44.07 (52) 0.510

residence  Villages 60.17 (71) 39.83 (47)

Gender Male 63.56 (75) 36.44 (43) 0.086
Female 52.54 (62) 47.46 (56)

Age <50 71.43 (30) 28.57 (12) 0.037
50-70 58.45 (83) 41.55 (59)
>70 45.10 (23) 54.90 (28)

Education  School (<10 year) 34.48 (10) 65.52 (19) 0.040
School (10 year) 58.82 (80) 41.18 (56)
Technical Prof. 65.22 (30) 34.78 (16)
University 66.67 (16) 33.33(8)

Wealth Poor 52.27 (69) 47.73 (63) 0.064

status Average/high 64.36 (65) 35.64 (36)
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Figures

Figure 1. Flowchart of participants’ recruitment and response
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7 other
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Figure 2. Reasons for not taking medications (N=115)

Received different
Prescribed medicine Did not trust the advice from another
was not helpful, doctor, 3.5% doctor, 2.6% Unable to get
9.6% medicines, 1.7%
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Appendices

Appendix 1: The questionnaire in Armenian and English

Zwupguiuip
Upjub pupdp dupdwt jupgqunpnudp Gujwnh opgwimid.

Upyut pupdn duoniudny hhjwnubph ghwnbihputph, yEpuwpkpuniuph b qupdtjultpuyh

hwpgmd
Uduwphd  /_ /[ Zupguqpnugh uhhqep /.
Uz
1. Unynpwpup, nppw’t £ Qbp wpjul £aonudp wnwbg nnp judbine ud dhist ghgp
fudbyp:
Uhuwnnihlj wpyut &upnid
“Yhwuwnn)hl wpjut Lupnid

2. Nppw’t dudwbuly E nbknjuily kp, np niikp wppuh pupap guonid:
_ wwph__ wdhu

Hupyflyumlbpy
3. Qnip nhuk’] bp pdolh Qbp wppul Lapnuip hobigkm hudwp:
1) Unm
2) Ny (Uuguk] hupg 5-hi)

4. Nppw’t hw&wu bp uyghinud 2tp pdolht 2bp wpput pupap &uonidp holghtynt

hwipgtipny: (PQquppuy yquwwnwupnubbbpp, ok JEjp)
1) Udkl op
Cwpwpn Ukl whqud

w N

Cwpwpn Uh pwith wbhqud
Udhup Ukl wuqud
Udhup uvh putth wmbqud
Swpht Uk wuqud
Swipht vh pwth whqud
Epptip

Uy (iptp)

0N O Ul W
~— N — ~— ~—~ ~

\e]
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5. flppulnh hwdwhu p wyghnud pdolhti EiEjnpuupunugpmipnit (E49) juunwpbne

hwdwp: (Qjuppuy wunnwupnuwbbbpp, Gok; Jkhp)

1)
2)
3)
4)

Swpht Uk wiqud jud wybjh hwdwhu
Bplnt mwpht Uk wbqud jud wybkh phy
Gpptip

Uil

88) 2ghwntd /YdJupuiinid Ed yunwupowuty

6. Nppw’t hwdwu kp swhmu Qbtp wpyub Kuondp: Qhuppuy wyunnuupnubbkpp, boky

Ukyp)

1)

Ul s W N

~

0 )
NN N N NSNS NN

O

10) Uy (upkp)

Udkl op

Onp vh pwtth whqud
Cwpwpn Ukl whqud
Cwpwpn Uh pwih whqud
Udhup Ukl wbqud
Udhup uh putth whqud
Swpht Uk wbqud
Swipht vh pwtth whqud
Bpptip

Uydd dinwustp uyl dudwinulh dwuhl, np nip Swifuuly Ep gqenuwiliph/nunpny puyjbynt Jpw
Ybpohti 7 opywi plhpugpnid: Uplh Gkpunnid Funwbp, wpiunnwiph Jugpnid jud gpunid
puyilap, uh Juyphg Uiniup nuinpny nknunhnhn/bip, hubqunh, dudwigh jwd dupgykint
hyunnwlny junnwpyng qeouwipp jud phghlwlub Jupdnipnibabpp:

7. dbpoht 7 opjw plipugpmiu nip puith” op p nunpny puyk/qpnutity jud dupquibp

wpnhky:

on pwpwpyu pupugpnid (kpk 0° wuguk) hwpg 9-ht)

88) 2ghntd/rdJupwinid bl yyuwnwupuwty

8. Uju opknpht Gpp nip puynid/qpnutinid jud juwnwpnid bp dwpqutp, unynpupwp
opwlut pubih’ pnub bp swunid npw Jpw: (Phwppuy yunnwupnubbkpp, Goky JEGp)
1) Uhtgh 30 pnyk
2) 30 pnykhg dhtish 1 dwd
3) 1 dwudhgwyt)
4) Uy (upkp)
88) 2ghuntd/rdJupwinid bl wuwnwupiwbibky
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10.

11.

12.

13.

14

15.

Anip tbpluynuiu spuntd & p:
1) Unm
2) Ny (wbgtp hwpg 12-hb)

flppuloh dwdwbwl k, np Spunid kp:
wnuwph wudhu
88) 2ghuntl/YdJuwpwinid bl yuwnwupiwmuky

Opwljwt putih” huwnhly sjuwjunin kp nip hhuw Shunt:

Shuuwrfunin
88) 2ghuntid/rdJupwinid bd yuwnwujuwily

Ulgutk) hupg 14-ht

A p whgpunud oquuugnpst | bp Sjuwjunn:
1) Umn
2) Ny (mugkp hwpg 14-hb)

Opwljwt putih” hunhly sjuwjunin thp oqunugnpénid wyl opkipht kpp spuntd Ehp:

Shuwjunn
88) 2ghntd/rdJupwinid bl yyuwnwuhuwty

Uhghtim, unnpupwp dmip nppw’tt hwdwu bp wylnhny ogunugnpénid (uyynhngh Ukl
pwdhtp bowbwlnd £ kY pudwly ghtih, Uy 2ho qupbkenip, Ukl pdywbwy (50q)
Unlywy Ywd onh) (Quppuy poynp wunwupnubbkpp b Gk JEGp)
1) Cwpwpp Ukl puduhg phy
Cwpwpn Ukhhg Uhtsh Eptp pudhi
Cwpwpp snpupg Uptish g pudhl
Cwpwpn jnp b wykjh pudh
Gpplip  (whghip hwpg 17-hiy)

Ihipoht 30 opw ppwgpniy, dmp pwith” wiqud kp oquuugnpét) hhlig/snpu
(nnudwpy/Yht) jud wbkih pudht wiynhn; dhwbquuhg:

wbquu (Epk ng Uph* ok 0)

88) 2ghntd/rdJupwinid bl yyuwnwupuwtty
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16. Gpplpgt tinky E nhyp/nbwptp Qtp Yyubupnud, Gpp qplpt wdkl op ogurnugnpsky kp
hhug/snpu (nyudwpy/Yhi) jud wykjh pudht gmujugus nkuwlh wjynhng:

1) Unm
2)

17. Oppw’tt hwdwju bp Fmip bp Yhpulpht wy wibjuginud dhish hudnbubyp: (Guppay

pajnp wunnwupnubbbpp b boky JEgp)
1) Bppkp

) Zwqunbuy

) Bpphdlu

) Zw&uju

) Uhgwn

Ul s WN

18. 2t Yupshpny, tnip nppw b win bp oquiugnpému: (Yuwppuy wwunwufumbikpp pugh

88-frg bt bply Elp)
1) Quihhg wykih ownn

N

) Cwun

) &hpwn pwwlyny

) £hy

) Cunn phy

88) 2ghuntu/YdJupuwinid bl yuwnwupuwmuby

Ul s~ W

19. Ynip nplihgk pub win U bp Qbp Ynnihg wnh oguugnpénidp yuljwuwghbyne hwdwp:

1) Unm
2) Ny (wbgkp hupg21-hly)

20. Epk 18-pn hupgh wunnuupnubip “ayn” B wuyw his & p dnip whnud:

(Loky)

Snipwpwiiyinip uhinuwnbuwlh hwdwp plunply JEl qunwupiai:

21. appmu B bpbp pk Udkl Cwpw- Uduw- Swpk-
umnpupwp nppw i op puljwi | juwbdh | juibdh

wuqud whquud whquud

Gpplip

2qhwntd/

Zundnqus
std
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1) U
) Uhng (ubpunyuy pupd b 1 5 4 . g8
snpugnpwé Upghp wnwbg
pwpwiph)
2) upd pwbowptnku 1 2 4 5 88
3) Gthwd jud junpnjud 1 2 4 5 88
pwbipwipknk
4)  Quupbtnku (pphua, 1 2 4 5 88
Jupuwly, gnpki)
5) 8ninnu jupltwdptpp
(qwp, wwbhp, Jupbuonn b 1 2 4 > 88
wy) )
6) Ulynin jud gudp 1 2 4 5 88
nuqujuimpjudp jupbwdpbpp
7) Yuwpwg 1 2 4 5 88
8) Uwpquphl jnin, hisyku
ophtwuly “Aftab”, 1 2 4 > 88
“Reddy”,”Gonche”
9) Fnruwluib jnin/dkp 1 2 4 5 88
10) Swwywlws vhu, pnstwdhu, 1 2 4 5 88
Anily
11) Tnghluwpwd Jud 1 2 4 5 88
hunpnyyws vhu, postdhu, dntly
12) ‘Uppkpphl, tpohl, 1 2 4 5 88
wyjunnws vhu
13) Twpup, pungpuytithp, 1 2 4 5 88
ok, uunplinku
14) Culniqtnkl, punknku 1 2 4 5 88
Qhwnkghp
Nagpnid B bpky plk nppwing kp hwdwduya Zudw- | Ny hudw- | Zwdw- 2ghwunkp/
hEwnlyuwy whnpnidakph hew. dugu bip | Auwgutp, | duybishp | Zuinqud
ns by ny shp
22. dhghjulw wwuhy Jyuupp upnn k phpkyp 1 2 3 88
wput Lupdwt pupdugdup:
23. Ujynhnih swthhg wbkih ogurnugnpénidp 1 2 3 88
Supdwt pupdpugdwiip pipnn
wuwwndwnutphg Uk
24. Ojutip Jupnn E pupdpugub] wpjut 1 2 3 88
&upnidp:
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25. Unny hwpniun utinitungp dupnidp
puipdpuiging yuwndwnibtphg ki k:

88

26. Puiipuiptintuny b Upglpny hwpniun
ulniunp Jupnn E pupdpugul] wpjut
Luonudp:

88

27. Puipan niqujunipjudp jupbwdptpph
oquuugnpénidp Jupny L phipk) wpyut
Supdwl pupdpugdwiin:

88

28. Swpuwkph nt jninkph puwn ogunwugnpénidp
sh jupnn pupdpugiul)] wpjuwb duonudp:

88

29. Udtknpn puoh tjuqbgnidp wdktwphsp
SYg-n] Ywpnn £ pnug) wur wly un
Jupquynpl] wpjut pupdp dupnidnp:

88

30. Zwdbdwwnws Qtp tnwphph b ubnh wyt dwpnluig htwn, ndpkp sniukt wpyut pupdp

&upnud, htiyybu Yqguwhwinbp uhprnwnpwihtt hhyuwinnipjniutitp dtnp phpknt

hwjwbwlwiunipniup (nhuljp) RbEq Unwn: (Quppuy pojnpp pugh 88-hg, ik Uklp)

1) Fwpdp nhuly
2) Uhghti nhuly
3) Swop nhuly

88) 2ghuntl/YdJupuwinid bl yuwnwupuwmuby

31. Qpmdylym juu pniduwip shtnlbynt nghupmd, wpjub pupp &uonulp fwpn 7 k

wnwowgl) wpnnowljwl wy) fnunhpubph:

1) Unm
2) Ny (Uuguky hwipg 33-hiy)

32, Epk 30-pn hupgh wunnwupumbp “ayn” b wayw h iy wonnowwh juimhplbph Jupnn k
wyb phipby: (Qquwppuy mwppkpulakpp, Gk popnp pywplpyjus yuwnuupnubibpp)
1) Ywpyuwsh (htunijinh) qupqugdwin

Ul s N

Uy (phy)

YEpuwpbpdniip

) Upwnwyht hhwunnipiniiubph qupqugdwun

) Ephyudwyht hhuwiunmpniuubph qupqugdwinp
) Usph hhywunnipjniuitiph qupqugdwinp
)

Appwim 9] kp dnip hundwduyh np,

Zwdwduyu
tp

0y
hwdwdwy
tp, ny by

Zundwduyu
stp

2ghwntp/
Zudngqud
obp
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ny

33.

Unnno utiniy ninkp oquh 2tq
heotguti Qbp wpjut Lupnudp:

34.

Unh ogunugnpéuwitl pswgubip fuplnp
E Qtp wpyut pupdp dupnudp
Jupquynpbint hupgnud:

35.

Fdolhh tpmtwljus nlntph
ogquuughtinéniup Yoquh Qtq hotiguby
Qbp wpju Lupnudp:

36.

Pniddwl pupwugpnid,unyuhuly
Jupdunb jwjugnid tjuwnygbnt
nhypnid, wpjub pupdp Lapnid
nilikgnn dwpnhly swybnp k
nunupkgukt bywbwljws nhnkp
fuddtyp:

37.

Qtp wpju dupdwt jupquynpdut
hhdtwjwt yunwupwbwwnnit Inip
tp:

38.

Qtp wpyut Lupdwt jupquynpdut
hhdtwlwl yunwupwbwwnnit tp
pdholju k:

Zupghly 39-pnp, kpk 3-pg hupgh wunnmuupnubp “Upn” E, pul) Epk “ns”

45-his:

" whghlky hupg

39. Bpplk 2bp pdholyp, 2bq unphnipny k] E htnlk] wenne wypbjulkpugh

1) Umn
2) Ny (wmuguk] hwpg 41-ht)

40. 1"ty . Junphmpn, wifly 26 pdhobp: (Qquipnuy uuppkpmlakpp, k) prynp hinpuninp

wwunwupnubbbpn)
1) Qbluby

s W N

Ogquwugnpsti) ny wnh utntuy

&)

~N Ul
Lo DD DD

(]

Uy (npky)

“Yennpuyph pbgninnd.

Oquwugnpst) Upghipny hwpniun utiniun

Oquwugnpst) gusdp niquyunipejudp utntly

Ljuqkgub] wjynhnih oqgunugnpénidp
Puipdpuiguty phqhljuljul wljnpnipiniip

Oquwugnpst) puipuntntuny hwpniuwn utnin
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ZEwnlyuy hupglpp pknnpuyph phgniinfwi Jwuhb Ea

41. Qbp pdholp pwhwlk] k Qbq nhntp uonidp hobigynt hudwp:
1) Umn
2) Ny (wuguk) hwpg 45-hb)

42. Qtp pdholp wk ' £ hunwly pugunpmipnih, ph hisybu whnp b udbp 26p £bpnudp

Yupgquiynpnn ntnkpp (opwlwt pubth whquu b huy nquiny)
1) Unm
2) Ny

43. Bt | kb wytwhuh nwpbp/ optip, kpp Hmp skp fudly 26 plntpp pun pdoyh
wbwldwi:
1) Unm
2) Ny (wuguky huipg 45-ht)

44. Npn"tp kb ninbpp sfudbint wun&wnbpp (2guwppuy nwppkpulikpp, ik popnp
hinupun/np wundwnbkpp) -
1) Bu shd upnnugl) gt towbwlqus ninp/ntnkpp

N

Gu shd Jupnnugl) qub] tpwtwljyws nbnp/ nhntpp

W

Unnutwlh wqnkgnipiniitbpp/ quinp npuitg bjundwdp
Gu Unnwgh b fudb] bpowtwljusd nhnp/ nlintpp

Bu wykih juy U qqugh) hud nt nunupkgpl) BU nlinp padty
Bu Juun bl qqugk] htd n punuptgnpty B ghnp jadly
Lowttmjws nlintpp hud punhwipuybu skht ogunid

2td Junnuhnid pdolhhte

Niphy pdoYyh Ynnuhg wy) junphnipn Bd unwughy
10) Uy (gt )

Ul

~

0 )
NN AN AN NS NG N N

\e]

45. 9tpoht 12 wdhutkph pupwugpnid wnwig pdolhh tpwtwljdwt Inip judl) bp wpjut
gupnidp hotiginn nplk ntin:
1) Unmn
2) Ny (wuguky hwipg 47-hu)

46. Npntinh’g p tnip nbnknipynit wnwgh) wyy ghnkph twuhb ( Quipnuy pnynp
wnwppkpulabpp b boky popnp hiwpunp wwwnwwupnubbbpp):
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—_

Uj1 pd2lihg /ny piinwikljut pdholy, ny upnwpwi/
Cuytputphg/ huplhwutphg

pptphg/ wluwgptphg

Zkpniuinwgnyuqnhg

Uy (pky)

B W N
~— ~— ~—~ ~ ~

Ul

dnnunjppugpuljui hupgbp

47

48.

49.

50.

51.

52.

53.

. Ouunjut mupbphyp.

Utinp (kphk Juunnwh tp, gk huipunipnyyi)
1) Upwlub
2) bquljut

Qbp wqgnipniup
1) Zuy

[*niu

)
) Tanp
4) Lnmpn
) Uyt (ot

Tnip unInLuhulgulob tip:
1) Udniubugusd

)

) Puwdwujws
) Uipp
)

)

s W N

Uhuyjuwly
Uyt (k)

Ul

Ukpuinjuy 2kq, pwith” hngh Ewuypnud 2bp wwbp:

Bty Yppmipinil nitbp: (Qupnuy prynp wunnwupnubbbpp b ok dkbp)
1) Etph dhguwlwpg /dhtisk 10 viwpp/
) Uhotuwlupg /10 vawupp/
3) Uheuwlupg dwubwghnwljwi /niunidbwpuiy/
) Pupdpwgny /hudwjuupui, htunhnniw/ Zknnhuyndught

Amp nitk p pdoljulmb Yppmpinit /pdholy Yud pnidpniyp/:
1) Umn
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2) Ny

54. Qtp punnwuthpnid tkpjuynidu pwth hngh £ wpwwnnid. hwpybp twl QEq b tpwtg,
nypkp wohtwnnid Eu tnwtip, qpuanynid ki hnnugnpénipjudp, jud wpunwuguw
wohumwnwph ku qunud:

55. Cunhwinip wndwdp, hhzulhou Jquuwhwuntp Qtp pinwthph Wynipwljut Jhdwuyp:
(Qupnuy pojnp wunnwuhnubhbpp b ok JEp)
1) Uhghtihg punjujutiht gusp
Uhghtihg uh thnpp gudp
Uhght
Uhghlihg uh thnpp pupdp
Uhghtihg punjuijutiht pupdp

=W N

)
)
)
)

Ul

56. Uhohtinud, wluwluh undkb hiish ypw hispw’t thnn E swhiunid Qbp plunwithpp:
(GQupnuy pojnp yunnwuhnubbbpp b ok UEp)
1) 50,000 npwuhg phy
) 51,000-hg dhtgh 100,000 npud
) 101,000-hg uhtigh 200,000 npud
)
)

B W N

201,000-hg uhtigl 300,000 npud
301,000 npuuhg wykih
88) 2ghunt/YdJupuwinid bl yuwnwupuwmuby

Ul

Clnphwuynipinil vwubwgnipyub hudwp

Zupguqpniygh wdupup __ /_
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Questionnaire
Control of High Blood Pressure in Gavar region: Knowledge, Attitude and
Practice Survey of Hypertensive Patients

Date / / Starting time /
ID

1. Usually what is your blood pressure level without taking medications or before taking them?
Systolic blood pressure
Diastolic blood pressure

2. Since what time you know that you have high pressure?

years months

Practice

3. Do you approach to doctor to decrease your blood pressure?
1) Yes
2) No (GO TO QUESTION 5)

4. How often do you visit your doctor for your hypertension care? (Do not read the options, check
one answer)
1) Every day
2) Once a week
3) A couple of time a week
4) Once a month
5) A couple of time a month
6) Once a year
7) A couple of time a year
8) Never
9) Other (specify)

5. How often do you visit your doctor for ECG? (Do not read the options, check one answer)
1) Once a year or more often
2) Every two years or less frequently
3) Never
4) Other (specify)
88) Don’t know/Not sure/Refuse to answer

6. How often do you measure your blood pressure? (Do not read the options, check one answer)
1) Every day (once a day)
2) A couple of time a day
3) Once a week
4) A couple of time a week
5) Once a month
6) A couple of time a month
7) Once a year
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10.

11.

12.

13.

14.

8) A couple of time a year
9) Never
10) Other (specify)

Now think about the time you spent walking in the last 7 days. This includes at work and at home,
walking to travel from place to place, and any other walking that you might do solely for
recreation, sport, exercise, or leisure.

During the last 7 days, on how many days did you do physical activities such as brisk walking or
walking?

Days per week (If O — GO TO QUESTION 9)
88. Don't Know/Not Sure/Refuse to answer

On the days that you exercised, how many minutes did you usually spend exercising per day? (Do
not read the options, check one answer)

1) Less than 30 minutes

2) From 30 minutes to 1 hour

3) More than 1 hour

4) Other (specify)

88) Don't Know/Not Sure/Refuse to answer

Do you currently smoke cigarettes?
1) Yes
2) No (GO TO QUESTION 12)

How long do you smoke?

years month

88) Don't Know/Not Sure/Refuse to answer

How many cigarettes do you currently smoke per day?

Cigarettes
88) Don't Know/Not Sure/Refuse to answer
GO TO QUESTION 14

Have you smoked cigarettes daily in the past?
1) Yes
2) No (GO TO QUESTION 14)

How many cigarettes did you smoke on the days you smoked?

Cigarettes
88) Don't Know/Not Sure/Refuse to answer

On average, how often do you usually drink alcohol (one portion of alcohol is having at least 1
glass of wine, can/bottle of beer, a shot (50g) of cognac or vodka)? (Read all options, check one
answer)

1) Less than one drink a week
2) One to three drinks a week
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3) Four to six drinks a week
4) Seven or more drinks a week
5) Never (GO TO QUESTION 17)

15. During the last 30 days how many times did you drink 5/4 (man/woman) or more portions of
alcoholic drinks in a single day?

portions (If not such time write 0)

88) Don't Know/Not Sure/Refuse to answer

16. Was there ever a time or times in your life when you drink 5/4 (man/woman) or more portions of
any kind of alcoholic beverage almost every day?
1) Yes
2) No

17. How often do you add salt to your food without trying it? (Read all options, check one answer)
1) Never
2) Rarely
3) Sometimes
4) Often
5) Always

18. How much salt do you think you consume? (Read all options besides 88 and check one answer)
1) Far too much
2) Too much
3) Just the right amount
4) Too little
5) Far too little
88) Don't Know/Not Sure/Refuse to answer

19. Do you do anything on a regular basis to control your salt intake?
1) Yes
2) No (GO TO QUESTION 21)

20. If answer is “Yes” in 19 above, what do you do?

(specify)

For each type of food check one response

21. Please, can you specify how often do | 1) Per 2) Per 3) Per 4) Per 5) 6) Don’t
you usually eat: day week month year Never know/not
sure
15) Fruits (including fresh fruits and 1 2 3 4 5 88

dried without sugar fruits)

16) Fresh vegetables 1 2 3 4 5 88
17) Cooked or BBQ vegetables 1 2 3 4 5 88
18) Grains (rice, oat, wheat) 1 2 3 4 5 88
19) High-fat dairy products (milk, 1 2 3 4 5 88

cheese, cottage cheese etc.)
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20) Fat-free/low fat dairy products 1 2 3 4 5 88
21) Butter 1 2 3 4 5 88
22) Margarine, Hydrogenated oil such 1 2 3 4 5 88
as “Aftab”, “Reddy”, "Gonche”
23) Vegetable oils 1 2 3 4 5 88
24) Fried meat, poultry, fish 1 2 3 4 5 88
25) Boiled or BBQ meat, poultry, fish 1 2 3 4 5 88
26) Sausages, ham 1 2 3 4 5 88
27) Sugar/Sweets, jams, pastries 1 2 3 4 5 88
28) Nuts, legumes 1 2 3 4 5 88
Knowledge
Please indicate whether you agree or disagree Agree Neither Disagree | Don’t know
with the following statements: agree, nor
disagree
22. Physically inactive lifestyle can contribute to 1 2 3 88
increase of blood pressure.
23. Alcohol abuse is one of the promoting reasons of 1 2 3 88
blood pressure.
24. Smoking cigarettes can lead to blood pressure 1 2 3 88
increase.
25. Salt rich diet is one of the factors contributed to 1 2 3 88
hypertension.
26. High vegetable and high fruit diet can increase 1 2 3 88
blood pressure.
27. Usage of high fat dairy products can cause 1 2 3 88
increase of blood pressure.
28. Excess use of fats and oils CANNOT increase 1 2 3 88
blood presuure.
29. Decrease of excess weight at least by 5 kg will let 1 2 3 88

to control high blood pressure more effectively.

30. Compared with persons of your own age and sex, who do not have high blood pressure, how
would you rate your risk of developing CVD? (Read all options besides 88 and check one

answer)
1) High
2) Average
3) Low
88) Don't Know/Not Sure/Refuse to answer

31. Can hypertension cause other health related problems, in case of absence of treatment or not

following to treatment?
1) Yes
2) No (GO TO QUESTION 33)

32. If answer to 31* question is “yes”, to what problems can it bring? (Do not read the options, check

all that apply)
1) Stroke
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2) Heart disease
3) Kidney disease
4) Eye disease

5) Other (specify)

Attitude
In what extent do you believe that? Agree | Neither Disagree Don’t
agree, nor know
disagree
33. Eating healthy food will help you to decrease your 1 2 3 88
blood pressure.
34. Reducing salt intake in food is important for 1 2 3 88
controlling your high blood pressure.
35. Using doctors prescribed medicine will help you 1 2 3 88
to control your blood pressure more effectively.
36. During the treatment, people who have high blood 1 2 3 88
pressure have not to stop the usage of prescribed
medicines even in case of short term
improvements.
37. Main responsibility for ensuring your blood 1 2 3 88
pressure balanced is yours.
38. Main responsibility for ensuring your blood 1 2 3 88
pressure balanced is your doctor’s.

40. What recommendation gave you doctor? (Do not read the options, check all that apply)

Ask 39" question, if the answer of 3™ question is “yes”; fit is “no” GO TO QUESTION 45.
39. Have your doctor ever recommended you to follow a healthy lifestyle?

1) Yes
2) No (GO TO QUESTION 41)

1) Do not smoke
2) Use fruit reach diet

3) Use vegetables reach diet

4) Use low-fat containing food
5) Use not salty food

6) Decrease the usage of alcohol
7) Increase physical activity

8) Other (specify)

Treatment adherence: Next couple of questions is about treatment adherence.

41. Has your physician prescribed medication for hypertension?

1) Yes
2) No (GO TO QUESTION 45)

42. Did your doctor explain you clearly how to take your blood pressure medicine (time of day and

dosage)?
1) Yes
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2) No

43. Are there some cases/days when you do not take the drugs according to the doctor’s prescription?

1) Yes
2) No (GO TO QUESTION 45)

44. What is the reason for not following the prescription? (Do not read the options, indicate all
possible reasons)
1) Iam unable to get medicine(s)
2) | cannot afford to buy medicine(s)
3) Side effects/fear of side effects
4) | forget to take medicine(s)
5) | feel better and stop take medicine(s)
6) | feel worse and stop take medicine(s)
7) The prescribed medicine was not helpful at all
8) Do not trust the doctor
9) Get different advice from another doctor
10) Other (specify)

45. During the last 12 months did you take any medicine to lower your high blood pressure without
the doctor’s prescription?
1) Yes
2) No (GO TO QUESTION 47)

46. How did you receive information about those medicines? (Do not read the options, check all
that apply)
1) From other physician (non PHC, cardiologist)
2) From friends/neighbors
3) From newspapers/journals
4) From TV advertisements
5) Other (please, specify)

Socio-demographic questions:

47. Date of birth? year
48. Gender: (if sure, check by yourself)
1) Male
2) Female

49. Your nationality:
1) Armenian
2) Russian
3) Yezidi
4) Kaurdish
5) Other (specify):

50. Marital Status:
1) Married
2) Divorced
3) Widowed
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51.

52.

53.

54.

55.

56.

4) Single
5) Other (specify):

What is the total number of people living in your household including you?

Indicate the highest level of education that you have completed:
1) School (less than 10 years)
2) School (10 years)
3) Professional technical education (10-13 years)
4) Institute/University/Postgraduate

Do you have a medical education (medicine/nursing)?
1) Yes
2) No

How many members of your household including yourself are currently employed, include self-
employment, also those who are in farming, and seasonal/migrant work?

How would you rate your family’s general standard of living? (Read all options, check one
answer)

1) Substantially below average

2) A little below average

3) Average

4) Little above average

5) Substantially above average

Last month, the approximate amount of household income spent by all of your household
members was: (Read all options, check one answer)

1) Less than 50,000 drams

2) From 51,000 - 100,000 drams

3) From 101,000 - 200,000 drams

4) From 201,000 - 300,000 drams

5) Above 301,000drams

88) Don’t know/ Not sure/ Refuse to answer

Thank you for your participation!

Ending time /
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Appendix 2: Consent forms in Armenian and English

Zujuunuith wdkphljjut hwdwjuupuu
Ghnwhbnwugnunuljut Lehlugh phy 1 hwudtwdnnny

Ppuqbl hwdwdwyinipjut Ak

Puipl 2kq, hd wuntup Uudbju Funinuyyut ' Gu unynpnud Bl Zujuwunwith
Udkphljuit Zudwjpuwpwith  Zwbpwht  wennowwwhnipjutt  dwlniyntnh
wjwpuuwlub Ynipunid: Ukp dwlnyjnbtnt hpwjubugunid £ hbwnwgnunipinil, nph
tyuwunwlt £ wykh jud hwuljwbw] Fudueh sppwinid  puwljynny b wpyutt pupdp
dupnid niukgnn ptwlsnipjub ghwnbjhpubpp, yEpwpbpuniupp b qupybjulybpuyp ny
ntnnpujpuwjhtt dbpnnubpny wpubt pupdp dupdwtt jupquynpdw Jpupbpu; b
hwuwtwy, pt nppwiny tu tpwup htwnbnid hpkug towbwlyws nhEnnpuypuyght
pniddwtip: Uju hElwgnunipiniip tyuwwnwlj nith twb hwujwbwnt, ph npputing tu
wpul puwpdp dupnid niubgnn Gwdunh b opowlju qnintph ptwyhsubpp pujunid

uhpuwtnpwjhtt hhuunnipnitutp dknp phpkjnt hpkug hwmjuwiwju Jrnubgp:

“Inip hpwyhpjws tp dwubtmlgl] wyju hwpguqpniyght, pmth np Zujwuwnwh
Zutpuybwnnipjut punupwgh tp b wypnid tp Fwjuneh spowbnid: Akp njujkpn
dktp puwnpk;  Bip wwunwhwlwinput  uljgqpmitpny’ Gwjwunh  opowtih

htEnwjunuwqpphg:

Qbup dmubwlgnipiniip vwhdwbwthwlynid E Jhwyt iEpljuyhu hmpguqpnygny,

npp Julbth ny wyk) pwtt 15-20 pnyyk: QEp wuniup sh wpdwtwgpyh hwpguptpphlnud b
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sh ubkpyuyugyh ny dh qhlnygnid: Qbp yunwuppwbipp dkp hwupgbipht juyguunki
wju  hbknwgnuuinipjutt  hpwwbwgdwip, puyg dhlbbinyut dudwbwl 2kp
wuunwupwutbpp Ypinupugytt dnitu dwubtwjhgiph yuunwupiwttbph htwn: Fnip
lhubnt Ep w236 dwubwlhgubphg dkYyp, nypkp dwubwlghnt o wu

hEwnwgnunipjup:

Qbtp dwubwljgnipniut wyju hknwgnunipjutp judwynp k: QLq nshts sh
uyununid, tpbk Fnip hpwdwupytp dwutwlgl] wju hblnwgnunnipjuip: tnip Jupnn bp
hpwdwpyt] wuunuwupwul] guujuguws hwpgh jud guujugus wwhh punhwwnby

hupguqpnygp:

Tnip skp unwbwnt npblt htwbuwljutt hwnnignid jud wuwpghwwnpnd
htunwgnuunipjuip  dwutwlghnt phypnud: Fdmip ny dh phulh skp  nhund
dwutwlgbind wyju  hbnwgnuumpjuip: Ap wilbnd wwwnwupwbbkpp Yoquku
ppuwljuiimglly wyju hinnwgnnmpjmp, nph wpymbpbpp jupnn bb Ghpueft) wy
htwnwgnuinnutph bt Zwjwunwind  hwipwhtt  wennowwwhmpyutt  njnpund

wpjuwnnn punupwljuinipinit pwlnnubkph Ynnuhg:

Uju hbnwgnuummipjut Jhpwupbpu) hwpgbp mbbkbwnt phypnid Jupnn bp
quiquhwptk) hbnwgnumpjub hwdwljupgnnhlt' Onyhlup Zwpnipyniyuithl (37410)
51 25 92 htnwjunuwhwdwpny: Gpt nip Jupsnid bp, np Akq juy skt Jepupkpyly fud

wju hbknwgnuunipjutp dwubwlghnt piypnid 2kq Jowu £ hwugdby, Jupnn bp
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quiuquhwpl] Zujwunwth wdbphljjut hwdwjuupwth Ephluwh hwtdbtwdnnnyh

pupuniqup’ Zphthuhdk Uupunhpnuyywhi (37410) 51 25 61 hinwjunuwhwdwpny:
Zudwaw Ju bp dwululghy (uyn Jud ns):
Cunphwljunipnii:

Yupn'n kup swpnibulyby:
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American University of Armenia

Institutional Review Board #1

Consent form

Hello, my name is Anzhela Tadevosyan. | am the graduate student of the Master of Public
Health program at the College of Health Sciences of the American University of Armenia. Our
college conducts a study to better understand the knowledge, attitude and practice about non-
drug control of hypertension and the level of adherence to hypertension drug therapies among
people who have hypertension in Gavar region. Also, it will examine the perceived risk for

cardiovascular disease among hypertensive people in Gavar and neighborhood villages.

| am inviting you to participate in an interview for this project because you are a citizen of
Armenia and reside in Gavar region. We randomly chose your contact information from the
phone books of Gavar region. Participating only involves this interview today. It should take no
longer than 15-20 minutes to complete. Your name will not be recorded on the questionnaire and
not appear in any presentation of the project. Your responses to our questions will contribute to
this project but your answers will be put together with the answers of other participants. You

will be one of approximately 236 people who participate in this project.

Your participation in this study is voluntary. There is no penalty if you decline to take part in this

project. You may refuse to answer any question or stop the interview at any time.

There is no financial compensation or other personal benefits from participating in the study and
there are no known risks to you resulting from your participation in the study. Your participation
will help us to gain better knowledge about hypertension issues in Gavar region and will provide
evidence to other researchers and PH policy makers in Armenia. Nobody except research team
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will have access to the data provided by you.

If you have any questions regarding this study you can call the Principal Investigator Dr.
Tsovinar Harutyunyan at (37410) 51 25 92. If you feel you have not been treated fairly or think
you have been hurt by joining the study you should contact Dr. Hripsime Martirosyan, the
Human Subject Protection Administrator of the American University of Armenia (37410) 51 25

61.

Do you agree to participate? Please say YES or NO.

Thank you.

If yes, shall we continue?
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