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FOREWORD

Non-communicable diseases (NCDs) including cardiovascular diseases, diabetes, cancers, and
chronic respiratory illnesses have become the leading causes of illness and death worldwide.
Low-and middle-income countries like Ethiopia are facing an increasing share of this burden,

placing growing pressure on our health systems and development efforts.

Recognizing the urgency of this challenge, the Ethiopian Public Health Institute (EPHI) in
collaboration with Ministry of Health (MoH) and World Health Organization (WHO) carried out
the STEPwise survey on NCD risk factors. This nationally representative study provides
essential data on the prevalence of key risk factors among adults aged 18 to 69. It captures
behavioral, physical, and biochemical indicators that are critical for shaping evidence-based

policies and effective health programs.

This report represents a significant step forward in our on-going commitment to prevent and
control NCDs. The findings present a clearer picture of the burden we face and offer a
foundation to monitor progress toward both national health priorities and global targets,
including the Sustainable Development Goals (SDGs).We are deeply grateful to everyone who
made this survey possible the individuals who took part, the dedicated field teams who travelled
across the country, the technical experts who guided the process, and our partners, especially the

WHO and World Bank, for their unwavering technical and financial support.

We hope this report becomes a valuable resource for policymakers, public health professionals,
researchers, and all stakeholders working to reduce the impact of NCDs and improve the health

and well-being of our population.

Getachew Tollera, MD, MPH
Deputy Director General
Ethiopian Public Health Institute
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EXECUTIVE SUMMARY
Background: Non-communicable diseases (NCDs) tend to be of long duration and are the result

of a combination of behavioral, environmental, physiological and genetic factors. The main types
of NCDs are cardiovascular diseases, cancers, chronic respiratory diseases and diabetes. NCDs
disproportionately affect people in low and middle-income countries. According to 2021 WHO
report, Non-communicable diseases (NCDs) killed 43 million people in 2021, equivalent to 75%
of non-pandemic-related deaths globally. In 2021, 18 million people died from NCD before age
70 years; 82% of these premature deaths occur in low and middle-income countries. Of all NCD
deaths, 73% are in low- and middle-income countries. Cardiovascular diseases account for most
NCD deaths, or at least 19 million deaths in 2021, followed by cancers (10 million), chronic
respiratory diseases (4 million), and diabetes (over 2 million including kidney disease deaths
caused by diabetes). These four groups of diseases account for 80% of all premature NCD
deaths. Tobacco use, harmful use of alcohol, unhealthy diets, physical inactivity, and air
pollution all increase the risk of dying from NCDs. Cognizant to this, the Ministry of Health-
Ethiopia has designed the second national strategic action plan 2017-2025 to curb public health
challenges caused by major non-communicable diseases. The United Nations General Assembly
has recognized Ethiopia for its remarkable efforts in preventing and controlling non-
communicable diseases (NCDs) and presented Ethiopia’s Ministry of Health with a prestigious
award on September 25, 2024. The main objective of the present study is to assess the prevalence

of NCDs risk factors and evaluate the progress over time in the country.

Methods: A population-based cross sectional study was conducted in accordance to the WHO’s
step-wise approach to the surveillance of NCD risk factors. A total of 9,620 randomly selected
study participants age 18-69 from across the country participated in the STEPS survey and the
data collection was carried out from July to October 2024. In addition to core and expanded
modules, country-specific and some optional modules were included as part of the STEPS
survey. Data were collected digitally using android tablet from which data were transferred to
EPHI and WHO server. The data collection processes included three steps:

Step 1: This step included an interview with participants to capture their behavioral risk factors
and health history related to NCDs. The interview was face-to-face, using an Android tablet to

collect demographic information, as well as information on tobacco use, alcohol consumption,
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diet (including fruit and vegetable consumption and dietary salt), Khat use, physical activity,
history of high BP, raised cholesterol, history of diabetes and CVDs, cervical cancer screening,
chronic respiratory diseases and mental health/depression.

Step 2: This step comprised of anthropometry measurements i.e weight, height, waist
circumference in order to determine BMI and assess overweight and obesity. It also included the
measurements of BP and heart rate to determine proportion of the study population with raised
blood pressure

Step 3: Biochemical measurements were undertaken to build on the core data in stepl & 2.This
step involved measurement of biochemical health indicators: blood glucose and lipids using
cardio check point-of-care device. Spot urine samples were also collected from the study
participants to analyze urinary sodium and creatinine levels.

All in all 9,620 study participants were contacted for the present study. The response rates were
(Step-1 = 98.5%; Step-2 = 98.4%; Step-3 = 93.6%). After data cleaning and weighing,
descriptive analyses were done using “R” software. The findings were disaggregated by
respondents’ age groups, sex, place of residence (rural, urban) and administrative regions.

Below are key results of the survey:

Key Results
Tobacco use
e Among the adult population in the age group 18-69 years, overall 2.9% (95% CI: 2.2 -
4.0) were current smokers, with statistically significance difference between male 4.9%
(95% CI: 3.5-6.8) and female 0.5% (95% CI: 0.3-0.9).
e Among respondents who currently smoke, 81.9% smoke tobacco daily.
e The mean age for smoking initiation was 20 years.
e Among the daily smokers, 89.8% (CI: 73.9-96.4) adult population 18-69 years smoke
manufactured cigarettes.
e The highest prevalence of current smoking was observed in Afar region, 14.7% (95% ClI:
9.6-21.7) and the lowest in Sidama region at 0.2% (95% CI: 0.1-1.1)
e The prevalence of tobacco use (daily and occasional tobacco smokers and smokeless

tobacco users) among target population age 18-69 years was 3.8% (95% CI: 2.9-4.9%).
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Khat use

Among adult population 18-69 years, the prevalence of current khat users was 23.4 (95%
Cl:19.3-28.0).

This shows khat users prevalence increased compared to the previous steps survey which
was 15.8%.

The mean age to start khat chewing among the target population was 19 (95% CI:18.4-
20.2) year.

On average rural residents start Khat chewing at 19 years (95% CI1:17.9-19.9), compared
to urban residence at 22 years of age (95% CI:19.3 - 23.7).

Among current khat chewers in the age of 18-69 years adult population, 27% (95% CI:
15.2 - 43.4) drink alcohol after chewing khat

The prevalence of current khat users was higher in Harari region compared to other
regions, 53% (95% CI: 45.2 - 60.7). It was also significantly higher among males, 28.6%
(95% CI:23.6 - 34.0) than females, 16.9% (95% CI:13.2 - 21.5) adults.

Alcohol consumption

Diet

Among adult population of 18-69 years, the prevalence of current alcohol consumer was
20.1%

The prevalence of lifetime alcohol abstainers among adult population was 72.7% (95%
Cl: 69.1-76.1)

The proportion of adult population who consumed six or more drinks on a single
occasion in the past 30 days (heavy episodic drinking) was 1.7% (95% CI: 1.2-2.3).
Significantly more male 2.4% (95% CI: 1.6-3.4) engaged in heavy episodic drinking
compared to female 0.8% ( 95% CI: 0.4-1.4)

On average adult population in the age group 18-69 consumed fruits for 1.8 days in a
typical week.

Among adult population 18-69 years, in a typical week the mean number of days where
vegetables were consumed per week was 2.2 days

In the adult population 18-69 years, the mean number of servings of combined fruit
and/or vegetables per day was 1 serving, with a statistically significant difference
between urban 1.3 (95% C.I: 1.1,1.5) and rural 1.0 (95% C.I: 0.9,1.0) residents.
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Salt intake

Among adults age 18-69 years, 84.5% (95% CI: 81.9 - 86.7) add salt to their food while
cooking or preparing meals at home.

Among adult population age 18-69 years, 11.9% (95%CI: 9.9-14.3) perceived that they
consume too much or far too much salt, whereas 11.4% believe they consume too little or
far too little salt. These indicate the population salt intake is high.

The actual overall mean daily salt intake of the target population was 9.4 grams per day.
This was higher compared to WHO recommendation which is 5 grams perday.

96.1% of the target population had more salt intake than the WHO recommendations
(5g/day).

Physical activity

The World Health Organization (WHO) recommends that adults should engage for at
least 150 minutes of moderate-intensity activity per week, or equivalent.

Among adults age 18-69 years, 27.9% (95% CI: 25.1-31) do not meet the WHO
recommendation of physical activity and this is higher in female, 35% (95%CI: 31.5-
38.7) compared to male , 22.1% (95 CI: 19.1-25.4)

This shows insufficient physical activity prevalence increased compared to the previous
steps survey which was 5.8%.

Among adults population age 18-69 years, proportion for different physical activities
were: work related activities (64.3%), transport-related activities (32%), and leisure time
activities (3.7%).

The majority of the adult population, 77.5% (95% CI: 74.4-80.3) did not engage in
vigorous physical activity. This is significantly higher among female, 89.7% (95% CI:
86.8-92) compared to male, 67.3% (95%CI: 62.9-71.5).

History of blood pressure measurement, Diagnosis of elevated blood pressure, and

treatment

Among adults population age 18-69 years, 66.6 % (95 % CI: 63.9-69.2%) have never had
their blood pressure measured. And this proportion revealed statistically significant
difference between rural 71 % (95 % CI: 67.9-74.0) and urban residents 54.8 % (95 %Cl:
49.7-59.7%).

XXi



Within past 12 months prior to the survey, 3.6% of the population aged 18-69 years
diagnosed with raised blood pressure. And the prevalence of diagnosed with elevated
blood pressure not with in past 12 months prior to the survey was 1.7%.

As prescribed by a doctor or health worker, among all previously diagnosed, 39.6% (CI:
32.9-46.6) of individuals were currently on medication for elevated blood pressure,.
Among the population age 18-69 years who were previously diagnosed with elevated
blood pressure, 9.3% (CI: 6.4-13.4) sought advice from a traditional healer, and 18.1%

(CI: 13.8 -23.3) were using herbal or traditional remedies.

History of blood glucose measurement, Diagnosis of diabetes, and treatment:

Most of adults aged 18-69 years, 92.4% (95% CI: 91.1 - 93.6), have never checked their
blood glucose levels. And within the past 12 months prior to the survey, 0.7% (CI: 0.5-
0.9) of the adult population measured and diagnosed with diabetes. And the prevalence of
diagnosed with diabetes not with in past 12 months prior to the survey was 0.4%.

Among all previously diagnosed with diabetes, 68.9% (51.8-82) were taking oral
medication; while 52.2% (37.8-66.3) were on insulin prescribed by a doctor or health
worker.

Of the total adult population on oral medication, 62.7% (33.9 - 84.7) were males, while
73.1% (57.5 - 84.5) were females. Of the total adult population on insulin medication,
48.1% (95% CI: 25.8-71.1) were males while 55.1% (95% CI: 39.4-69.9) were females.

History of total cholesterol measurement, diagnosis of elevated cholesterol, and treatment:

The majority of adult population in 18-69 years, 98.3 %( 95% CI: 97.7 - 98.7) never
checked their blood cholesterol level. By place of resident, 98.9% (ClI: 98.3 - 99.3) were
rural and 96.6% (CI: 95.2 - 97.6) urban residents.

Among the adult population who checked their cholesterol level, only 0.2% (95% CI: 0.1
- 0.3) diagnosed for elevated total cholesterol within past 12 months prior to the survey,.
From the total population who were previously diagnosed with elevated total cholesterol,
43.9 % (95% ClI: 25.9 - 63.6) had taken oral medication. Among these 64.3 % (95% CI:
31.3-87.7) of males and 34.6 % (95% ClI: 17.4 - 57.1) of females had taken oral

medication.
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Life style advice

Among the adult population in age 18-69 years, 33.5% (95% CI: 29.7 - 37.5) were
advised to reduce salt in their diet and 27.6% (95% CI: 23.8 - 31.7) advised to eat at least
five servings of fruit and/or vegetables each day.

From the target population, 16.6% (95%CI:13.4 -20.4) were advised by a doctor or health

worker to quit or not to start tobacco.

Among the adult population, 22.1% (95% CI: 8.7-26.0) advised to start or do more
physical activity, and 19.8% (95%CI: 16.7 - 24.0) to reduce sugary beverages in their
diet.

Cervical cancer screening

e The proportion of female in the age 3049 years that ever screened for cervical
cancer was 10% (95% CI: 7.8 - 12.7).

e The highest cervical screening rate observed in Addis Ababa 38.1%; (95% CI:
29.9 - 47.0%) and Harari 24.1% (95% ClI: 18.2 - 31.1%), while the lowest
screening rates were observed in Somali and South West Ethiopia

e From female population age 30-49 years who were screened for cervical cancer,
4.2% (95% CI: 1.1 - 14.7%) had abnormal/positive result, 1.7% (95% CI: 0.3 -
9.6%) suspected and 0.7% (95% CI: 0.1 - 3.0%) did not receive their test result.

e Among female population 30-49 years, the main reason for not getting screened
for cervical cancer was due to low level of awareness about the screening service
37.3% (95% ClI: 32.6 - 42.3%).

Chronic Respiratory diseases

Among adult population of age 18 to 69 years, 1.7% (95% CI: 1.3 - 2.3) had been told to
have chronic respiratory diseases (asthma or COPD).

Among adult population diagnosed with chronic respiratory diseases, 55.9% (95% CI:
42.9 - 68.1) were taking medication.

Shortness of breath was the most common chronic respiratory symptom, 52.1% (95% CI:
38.3-65.6) among adult population diagnosed with asthma.

The daily activities of rural adult residents were more affected due to chronic respiratory
diseases symptoms, 39.2% (95%CI: 29.9-49.4) compared to urban residents, 17.2 %
(95% CI: 9.9-28.0).
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Mental health (depression)

Among adult populations age 18-69 year, the overall estimated prevalence of depression
was 2.3% (95% CI: 1.7-3.1). It was 2.6% (95% CI: 1.8-3.8) in urban and 2.2% (95% CI:
1.5-3.3) in rural areas.

Relatively highest prevalence of depression was reported in Tigray, 6.3% (95% CI: 4.0-
9.7), Addis Ababa 3.9% (95% CI: 2.2-6.8) and Dire Dawa 3.1% (95% CI: 1.6-5.9). In
this region wise comparison, it needs to be noted that the sample size from Amhara
region was small than expected.

Among adult population in age 18-69 years with depression, 86.7% (95%CI:76.3 - 92.9)

did not take any medication for their depression.

Physical measurement

Raised Blood Pressure

Among adult population age 18-69 years, the prevalence of measured raised blood
pressure (Systolic blood pressure > 140 mmHg and/or Diastolic blood pressure > 90
mmHg) was 16.6% (95% CI: 14.3-19.1). The prevalence raised blood pressure increases
with age, 9.5% (95% CI: 6.8-13.1) in the age group 18-29 years and 29.9% (95% CI:
25.5-34.7) in age group 60-69 years.

In the adult population, the prevalence of elevated blood pressure in Grade Il category
(Systolic blood pressure > 160 mmHg and/or diastolic blood pressure > 100 mmHg) was
6.4% (Cl: 4.9 - 8.2).

Prevalence of raised blood pressure (Systolic blood pressure > 140 mmHg and/or
Diastolic blood pressure > 90 mmHg) or currently on medication for raised blood
pressure was 17.3%(95% C1:15.0 - 19.8%).

Raised Blood Pressure Diagnosis, Treatment, and Control

From adult population with raised blood pressure or on medication for raised blood
pressure, only 20.5% (CI: 17.1 - 24.3) were previously diagnosed. This proportion
showed statistically significant difference by sex, 15.2% (Cl: 11.5 - 20.0) among males
while that of females was 26.6% (Cl: 22.3 - 31.4). Similarly, there was statistically
significant difference by place of residence, 14.6% (95% CI: 11.0-19.0) in rural residents
and 32.5% (95% CI: 26.6-39.1) in urban residents.

Of those raised blood pressure or on medication, only 12.2% (CI: 9.8 - 15.1) were treated
with medication. It significantly varies by place of residence, with 8.5% (CI: 6.0 - 12.1)
of rural and 19.5% (CI: 15.5 - 24.2) of urban adult population.

Among those raised blood pressure or on medication, only 4.0% (CI: 2.8 - 5.8) were
controlled (Systolic blood pressure < 140 mmHg and Diastolic blood pressure < 90
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mmHg). And it shows a significant variation between rural 2.0 (9.5% (CI: 1.1 - 3.6) and
urban 8.1 (9.5% (CI: 5.2 - 12.5) residents

Body Mass Index (BMI)

e The overall mean BMI of adult population (excluding pregnant women) age 18-69 years
was 21.4kg/mz2. And it was significantly higher for female, 21.8 k.g/m? (95% C.1: 21.5 -
22.0) compared to male, 21.2 k.g/m? (95% C.I: 20.9 - 21.4). It was also higher among
urban residents 22.4 k.g/m? (95% C.I: 22.0 - 22.7) compared to rural residents 21.1 (95%
C.I: 20.8 - 21.3).

e From adult population age 18-69 years, 8.4% (ClI: 7.2 - 9.7) were classified as overweight
(25<BM1<29.9 kg/ m2). Proportion of overweight urban residents (12.5%, CI: 10.4 -
14.8) was significantly higher compared to rural residents (6.8%, CI: 5.5 - 8.5).

e The proportion of overweight or obese adult population 18-69 years was 10.9% (95%

C.I: 9.5 — 12.3). It was statistically higher among female population 13.3% (95% C.I:
11.7 - 15.0) compared to male population 9% (95% C.I: 7.5-10.8); and among urban
residents 17.5% (95% C.I: 14.8 - 20.5) compared to rural residents 8.4% (95% C.I: 7.0 -
10.2).

Biochemical measurement
Impaired Fasting Blood Glucose

e Among the adult population age 18-69 years, 7.4% (95% CI: 6.2 - 8.8) had impaired
blood glucose (plasma venous glucose >6.1 mmol/L (110 mg/dl) and <7.0 mmol/L (126
mg/dl)), with a larger proportion in the age group 60-69 year (9.8%, 95% CI: 7.0 - 13.6).
The proportion did not show significant difference by sex and place of residence.

Elevated Fasting Blood Glucose or Current Diabetes Medication

e From adult population age 18-69, 4.2% (95% CI: 3.5 - 5.1) of them have elevated fasting
blood glucose (plasma venous glucose level >7.0 mmol/l (126 mg/dl). For both male and
female population the proportion increases with age but no statistically significant
difference between male and female.

Elevated Blood Glucose Diagnosis and Treatment

e Among adult population with raised fasting blood glucose or currently on medication,
18.2% (95% CI: 13.5-24.1) was previously diagnosed with diabetes. This proportion did

statistically vary by sex and place of resident.
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Among population with raised blood glucose or currently on medications, 17.0% (95%

Cl: 12.4 - 22.8) were on treatment for diabetes during the survey.

Elevated Total Cholesterol

The prevalence of elevated total cholesterol ( >5.0 mmol/l or >190 mg/dl) or on

medication among adult population was 5.0% (95% CI: 4.1 - 6.1). And it was

significantly higher among female population, 7.0% (95% CI: 5.6 - 8.7) compared to
male, 3.4% (95% CI: 2.6 - 4.4).

The prevalence of very elevated total cholesterol (>6.2 mmol/l or >240 mg/dl) among

adult population was only 0.6% (95% CI: 0.4 - 0.9). And significant difference not

observed by population sex and place of resident.

Cardiovascular disease risk

The percentage of prediction with a 10-year cardiovascular disease (CVD) risk of >20%

or with existing CVVD among population in the age group 40-69 years was 5.5% (95% CI:

3.7-8.0). This percentage did not show significant difference between the population sex

and place of residence.

Summary of combined risk factors for NCDs

The following are considered in the analysis of combined risk factors for Non-

communicable diseases:

o

(0]

(0]

Current daily smoking

Less than five servings of fruit and/or vegetables per day

Not meeting WHO recommendations on physical activity for health (<150
minutes of moderate activity per week, or equivalent)

Overweight or obese (BMI > 25 kg/m2)

Raised Blood Pressure (SBP > 140 and/or DBP > 90 mmHg or currently on

medication for raised BP)

Among adult population age 18-69 years, only 0.6% (95% CI: 0.3 - 1.0) was with zero

combined risk factors for Non-communicable diseases.

Among adult population age 18 to 69 years, the percentage with 3-5 combined risk
factors for NCDs was 9.4% (95% CI: 8.2-10.8). This percentage was 15.5% (95% ClI.
13.1-18.1) in 45-69 age group which significantly higher compared to 18-44 year age
group at 7.4% (95% CI: 6.2-8.8).
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Among female age 18-69 years, 11.4% (95% CI: 9.8-13.2) of them were with 3-5
combined risk factors for NCDs. This percentage depicted significantly higher compared
with male adult with 3-5 combined risk factors of 7.9% (95% CI: 6.5-9.6).

From adult population age 18-69 years, percentage with 3-5 combined risk factors for
NCDs was significantly higher in the urban population 16.0% (95% CI: 13.1-19.4)
compared to the rural population (7.0% (95% CI: 5.8-8.4).

Conclusions and Recommendations
The results of the NCD STEPS Survey-2024 in Ethiopia highlight a high and concerning

prevalence of risk factors associated with non-communicable diseases (NCDs). This nationally

representative survey provides essential, up-to-date data that can inform the design and

implementation of targeted, evidence-based interventions to prevent and control NCDs. It also

offers valuable insights into trends and changes since the first National NCD STEPS Survey
conducted in 2015.

Key conclusions from the survey include

>

High prevalence of behavioral risk factors such as harmful use of alcohol, unhealthy
diets, khat chewing, and physical inactivity;

Growing burden of biological risk factors, including raised blood pressure, elevated
blood glucose, and overweight/obesity;

Low levels of awareness, treatment, and control of major NCDs, highlighting significant
gaps in healthcare access and public health education;

Marked disparities in NCD risk factors across regions, age groups, and gender,
underscoring the need for context-specific and equity-focused interventions;

The urgent need to strengthen multi sectorial collaboration to address the social and

environmental determinants of NCDs and promote healthier lifestyles nationwide.

Recommendations

1.

Enhance Public Awareness and Education: Scale up community-based education and
awareness campaigns focused on NCD prevention, early detection, and healthy lifestyle
promotion.

Strengthen Primary Healthcare Services: Improve access to quality healthcare, with a
focus on early screening, diagnosis, and long-term management of NCDs at the primary

healthcare level.
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3. Promote Healthy Environments: Encourage physical activity and healthy eating through
urban planning, school and workplace programs.

4. Foster Multi sectorial Collaboration: Engage various health sectors, education,
agriculture, finance, and civil society in a coordinated effort to tackle NCDs and their risk
factors.

5. Implement Regulatory Measures: Introduce and enforce policies to reduce harmful
behaviors (e.g., excessive alcohol consumption, unhealthy diets, and khat use), including
taxation and marketing restrictions.

6. Strengthen Surveillance Systems and Monitor Progress and: Establish robust systems for
regular monitoring and evaluation of NCD-related indicators to track progress and inform
decision-making.

Generally, this survey key findings and recommendations call for urgent, coordinated, and
sustained action by the Government of Ethiopia, development partners, civil society, and
communities to curb the rising burden of NCDs and protect the health and well-being of the

population.
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1. Introduction

1.1 Background
Non-communicable diseases (NCDs) also known as chronic diseases tend to be of long duration

and are the result of a combination of behavioural, environmental, physiological, and genetic
factors. The main types of NCDs are cardiovascular diseases (such as heart attacks and stroke),
cancers, chronic respiratory diseases (such as chronic obstructive pulmonary disease and
asthma) and diabetes (1). It causes 41 million people deaths each year, equivalent to 74% of all
deaths globally, and more than 15 million people die from a NCD prematurely; 85% of deaths
between 30 and 69 years of age occur in low- and middle-income countries. The burden is more
in low- and middle-income countries, which accounted 77% of all global NCD deaths. Among
the types of NCDs, cardiovascular diseases account for most NCD deaths or 17.9 million people
annually, followed by cancers (9.3 million), respiratory diseases (4.1 million), and diabetes (1.5
million). These four groups of diseases account for over 80% of all NCD deaths between 30-69
years of age (2,3).

Cardiovascular disease (CVD) is the leading cause of mortality globally and encompasses a
broad and diverse range of subtypes, including rheumatic heart disease (RHD), ischemic heart
disease (IHD), cardiac dysrhythmias, cerebrovascular disease, peripheral arterial disease, and
heart failure. There is limited study available, but the number of CVD cases in Ethiopia has
shown increase from 1990 to 2017. Meta-analysis studies showed that the pooled prevalence of
cardiovascular disease (CVD) are 5%, it is higher in the population who visits hospitals, 8%
compared to the 2% in the general population (4). The Global burden of diseases study indicated
that the number of CVD cases increased from 1,398, 780 in 1990 to 2,838,767 in 2017. The top
three most prevalent CVDs in all ages in 2017 were RHD (932.1), IHD (621.8), and stroke
(313.8). The all-ages prevalence rate per 100,000 population increased from 2,721 in 1990 to
2,759 in 2017, with an annual constant incidence rate and a decline in the death rate from 125.6
in 1990 to 57.07 in 2017(5,6).

Hypertensions (HTN), globally, it caused morbidity in about one billion people (7) and killed
10 million people (8). The prevalence is also high in Ethiopia, it may range from 16-19.6% |,
with higher prevalence in urban dwellers (22- 23.5%) than rural dwellers (13- 14.7%) (9,10).
The major challenges in the control of HTN are low awareness for the symptoms of HTN and
undiagnosed HTN, approximately 60% of patients with high blood pressure in Ethiopia were
never diagnosed and among those identified cases, only 28% were taking medications. Of those
on treatment, 74% had poorly controlled hypertension (11).

Diabetes is a chronic metabolic condition manifested by elevated blood glucose levels when the

pancreas produces little or no insulin (type 1 diabetes) or cells’ resistance to take insulin (type 2



diabetes) or both. According to International Diabetes Federation (IDF) 2021 worldwide
estimate, 537 million (10.5%) adults (20-79 years) were living with diabetes, over 6.7 million
people aged 20 —79 died from diabetes-related causes, over 240 million people were living with
undiagnosed diabetes, meaning almost one-in-two adults with diabetes were unaware the
condition they have (12). In the Africa region, 1 in 22 adults (24 million) were living with
diabetes, 416,000 deaths. Based on the IDF 2021 estimates, in Ethiopia, there were about 1.9
million cases of diabetes in those aged 20-79 years, of these, undiagnosed diabetes, diabetes
related deaths, impaired glucose tolerance, and impaired fasting glucose were 1.1 million,
26,448, 7.1 million, and 3.0 million, respectively (12)

Cervical cancer - globally it is the 2" most common cancer in women, about 570,000 new cases
and 311,000 deaths were reported annually as of 2018, the burden will increase to almost
460,000 deaths by 2040, nearly 50% increase over 2018 level. This increase was inequitable,
with nearly 90% of deaths occurring in low- and middle-income countries (13-15). Seventy
present (70%) of cervical cancer is caused by the Human papillomavirus (HPV) types 16 and
18, for which there is a multivalent vaccine available. (16). In Ethiopia cervical cancer is the
second most frequent form of cancer and the leading cause of cancer deaths among women, an
estimated 7,445 new cases and about 5,338 deaths every year (17). Majority of cancer cases
(over 80%) are detected at a late stage, predominantly due to lack of information about cervical
cancer and a death of prevention services. Risk factors for HPV and cervical cancer are sexual
activity before age 20, multiple sexual partners, exposure to sexually transmitted infections
(STIs), previous abnormal pap smear, smoking, and immunosuppression (e.g. HIV/AIDs,
corticosteroid use) (11,17,18)

Mental health is a fundamental component of WHO’s definition of health and is defined as a
state of well-being whereby individuals recognize and realize their abilities, are able to cope
with the normal stresses of life, work productively and fruitfully, and make a contribution to
their communities (19). The most prevalent psychiatric conditions in the world are depressive
and anxiety disorders. In 2015, the total number of people living with depression in the world
was estimated to be 322 million, dementia account 50 million and suicide is estimated to take
the life of over 800,000 people per year. There were also notable links between specific types of
mental health disorders and suicide showing a pooled relative risk of suicide across a range of
mental health and substance use disorders (20).

In Ethiopia, mental illness is the leading non-communicable disorder in terms of burden
measured in disability adjusted life years. According to a large community based study
conducted in a predominantly in the rural part of Ethiopia, mental illness was found to comprise

11% of the total burden of disease, with schizophrenia and depression included in the top ten
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most burdensome conditions (21), and suicide rates increased from 7.9 to 8.4 per 100,000
populations from 2005 to 2015 (22). A systematic and meta-analysis also indicated the
prevalence of common mental illness to be 21.58% and 36.43% in the general population and
among patients with co-morbid conditions, respectively (23). Mental disorders adversely affect
the course and outcome of co-morbid chronic conditions, including cancer, heart disease,
diabetes, HIV and tuberculosis (24).

1.1.1 Risk Factors for Non-communicable Diseases
NCDs are driven by socioeconomic determinants that include rapid urbanization, globalization

of unhealthy lifestyles, and population ageing. Children, adults, and the elderly are all
vulnerable to the risk factors contributing to NCDs, whether from unhealthy diets, physical
inactivity, and exposure to tobacco smoke or the harmful use of alcohol (25). The risk factors
can be modifiable behavioral risk factors (such as unhealthy diet, physical inactivity, tobacco
use, harmful alcohol use, khat use); intermediate metabolic risk factors such as (raised blood
pressure, overweight/obesity; hyperglycemia or high blood glucose levels and hyperlipidemia-

high levels of fat in the blood); and environmental risk factors(globalization, urbanization) (11).

1.2 Underlying factors
The two common underlying risk factors for NCDs are socio-demographic and poverty.

Ethiopian 2015 STEPS survey showed that, the risk of developing raised BP (SBP>=140 and/or
DBP>=90) was significantly associated with being woman, being older, and living in urban
area(9). Poverty is closely associated with NCDs and the rapid increase in NCDs are predicted
slowing down poverty reduction initiatives in low-income countries, particularly by increasing
household costs associated with health care. High rates of poverty and inequality in the region
exacerbate the challenges; living in low-income neighborhoods is an important precursor for
NCD risks factors. NCDs cause two out of three deaths in women (9,11,26), NCDs rapidly drain
household resources, including treatment which is often protracted and expensive, combined
with loss of income, force millions of people into poverty annually and suppress development
(1,11)

1.1.3 Modifiable behavioral risk factors
The modifiable behavioral risk factors for NCD includes tobacco, harmful use of alcohol, khat

chewing, physical inactivity, unhealthy diet (salt, fruit vegetable, sugar, oil), and air pollution.
Substance use (tobacco smoking, alcohol use, and khat chewing) are associated with the
occurrence of a range of NCDs. Tobacco smoking accounts for 1 in 6 of all NCD deaths, and
increases the risk of virtually all CVD subtypes, cancer, chronic obstructive pulmonary disease,
diabetes, cataract, macular degeneration and rheumatoid arthritis (9,11,27). NCD 2015 STEPS

survey in Ethiopia showed that the percentage of tobacco users (daily and/or non-daily), in
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either smoke or smokeless forms were 4.2%, more users were men (7.3%) and the mean age of
starting tobacco use was 21 years (9). Heavy episodic drinking and khat chewing were
independently associated with tobacco smoking. In pregnant women, tobacco causes intrauterine
growth retardation, spontaneous abortion, low birth weight(28).

Alcohol consumption increased throughout the world. Alcohol consumption is common in
Ethiopia, lifetime alcohol consumption is 49.3%, and 40.7% are current drinkers according to
the 2015 NCD steps survey in Ethiopia. Based on the same study, 12.4% are heavy episodic
drinker (20.5% males and 2.7% females) (9). The DHS 2016 reported that, 53% of men and
45% of women had lifetime history of alcohol consumption, among whom 53% of men and
48% of women consumed alcohol six or more days for six month (29). The risk factors for
heavy episodic drinking, were: being male, rural residence, married, current tobacco smoking,
and increased age (29,30).The concurrent use of alcohol and tobacco were accounted to 50% of
the behavioral risk factors for NCDs (11).

Khat chewing is associated with mental illness such as insomnia or sleep problem (31), suicide
ideation and attempt (32,33), elevated blood pressure and heart rate which are established risk
factors for cardiovascular diseases (34), and physical health, social, and economic problems
(35). The study conducted by Ali et al in 2010 showed that death was significantly higher
among khat chewers due to chronic illness such as heart disease and stroke as compared with
non-khat-chewers (5).

Physical inactivity is one of the modifiable factors for NCD. According to WHO standards, in
2016, 14% (17 % women and 10% men) of adults were insufficiently active (36). The Ethiopian
NCD STEPS survey 2015 showed that, 94.2% (95% of male, and 91% of female) of the study
participants reported to be physically active as per WHO recommendations (9). Evidence shows
that physical inactivity increases the risk of many adverse health conditions, including major
non-communicable diseases such as coronary heart disease, type 2 diabetes, and breast and
colon cancers, and shortens life expectancy (37).

According to Global burden of disease report, dietary risks of chronic diseases was responsible
for 60,402 deaths, 23.0% of all NCD deaths in 2013 (38). According to the Ethiopian NCD
STEPS survey (9), the prevalence of fruit and/or vegetable consumption was 1.5%, more female
than male ate fruit and vegetable and those in rural area of residence ate >5 servings of fruits
and vegetable than their counterparts. WHO recommends that salt consumption not exceed 5
g/day, equivalent to 2 g of sodium per day; however the salt consumption was 8.3g per person
per day, in men (9.0 g/day) and in women (7.4 g/day) (9). Sodium consumption greater than
2g/day, attributed to death from CVD (39). The challenge for the control of death due to excess

salt intake are low awareness and perception of salt intake are risk factors for NCD and regarded
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reduction in the diet as very important, and an approximately equal proportion was
implementing strategies to reduce dietary sugar and salt intake (40).

According to the Ethiopian 2016 Demographic Health Survey (29), cooking with solid fuels
(mostly wood) is a major source of exposure to smoke inside Ethiopian houses (in addition to
tobacco smoke). According to the WHO, household air pollution killed over 60,000 Ethiopians
in 2016, while ambient (outdoor) air pollution claimed the lives of more than 30,000. A large
percentage of these deaths are from NCDs (lower respiratory infections are also a major health

consequence).

1.3 Intermediate risk factors
The two most common intermediate risk factors are metabolic and body risk factors. High levels

of metabolic factors such as high blood pressure, body mass index (BMI) or blood lipids,
significantly increase the risk of cardiovascular diseases. A meta-analysis conducted in Ethiopia
revealed that, the prevalence of metabolic risk factors ranged from 12% to 24% with the highest
prevalence observed for overweight/obesity (23.9%), hypertension (21.1%), metabolic
syndrome (14.7%) and impaired glucose tolerance (12.4%), and all metabolic risk factors were
higher among people aged above 45 years (41). The age-standardized prevalence of overweight
(BMI > 25 kg/m2) was 5.2%, far below the average for the WHO African Region of 31.1% (9).
Furthermore, in another study, only 2% of women and 0.5% of men in Ethiopia were obese
(BMI > 30 kg/m2) (9).

Globally, the prevalence of obesity showed a continuous increase between 1980 and 2015, this
is more often observed in low-and middle-income countries, and, in some nations, it is more
prominent among women (42). A high body mass index (BMI) is one of the major risk factor for

cardiovascular diseases (CVDs), type 2 diabetes mellitus, and neoplasms (43).

1.4 Justification and significance of conducting the 2024 STEPS as NCD risk factor surveillance in Ethiopia
There has been a significant increase in the burden of NCDs in sub-Saharan Africa over the past

two decades, driven by increasing incidence of risk factors such as unhealthy diets, reduced
physical activity, hypertension, obesity, diabetes, dyslipidaemia, and air pollution. Important
efforts are therefore needed to reduce the burden of NCDs in the region, starting with the
provision of reliable epidemiological estimates of NCDs and their drivers to appropriately
inform prevention and control strategies (1).

In Ethiopia, NCDs accounted for more than 43% of all deaths in 2019, proportional mortality
from NCDs, by disease were: cancer (8%), cardiovascular diseases (16%), diabetes (2.6%),
chronic respiratory diseases (2.7%), other NCDs (14%) (6,11). In Ethiopia, there is only one
national representative study conducted, STEPS survey 2015 (9), that showed the burden of
major chronic NCDs and their risk factors.



The main strategy to control NCDs is to focus on reducing the associated modifiable risk
factors. Monitoring progress and trends of NCDs and their risk factors are crucial for guiding
policy and priorities. Ethiopia formulated and implemented a national strategic plan for the
prevention and control of major non-communicable diseases from 2020/21 to 2024/25(11).
Evidence on the magnitude and trends through time is crucial for implementing feasible
prevention strategies and to develop policies and programs that help to achieve the global target
of a 25% relative reduction in the risk of premature mortality from NCDs by 2025, and the SDG
target 3.4 of a one-third reduction in premature deaths from NCDs by 2030.

The WHO has also developed a surveillance framework to identify the risk factors as a main
pillar in the fight against NCDs by focusing on primary prevention through comprehensive,
population-wide programs targeting the major risk factors and their control (1,44). Furthermore,
the MoH in its second Health Sector Transformation Plan (HSTP) planned to conduct the
national representative survey to better estimate the magnitude and risk factors for NCDs to
strengthen the programs and strategies. In Ethiopia, a double burden of disease is already
emerging with the mix of infectious diseases and increasing non-communicable disease.
Findings of this study will highlight the magnitude of NCDs that will alert health workers and
decision makers to take appropriate measures to treat, strengthen the strategies, follow-up the
prevention and control of NCDs, and track the progress of the 2025 national targets. The
findings will also help to monitor the progress and trends of NCDs and their risk factors.

1.5 Ethiopia Honored by UN for Excellence in Non-Communicable Disease Prevention
The United Nations General Assembly has recognized Ethiopia for its remarkable efforts in

preventing and controlling non-communicable diseases (NCDs), a significant public health
challenge affecting millions worldwide. During the 79th session of the General Assembly in
New York, the UN Task Force on the Prevention and Control of Non-Communicable Diseases
presented Ethiopia’s Ministry of Health with a prestigious award on September 25, 2024,
acknowledging the country’s success in implementing comprehensive and sustainable NCD
prevention programs. Ethiopia has made significant strides in addressing NCDs through a multi-
faceted approach that prioritizes community-based healthcare services, early detection, and
preventive measures. A key focus has been on cervical cancer prevention, with expanded
screening programs and vaccination initiatives aimed at reducing mortality rates among women.
Additionally, Ethiopia’s commitment to raising public awareness, improving access to essential
healthcare services, and integrating NCD management into primary healthcare facilities has
contributed to its success. Receiving the award on behalf of Ethiopia, Minister of Health HE Dr.
Mekdes Daba expressed pride in the achievement, emphasizing that this recognition reflects the

country’s dedicated efforts to strengthen its healthcare system and ensure a healthier future for
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its citizens. The award serves as a testament to Ethiopia’s proactive policies and collaborations
with international health organizations in combating the growing burden of non-communicable

diseases.

1.6 Objectives
To assess the prevalence of NCDs risk factors among18-69 year old population in Ethiopia.

Specific objectives

e To measure the prevalence of behavioral risk factors (tobacco use, harmful use of alcohol,
physical inactivity, khat use, unhealthy diet) among adults age 18-69 in Ethiopia

e To measure the prevalence of biological risk factors (raised blood pressure, overweight,
obesity, raised blood sugar level, abnormal blood lipids) among adults age 18-69 in Ethiopia

e To assess factors associated with selected NCDs (raised blood pressure, overweight, obesity,
raised blood sugar level, mental illness, chronic obstructive pulmonary diseases) age 18-69
in Ethiopia

e To assess the use and determinants of cervical cancer screening/testing services among
women age 18-69 in Ethiopia

e To assess the prevalence of individuals affected by mental health conditions

e To assess the prevalence of individuals with chronic respiratory diseases

e To analyze the change over time in NCD risk factors and the prevalence of selected NCDs in

Ethiopia



2. Methods

2.1 Survey design
A nationwide representative population-based cross-sectional household survey was conducted,

and the study area included all 12 regional states and the 2 city administrations of Ethiopia. The
survey was carried out after adapting NCD STEPS risk factor survey instrument version 3.2
which is in line with WHO STEP wise approach for NCD surveillance. STEPS is a sequential
process starting with first step that enables to collect pieces of information on behavioral key
risk factors using structured questionnaire, then moving to second step which includes simple
physical measurements. Step three is designed to collect biological sample which includes blood

and urine samples for biochemical assessment.

2.2 Study population, inclusion and exclusion criteria:
The study population included participants, age 18 to 69 year adults from rural and urban

sampled EAs across the country from 12 regional states and 2 city administration of the country.

Inclusion and exclusion criteria were as follows:

2.2.1 Inclusion
All randomly selected study participants, age 18 to 69 years adults were included. Study

participants were member of the household and at least who had been there for the last 6
months. Individual who were able to provide information that is individuals without mental

disability were included in the study

2.2.2 Exclusion
- Temporary residents: Tourists/visitors, living less than 6 months

- Residents whose primary residences are military camps, dormitories, or those living in
institutions like hospitals, prisons, nursing homes, refugee camps

- Pregnant women at the time of the study were excluded for physical measurement like
weight, height and hip-circumference as well as the spot urine sample.

- Mentally disabled and those with some type of physical disability that is not suitable for
physical measurement were not considered in this study.

- Internally displaced people

2.3 Sample Size Estimation
The 2020 updated WHO STEPS Surveillance Manual recommends age-sex specified sample

size calculation according to four age group division per gender, these are; 18-29, 30-44, 45-59,
and 60-69 years. A single proportion formula was implemented to determine the sample size. To
adjust for the loss of precision due cluster sampling, sample size was multiplied by the design

effect. In order to have an adequate level of precision for each age-sex and regional estimate, the
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sample size was multiplied by the number of regions, since this yields the maximum sample size
x 14 regions for which the estimates were reported. To adjust for the unanticipated non-
response, we used a 15% non-response rate based on WHO recommendation for STEPS survey.
Thus, Z-score=1.96; Proportion =50% (Because STEPS survey is a multiple-risk factor survey,
For all regions except Oromia and Amhara used 50% figure to equally distribute the risk factors
from the extremities.); marginal error=0.05; Design effect =1.5 and non-response rate=15%.
(This gives 678 households X 12 regions=8136 household and 678/15=45 EAs for each region)
And for Oromia and Amhara which are populous regions, keeping all other assumptions
constant, we reduced the margin of error to 0.04 and increase the design effect to 2 to have a
relatively good precision. (This gives 1412 householdsX2 regions=2824 household and
1412/15=94 EAs for each region). Thus a total of 10,960 households (8136+2824) were

included.

2.4 Sampling procedure

2.4.1 Cluster selection
Multi-stage sampling was used to select EAs, households and study participants. A two-stage

stratified cluster sampling was applied in the selected study Enumeration Area. At the first
stage, list of the enumeration areas (EAs) produced in 2019 by the Ethiopian Statistical Services
(ESS) was used as a sampling frame. Data collectors were provided with maps of selected EAs
plus questionnaires in soft copy that were uploaded in tablet computers. Data collectors carried
out household listing in selected EAs. In each EA a total of 15 households were randomly
selected using tablet computer. Accordingly, a total of 728 EAs were selected to get the total
number of households. Each EA formed one cluster, and these clusters constituted the primary

sampling units.

2.4.2 Distribution of sampled EAs and household by region
The study was conducted in all regional states and city administrations of Ethiopia. For each

regional state and city administration, 45 EAs and 678 households were randomly selected for
the study, except Amhara & Oromia regional states. However, as Amhara and Oromia regions
are relatively populous, for these regions, 94 EAs and 1412 households per region were
randomly selected. All in all, the study protocol was designed to randomly select 728 EAs and

10,960 households across the country.

2.4.3 Household and study participant selection
Household listing were carried out in enumeration areas provided by Ethiopian Statistical

Service and 15 households were randomly selected from each EA. Within each selected
household, all eligible participants were listed using the eSTEPS application software on tablet
9



computers, and then one eligible study participant per household was randomly selected and
included in the survey. As one study participant was selected per household, 10,960 study
participants were randomly selected to be involved.

When a selected member of household agree and sign a consent form data collection was carried
out whereas if declined to participate, this was recorded as a non-response. The data collection
in most of the regional states and city administration were carried out from 1% July to 30
October 2024.

2.5 Survey tool and data collection
The WHO STEPS survey instrument v3.2 was adapted to the context of the country. In the

adaptation process, apart from the country specific module which is Khat use, optional modules
namely, Cervical cancer, Mental health (depression) and Chronic respiratory diseases were
included based on the agreement of the technical working group (TWG) in consultation with
MoH. The complete Stepwise survey of NCD risk factors is a three-stage process. It starts with
gathering key information on risk factors with a questionnaire, then moves to physical
measurements and then collection of blood and spot urine samples for biochemical analysis.
Study participants were assigned a unique personal identification number (PID) and quick
response codes (QR codes) that can be scanned by tablet computers. Unique personal
identification number and QR codes were used to merge the data from steps-1, 2, 3 and urine

laboratory test results.

2.5.1 Step 1: Interview questionnaire
The STEPS interview is about finding out and recording a list of facts and behaviors relating to

selected study participants. The selected study participants were interviewed using the WHO
STEPS survey instrument v3.2. This step comprised of data collection using a structured
questionnaire. Its purpose is to gather demographic and behavioral characteristics of the
population from a representative sample. Different show cards were used for major risk factors
such as alcohol and tobacco use, fruit and vegetable consumption, salt intake and physical
activity. In addition to the core and expanded modules, the survey included optional and country
specific modules such as Mental Health/depression, Chronic Respiratory Diseases and Khat use
that is specific to the country. The interviews were conducted using the six local languages

(Afarigna, Afan Oromo, Amharic, Sidamigna, Somaligna and Tigrigna).
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Components of the 2024 Ethiopia STEPS Survey

STEP

STEP -2
Physical measurement

CORE EXPANDED Optional/Country specific
» Basic » Expanded » Mental
demographic demographic Health/depression
information — information: marital > Chronic
such as age, status, yrs at school, Respiratory
sex, literacy employment status Diseases
» Smokeless tobacco
» Tobacco use Use » Khat use
> Alcohol > Failure to  stop
consumption drinking alcohol and
> Diet: Fruit & associated  social
Veg, salt intake problems
» Physical » Knowledge of risks
activity associated with too
> History of much salt
elevated blood consumption,  and
pressure, \'Nays of reducing salt
diabetes, consumption |
»  Sedentary behavior
elevated » Reason for not
cholesterol, getting tested for
CVvD cervical cancer
» Lifestyle advice screening
» Cervical cancer
screening
» Weight &
Height
» Blood pressure
& Heart Beat
»  Waist
circumference
» Fasting blood
sugar
» Total
cholesterol
» Urinary salt and

creatinine
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2.5.2 Step 2: Physical measurement
The purpose was to build on the core data in step 1 and to determine the proportion of the study

population with raised blood pressure, and/or who were overweight or obese. This was
conducted in the household setting straight after STEP-1 interview. Blood pressure and heart
rate were taken from the participants three times with three minute intervals using BOSO
Medicus BP Monitor and an average of three measurements were used to determine the blood
pressure. Heart rate and blood pressure results were displayed simultaneously on the digital
blood pressure monitor. To calculate body mass index (BMI) that is used to determine the
prevalence of overweight and obesity in the population, standing height and weight
measurements were taken by ultrasonic height device and digital adult weight scale,
respectively. Measurement on waist circumference was also taken using BMI calculator tape

meter.

2.5.3 Step 3: Biochemical measurement
Step 3 included selected biochemical measurements that require testing taking blood samples

(finger prick) and collecting spot urine. To obtain accurate results, study participants were
informed to fast for at least 8 hours before blood testing. Blood testing was done in the morning
and blood samples were taken through finger prick and tested using cardio-chek device (a point-
of-care analyzer) to measure blood glucose and blood lipids. Diabetic patients on medication
were advised to bring their tablets and insulin with them and to take them after their blood test.
Blood sugar tests were taken to measure for raised blood sugar levels which are a risk factor for

diabetes. Blood cholesterol tests were taken to measure total cholesterol.

Urine samples were collected by the study participants the evening and then samples were
brought to the Step 3 site the next day. The aim of the spot urine sample collection was to
estimate levels of creatinine and salt intake. Stickers with a unique QR codes were used for
biological samples collected from each study participant. Urine samples were stored temporally
in refrigerators at local health facilities and then transferred to national reference laboratory for
clinical chemistry at EPHI. Tests for urine samples with damaged QR codes were not done and
excluded from the analyses.

Data for Steps 1 and 2 and then Step 3 were recorded at different times. Therefore, Step 3 data
were merged to Step 1 and 2 data-set afterwards. The participant identification number (PID)

and QR codes played a crucial role in merging the data sets.

2.6 Field team
There were 32 field teams and each team had two data collectors (one lab technologist, and

another one with background of public health sciences). One of them was assigned to serve as
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team lead to coordinate the field work on top of data collection. All data collectors were
assigned from health facilities of respective regional state/ city administration. Additional 16
data collectors were recruited and trained as a reserve to replace those dropouts for various
reason. Step-one (behavioral) and step-two (Physical measurements) tools were administered by
the two data collectors and step 3 biochemical measurements were done by the laboratory
technologist.

There were also 8 field coordinators recruited and employed by EPHI to coordinate the
administrative issues at regional level and control the quality of the data. Further, there were
about 20 regional coordinators from EPHI and the MoH who were assigned as coordinators to
oversee the implementation of the survey.

Before data collectors training, Training of Trainers (ToT) were provided to TWG members by
senior experts from WHO. Three days ToT was offered from April 29 to May 2, 2024 in Addis
Ababa. After completion of ToT, participants were provided with certificate of participation.
Subsequently, data collectors training program for one week was carried out in Adama, 18-25
June 2024. Data collectors and field supervisors were trained on the contents of the
questionnaires and the steps of study execution. The training were led by the core TWG
members and the training was followed by the pilot testing in Bishoftu some 40 km away from
Adama. Training manuals were prepared and shared with the NCD STEPS Technical Working
Group (TWG) for additional inputs before its distribution to the field staff.

The training sessions covered every detail of the study and the full range of skills required. To
this end, an intensive theoretical & practical training sessions were organized for the field staff.
The training sessions covered the following key topics related to the study: the objectives of the
study; organization of the study team and roles and responsibilities; procedures of sampling;
question-by-question discussion and clarification, ethical handling of the study participants and
data, procedures of managing logistics (transport, hard copies, etc.), lines of communication
within the core team during the fieldwork. The enumeration area (selected cluster) mapping and
listing training were also given by Ethiopian Statistical Services (ESS) expert together with
researchers from Ethiopian Public Health Institute. To ensure that all the field staff members
were aware of their duties, detailed to-do lists were prepared for data collectors and field
coordinators. Checklists were prepared and weekly monitoring reports were sent from field
coordinators on regular bases and reviews were done by the central team at EPHI. Reports and
results review were shared with all field staff through dedicated Google sheet created by the

central team.

13



2.7 Data management and Analysis
The data were collected using Android tablets that were configured with eSteps application. The

eSteps monitor the quality of data collection that includes automatic skip pattern and error
checks. The real time data were transferred to the central servers located at EPHI and WHO.
The data cleaning and weighing process were started once an aggregated data set has been
obtained from the server. These were done by senior data manager, who has qualification and
experience in data analyses and statistics with the technical support provided by senior experts
from WHO-HQ. The data analysis was done by senior experts from WHO-HQ. Data
management and analyses were conducted by using R and STATA soft wares. The analyses
involved descriptive analyses with means, proportions and frequency distributions. Nearly all
output from the standard analyses programs contained tables with results for men, women, then
for both sexes.

Report writing workshop was conducted in Adama, March 10-14, 2025. Technical Working
Group members drawn from different institutions and survey co-investigators were involved in
technical report writing. Data book was used to manage the data and present the result of the
analyses. Factsheets were also produced to show specific key results by various lifestyle risk
factors. Furthermore, advanced analyses of the data will be done to generate evidence and
produce peer reviewed manuscript and policy briefs.

2.8 Data quality assurance
Standard data quality control procedures were implemented for each critical stage of the study

design and implementation. Quality assurance started at the very beginning during the design of
the data collection instrument and translation to local language, when training field staff and
pre-testing of interviewing, the physical handling of survey instruments and data analyses.
Relevant items of field instrument and procedures were translated into local languages
(Amharic, Oromifa, Afarigna, Sidamigna, Somaligna and Tigrigna), and pre-tested. The
designed questionnaires were tested at field with similar study participants at a location that
have not been selected for the actual survey, to ensure that there are no errors in the
questionnaire design and that the data collectors can easily gather information from the
respondents.

Training of the data collectors was a vital step in the study process, accurate and meaningful
information can be collected only if the field staff thoroughly understand the purposes of the
study, their roles and responsibilities. Data collectors were trained on the contents of the
questionnaires and the steps of study execution. Before data collectors training, Training of
Trainers (ToT) were provided by WHO senior experts for TWG members and co-investigators.

The data collector training was held by the core research team members following the document
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review and design of all study materials and was followed by the field testing of the research
instruments.

NCD-TWG members and other stakeholders were invited to attend this training to provide
comments and alternative perspectives on implementation of the research instruments,
contribute their unique experiences to the study, offer any particular considerations that must be
taken into account, and input any other contextual experiences and knowledge that was useful
for the assignment.

To complement the training, central team members adapted a field manual to guide data
collection and activities. The manual consists of mainly the following contents:

e Introduction — brief introduction of the content of the manual, sampling techniques used,
study objectives and methods of data collection. This will include briefing of major parts
of questionnaires.

e How to conduct an interview advice for the field staff on how to get the best out of the
interview, how to motivate participation in the study and stay in the interview and to re-
interest a respondent that appears to have lost enthusiasm.

e STEPS Question-by-Question Guide

e Information about the line of communication among the survey team.

The manual was prepared in a simple English language used in day-to-day communication to be
used as reference for use in the field during data collection. The training given to all field staff
members was facilitated by the TWG members.

Intensive monitoring and follow-up during each phase of data collection were undertaken by
central staff. During this time, experienced core research team members technically assisted the
field staff and closely followed-up the study progress. Furthermore, throughout the data
collection, a range of pre-determined processes were closely followed by the research team.

Data quality during the survey were also ensured through a remote electronic data monitoring to
continuously review the data for inconsistencies like number of households per cluster, duplicate
QR codes, unmatched QR codes, average household size, average time spent for interview,
average waiting time for blood pressure measurements. The field supervision was done by the
field coordinators, central staff and TWG members using scheduled visits. The remote data
monitoring was done by the data manager, survey coordinator and supported by central staff at
EPHI and WHO. Field coordinators were responsible for closely monitoring most of the work of
the teams to ensure that all sampled households were visited, all eligible respondents were
contacted, and that all questionnaires were completed in the field with accuracy and

completeness. In the field supervision, the TWG and central team members provided support to
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the field staff throughout the entire study process. The field staff members were encouraged to
contact the team at any time, if any problems encountered.

On the basis of the tabulation plans, the survey data were tabulated and interpreted, and
conclusions were drawn. The report on the survey contained a description of the procedures

used in conducting the survey, statistical tables, graphs, important key findings and conclusions.

2.9 Ethical consideration
The project was intended to collect population based primary data from across the country. The

data were collected and stored anonymously, and final report is without any personal identifiers.
For the purpose of data collection, written informed consent was obtained from the study
participants before administering the questions and collecting samples of blood and urine. To
this effect, informed consent form was prepared in English, Amharic, Afan Oromo, Tigrigna,
Sidamigna, Somaligna, Afarigna. Ethical approval was obtained from the Scientific Ethical
Research Office (SERO) at EPHI (EPHI-IRB-534-2023). Official letter was prepared by EPHI
and delivered to the respective regional health bureaus during fieldwork. This helped to
officially communicate the community and lower administration of the study area through
woreda health offices and health facilities.

Individuals with any minor incident during biological sample collection were offered first aid
from the near-by health facilities and for any incident during biological sample collection which
needs further treatment they were referred to next level health facilities for further investigation,
diagnosis, treatment and follow up. The physical measurement and the biochemical tests were
done for free; and no financial compensation was made for study participants. Study participants
received test results in the field which can help them for early identification of risk factors for
NCDs and those with abnormal test results were referred to the nearby health facilities for

further clinical follow-up.
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3. Results
As described in the methods section, 10,960 study participants were expected to be randomly

selected involved in the present study. However, 9,620 study participants were consented and
contacted. Thus, the response rates were calculated based on the actual number of study
participants contacted for the study. Therefore, the response rates were (Step-1 = 98.5%; Step-2

= 098.4%; Step-3 = 93.6%). Key results of the survey are presented as follows:
3.1 Demographic Characteristics

3.1.1 Sex, Age and Place of resident Distribution
The 2024 Ethiopia NCD STEPS Survey interviewed a total of 9,480 individuals age between 18

and 69 years across the country. Female participants constituted 5,644 (59.5%) of the
respondents, while male accounted for 3,836 (40.5%). The majority of respondents were aged
between 30 and 44 years (39.8%). In terms of place of residence, 60.8% of the respondents were
from rural areas, and 39.2% were from urban areas. The distribution of respondents by age
group, sex, and residency is presented in Table 3.1.1.1

Table 3.1.1.1: Age group, sex and residency distribution of respondents, Ethiopia NCD STEPS, 2024

Age Group | Male Female Both Sexes
(years) n % n % n %
18-29 935 318 2004 68.2 2939 31
30-44 1545 41.0 2227 59.0 3772 39.8
45-59 919 49.8 925 50.2 1844 195
60-69 437 47.2 488 52.8 925 9.8
Residence
Rural 2624 455 3141 545 5765 60.8
Urban 1212 32.6 2503 67.4 3715 39.2
Total 3836 40.5 5644 59.5 9480 100.0
100 -
90 -
%01 68.2
g H Male
2 B Female
Total
18-29 30-44 45-59 60-69

Figure 3.1.1.1: All respondents by sex and age group, Ethiopia NCD STEPS, 2024
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3.1.2 Educational Level of Respondents

Almost one third of all respondents, (37.1 %) have no formal education. Four in ten females
(41.2%) do not have formal education, compared to 31.1% of males. The youngest age group
(18-29 years) reported the lowest proportion of individuals with no formal education (18.4%),
compared to older age groups. The average number of years of formal education among
respondents was 5.8 years, with males mean 6.4 years and females 5.4 years. Only 23.4% of
adults have attained the high school and above level of education, with males at 26.7% and
females at 21%.
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Figure 3.1.2.1: Highest educational level achieved by respondents, Ethiopia NCD STEPS, 2024

3.1.3 Marital Status of Respondents

About 14 percent of the respondents have never married, and 70.5% are currently married. A
higher percentage of men (76.3%) are married compared to women (66.6%). The proportion of
men (17.1%) who have never married is higher than that of women (11.5%). Divorced women
constitute 5.0%, compared with 1.5% of men. Similarly, 9.9% of women are widowed compared
to 1.2% of men. Table 3.1.3.1 presents information on marital status by age group.

Table 3.1.3.1: Marital status of respondents, Ethiopia NCD STEPS, 2024

Age Categories | n % Never | % Currently | % Separated | % % %

(Years) married married Divorced | Widowed Cohabitating
18-29 2932 33.6 60.8 24 19 0.8 0.5

30-44 3761 6.5 80.4 4.7 4.6 2.7 11

45-59 1827 3.0 73.1 55 3.8 12.0 2.6

60-69 920 1.5 55.8 7.6 4.0 28.3 2.8
Residence

Rural 5733 10.9 75.1 3.8 2.7 5.6 1.8

Urban 3707 18.2 63.3 5.3 4.9 7.6 0.7

Total 9440 13.8 70.5 4.4 3.6 6.4 14
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Figure 3.1.3.1: Marital status of all respondents, Ethiopia NCD STEPS, 2024

3.1.4 Employment Status of Respondents

From the total study participants, 60.8% were under paid employment category while the remaining

39.2% were under unpaid and unemployed category. From 60.8% paid employment status the majority

of respondents (33%) were farmer. Non-government, private employee and trader respondents account

for 20.2%. Government employees are only 7.6% of the total respondents. (Table 3.1.4.1.)

Table 3.1.4.1: Paid employment status of respondents, Ethiopia NCD STEPS, 2024

Age Categories | n % % Non- | %  Private | %  Private | % Farmer % Trader
(Years) Government | government employee skilled

employee employee worker
18-29 2930 6.0 1.3 8.2 1.2 225 8.7
30-44 3770 104 2.2 9.2 1.3 33.7 10.9
45-59 1840 7.0 2.0 8.9 1.3 43.4 8.6
60-69 924 25 0.4 4.8 0.8 42.9 2.4
Residence
Rural 5756 3.9 0.6 5.2 0.7 49.3 6.4
Urban 3708 13.3 3.5 13.2 2.0 7.7 12.8
Total 9464 7.6 1.7 8.4 1.2 33.0 8.9

As shown the Figure 3.1.4.1 below, from unpaid and unemployed respondents homemaker
accounted (64.8%), student (15.2%), unemployed but able to work (12.1%), retired (5.4); and
those unemployed and unable to work (2.6%).
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Figure 3.1.4.1: Categories of unpaid and unemployed status of respondents, Ethiopia NCD STEPS, 2024
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3.2 Tobacco Use

3.2.1 Current Smokers

Overall, 2.9% (95% CI: 2.2 - 4.0) of the adult population were current smokers (on the day of
the survey). The proportion of current smoking differed significantly by sex, with a higher
proportion of male (4.9%, 95% CI. 3.5-6.8) reporting smoking compared to female (0.5%, 95%
Cl: 0.3-0.9). However, there was no significant difference in smoking prevalence by area of
residence, with 3.1% (95% CI: 2.1-4.5) of rural residents and 2.6% (95% CI: 1.7-4.1) of urban

residents identified as current smokers (Table 3.2.1.1).

Table 3.2.1.1: Percentage of current smokers among all respondents by age, sex, and area of residence,
Ethiopia NCD STEPS, 2024

Male Female Total
Age n % 95% ClI n % 95% ClI n % 95% ClI
Categorie Current Current Current
s (Years) smokers’ smokers smokers
18-29 935 4.3 25-72 2004 0.3 0.1-1.0 2939 2.6 15-43
30-44 1545 5.3 3.6-77 2227 0.3 0.2-0.7 3772 2.9 2.0-42
45-59 919 5.5 3.7-81 925 0.9 04-24 1844 3.5 24-50
60-69 437 5.8 3.3-99 488 1.6 05-5.2 925 4.2 25-6.9
Residenc
e
Rural 2624 4.9 3.3-72 3141 0.5 02-11 5765 3.1 21-45
Urban 1212 5.0 3.0-81 2503 0.6 03-14 3715 2.6 1.7-41
Total 3836 49 35-6.8 5644 0.5 0.3-09 9480 29 22 -40

*Currently smoking any tobacco products, such as cigarettes, cigars, or pipes
The prevalence of current smoking among age group 18-69 was significantly highest in the Afar
region at 14.7% (95% CI: 9.6-21.7) and lowest in the Sidama region at 0.2% (95% CI: 0.1-1.1)
(Table 3.2.1.2). The current smoking prevalence in Afar was significantly higher compared to
other regions, including Central Ethiopia, Addis Ababa, Amhara, South Ethiopia, Southwest
Ethiopia, Tigray, and Sidama (Figure 3.2.1). In this region wise comparison, it needs to be noted

that the sample size from Amhara region was small than expected.
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Table 3.2.1.2: Percentage of current smokers among all respondents by region, Ethiopia NCD STEPS,
2024

Region Male Female Total
n % current 95% ClI n % current 95% CI n % current | 95% ClI
smokers smokers smokers
A. Ababa 139 4.6 2.0-104 488 1.0 0.1-6.5 627 2.2 1.0-4.8
Afar 208 30.3 21.5-40.7 434 1.0 0.3-31 642 14.7 9.6-217
Amhara 306 2.3 0.8-6.2 413 0.1 0.0-0.9 719 1.3 05-35
B.Gumuz 259 14.1 9.1-21.2 400 0.6 02-15 659 7.6 49-114
C. Ethiopia 402 4.5 24-8.2 255 0.9 0.2-3.6 657 3.4 1.8-6.3
DireDawa 161 18.2 9.7-31.7 456 1.7 0.7-4.0 617 8.6 4.8-15.0
Gambela 202 4.9 25-97 390 5.7 3.2-9.9 592 5.4 3.3-85
Harari 303 13.3 9.5-185 340 0.3 0.0-22 643 7.9 5.6-11.1
Oromia 577 7.3 44-118 696 0.6 0.2-18 1273 4.3 2.6-6.9
Sidama 311 0.3 0.0-2.0 326 0.2 0.0-1.2 637 0.2 01-1.1
Somali 132 11.0 47-234 384 0.5 01-23 516 4.2 1.7-9.8
S. Ethiopia 309 1.5 0.6-35 355 0.2 0.0-15 664 1.0 04-22
SW.Ethiopia 275 0.9 0.3-3.2 325 1.1 0.3-3.7 600 1.0 04-24
Tigray 252 1.6 04-55 382 0.0 0.0-0.0 634 0.9 0.2-29
Total 3836 4.9 35-6.8 5644 0.5 0.3-0.9 9480 2.9 22-4.0
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Figure 3.2. 1.1: Percentage of current smokers among all respondents by region, Ethiopia NCD STEPS, 2024

3.2.2 Current daily smokers among smoking population

Among current smokers age 18-69, 81.9% (95% CI: 70.2-89.7) smoke tobacco daily. Among
them, 83.1% (95% CI: 70.4-91.0) of males and 67.9% (95% CI: 46.2-83.9) of females are daily
smokers. Additionally, 69.8% (95% CI. 41.3-88.3) of urban residents and 85.7% (95% CI:
74.8-92.4) of rural residents smoke daily. There is no statistically significant difference in the
prevalence of daily smoking by sex or area of residence (Table 3.2.2); however, there is a
significant difference between rural males and females (Table 3.2.2.1).
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Table 3.2.2.1: Percentage of current daily smokers among all respondents by age, sex, and area of

residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % Daily 95% ClI n % Daily 95% ClI n % Daily 95% ClI

Categories smokers smokers smokers

(Years)

18-29 55 74.5 48.9 - 89.9 16 914 70.2-97.9 71 75.4 51.0-90.0

30-44 118 88.8 69.5-96.5 24 713 35.2-91.9 142 87.8 70.4-95.7

45-59 83 85.4 67.8-94.2 15 40.8 9.9-81.2 98 80.2 62.2-90.9

60-69 36 94.9 85.9-98.3 9 - - 45 92.8 83.5-97.0
Residence

Rural 205 87.8 76.6 -94.0 29 54.9 345-738 234 85.7 74.8-924

Urban 87 67.1 37.2-875 35 89.1 72.5-96.2 122 69.8 41.3-88.3

Total 292 83.1 70.4-91.0 64 67.9 46.2 - 83.9 356 81.9 70.2-89.7

3.2.3 Age of initiation of smoking

The survey revealed that the overall mean age at which smoking initiation occurred among

smokers was 20.3 years (95% CI: 19.0-21.5). A significant difference was observed in the early

initiation of tobacco smoking among younger age group (18-29 years), who began smoking at a

mean age of 16.7 years (95% CI. 15.1-18.4), compared to elder age group (60-69 years), who

initiated smoking at a mean age of 24.7 years (95% CI: 20.5-28.9). The mean age of smoking

initiation did not vary significantly by sex or area of residence (Table 3.2.3.1).

Table 3.2.3.1: Mean age started smoking among smokers by age group, sex, and areas of residence,
Ethiopia NCD STEPS, 2024

Age Male Female Total
Categories n Mean age 95% ClI n Mean age 95% ClI n Mean age 95% ClI
(Years)
18-29 43 16.6 14.8 - 18.3 10 18.4 16.7-20.1 53 16.7 15.1-184
30-44 87 20.8 19.3-223 15 21.0 12.3-29.8 102 20.8 19.4-22.3
45-59 57 22.8 20.3-25.3 9 - - 66 23.2 20.7 -25.7
60-69 30 24.6 20.1-29.2 4 - - 34 24.7 20.5-28.9
Residence
Rural 156 19.9 18.6-21.1 18 24.7 19.1-30.2 174 20.1 18.8-21.3
Urban 61 21.2 17.4-25.0 20 20.2 15.8-24.6 81 21.1 17.9-243
Total 217 20.1 18.8-214 38 225 18.7-26.4 255 20.3 19.0-215

3.2.4 Manufactured cigarette smokers

The majority, 88.2% (95% CI. 76.2 - 94.6), reported smoking manufactured cigarettes. Among
male smokers, 90.6% (95% CI: 76.7 - 96.6) smoked manufactured cigarettes, while 60.6% (95%

Cl: 40.0 - 78.0) of female smokers did so. The proportion of those smoking manufactured

cigarettes did not differ significantly by sex or between urban and rural dwellers (Table 3.2.4.1).
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Table 3.2.4.1: Percentage of manufactured cigarette smokers among current smokers by age, sex, and

area of residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % Manu- 95% ClI n % Manu- 95% ClI n % Manu- 95% ClI
Categories factured factured factured
(Years) cigarette cigarette cigarette
smoker smoker smoker
18-29 53 87.6 51.2-97.9 16 83.8 52.3-96.1 69 87.4 54.0-97.6
30-44 100 95.9 89.9 -98.4 23 747 48.1-90.4 123 94.7 89.2-975
45-59 75 86.5 68.0-95.1 13 28.0 4.7-753 88 79.7 61.1-90.8
60-69 32 95.2 85.8-98.5 9 - - 41 90.9 77.6-96.6
Residence
Rural 186 88.6 71.3-96.0 28 50.5 315-694 214 86.2 70.8-94.1
Urban 74 98.2 94.0-995 33 78.4 49.2-93.2 107 95.7 90.9-98.0
Total 260 90.6 76.7 -96.6 61 60.6 40.0 - 78.0 321 88.2 76.2-94.6

3.2.5 Amount of tobacco used among daily smokers by type

The mean number of various tobacco products used by daily smokers differed significantly.
Manufactured cigarettes had a mean of 5.9 (95% CI: 4.2-7.6), hand-rolled cigarettes 1.3 (95%
Cl: 0.5-2.2), pipes 1.0 (95% CI: 0.4-1.6), cigars/cheroots/cigarillos 4.7 (95% CI. 2.7-6.7), and
other tobacco products 0.2 (95% CI: 0.0-0.6) (Table 3.2.5.1). The mean number of

manufactured cigarettes, hand-rolled cigarettes, and pipes of tobacco used by daily smokers

differed significantly by sex, with males reporting higher mean values than females. Among

daily smokers, males reported a mean of 6.2 manufactured cigarettes per day (95% CI: 4.4-7.9),

compared to 2.1 for females (95% CI: 0.8-3.5). The mean number of hand-rolled cigarettes used

by male daily smokers was 1.4 (95% CI: 0.5-2.3), while females reported a mean of 0.8 (95%

ClI: 0.0-0.3). For pipes of tobacco, the mean among male daily smokers was 1.1 (95% CI: 0.5—
1.7), compared to 0.1 for females (95% CI: 0.0-0.3) (Figure 3.2.5.1).
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Table 3.2.5.1: Mean amount of tobacco used by daily smokers by type, Ethiopia NCD STEPS, 2024

Age n Mean # 95% ClI n Mean # 95% ClI n Mean # 95% CI
Categories of of hand- of pipes
(Years) manufact rolled of
ured cig. cig. tobacco
18-29 52 6.5 3.1-98 46 0.8 0.0-1.9 46 0.8 00-17
30-44 103 4.7 3.1-6.3 105 0.9 03-15 105 0.7 02-1.3
45-59 64 6.0 29-9.1 63 2.8 0.0-5.7 62 0.8 02-14
60-69 31 7.7 3.7-117 30 1.9 0.0-4.6 29 3.1 0.0-6.7
Residence
Rural 170 6.1 42-8.1 163 1.4 05-24 161 1.1 05-1.8
Urban 80 4.9 3.6-6.1 81 0.9 00-17 81 0.6 00-14
Total 250 5.9 42-76 244 1.3 05-22 242 1.0 04-16
Mean amount of tobacco used by daily smokers by type and sex
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Figure 3.2.5.1: Mean amount of tobacco used by daily smokers by type and sex category, Ethiopia NCD STEPS, 2024

3.2.6 Percentage of current smokers by type of tobacco

A significant proportion of smokers use various types of tobacco products. Among the current
smokers of adult population (age 18-69), 88.2% (95% CI: 76.7-96.6) smoked manufactured
cigarettes, 57.1% (95% CI: 40.8 - 72.0) used cigars, cheroots, or cigarillos, 39.1% (95% ClI: 27.8
- 51.6) smoke hand-rolled cigarettes, 36.6% (95% CI: 20.4 - 56.4), use tobacco pipes, 11.1%
(95% CI: 5.7 - 20.6), use Gaya, 6.3% (95% CI: 2.5 - 15.1) use shisha, and 26.9% (95% CI: 16.4
- 40.9) smoke other types of tobacco products (Figure 3.2.6.1).
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Figure 3.2.6.1: Percentage of current smokers smoking each product by sex category, Ethiopia NCD STEPS, 2024

3.2.7 Frequency of daily cigarette smoking

Figure 3.2.3 shows the percentage of daily smokers who consume different quantities of
manufactured or hand-rolled cigarettes per day. Overall, more than six in ten daily smokers
smoked more than five cigarettes per day. Nearly eight in ten female who smoked daily
consumed fewer than five cigarettes per day. Male were more likely than female to smoke more
than five cigarettes per day; however, this difference was not statistically significant (Figure
3.2.7.1).
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Figure 3.2.7.1: Percentage of daily smokers smoking given quantities of manufactured or hand-rolled cigarettes, Ethiopia
NCD STEPS, 2024
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3.2.8 Current smokers who have attempted to quit

Overall, 38.8% (95% CI: 28.3-50.5) of adult current smokers attempted to quit smoking in the
past 12 months prior to the survey. Among male adult smokers, 37.7% (95% CI: 26.8-49.9)
made a quit attempt, compared to 52.2% (95% CI: 32.7-71.0) of female smokers. The
proportion of current smokers who attempted to quit in the past 12 months did not differ

significantly by sex or between urban and rural residents (Table 3.2.8.1).

Table 3.2.8.1: Percentage of current smokers who have tried to stop smoking in the past 12 months by
age, sex, and area of residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % Tried 95% CI n % Tried 95% CI n % Tried 95% CI
Categories to stop to stop to stop
(Years) smoking smoking smoking
18-29 55 26.8 10.9-525 16 88.9 64.5-97.3 71 30.2 13.7-54.1
30-44 118 51.1 349-67.1 24 445 16.1-77.0 142 50.8 35.4 - 66.0
45-59 83 30.2 15.8 - 50.0 15 10.5 1.7-45.0 98 27.9 14.9-46.0
60-69 36 55.0 33.2-75.0 9 - - 45 59.7 39.2-77.3
Residence
Rural 205 36.6 24.2-51.0 29 374 22.3-555 234 36.6 24.9-50.2
Urban 87 414 22.1-63.8 35 76.3 44.8-92.8 122 45.6 25.7-67.0
Total 292 37.7 26.8 - 49.9 64 52.2 32.7-71.0 356 38.8 28.3-50.5

3.2.9 Current smokers who have received advice to stop smoking

Among current smokers age 18-69 who have had a visit to a doctor or other health worker in the
past 12 months, the percentage of who have been advised by a doctor or other health worker to
stop smoking was 15 % (95% CI: 10.2 - 21.4). However, it was not significantly differed by sex
or between urban and rural residents (Table 3.2.9.1).

Table 3.2.9.1: Percentage of current smokers who have had a visit to a doctor or other health worker in
and advised to quit smoking by age, sex, and area of residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % 95% CI n % 95% CI n % 95% CI
Categories Advised Advised Advised
(Years) to stop to stop to stop
smoking smoking smoking
18-29 48 5.6 16-178 14 45.2 7.2-89.8 62 8.0 2.7-215
30-44 108 16.9 8.3-315 17 27.0 5.7-69.1 125 17.5 9.0-31.2
45-59 77 13.0 4.8-30.8 12 0.0 0.0-0.0 89 11.4 42-27.3
60-69 35 37.2 18.2-61.3 5 - - 40 40.8 21.4-63.5
Residence
Rural 190 11.6 7.0-185 21 19.0 6.4-44.4 211 12.0 7.5-187
Urban 78 24.6 11.3-45.5 27 445 10.9 - 83.9 105 27.7 14.7 - 46.2
Total 268 13.8 9.1-205 48 28.6 12.6 - 52.6 316 15.0 10.2-214

3.2.10 Current users of smokeless tobacco

The proportion of adults age18-69 years who currently use smokeless tobacco is 1.4% (95% CI:
0.9-2.2), with significantly higher prevalence among males (2.3%, 95% CI: 1.4-3.6) compared
to females (0.4%, 95% CI: 0.2-0.7). The use of smokeless tobacco products did not differ
significantly between urban and rural residents (Table 3.2.10.1).
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Table 3.2.10.1: Percentage of current users of smokeless tobacco by age, sex, and area of residence,
Ethiopia NCD STEPS, 2024

Male Female Total
Age n % 95% CI n % 95% CI n % 95% CI
Categories Current Current Current
(Years) users users users
18-29 935 2.2 11-42 2004 0.2 0.1-0.6 2939 13 0.7-25
30-44 1545 24 1.2-48 2227 0.2 0.1-0.6 3772 1.4 0.7-26
45-59 919 2.0 09-43 925 1.0 04-25 1844 1.6 0.8-29
60-69 437 24 1.2-5.0 488 0.5 0.1-20 925 1.7 09-33
Residence
Rural 2624 2.7 16-44 3141 0.4 02-1.0 5765 1.8 11-28
Urban 1212 0.8 02-29 2503 0.2 0.1-038 3715 0.5 02-13
Total 3836 2.3 14-36 5644 0.4 0.2-0.7 9480 14 09-22

3.2.11 Prevalence of tobacco use

As detailed in Table 3.2.11.1, the overall prevalence of tobacco use (including daily and

occasional tobacco smokers and all smokeless tobacco users) among population age 1869 years

was 3.8% (95% CI: 2.9-4.9%). The prevalence was significantly higher among males, 6.1%
(95% ClI: 4.5-8.2%) compared to females, 0.9% (95% CI: 0.5-1.4%). The highest prevalence of

tobacco use was observed in the 60-69 age group (5.1%), while the lowest prevalence of

tobacco use was reported in the 18-29 age group (3.1%). The study indicated a sharp upward

trend in tobacco use with increasing age, peaking in the 60—69 age group. However, this trend

did not vary significantly across different age groups. Notably, there was no significant

difference in tobacco use prevalence between urban and rural residents (Table 3.2.11.1).

Table 3.2.11.1: Percentage of current tobacco users by age, sex, and area of residence, Ethiopia NCD

STEPS, 2024
Male Female Total
Age n % 95% CI n % 95% CI n % 95% CI
Categorie Current Current Current
s (Years) users users users
18-29 935 5.1 32-81 2004 0.5 02-12 2939 3.1 20-49
30-44 1545 7.3 5.1-10.3 2227 0.6 03-1.0 3772 4.0 29-56
45-59 919 6.3 42-9.2 925 1.9 1.0-3.7 1844 4.4 31-6.1
60-69 437 7.1 44-11.3 488 1.8 0.6-52 925 5.1 33-78
Residence
Rural 2624 6.3 44-838 3141 0.9 05-16 5765 4.1 29-56
Urban 1212 55 3.3-89 2503 0.8 04-16 3715 3.0 19-45
Total 3836 6.1 45-8.2 5644 0.9 05-14 9480 3.8 29-49

Among the population age group 18-69 years old, 3.0% (95% CI. 2.1-4.1) of them used tobacco

daily. The prevalence of daily tobacco use was significantly higher among males (4.9%, 95%
Cl: 3.4-6.9) than females (0.6%, 95% CI: 0.4-0.9). However, there was no significant

difference in daily tobacco use prevalence between urban and rural residents (Table 3.2.11.1).
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Table 3.2.11.2: Percentage of current daily tobacco users by age, sex, and area of residence, Ethiopia
NCD STEPS, 2024

Male Female Total
Age n % Daily 95% ClI n % Daily 95% ClI n % Daily 95% ClI
Categories users users users
(Years)
18-29 935 33 18-6.1 2004 0.3 01-1.0 2939 2.0 11-36
30-44 1545 6.3 43-9.0 2227 0.4 0.2-0.8 3772 3.4 24-49
45-59 919 5.5 3.6-85 925 1.2 0.6-27 1844 3.7 25-54
60-69 437 6.6 4.0-10.8 488 1.4 0.4-53 925 4.6 29-74
Residence
Rural 2624 5.2 34-77 3141 0.5 03-1.0 5765 3.3 22-438
Urban 1212 3.8 22-64 2503 0.7 03-15 3715 2.1 1.3-34
Total 3836 4.9 3.4-6.9 5644 0.6 0.4-0.9 9480 3.0 21-41

There is substantial regional variation in tobacco use, ranging from less than 1% (95% CI: 0.2—
2.9) in Tigray to 27.6% (95% CI: 21.5-34.7) in Afar. In Afar, more than half of male (95% CI:

42.0-59.1) use tobacco, compared to 7.4% (95% CI: 4.3-12.4) of female, a statistically

significant difference (Table 3.2.11.2).

Table 3.2.11.3: Percentage of current tobacco users by region, Ethiopia NCD STEPS, 2024

Male Female Total
Region n % 95% ClI n % 95% CI n % 95% ClI
Current Current Current
users users users
A.Ababa 139 4.6 2.0-10.4 488 1.0 0.1-6.5 627 2.2 1.0-4.8
Afar 208 50.6 42.0 - 434 7.4 43-124 642 27.6 215 -
59.1 34.7

Amhara 306 2.5 0.9-6.3 413 0.3 01-14 719 15 0.7-3.6
B.Gumuz 259 15.9 9.7-25.1 400 3.1 1.7-5.9 659 9.8 6.3-14.9
Central 402 45 24-8.2 255 0.9 0.2-3.6 657 34 1.8-6.3

Ethiopia
DireDawa 161 18.4 9.8-31.8 456 1.7 0.7-4.0 617 8.7 49-15.1
Gambela 202 4.9 25-9.7 390 7.0 40-11.8 592 6.0 3.8-9.3
Harari 303 13.3 9.5-185 340 0.3 0.0-2.2 643 7.9 56-11.1
Oromia 577 9.0 5.7-14.0 696 0.8 03-23 1273 5.4 35-8.3
Sidama 311 0.4 01-1.8 326 0.2 0.0-1.2 637 0.3 01-1.1
Somali 132 11.0 4.7-234 384 0.5 01-23 516 4.2 1.7-9.8
S.Ethiopia 309 2.6 1.1-59 355 0.9 0.3-2.8 664 1.9 0.9-37
SW.Ethiopia 275 3.2 14-72 325 1.1 0.3-3.7 600 2.3 1.2-4.6
Tigray 252 1.6 04-55 382 0.0 0.0-0.0 634 0.9 0.2-29
Total 3836 6.1 45-8.2 5644 0.9 05-1.4 9480 3.8 29-4.9
3.3 Khat Use

3.3.1 Khat chewing status in Ethiopia

Khat (Catha edulis) chewing is a public health concern in Ethiopia (45). Khat is a strong

stimulant plant that causes mild to moderate psychological dependence and its consumption can

have serious health and economic consequences (45-47).

Table 3.3.1.1, Table 3.3.1.2 and Figure 3.3.1.1 show the status of khat chewing among age 18-69

years population in Ethiopia by sex, place of residence, and region. The percentage of current

khat chewers (daily and non-daily chewer) was 23.4(95% C1:19.3-28.0) among age 18-69 years
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in Ethiopia. It was significantly highest in Harari region compared to other regions, 53% (95%
Cl:45.2 - 60.7). In this region wise comparison, it needs to be noted that the sample size from
Ambhara region was small than expected.

It was also significantly higher among males, 28.6% (95% C1:23.6 - 34.0) than females, 16.9%
(95% ClI:13.2 - 21.5).

Among males khat users, the percentage was significantly higher than females in age groups 30-
44 and 45-59 that the percentages were 30.7% (95% CI:25.0-27.0) & 24.6% (95% CI:18.8-
31.5), and 17.8% (95% CI:13.6-23.0) & 12.8% (95% CI:8.8-18.1), respectively (Table 3.3.2).
The percentage of current khat users was vary among regions, from the smallest in Tigray
region, 0.4% (95% CI:0.1-1.7) to the highest in Harari region, 53.0% (95% CI: 45.2-60.7). Next
to Harari region Dire-Dawa (46.5%), Oromia (39.4%), and Afar (29.6%) showed relatively high

prevalence.

Table 3.3.1.1: Percentage of current khat users by sex and place of residence, Ethiopia NCD STEPS,
2024

Age Male Female Total
Categories
(Years) n % 95% ClI n % 95% Cl n % 95% ClI
18-29 935 29.2 22.7-36.7 2004 18.4 13.6 -24.6 2939 245 19.5-30.4
30-44 1545 30.7 25.0-37.0 2227 17.8 13.6 - 23.0 3772 245 20.0-29.5
45-59 919 24.6 18.8-31.5 925 12.8 8.8-18.1 1844 194 15.2-24.5
60-69 437 26.3 19.9-33.8 488 14.0 8.6-220 925 21.6 16.7 - 27.5
Residence
Rural 2624 30.2 24.3-36.9 3141 20.7 15.7-26.8 5765 26.3 21.2-322
Urban 1212 22.8 15.5-32.3 2503 9.1 49-16.2 3715 154 10.2-22.7
Total 3836 28.6 23.6-34.0 5644 16.9 13.2-215 9480 234 19.3-28.0

The percentage of current khat users was significantly higher among males than their counterparts in
Addis Ababa, Afar, Benishangul G., Dire-Dawa, Gambela, Harari, and Somali regions. In this region
wise comparison, it needs to be noted that the sample size from Amhara region was small than
expected.

The prevalence was higher among rural (26.3%) than the urban residences (15.4%); while, the
past chewers percentage was 3% in which more percentage was observed in urban (3.9%) than
in rural areas (2.7%) (Figure 3.3.1.1; Table 3.3.1.2)
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Figure-3.3.1.1: Percentage of khat chewing status among age 18-69 years by sex and place of residence, Ethiopia NCD
STEPS, 2024

Table 3.3.1.2: Percentage of current khat users among age 18-69 years by region, Ethiopia NCD STEPS,
Ethiopia NCD STEPS, 2024

Region Male Female Total
n % 95% ClI n % 95% CI n % 95% CI

Addis 139 135 79-221 488 2.8 15-53 627 6.3 39-101
Ababa
Afar 208 515 43.7-59.2 434 105 6.0-17.7 642 29.6 23.8-36.3
Ambhara 306 28.2 18.8-39.8 413 18.6 12.2-273 719 24.0 16.6 - 334
Benishan 259 31.7 22.7-425 400 34 1.8-6.4 659 18.1 13.1-245
gulgumuz
Central 402 13.6 8.3-215 255 7.5 3.0-17.2 657 11.7 7.1-18.7
Ethiopia
DireDaw 161 66.1 51.3-78.2 456 325 26.4-39.3 617 46.5 37.7-55.6
a
Gambela 202 13.1 7.9-20.8 390 1.7 0.8-3.6 592 7.1 45-11.0
Harari 303 77.6 68.8 - 84.5 340 18.9 12.3-27.38 643 53.0 45.2 - 60.7
Oromia 577 46.2 35.7-57.0 696 30.9 22.4-40.9 1273 39.4 30.5-49.1
Sidama 311 5.6 1.9-152 326 0.7 03-19 637 3.7 1.3-9.8
Somali 132 57.4 415-72.0 384 33 1.7-6.6 516 22.2 15.2-31.1
South 309 1.9 05-76 355 0.4 01-27 664 1.3 0.3-54
Ethiopia
SW. 275 5.4 24-119 325 25 11-57 600 4.2 2.0-84
Ethiopia
Tigray 252 0.7 0.1-3.2 382 0.1 0.0-0.7 634 0.4 01-17

Total 3836 28.6 23.6-34.0 5644 16.9 132-215 9480 23.4 19.3-28.0

3.3.2 Current daily Khat chewers among khat users population

Almost two thirds (67.2% with 95% CI. 60.5-73.3) of current khat chewers were daily
consumers. The highest daily khat consumers in both sexes 72.8% (95% CI:65.0 - 79.4) were
found among age group 18-29. The percentage was also found to be highest in both male and
female sexes that were 76.2% (95% CI: 65.7-84.3) and 65.6% (95% C1:53.8-75.7), respectively,
as compared to their respective other age groups. The percentage of current khat users among
males (67.4% (95% CI1:56.4-76.8)) was significantly higher than the percentage among the

31



females (39.0% (95% CI:24.6-55.7)) in age group 45-59 years. The result showed that current

khat chewing was more among males (71.7%) than females (57.9%). It was also higher in rural

residents (70.8%) than in urban (50.6%) residents (Figure 3.3.2.1; Table 3.3.2.1).

Table 3.3.2.1: Percentage of current khat chewers in daily basis by sex and place of residence, Ethiopia
NCD STEPS, 2024

Age Male Female Total
Categories
(Years) n % Daily 95% ClI n % Daily 95% CI n % Daily 95% CI
18-29 268 76.2 65.7 - 84.3 196 65.6 53.8-75.7 464 72.8 65.0-79.4
30-44 478 69.6 59.3-78.2 291 54.0 42.9-64.7 769 64.1 55.4-72.0
45-59 243 67.4 56.4 - 76.8 100 39.0 24.6 - 55.7 343 59.3 50.1-67.8
60-69 100 61.1 446 -75.4 48 68.7 43.9-86.0 148 63.0 48.9-75.2
Residence
Rural 721 76.1 67.6 -83.0 379 59.8 48.7-70.0 1100 70.8 63.3-77.4
Urban 368 51.5 325-70.0 256 48.9 26.8-714 624 50.6 35.9-65.2
Total 1089 717 63.7-78.5 635 57.9 48.0-67.2 1724 67.2 60.5-73.3
80
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70
60 57.9
50
c
O
S 40
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Figure-3.3.2.1 Proportion of current khat chewers in daily basis by sex and place of residence, Ethiopia NCD STEPS,

2024

3.3.3 Starting age of khat chewing

Table 3.3.3.1 shows the mean khat chewing starting age of consumers among current chewers

by sex, age and place of residence in Ethiopia. The result revealed that the mean starting age of

khat chewing was19.3 year (95% CI:18.4-20.2) among age 18-69 years population. The mean

starting age of khat chewing did not vary significantly by sex and place of residence. Khat

consumers found in rural areas had started relatively at earlier age, 18.9 years (95% CI:17.9-

19.9), compared to its counterpart in urban residence starting age at 21.5 years (95% CI:19.3 -
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23.7). Similarly, males started khat chewing at earlier age, 18.7 (95% CI:17.7-19.7) than

females, which was 20.6 (95% CI:19.5- 21.7).

Table 3.3.3.1: Mean starting age of khat chewing among current khat chewers by sex, age, and place of
residence, Ethiopia NCD STEPS, 2024

Age Male Female Total
Categori
es n Mean age 95% ClI n Mean 95% CI n Mean 95% CI
(Years) age age

18-29 253 15.9 15.1-16.8 181 17.2 16.6-17.8 434 16.3 156-17.0
30-44 401 19.5 18.2 - 20.7 275 21.6 20.3-23.0 676 20.2 19.1-214
45-59 229 22.2 20.3-24.0 93 26.4 22.9-29.9 322 23.3 21.6-25.1
60-69 94 26.8 22.6 - 31.0 47 28.7 23.6 - 33.8 141 27.3 23.9 - 30.6
Place of residence

Rural 652 18.2 17.1-19.3 354 20.3 19.0-216 1006 18.9 17.9-199
Urban 325 21.2 18.7-23.8 242 22.2 19.9-244 567 215 19.3-23.7
Total 977 18.7 17.7-19.7 596 20.6 195-21.7 1573 19.3 18.4-20.2

3.3.4 Current Khat chewers who attempted or advised to quit

Table 3.3.4.1 shows the percentage distribution of current khat chewers who tried to stop khat

chewing in the last 12 months preceding the survey. Among age 18-69 years 21.1 % (95%

Cl:16.2-27.0) of current khat users tried to stop khat chewing in the last 12 months preceding

the survey. Females (21.7%) had tried to stop khat chewing better than males (20.8%) in the past

12 months preceding the survey. Among current khat chewers, only 6.3% khat consumers tried

to visit doctor/health worker/ to get advice and quit from chewing khat. Compared to males

(5.9%), more females (7.2%) had visited doctors/health workers/ to get advice and stop khat

chewing (Figure 3.3.4.1).
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Table-3.3.4.1: Proportion of current khat chewers who had tried to stop chewing khat by sex, age, and
place of residence, Ethiopia NCD STEPS, 2024.

Age Male Female Total

Categorie

s (Years) n % 95% ClI n % 95% ClI n % 95% ClI
18-29 268 24.4 15.1-37.0 196 21.2 11.4-35.9 464 234 15.7-33.2
30-44 478 17.0 11.6-24.2 291 23.9 15.8-34.4 769 194 14.2-25.9
45-59 243 21.2 145-29.9 100 18.0 8.8-335 343 20.3 142-28.1
60-69 100 13.0 6.4-24.7 48 21.2 8.2-447 148 15.0 8.4-252

Place of residence

Rural 721 19.2 13.5-26.5 379 19.0 11.1-30.4 1100 19.1 13.9-25.8
Urban 368 28.1 15.3-45.8 256 34.9 24.8 - 46.5 624 30.2 18.7-44.9
Total 1089 20.8 155-27.3 635 21.7 14.7-31.0 1724 21.1 16.2 - 27.0
8.0
7.2
7.0 6.4 6.3
6.0 5.9
6.0
5.0
<
)
40
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o
3.0
2.0
1.0
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Figure-3.3.4.1: Proportion of current khat chewers who advised by a doctor/health worker/to stop khat chewing, by sex
and place of residence, Ethiopia NCD STEPS, 2024
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3.3.5 Age of quitting from chewing Khat

Table 3.3.5.1 shows the mean age of quitting khat chewing among ever chewers by sex, age and

place of residence in Ethiopia. The overall mean age of stopping khat chewing year was 27.2

(95% CI: 24.8 - 29.7) among age 18-69 years. Khat consumers of rural and urban residences

have quit with almost the same mean age, 27.1 and 27.4, respectively. Males khat consumers

have stopped at earlier age (26.6) than females (28.7).

Table 3.3.5.1: Mean age of quitting khat chewing among ever khat chewers by sex, age, and place of
residence, Ethiopia NCD STEPS, 2024

Age Male Female Total
Categori
es n Mean age 95% CI n Mean age 95% CI n Mean 95% CI
(Years) age
18-29 28 18.0 15.7 - 20.2 19 19.7 185-21.0 47 18.4 16.5-20.2
30-44 42 28.9 245-333 46 28.9 26.3-31.6 88 28.9 26.3-31.6
45-59 35 32.6 28.1-37.1 33 37.0 30.9-431 68 33.7 299-375
60-69 25 34.2 25.3-43.2 26 34.9 27.0-4238 51 34.3 26.4-422
Residence
Rural 70 26.0 21.1-30.8 55 29.6 25.8-334 125 27.1 23.6-30.7
Urban 60 27.6 24.6-30.5 69 26.9 22.4-314 129 274 24.8-30.0
Total 130 26.6 235-29.7 124 28.7 25.7-31.8 254 27.2 24.8 -29.7

3.3.6 Alcohol drinking status of Khat users

Among current khat chewers of age 18-69 years adult population, 27% (95% CI: 15.2 - 43.4)
had drunk alcohol after chewing khat. Females, in younger age group (18-29 years), showed
significantly more (94.6% with 95% CI1:76.4 - 98.9) likely to drink alcohol after chewing khat
than their counterparts (30.9% with 95% CI:13.5 - 56.2) (Table 3.3.6.1). More percentage of
rural residences (28.1%) had drunk alcohol after chewing khat than their counterparts (24.6%)

(Figure 3.3.6.1).
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Table 3.3.6.1: Proportion of current khat chewers who drunk alcohol after using khat by sex and age,
Ethiopia NCD STEPS, 2024

Age Male Female Total
Categories
(Years) n % 959% CI n % 959% CI n % 959% CI
18-29 45 30.9 13.5-56.2 16 94.6 76.4-98.9 61 36.5 17.8-60.3
30-44 70 26.0 9.9-52.7 33 8.9 3.1-228 103 20.8 8.8-41.7
45-59 34 15.9 48-415 9 - - 43 154 4.7-39.9
60-69 10 13.7 2.0-5438 1 - - 11 13.7 2.0-5438
Total 159 25.8 14.1-424 59 345 13.7-63.6 218 27.0 15.2-434
100
90
80
70
= 60
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O 50 M Both sex
(O]
9 40 581 361 33 34.5 m Males
1273 27 258
24.6 .
30 22.1 M Females
20
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Taking alcohol after using khat

Figure-3.3.6.1: Proportion of current khat chewer who drink alcohol after using khat by sex and place of residence,
Ethiopia NCD STEPS, 2024
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3.4 Alcohol consumption

3.4.1 Alcohol consumption status

Overall, 20.1% of adults age 18-69 currently consume alcohol. The prevalence of current

drinking did not vary significantly by age group: 17.4% (95% CI: 13.6-21.9) among those age
group 18-29, 20.6% (95% CI: 17.5-24.1) in the 3044 age group, 24.3% (95% CI: 20.3-28.9)
among 45-59-year-olds, and 23.4% (95% CI: 20.3-28.9) among those age 60—69. Most adults
age 18-69 years (72.7%; 95% CI: 69.1-76.1) were lifetime abstainers, with the proportion

decreasing with age. There was no significant difference in the prevalence of current alcohol

consumption between urban and rural populations. In urban residents, 20.9% (95% CI: 16.1-
26.5) reported current alcohol use, compared to 19.8% (95% CI: 16.3—23.8) in rural areas (Table

3.4.1.1).

Table 3.4.1.1: Percentage of alcohol consumption status by age and area of residence, Ethiopia NCD

STEPS, 2024.
Age n % Current 95% ClI % Drank in 95% ClI % Past 95% CI % 95% ClI

Categories drinker past 12 12 Lifetime
(Years) (past 30 months, not months abstainer

days) current abstainer
18-29 2939 17.4 13.6-21.9 3.8 28-5.0 2.6 13-54 76.2 71.1-80.7
30-44 3772 20.6 175-24.1 3.2 25-42 31 20-438 73.0 69.2-76.5
45-59 1844 24.3 20.3-28.9 4.0 25-6.4 54 39-73 66.3 61.3-71.1
60-69 925 234 18.8 - 28.7 34 21-54 7.1 4.7 - 66.2 60.0-71.8
10.5

Residence
Rural 5765 19.8 16.3-23.8 3.0 22-40 3.9 25-6.1 73.4 68.7-77.5
Urban 3715 20.9 16.1-26.5 5.3 41-7.0 2.7 19-40 71.1 64.9-76.5
Total 9480 20.1 17.2-23.2 3.6 29-44 3.6 25-51 72.7 69.1-76.1

There was no significant difference in the proportion of current alcohol drinkers between male

and female populations. Overall, 22.9% (95% CI: 19.3 - 27.1) of males currently drink alcohol,
compared to 16.5% (95% CI: 13.9 - 19.4) of female population (Figure 3.4.1).
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Figure 3.4.1.1 Proportion of alcohol consumption by sex, Ethiopia NCD STEPS, 2024

3.4.2 Quitting alcohol consumption for health reasons

Life time abstainer

mFemale m Male

TN immmmm. 76.2
AN TR . 70

m 3.1

m 3.9

i 4.2

3.2

M 16.5

AN 22.9

0 10 20 30 40 50 80

90

Overall, nearly one in four (24.8 %, 95% CI: 15.7 - 36.8) of adult populations who consume

alcohol have stopped due to health reasons. This proportion remains consistent across different

age groups, suggesting that the decision to quit drinking is driven more by the adverse health

effects of alcohol than by aging itself. There was no significant difference in the proportion of

males and females who quit alcohol for health reasons. Specifically, 21.4% (95% CI: 10.9-37.9)

of males ceased alcohol consumption for health reasons, compared to 30.1% (95% CI: 20.4—
41.9) of females (Table 3.4.2.1).

Table 3.4.2.1: Proportion of people stopping drinking of alcohol due to health reasons by sex, age group

and area of residence, Ethiopia NCD STEPS, 2024.

Male Female Total
Age n % 95% CI n % 95% ClI n % 95% ClI
Categorie stopping stopping stopping
s (Years) due to due to due to
health health health
reasons reasons reasons
18-29 24 14.2 3.7-418 33 17.1 6.3-38.6 57 15.1 55-354
30-44 45 11.3 41-278 55 26.5 14.0 - 445 100 16.1 8.5-28.3
45-59 28 36.0 16.9 - 60.9 43 35.7 20.7-54.2 71 35.8 23.4-505
60-69 21 443 21.1-70.2 34 45.6 23.1-70.0 55 44.8 26.1-65.0
Residenc
e
Rural 89 17.7 8.0-34.9 83 35.8 22.8-514 172 23.6 13.3-383
Urban 29 49.3 27.0-71.8 82 19.3 8.2-39.0 111 29.6 17.4-455
Total 118 21.4 10.9-37.9 165 30.1 20.4-41.9 283 24.8 15.7-36.8

3.4.3 Frequency of alcohol consumption

Among the population ages 18-69 years, 35.8% (95% CI: 29.9 - 42.1) consume alcohol 1-3 days

per month. Overall, only 2.4% consume alcohol 5-6 days per week. There is a significant
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difference in alcohol consumption frequency by sex. Males are more likely to consume alcohol
3-4 days per week, with a prevalence of 17.3% (95% CI: 11.3-25.6), compared to females,
whose prevalence is 3.3% (95% CI: 2.0-5.4) (Figure 3.4.3.1).

50 ® Male ®mFemale = Total
43.2

40 35.8
E 31.8 31
S 30 26.6
[a

20 18.4

11.9 12 7
10
71629 2.4 3 3

Daily 5-6 days/ week 3-4 days/ week 1-2 days/ week 1-3 days/ month Once a month
Figure 3.4.3.1: Frequency of alcohol consumption in the past 12 months by sex, Ethiopia NCD STEPS, 2024

3.4.4 Mean Number of drinking occasions in the past 30 days Among Current Drinkers
The mean number of drinking occasions among current drinkers in the population is 3.6 (95%

Cl: 3.1-4.2). There is significant difference in the mean number of drinking occasions between
males and females. On average, males have 4.4 drinking occasions (95% CI: 3.6-5.2), while
females have 2.4 drinking occasions (95% CI: 2.1-2.7). Similarly, the mean number of drinking
occasions differ significantly between younger and older age groups as well as areas of
residence (Table 3.4.4.1).
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Table 3.4.4.1: Mean number of drinking occasions in the past 30 days among current (past 30 days)
drinkers by sex, age group and areas of residence, Ethiopia NCD STEPS, 2024,

Male Female Total
Age n Mean 95% ClI n Mean 95% ClI n Mean 95% Cl
Categories
(Years)
18-29 135 4.1 24-57 228 2.4 19-29 363 34 2.3-4.6
30-44 304 4.0 3.3-46 281 2.3 19-27 585 3.3 2.8-3.8
45-59 212 5.3 39-6.6 141 26 21-32 353 4.2 33-51
60-69 114 4.9 34-64 60 2.1 16-26 174 4.2 3.0-53
Residence
Rural 524 4.4 34-54 356 25 21-29 880 3.7 3.0-45
Urban 241 4.3 29-57 354 2.3 19-27 595 34 26-4.2
Total 765 4.4 3.6-5.2 710 24 21-2.7 1475 3.6 31-4.2

3.4.5 Mean number of standard drinks per occasion among current drinkers

The average number of standard drinks consumed per occasion in the population is 2.4 (95% CI:

2.2-2.7). There was significant difference in mean alcohol consumption between males and

females. On average, males consume 2.7 (95% CI: 2.3-3.1) standard drinks per occasion, while

females consume 2.0 (95% CI:. 1.7 - 2.2). Similarly, the mean number of standard drinks

consumed per occasion does not differ significantly across age groups. However, the mean

number of standard drinks consumed per occasion differ significantly across age groups 45-59

between male and female (Table 3.4.5.1).
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Table 3.4.5.1: Mean number of standard drinks per drinking occasion among current (past 30 days)
drinkers by sex, age group and areas of residence, Ethiopia NCD STEPS, 2024.

Male Female Total
Age n Mean 95% CI n Mean 95% CI n Mean 95% ClI
Categories
(Years)
18-29 132 2.9 2.0-38 222 1.9 14-24 354 25 19-31
30-44 299 2.7 24-31 282 2.0 16-25 581 25 22-28
45-59 211 2.7 23-31 140 1.9 16-22 351 24 21-27
60-69 112 2.2 19-25 60 21 15-27 172 2.2 19-25
Residence
Rural 516 2.6 22-29 350 2.0 16-24 866 24 21-27
Urban 238 3.2 22-41 354 18 16-21 592 2.6 20-31
Total 754 2.7 23-31 704 2.0 17-22 1458 2.4 22-27

3.4.6 Alcohol consumption level among all population
In the context of alcohol consumption, high-end drinkers are defined as males who consume

>60g of pure alcohol per occasion and females who consume >40g. Intermediate drinkers

consume 40-59.9g per occasion for males and 20-39.9g for females. Lower-end drinkers

consume less than 40g for males and less than 20g for females per occasion’.

The findings indicate that 1.3% (95% CI: 0.7 — 2.5) of the rural adult population and 1.7% (95%
Cl: 0.6 — 4.5) of the urban adult population were high-end alcohol users. Meanwhile, 12.4%
(95% CI: 10.1 — 15.2) of the rural adult population and 13.6% (95% CI: 10.3 — 17.8) of the

urban adult population were lower-end alcohol consumers. There was no significant difference

in alcohol consumption levels across age groups and residential areas in Ethiopia (Table

3.4.6.1).

Table 3.4.6.1: Proportion of alcohol consumption level among the adult population by age and residence,
Ethiopia NCD STEPS, 2024.

Age n % high-end 95% CI % 95% Cl | % lower- 95% ClI
Categories intermediate end
(Years)
18-29 2872 1.2 0.6-27 29 20-42 10.5 8.1-13.6
30-44 3685 1.7 1.0-2.9 4 29-55 133 11.1-159
45-59 1799 15 0.7-3.1 5.7 39-81 15.4 12.6 - 18.7
60-69 907 1 0.3-28 4.4 26-7.1 17.1 135-215
Residence
Rural 5641 1.3 0.7-25 35 25-49 12.4 10.1-15.2
Urban 3622 1.7 06-45 4.7 34-64 13.6 10.3-17.8
Total 9263 1.4 08-24 3.8 3.0-49 12.7 10.9-14.9
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3.4.7 Alcohol consumption level among current drinkers
As shown in Figure 3.4.7.1; 7.9% (95% CI: 4.8 - 12.7) of the current drinker adult population

were high-end level drinkers, comprising 8.5% (95% CI: 4.0 - 17.2) aged 18.29 years, 8.9%
(95% CI: 5.3 - 14.7) aged 30-44 years, 6.6% (95% ClI: 3.2 - 13.2) aged 45-59 years, and 4.4%
(95% CI: 1.5 - 11.7) aged with 60-69 years. Nearly, three-fourths of the current drinker adult
population were lower-end drinkers (70.8%, CI:65.2 — 75.8). The alcohol level was not

significantly different across the age categories.
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Figure 3.4.7.1: The level of alcohol consumption among the adult population of current drinkers, Ethiopia NCD STEPS,
2024

3.4.8 Mean maximum number (largest number of drinks consumed) of standard drinks per

occasion among current drinkers
The average largest number of standard drinks consumed per occasion is 3.9 (95% CI: 3.0-4.9)

across the population. There is no significant difference in the largest number of standard drinks
consumed per occasion between males and females. On average, males consume 4.4 (95% CI:
3.3-5.4) standard drinks per occasion, while females consume 3.3 (95% CI: 2.4-4.1) standard
drinks per occasion. Additionally, the largest number of standard drinks consumed per occasion

does not vary significantly between younger and older age groups (Table 3.4.8.1).

Table 3.4.8.1: Mean maximum number of standard drinks consumed by current alcohol drinkers on one

occasion in the past 30 days by sex, age group and areas of residence, Ethiopia NCD STEPS, 2024,
Male Female Total
Age n Mean 95% ClI n Mean 95% ClI n Mean 95% ClI
Categorie maximu maximu maximu
s (Years) m m m
number number number
18-29 129 34 25-43 220 3.2 17-4.6 349 3.3 25-41
30-44 296 5.1 34-69 277 3.0 2.0-40 573 43 3.0-56
45-59 210 5.2 32-73 140 3.5 23-47 350 4.6 31-6.1
60-69 111 2.7 20-34 59 4.3 21-65 170 31 23-4.0
Residenc
e
Rural 507 4.6 3.2-6.0 347 35 24-46 854 4.2 3.0-54
Urban 239 3.7 23-52 349 2.9 1.7-41 588 34 21-46
Total 746 4.4 3.3-54 696 3.3 24-41 1442 3.9 3.0-49
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3.4.9 Six or more drinks per occasion (Heavy Episodic Drinking) among the population
The proportion of the population engaged in heavy episodic drinking—defined as consuming six

or more drinks on a single occasion is 1.7% (95% CI: 1.2-2.3). A significantly higher

percentage of males (2.4%, 95% CI: 2.0-4.3) engage in heavy episodic drinking compared to

females (0.8%, 95% CI. 0.4-1.4). However, no significant difference is observed based on

residence. Table 3.4.9 below presents the distribution of heavy episodic drinking by age group

and sex among respondents.

Table 3.4.9.1: Heavy episodic drinkers (Six or more drinks) on a single occasion at least once during the
past 30 days among total population by sex, age group and areas of residence, Ethiopia NCD STEPS,

2024.
Male Female Total
Age n %>6 95% CI n %>6 95% CI n %>6 95% CI
Categories drinks drinks drinks
(Years)
18-29 935 1.4 0.6-3.0 2004 0.5 02-13 2939 1.0 05-19
30-44 1545 3.6 22-58 2227 1.0 04-21 3772 2.3 15-36
45-59 919 3.3 16-6.5 925 1.2 05-2.9 1844 2.4 1.3-4.2
60-69 437 2.4 0.3-3.2 488 0.5 0.1-3.8 925 0.8 03-22
Residence
Rural 2624 2.2 14-33 3141 0.9 05-18 5765 1.7 1.1-24
Urban 1212 3.1 15-6.0 2503 0.4 01-15 3715 1.6 0.9-3.0
Total 3080 24 2.0-43 5644 0.8 04-14 9480 1.7 1.2-23
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3.4.10 Frequency of alcohol consumption in the past 7 days among current drinkers
Among current drinkers, the proportion who drank alcohol daily was 6.3% (95% CI: 4.4-9.2%).

Those who consumed alcohol 5-6 days per week accounted for 4.7% (95% CI: 3.1-7.1%),
while 15% (95% CI: 11.1-19.9%) drank 3-4 days per week. The largest group, 43% (95% CI:
38.2-48.0%), consumed alcohol 1-2 days per week. There was no significant variation in

alcohol consumption in the past seven days by sex (Figure 3.4.10.1)
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Figure 3.4.10.1: Frequency of alcohol consumption among current (past 30 days) drinkers in the past 7 days by sex,
Ethiopia NCD STEPS, 2024

3.4.11 Mean number of standard drinks consumption per day in the past 7 days among
current drinkers
The mean standard drink consumption over the past seven days was 0.6 (95% CI: 0.5-0.8).

There was no significant variation in mean daily standard drink consumption by sex or place of
residence. Table 3.4.11.1 presents the mean number of standard drinks consumed per day over
the past seven days among current drinkers, disaggregated by sex, age group, and place of
residence.

Table 3.4.11.1: Mean number of standard drinks consumed on average per day in the past 7 days among
current drinkers by sex, age group and place of residence, Ethiopia NCD STEPS, 2024.

Male Female Total
Age n Mean 95% ClI n Mean 95% ClI n Mean 95% CI
Categorie number number number
s (Years)
18-29 148 0.6 0.3-0.8 241 0.3 0.1-04 389 0.4 0.3-0.6
30-44 330 0.6 05-0.8 291 0.4 0.3-0.6 621 0.6 0.4-0.7
45-59 222 0.8 06-1.0 151 0.6 0.3-0.8 373 0.7 05-0.9
60-69 114 0.6 05-0.8 64 0.4 0.2-0.6 178 0.6 0.4-0.7
Residenc
e
Rural 547 0.6 05-0.8 379 0.4 0.3-0.6 926 0.6 0.4-0.7
Urban 267 0.7 05-038 368 0.3 0.2-05 635 0.5 0.4-0.6
Total 814 0.6 05-038 747 0.4 0.3-05 1561 0.6 0.5-0.6
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3.4.12 Consumption of unrecorded alcohol
This section examines the proportion of the population that consumed unrecorded alcohol

(home-brewed alcohol, alcohol smuggled across borders, alcohol not intended for drinking, or
other untaxed alcohol) during the past 7 days among current drinkers (those who have drunk in
the past 30 days) prior to the survey. Over four in ten 44.3% (95% CI: 35.4 - 53.6) of the
population consumed unrecorded alcohol, with 42.6% (95% CI: 32.0 - 54.0) of male and 47.7%
(95% CI: 38.7 - 56.9) of female engaging in such consumption. There are no significant
differences in the proportions across various age groups, between sexes or areas of residence
(Table 3.4.12.1).

Table 3.4.12.1: Proportions of respondents consuming unrecorded alcohol by sex, age group and place of
residence, Ethiopia NCD STEPS, 2024.

Male Female Total
Age n % 95% CI n % 95% ClI n % 95% CI
Categories consumin consumin consumin
(Years) g g g
unrecorde unrecorde unrecorde
d alcohol d alcohol d alcohol
18-29 117 440 23.6 - 66.7 152 458 30.9-61.6 269 446 28.2-62.2
30-44 264 36.6 26.3-48.2 199 45.0 32.8-57.9 463 39.7 31.2-49.0
45-59 183 47.1 34.7-59.9 109 51.3 349-67.4 292 48.6 37.8-59.5
60-69 90 46.3 314-61.8 39 59.5 36.0-79.3 129 49.3 35.2-634
Residence
Rural 426 454 32.2-59.3 227 49.0 36.7-61.3 653 46.5 34.9-58.4
Urban 228 34.0 21.3-495 272 455 32.8-58.7 500 38.9 275-515
Total 654 426 32.0-54.0 499 477 38.7-56.9 1153 44.3 35.4-53.6

The mean average of unrecorded alcohol consumption per day in the past 7 days among current
(past 30 days) drinkers were 0.5 (95% CI: 0.4 - 0.6). There are no significant differences in the
consumption of unrecorded alcohol across various age groups and between sexes. However,
there is remarkable statistical differences in the consumption of unrecorded alcohol across rural
and urban areas; the mean number of unrecorded alcohol consumption is higher in rural 0.6
(95% CI: 0.5 - 0.7), compared to urban 0.3 (95% CI: 0.2 - 0.4).

Table 3.4.12.2: Mean number of standard drinks of unrecorded alcohol consumed on average per day in
the past 7 days among current drinkers, Ethiopia NCD STEPS, 2024.

Male Female Total
Age n Mean 95% ClI n Mean 95% ClI n Mean 95% ClI

Categories number number number

(Years)

18-29 29 0.5 0.3-0.8 37 0.4 0.2-0.6 66 0.5 0.4-0.6

30-44 66 0.6 0.4-0.7 58 0.3 02-04 124 0.5 0.3-0.6

45-59 64 0.7 05-09 36 0.6 0.3-0.9 100 0.7 05-0.8

60-69 40 0.5 0.3-0.8 18 0.6 0.3-0.8 58 0.5 0.4-0.7
Residence

Rural 155 0.7 05-0.8 75 0.5 0.3-0.6 230 0.6 05-0.7

Urban 44 0.2 0.2-0.3 74 0.4 0.1-0.6 118 0.3 02-04

Total 199 0.6 05-0.7 149 0.4 0.3-0.6 348 0.5 0.4-0.6
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A significant proportion of current drinkers of unrecorded alcohol consumes 71.1% of home

brewed beer/wine in the past seven days. While only small proportion of the target population

consumes alcohol brought over the border 1.1%, and surrogate alcohol 0.2%.
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Figure 3.4.12.1: Percentage of each type of unrecorded alcohol of all unrecorded alcohol consumed in the past 7 days
among current drinkers, Ethiopia NCD STEPS, 2024

3.4.13 Alcohol consumption status by region
The proportion of alcohol consumption varies across regions. Overall, the current drinker is

highest in Tigray 81.2% (95% CI. 76.2 - 85.4) compared to all other regions. While the
proportion of the past drinkers were high in Addis Ababa 16% (95% CI: 11.6 - 21.7) (Table
3.4.13.1). In this region wise comparison, it needs to be noted that the sample size from Amhara

region was small than expected.
Table 3.4.13.1 Alcohol consumption status by region, Ethiopia NCD STEPS, 2024

Region n % Current 95% CI % Drank in 95% CI % Past 95% CI % 95% CI
drinker past 12 12 Lifetime
(past 30 months, not months abstainer
days) current abstainer
A.Ababa 627 26.5 21.4-32.2 16.0 11.6-21.7 0.8 04-138 56.7 50.6 - 62.7
Afar 642 25 11-56 0.7 03-17 2.8 15-51 94.0 90.1-964
Amhara 719 27.9 18.8-39.1 5.9 4.0-8.38 3.0 1.6-57 63.2 50.9-74.0
B.Gumuz 659 32.7 23.7-43.2 75 4.2-12.8 1.3 0.6-27 58.6 48.1-68.4
C. Ethiop 657 2.3 1.4-37 0.6 02-15 1.0 04-27 96.1 94.2-974
DireDaw 617 42 25-70 5.1 3.0-85 2.7 14-53 88.0 81.8-92.3
a
Gambela 592 14.9 10.7 - 204 0.4 01-16 0.0 0.0-0.0 84.7 78.9-89.1
Harari 643 5.6 3.6-8.6 9.1 55-14.8 11 05-2.7 84.1 77.3-89.1
Oromia 1273 16.3 11.7-22.4 2.7 1.7-42 5.0 2.7-9.1 75.9 69.0 - 81.7
Sidama 637 2.2 1.2-42 1.9 05-7.0 0.3 01-11 95.6 91.7-97.7
Somali 516 0.1 0.0-11 0.0 0.0-0.0 0.0 0.0-0.3 99.8 99.0 - 100.0
S. Ethiop 664 8.6 6.3-11.7 0.4 02-12 0.8 04-17 90.1 86.8-92.7
SW. Ethi 600 26.6 21.0-329 9.1 6.4-12.9 9.1 6.1- 55.2 48.7-61.6
13.3

Tigray 634 81.2 76.2-854 3.7 21-6.3 7.0 5.0-9.7 8.1 55-11.7

Total 9480 20.1 17.2-23.2 3.6 29-44 3.6 25-51 72.7 69.1-76.1
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3.5 Diet

3.5.1 Fruit and vegetable consumption
In alignment with the survey’s objective, fruit and vegetable consumption was examined among

the target population age 18-69. The assessment considered various demographic factors,
including sex, age, place of residence (rural versus urban), and administrative regions.
Additionally, the survey explored consumption patterns, focusing on typical weekly intake
defined as a week without celebratory events and the average daily servings consumed, as
recommended by the World Health Organization (WHO). This comprehensive analysis aimed to
provide insights into dietary habits and identify potential gaps in meeting global health
standards.

Table 3.5.1.1: Mean number of days fruit consumed in a typical week by age category and sex, Ethiopia
NCD STEPS, 2024

Male Female Total

Age n Mean 95% ClI n Mean 95% ClI n Mean 95% ClI

Categories number number number

(Years) of days of days of days
18-29 860 1.9 17-21 1822 2.0 18-22 2682 1.9 18-21
30-44 1334 1.7 16-19 1942 1.8 1.7-20 3276 1.8 1.7-19
45-59 795 2.0 16-23 777 1.7 15-19 1572 1.8 16-21
60-69 387 1.7 14-21 418 1.2 1.0-14 805 1.5 1.3-138
Total 3376 1.9 1.7-20 4959 1.8 1.7-20 8335 1.8 1.7-20

On average target population aged 18-69 consumed fruits less than two days per week 1.8 days
(95% CI 1.7 — 2.0) with no significance diference among males 1.9 (95% CI 1.7 - 2.0) and
females 1.8 (95% CI 1.7 - 2.0) and age groups. However, females of younger age group tend to
consume fruits more often than older females (Table 3.5.1.1).
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Mean number of days
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Figure 3.5.1.1: Mean number of days fruit consumed in a typical week by residence, Ethiopia NCD STEPS, 2024

The above graph shows the weekly consumption of fruits among rural and urban target
population age 18-69 which was on average about two days a week. In a typical week on
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average rural target population consumed fruits a smaller number of days 1.7 (95% CI1 1.6 - 1.9)

compared to urban residents 2.1 (95% CI 1.9 - 2.3) with a significant difference among females.

The frequency of fruit consumption in a week showed relative increment from the 2015 STEPS
0.9 days (95% CI 0.8 — 1.0) compared to the 2024 STEPS 1.8 days (95% CI 1.7 — 2.0) even
though much lower than the WHO recommended of consuming 400 gm (five servings) per day

fruits and/or vegetables.
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Figure 3.5.1.2: Mean number of days fruit consumed in a typical week by region, Ethiopia NCD STEPS, 2024

In a typical week target populations aged 18-69 in four regions consume fruits more than the
national average of 1.8 days (95% CI 1.7 — 2.0). Benishangul Gumz 2.1 days (95% 2.0 - 2.3),
Oromia 2.2 days (95% CI1 1.9 — 2.4), South Ethiopia 2.2 days (95% CI 1.8 — 2.6) and Southwest
2.6 days (95% CI 2.4 — 2.9) being Southwest region with the only statistically significance
difference over the national average. In this region wise comparison, it needs to be noted that the

sample size from Amhara region was small than expected (Figure 3.5.1.2).
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Table 3.5.1.2: Mean number of days vegetables consumed in a typical week by age category and sex,
Ethiopia NCD STEPS, 2024

Male Female Total
Age n Mean 95% ClI n Mean 95% ClI n Mean 95% ClI
Categorie number number number
s ('Years) of days of days of days

18-29 879 2.2 20-24 1880 2.2 21-24 2759 2.2 2.1-24
30-44 1375 2.2 20-24 2048 2.2 21-23 3423 2.2 2.1-23
45-59 825 2.1 19-22 830 2.0 1.8-22 1655 2.0 19-22
60-69 402 1.9 17-21 437 1.7 15-20 839 1.8 16-20
Total 3481 2.2 20-23 5195 2.2 20-23 8676 2.2 2.1-23
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Figure 3.5.1.3 Mean number of days vegetables consumed in a typical week by residence, Ethiopia NCD STEPS, 2024

In a typical week mean number of days vegetables consumed per week was 2.2 days (95% ClI

2.1 — 2.3) with slightly a greater number of days consumption among younger age groups and
urban residents (Table 3.5.1.2 and Figure 3.5.1.3).

Like fruit consumption, the consumption of vegetable in a typical week has increased in 2024
STEPS 2.2 days (95% CI 2.1 — 2.3) compared to the 2015 STEPS of 1.5 days (95% CI 1.3 — 1.6)
even though much lower than the WHO recommended of consuming five servings per day of

vegetables and/or fruits.
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Figure 3.5.1.4: Mean number of days vegetables consumed in a typical week by region, Ethiopia NCD STEPS, 2024

Mean number of day’s vegetable consumption in a typical week is above the national average in

nine regions with statistically significance difference in five of these regions. National average
of 2.2 days (95% CI 2.1 — 2.3) compared to Benishangul Gumz 3.0 days (95% CI 2.5 — 3.4),
Dire Dawa 4.3 days (95% CI 3.8 — 4.8), Harari 4.4 days (95% CI 3.8 —5.1), Sidama 4.5 (95% ClI
4.2 — 4.9) and Southwest 3.5 (95% CI 3.2 — 3.7). In this region wise comparison, it needs to be

noted that the sample size from Amhara region was small than expected (Figure 3.5.1.4).

Table 3.5.1.3: Mean number of servings of fruit and/or vegetables consumed per day by age category and

sex, Ethiopia NCD STEPS, 2024
Male Female Total
Age n Mean 95% ClI n Mean 95% ClI n 95% ClI
Categorie number number
s (Years) of of
servings servings
18-29 883 1.1 09-1.2 1874 1.2 1.0-13 2757 1.1 1.0-1.2
30-44 1377 1.1 1.0-1.2 2016 1.1 1.0-12 3393 1.1 1.0-12
45-59 827 1.0 08-11 811 0.9 0.7-1.0 1638 0.9 0.8-1.0
60-69 404 1.0 08-1.2 433 0.7 05-0.9 837 0.9 0.7-1.0
Total 3491 1.0 1.0-11 5134 1.1 1.0-11 8625 1.0 1.0-11

The mean number of servings of fruit and/or vegetables consumed per day is 1 serving (95% CI

1.0 — 1.1) with no difference between sex. However, younger women incline to consume more

than older age groups (Table 3.5.1.3).
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Figure 3.5.1.5: Mean number of servings of fruit and/or vegetables consumed per day by residence, Ethiopia NCD STEPS,
2024

A combined fruit and/or vegetables consumption of statistically significance difference is
observed among urban residents with an average 1.3 servings per day (95% CI 1.1 — 1.5) versus

rural residents with an average 1.0 servings per day (95% CI1 0.9 — 1.0) (Figure 3.5.1.5).

The average daily consumption of both fruits and vegetables increased in the 2024 STEPS 1
serving (95% CI 1.0 — 1.1) from the 2015 STEPS of 0.3 servings per day (95% CI 0.3 — 0.4).
However, the overall combined fruit and vegetables consumption remains much lower than the

WHO recommended standard of five or more servings per day.

3.5 4
3
2.5
2
15
1

0.5

0

Figure 3.5.1.6: Mean number of servings of fruit and/or vegetables consumed per day by region , Ethiopia NCD STEPS, 2024

With a national average daily consumption of 1 serving per day (95% CI 1.0 — 1.1) seven
regions have more than the national average consumptions where six of them being with a
statistical significance difference Benishangul Gumz 2.1 (95% CI 1.7 — 2.5), Dire Dawa 3.0
(95% CI 2.6 — 3.4), Harari 2.9 (95% CI 2.2 — 3.6), Sidama 1.4 (95% CI 1.3 — 1.6), South

Ethiopia 1.7 (95% CI 1.3 — 2.0) and Southwest Ethiopia 1.7 (95% CI 1.5 — 1.8) (Figure 3.5.1.6).
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In this region wise comparison, it needs to be noted that the sample size from Amhara region
was small than expected.
However, the overall combined fruit and vegetables consumption remains much lower than the

WHO recommended standard of five or more servings per day.

Table 3.5.1.4: Percentage of target population consuming less than five servings of fruit and/or
vegetables per day by age category and sex, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % < five 95% ClI n % < five 95% ClI n % < five 95% ClI
Categorie servings servings servings
s ('Years) per day per day per day
18-29 883 98.7 96.4 -99.5 1874 98.5 97.2-99.2 2757 98.6 97.3-99.3
30-44 1377 98.0 96.7 - 98.8 2016 98.5 97.6-99.1 3393 98.2 97.5-98.8
45-59 827 99.3 98.6 - 99.7 811 98.7 96.9 -99.5 1638 99.1 98.3-99.5
60-69 404 99.0 97.2-99.6 433 98.9 96.5-99.7 837 99.0 97.7-995
Total 3491 98.6 97.6-99.2 5134 98.6 97.8-99.1 8625 98.6 97.8-99.1
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Figure 3.5.1.7: Percentage of target population consuming less than five servings of fruit and/or vegetables per day by residence,
Ethiopia NCD STEPS, 2024

The percentage of the target population consuming less than 5 servings of fruit and/or
vegetables per day is 98.6% (95% CI 97.8 — 99.1) with a statistical significance difference
among rural and urban residents 99.3% (95% CI :99.0 — 99.5) versus 96.6% (95% CI: 93.8 —
98.2) respectively (Table 3.5.1.4 and Figure 3.5.1.7).

Proportion of people consuming less than five servings per day slightly increased in 2024,
98.6% versus from 2015, 97.6%. The study demonstrated the overall combined fruit and/or
vegetables consumption remains much lower than the WHO recommended standard of five or

more servings per day.

The proportions of target populations in eight regions among the fourteen regions in Ethiopia

consume less than five servings per day with lower than the national average.

52




3.5.2 Adding salt at meal
Salt consumption was analyzed in the study by interviewing target population on how they

prepare food, when they add salt and the quantity they add. Besides, salt consumption was

analyzed with spot urine analysis.
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Figure 3.5.2.1: Percentage of target populations adding salt always or often when cooking or preparing food at home by sex and
residence, Ethiopia NCD STEPS, 2024

Large proportion of target population 84.5% (95% CI 81.9 - 86.7) indicated salt was added
while cooking or preparing food at home with no statistically significant difference among sex
males 84.6% (95% CI 81.3 - 87.4) versus females 84.3% (95% CI 81.8 - 86.5) and rural versus
urban residents 84.9% (95% CIl 81.6 - 87.7) and 83.3% (95% CI 78.4 - 87.2) respectively
(Figure 3.5.2.1 and Figure 3.5.2.2).

Percentage of target populations indicting adding salt while cooking or preparing food at home
was higher in the 2024 STEPS, 84.5% (95% CI 81.9 - 86.7) compared to the 2015 STEPS 79.4
% (95% CI 76.0 — 82.8) with no statistically significant difference.
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Figure 3.5.2.3: Percentage of target populations adding salt always or often when cooking or preparing food at home by region,
Ethiopia NCD STEPS, 2024

Respondents in seven of the regions reported adding salt always or often when cooking or

preparing food at home higher than the national average while the remaining seven regions

being lower (Figure 3.5.2.3).

Table 3.5.2.1: Percentage of target populations adding salt always or often before eating or when eating

by age category and sex, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % 95% ClI n % 95% CI n % 95% ClI
Categorie
s (Years)
18-29 920 88.9 84.1-92.4 1991 86.4 82.5-89.5 2911 87.8 84.4 - 90.6
30-44 1526 84.0 79.6 - 87.7 2194 83.8 79.8-87.1 3720 83.9 80.4 - 86.9
45-59 898 84.0 78.2 - 88.5 912 81.1 76.1 - 85.3 1810 82.8 78.4 - 86.4
60-69 428 79.9 73.2-85.2 473 75.7 68.2 - 82.0 901 78.3 72.7-83.1
Total 3772 85.9 82.4 -88.8 5570 84.0 80.8 - 86.7 9342 85.0 82.1-87.6
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Figure 3.5.2.4: Percentage of target population adding salt always or often before eating or when eating by residence, Ethiopia

NCD STEPS, 2024
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Higher proportion of target population 85.0% (95% CI 82.1 - 87.6) stated adding salt always or
often before eating or when eating with relatively larger proportion among rural 86.3% (95% CI:
82.6 - 89.3) versus urban 81.7% (95% CI: 75.8 - 86.4). (Table 3.5.2.1 and Figure 3.5.2.4)

The study showed self-reported adding of salt always or often in 2024 was 85.0% (95% CI 82.1
- 87.6) was significantly larger than the report from 2015 60.4% (95% ClI: 56.6-64.2). Unlike the
2015 STEPS survey in 2024 the proportion reporting adding salt always or often before eating
or when eating was lower among urban residents compared to the rural however there is a

general increase in 2024.
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Figure 3.5.2.5: Percentage of respondents adding salt always or often before eating or when eating by region, Ethiopia NCD
STEPS, 2024

Target population from Amhara, Benishangul Gumz, Central Ethiopia, Gambella, Harari,
Sidama, South and Southwest Ethiopia regions mentioned adding salt always or often before
eating or when eating more than the national average 85.0% (95% CI 82.1 - 87.6). In this region
wise comparison, it needs to be noted that the sample size from Ambhara region was small than
expected (Figure 3.5.2.5).
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Table 3.5.2.2: Percentage of target population who always or often consume processed foods high in salt
by age category and sex, Ethiopia NCD STEPS, 2024

Male Female Total

Age n % 95% ClI N % 95% ClI n % 95% ClI
Categories

(Years)

18-29 734 54 3.1-9.2 1649 6.5 44-95 2383 5.9 41-84

30-44 1236 4.7 3.3-6.7 1776 4.7 27-7.8 3012 4.7 3.3-6.6

45-59 733 3.5 20-6.1 759 3.8 20-7.0 1492 3.6 24-55

60-69 350 4.0 19-83 409 14 05-3.8 759 3.0 1.6-57

Total 3053 4.8 3.3-6.8 4593 5.1 36-71 7646 4.9 37-65

Percent
N

Urban Rural

Figure 3.5.2.6: Percentage of target population who always or often consume processed foods high in salt by residence, Ethiopia
NCD STEPS, 2024

Less than five percent 4.9% (95% CI: 3.7 - 6.5) of the target population mentioned consuming
always or often processed foods high in salt with females slightly higher than males. The
percentage of urban respondents reporting consuming always or often processed foods high in
salt is nearly double to the rural respondents 7.4% (95% CI. 4.6 - 11.7) versus 3.9% (95% CI:
2.7 -5.5). (Table 3.5.2.2 and Figure 3.5.2.6)

The percentage of target populations who reported consuming always or often processed foods
high in salt reduced nearly by half 9.1% (95% CI: 7.6-10.7) in 2015 to 4.9% (95% CI: 3.7 -
6.5) in 2024.
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Table 3.5.2.3: Percentage of target population who think they consume far too much or too much salt by

age category and sex, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % 95% CI n % 95% CI n % 95% CI
Categorie
s (Years)
18-29 912 11.8 8.4-16.2 1963 11.8 9.2-15.0 2875 11.8 9.2-15.0
30-44 1515 13.1 10.1 - 2185 12.6 9.9-157 3700 12.9 10.4 -
16.9 15.9
45-59 901 9.4 6.8-12.7 901 11.1 8.0-15.1 1802 10.1 7.8-12.9
60-69 417 12.8 8.5-18.8 471 14.9 9.7-22.3 888 13.6 9.8-18.7
Total 3745 11.8 9.5-146 5520 12.1 9.9-147 9265 11.9 9.9-143
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Figure 3.5.2.7: Percentage of target population who think they consume far too much or too much salt by residence, Ethiopia
NCD STEPS, 2024

Nearly one in ten 11.9% (95% CI: 9.9 - 14.3) target population stated they think they consume far too

much or too much salt with no difference between both sexes, with a little higher proportion among rural

over the urban study participants 12.5% (95% CI: 10.1 - 15.4) versus 10.3% (95% CI: 6.9 - 15.2)
respectively (Table 3.5.2.3 and Figure 3.5.2.7).

No difference observed in 2024, 11.9% (95% CI: 9.9 - 14.3) compared to the 2015, 11.0% (95% ClI: 9.7-

12.4).
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Figure 3.5.2.8: Percentage of target population who think they consume far too much or too much salt by region, Ethiopia NCD
STEPS, 2024

The percentage of regional target population in Afar 25.9% (95% CI: 19.0 - 34.4) and South
Ethiopia 30.9% (95% CI: 22.0 - 41.5) has higher proportion of respondents who think they
consumed far too much or too much salt compared to the national average 11.9% (95% ClI: 9.9 -
14.3) (Figure 3.5.2.8). In this region wise comparison, it needs to be noted that the sample size
from Ambhara region was small than expected.

Table 3.5.2.4: Self-reported quantity of salt consumed by sex, Ethiopia NCD STEPS, 2024

% Far too %Just the right % Far too little/too little
much/Too much amount
Male 11.8 78.8 9.4
Female 12.1 73.8 14.6
Total 12 76.3 114

Over three fourth (76.3%) of target population believed they consumed just the right amount of
salt. In contrast only 12% of the target population perceived that they consumed far too
much/too much salt with no difference in both sexes. Besides the proportion of those who
reported consuming far too little/too little is 11.4% (Table 3.5.2.4). The 2024 STEPS showed
positive perception change in accordance with their view of both consuming far too much/too
much salt (11.0%, 2015) and far too little/too little salt (13.0%, 2015) though with no
significance difference.
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Table 3.5.2.5: Percentage of target population who think consuming too much salt could cause serious
health problems by age category and sex, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % 95% ClI n % 95% CI n % 95% ClI
Categorie
s ('Years)
18-29 935 68.9 62.3-74.7 2004 72.9 68.9 - 76.6 2939 70.6 66.1 - 74.8
30-44 1545 69.5 65.4 - 73.3 2227 71.7 67.3-75.7 3772 70.5 67.0-73.8
45-59 919 65.1 58.1-71.5 925 73.4 68.4-77.9 1844 68.8 63.9-73.3
60-69 437 66.5 59.6 - 72.7 488 70.0 62.0 - 76.9 925 67.8 62.2-72.9
Total 3836 68.2 64.1-72.0 5644 724 69.3 - 75.3 9480 70.1 66.8 - 73.2
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Figure 3.5.2.9: Percentage of target population who think consuming too much salt could cause serious health problems by
residence, Ethiopia NCD STEPS, 2024

Study populations were asked whether they think consuming too much salt could cause serious
health problem. Over two third 70.1% (95% CI: 66.8 - 73.2) stated consuming too much salt
could cause serious health problem with no significant difference in both sexes and place of
residence. Nevertheless, urban female residents have significant difference among their rural
counterparts 80.6% (95% CI: 75.8 - 84.6) versus 68.5% (95% CI: 64.4 - 72.2) (Table 3.5.2.5 and
Figure 3.5.2.9).

Those respondents who think consuming too much salt could cause serious health problem
significantly reduced in 2024, 70.1% (95% CI: 66.8 - 73.2) compared to the 2015, 78.0% (95%
Cl: 75.4-80.5).

Mean daily salt intake

In the 2024 STEPS survey, spot urine samples were used to estimate daily salt intake among the
study population. The table below shows the mean daily salt intake across different socio
demographic characteristics such as sex, age and place of residence.
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Table 3.5.2.6: Mean salt intake (g/day) by age category and sex, Ethiopia NCD STEPS, 2024

Male Female Total
Age n Mean 95% ClI n Mean 95% ClI n Mean 95% ClI
Categorie grams grams grams
s (Years)
18-29 582 10.3 9.7-10.9 1167 8.3 8.0-8.5 1749 9.4 9.0-9.8
30-44 974 10.4 10.0-10.7 1340 8.4 8.2 -8.6 2314 9.4 9.2-9.7
45-59 536 10.5 10.2 - 10.9 589 8.1 7.8-8.3 1125 9.3 9.1-95
60-69 272 10.8 10.1-11.4 317 7.2 6.8-7.6 589 9.5 8.9-10.0
Total 2364 104 10.1-10.7 3413 8.2 8.1-8.4 5777 9.4 9.2-9.6
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Figure 3.5.2.10: Mean salt intake (g/day) by residence, Ethiopia NCD STEPS, 2024
The average salt consumption among the target population was 9.4gm (95% CI:9.2-9.6) per

person per day which is much higher than the WHO recommended daily intake of less than
5gm/day. The average salt intake in males, 10.4gm (95%CI: 10.1-10.7) is higher than females
8.2gm (95% CI: 8.1 - 8.4) with statistically significant difference. Daily salt intake among
residence groups is minimally higher among rural 9.5gm (95% CI: 9.2 - 9.8) than urban 9.1gm
(95% CI: 8.8 - 9.3) (Table 3.5.2.6 and Figure 3.5.2.10).

The average daily salt intake in 2024, 9.4gm (95%CI. 9.2-9.6) has significantly increased
compared to the 2015, 8.3gm (95%CI: 8.2-8.4) STEPS finding. The study finding of very high
average daily salt intake of 9.4gm is consistent with the findings of behavioral characteristics
identified in the current survey such as adding salt while preparing, cooking or eating which

subsequently is concise with the individual reflection on their salt consumption view.

3.5.3 Oil and fat consumption
In this section, we discuss results related with consumption of oils and fats used for meal

preparation. Hence, within the 2024 Ethiopian STEPS survey, critical component focused on the
types of oils and fats utilized in home meal preparation, as well as the frequency of meals
consumed outside the home were assessed. This section aims to illuminate the dietary patterns
and potential health implications associated with these habits.
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Table 3.5.3.1 Percentage of target population with most often used types of oil or fat for meal preparation
in your household by gender, Ethiopia NCD STEPS, 2024

n % 95% ClI % 95% ClI % 95% ClI % 95% ClI
Gender Vegetabl Homemade Butter Margari
e oil oil product ne
Male 3836 56.3 51.3-61.3 9.4 7.1-124 6.0 4.4-8.2 1.9 10-34
Female 5644 61.4 57.4-65.2 8.0 6.0 - 10.5 6.6 5.0-87 1.6 1.0-24
Total 9480 58.6 54.4 - 62.6 8.8 6.8-11.3 6.3 48-8.1 1.7 11-238
Gender n % Solid fats 95% ClI % Other | 95%CI | % Nonein | 95%Cl | % None | 95% CI
particular used
Male 3836 20.6 16.1-25.8 2.3 15-35 1.3 09-19 0.7 0.3-1.9
Female | 5644 17.3 13.8-21.5 2.1 1.5-3.0 | 1.3 | 09-138 07 [03-13
Total | 9480 19.1 15.3 - 23.6 22 [ 16-31 | 1.3 [ 09-17 07 [ 03-15

Among the households surveyed, 58.6% (95% CI. 54.4 - 62.6) reported using vegetable oil,
while 8.8% (95% CI: 6.8 - 11.3) prepared meals with homemade oil products. Additionally,
6.3% used butter, 1.7% used margarine, and 19.1% relied on solid fats for food preparation. A
small proportion, 1.3%, did not use any specific type of oil or fat, and 0.7% stated they did not
use oils or fats at all. The remaining 2.2% of the target population used types of oils or fats not
specified in the study (Table 3.5.3.1).

Meal behavior

The average number of meals consumed outside the home per day was 0.7 for both sexes (95%
CI: 0.7-0.9). However, a significant difference was observed between males and females, with
males reporting 0.9 meals (95% CI: 0.8-1.0) and females reporting 0.5 meals (95% CI: 0.4-0.6)
eaten outside the home. Overall, males (0.9%) were more likely to eat outside their home
compared to females (0.5%). Additionally, the age group 18-29 years (0.8 meals) reported
eating out more frequently than the age group 6069 years (0.4 meals) (Table 3.5.3.2).

Table 3.5.3.2: Mean number of meals eaten outside the home, by sex, Ethiopia NCD STEPS, 2024

Male Female Total
Age Categories n Mean 95% ClI n Mean 95% CI n Mean 95% CI

(Years) meals meals meals
18-29 921 1.0 08-1.1 1971 0.6 0.4-0.7 2892 0.8 0.7-09
30-44 1528 1.0 08-1.2 2184 0.5 0.4-0.6 3712 0.8 0.7-09
45-59 896 0.7 05-0.8 911 0.5 0.3-0.6 1807 0.6 05-0.7
60-69 427 0.4 0.3-0.6 478 0.3 0.1-05 905 0.4 0.3-05
Total 3772 0.9 0.8-1.0 5544 0.5 0.4-0.6 9316 0.7 0.6-0.8
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3.6 Physical activity
Insufficient physical activity is defined as less than 150 minutes of moderate-intensity physical

activity per week, or equivalent). The Ethiopian STEPS survey 2024 uses the Global Physical

Activity Questionnaire, to assess physical activity across work, transport, and leisure domains. It

collects data on vigorous and moderate activities, covering the frequency and duration of

activities in each domain. Participants report physical tasks related to work, travel between

locations, and recreation or exercise. This data offers insights into physical activity behaviours,

recognizing that individuals may be active in one, two, or all three domains or not at all. As such

in the survey insufficient physical activity was assessed among the study population against the

socio demographic factors including sex, age, place of residence and administrative regions.

Table 3.6.1: Percentage of the target population not meeting WHO recommendations on physical activity

for health by age category and sex, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % not 95% ClI n % not 95% ClI n % not 95% CI
Categorie meeting meeting meeting
s ('Years) recs recs recs
18-29 836 21.4 17.1-264 1771 33.8 29.2-387 2607 26.9 23.2-30.9
30-44 1329 214 17.8-255 1979 33.0 28.9-374 3308 27.1 23.9-30.6
45-59 832 21.7 17.4 -26.8 859 35.1 29.6 - 40.9 1691 27.6 23.7-31.9
60-69 407 29.6 23.8-36.1 465 57.5 49.6 - 65.0 872 40.3 35.1-4538
Total 3404 22.1 19.1-254 5074 35.0 31.5-38.7 8478 27.9 25.1-31.0
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Figure 3.6.1: Percentage of the target population not meeting WHO recommendations on physical activity for health by age

category and residence, Ethiopia NCD STEPS, 2024.
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According to the 2024 STEPs finding nearly one third 27.9% (95% CI. 25.1 - 31.0) study
participants reported insufficient physical activities. Among the study participants, females
35.0% (95% CI: 31.5 - 38.7) were more physically inactive compared with males 22.1% (95%
Cl: 19.1 - 25.4) (Table 3.6.1and Figure 3.6.1). Similarly, the study shows, statistically
significance increment in 2024, 27.9% (95% CI: 25.1 - 31.0) compared to the 2015, 5.8% (95%
Cl: 5.0 - 6.6). The proportions of urban residents with insufficient physical activity 40.6% (95%
Cl 34.3 - 47.3) were significantly higher than among rural residents 23.1% (95% CI 20.1 - 26.5).
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Figure 3.6.2: Percentage of the target population not meeting WHO recommendations on physical activity for health by region ,
Ethiopia NCD STEPS, 2024

Nine regions among fourteen has insufficient physical activities above the national average of
which seven regions with statistical significance difference. Nine out of ten respondents in the
Somali region 91.7% (95% CI: 85.9 -95.2) reported insufficient physical activity, whereas
respondents in Central Ethiopia reported the most insufficient physical activity of 4.8% (95%
ClI: 3.0-7.6). Central Ethiopia is the only region that registered decrement in level of insufficient
physical activity from 2024 national STEPs survey finding (Figure 3.6.2). In this region wise
comparison, it needs to be noted that the sample size from Amhara region was small than
expected.

Additional measurement of the physical activity levels among the adult population aged 18-69

was the median time spent performing physical activity.
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Table 3.6.2: Median minutes of total physical activity on average per day by age group and sex, Ethiopia
NCD STEPS, 2024

Male Female Total
Age n Median | Inter-quartile n Median | Inter-quartile n Median | Inter-quartile
Categorie minutes range minutes range minutes range
s ('Years)
18-29 836 171.4 38.6 - 287.1 1771 81.4 7.1-180.0 2607 114.3 17.1-248.6
30-44 1329 167.1 34.3 -300.0 1979 85.7 2.9-1829 3308 120.0 14.3-257.1
45-59 832 171.4 429-274.3 859 77.1 0.0-1714 1691 128.6 8.6 - 240.0
60-69 407 102.9 14.3-257.1 465 8.6 0.0-1114 872 57.1 0.0 - 205.7
Total 3404 167.1 34.3-284.3 5074 77.1 1.4-180.0 8478 115.7 12.9-2443

Median duration of all physical activity carried-out daily reported by target population of aged
18-69 was 115.7 minutes; 167.1 minutes for male (IQR: 34.3-284.3) and 77.1 minutes (IQR: 1.4
-180.0) for females (Table 3.6.3). The median is 115.7 minutes per day that means that half of

the population is under that value, and it is much lower than mean (Table 3.6.2).
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Figure 3.6.3 Median minutes of total physical activity on average per day by residence, Ethiopia NCD STEPS, 2024

The median amount of time spent on total physical activity shows big difference between places

of residence was observed for all types of physical activities including work related, transport

related, and recreation related physical activities (Figure 3.6.3). The median amount of time

spent on total physical activity in 2024, 115.7 minutes (IQR: 12.9-244.3) has significantly
decreased compared to the 2015 STEPS finding, 257.1 minutes (IQR: 102.9-411.4).

3.6.1 Composition of total physical activity
In the following section, the contributions of work, transport, and recreational activities to total

physical activity are presented.

Table 3.6.1.1: Composition of total physical activity distribution among target population by type of

activity and sex, Ethiopia NCD STEPS, 2024

Work related activity Transport related activity | Activity related to leisure time
Sex % 95% ClI % 95% ClI % 95% ClI
Male 65.7 61.5-69.9 29.2 25.1-33.3 5.1 3.7-65
Female 62.4 58.0 - 66.8 35.6 31.4-39.9 1.9 1.3-26
Total 64.3 60.5-68.1 32.0 28.2-35.7 3.7 29-46
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Out of the total composition of total physical activity 64.3% (95% CI: 60.5 - 68.1) of the target

population reported as work related activities, activities related to transport contributed 32.0%
(95% CI: 28.2- 35.7) and leisure time activities accounted for only 3.7% (95% CI. 2.9-

4.6)(Table 3.6.1.1).

The proportion of work-related activity among the target population decreased in 2024 to

64.3%, compared to 79% in 2015. In contrast, transport-related activity increased to 32.0% in

2024, up from 18.5% in 2015, while leisure-time activity also rose to 3.7% in 2024, compared to
2.6% in 2015.

Table 3.6.1.2: Physical activity distribution among target population by type of activity, sex and

residence, Ethiopia NCD STEPS, 2024

Work related activity Transport related activity Activity related to leisure time
% 95% ClI % 95% Cl % 95% Cl
Rural Male 69.6 64.6 - 74.6 27.6 22.7-325 2.8 1.8-3.7
Female 69.7 65.2 -74.2 29.6 25.1-34.1 0.7 03-1.1
Total 69.7 65.2-74.1 284 23.9-32.9 1.9 13-26
Urban Male 51.8 43.7-59.9 34.9 28.1-41.7 13.3 8.1-185
Female 45.9 37.3-54.6 49.3 41.1-57.5 4.8 3.0-6.5
Total 48.8 41.9-55.7 42.2 35.7-48.8 8.9 6.2-11.7

Higher proportion of physical activities to rural population came from work related activities

whereas work and transport related activities are the main contributors for Urban residents.

Proportion of urban resident engaged in leisure related activities 8.9% (95% CI. 6.2-11.7) is

higher than their rural counterparts 1.9% (95% CI: 1.3 -2.6). Besides, more Urban male

residents engaged in leisure related activities 13.3% (95% CI: 8.1-18.5) compared to their

female counterparts 4.8% (95% CI: 3.0 - 6.5) (Table 3.6.4).

Table 3.6.1.3: Percentage of the population not engaged in vigorous physical activity by age category and
sex, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % No 95% ClI n % No 95% ClI n % No 95% CI
Categorie vigorous vigorous vigorous
s (Years) activity activity activity
18-29 836 64.8 58.3-70.7 1771 89.4 85.6 -92.3 2607 75.7 71.4-795
30-44 1329 70.1 64.9-74.8 1979 87.4 83.6-90.5 3308 78.5 74.9-8138
45-59 832 64.7 57.0-71.6 859 93.3 89.8-95.6 1691 77.3 72.0-81.9
60-69 407 78.6 71.6-84.2 465 94.0 87.4-97.2 872 84.5 79.1-88.7
Total 3404 67.3 62.9-715 5074 89.7 86.8-92.0 8478 775 74.4-80.3
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Figure 3.6.1.1: Percentage of the population not engaged in vigorous physical activity by residence, Ethiopia NCD STEPS, 2024

The survey finding revealed that about eight out of ten 77.5% (95% CI: 74.4 - 80.3) were not
engaged in vigorous physical activities with higher proportion of females 89.7% (95% CI: 86.8 -
92.0) compared with males 67.3% (95% CI: 62.9 -71.5) with no difference across place of
residence (Table 3.6.5 and Figure 3.6.4).
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Figure 3.6.1.2: Percentage of the population not engaged in vigorous physical activity by region, Ethiopia NCD STEPS, 2024

Figure 3.6.1.2 shows with a national proportion of those not engaged in vigorous physical
activities 77.5% (95% CI: 74.4 - 80.3) nine regions have more than the national proportion
figure where six of them being with a statistical significance difference Afar 95.3% (95% ClI
89.8 — 97.9), Benishangul Gumuz 82.6% (95% CI 73.1 — 89.2), Gambela 91.7% (95% CI 86.0 —
95.2), Sidama 90.0% (95% CI 82.7 — 94.5), Somali 96.7%(95% CI 92.4 — 98.6), South Ethiopia
87.5% (95% CI 82.9 — 91.0) and Southwest Ethiopia 94.7% (95% CI 90.9 — 97.0). In this region
wise comparison, it needs to be noted that the sample size from Ambhara region was small than
expected.
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3.7. History of raised blood pressure
Among the target population, 66.6 % (95 % CI: 63.9-69.2%) reported that their blood pressure was never

measured. Above eighty percent of the regional population whose blood pressure was never measured
reported in Central Ethiopia (89.4%), Sidama (83.3%) and Gambela (80.5% ).The rural residents had
higher proportion of never measured blood pressure 71 % (95 % CI: 67.9-74.0) than the urban residents
54.8 % (95 %Cl: 49.7-59.7%). The percentage of urban residents diagnosed with high blood pressure
during the previous 12 months was 7.0 % (95% CI: 5.4-8.9) and that of rural was 2.3 % (95% CI: 1.8-
3.1). The prevalence of diagnosed hypertension increases with age. The practice of blood pressure
measurement improves as age advances which was evidenced by reduction in the proportion of never

measured (Figure 3.7.1 and Figure 3.7.2).

Table 3.7.1 shows the proportion of participants whose blood pressure was measured and diagnosed with
elevated blood pressure within 12 months was 3.6 % ( 95 % CI: 3.0-4.3) which was higher than those
diagnosed before 12 months accounting for 1.7 % ( 96 % CI: 1.3-2.2).

Urban residents have higher proportion of diagnosed elevated blood pressure within the past 12 months
which was 7 % (95 % CI: 5.4-8.9) than the rural residents which was 2.3 % (95 % CI: 1.8-3.1).

The proportion of 60-69 years population who have undergone diagnosis of elevated blood pressure in
the past 12 months was 11.9 % (Cl1:9.1-15.4) and those diagnosed before 12 months was 3.9 % (Cl:2.5-
6.1).

Table 3.7.1: Blood pressure measurement and diagnosis status by age, sex and area of residence, Ethiopia
NCD STEPS, 2024.

Age n % Never 95% CI % 95% CI % 95% CI % 95% CI
Categories measured measured diagnose diagnose
(Years) , hot d, but not d within
diagnose within past 12
d past 12 months
months
18-29 2939 72.0 68.3-75.4 25.8 22.6-29.4 0.7 04-11 1.5 0.8-27
30-44 3772 65.3 61.7 - 68.8 29.6 26.4-33.0 2.0 1.3-31 3.0 23-39
45-59 1844 60.2 56.0 - 64.3 30.2 26.5-34.2 3.0 20-43 6.6 5.0-8.6
60-69 925 55.3 49.4-61.0 28.9 239-34.4 3.9 25-6.0 11.9 9.1-154
Residence
Rural 5765 71.0 67.9-74.0 25.2 226-28.1 1.4 1.0-20 2.3 18-3.1
Urban 3715 54.8 49.7-59.7 35.6 31.2-40.3 2.7 19-37 7.0 54-89
Total 9480 66.6 63.9-69.2 28.0 25.7-30.5 1.7 13-22 3.6 3.0-43

67




80

70

65.3

60

50

40

Percent

30

20

10

18-29 30-44 45-59 60-69

Figure 3.7.1: Proportion of target population who never measured their blood pressure by a health care professional, Ethiopia
NCD STEPS Survey 2024.
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Figure 3.7.2: Proportion of target population who never measured their blood pressure by region, Ethiopia NCD STEPS Survey
2024,

The target population who were diagnosed with hypertension and taking medication for raised blood
pressure prescribed by doctors or health workers were 39.6% (95 % CI. 32.9-46.6%). There is no
significant difference among sex categories and area of residence. The proportion of female taking
medications was 41.8% (95 % CI: 35.1-48.8) and male was 36.9% (95 % CI: 26.7-48.5). The proportion
of urban residents taking medications prescribed by a health care professional was 42.7 % (95 % CI:
33.1-52.8) and the rural residents was 36.6% (95 % CI: 27.5-46.8). Figure 3.7.2
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Figure 3.7.3: Proportion of target population who are diagnosed with raised blood pressure and taking medications prescribed by
health care professionals by sex and place of residence, Ethiopia NCD STEPS 2024

The proportion of taking medications for hypertension prescribed by health care professionals improve as
age advances across both sexes (Figure 3.7.3)
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Figure 3.7.4: Proportion of target population with the diagnosis of hypertension taking medications prescribed by health care
professionals by age and sex, Ethiopia NCD STEPS 2024

The target population from the rural residents seeking traditional healer was 10.8 % (95 % CI: 6.3-18.0)
which is higher than the urban residents which was 7.8 % (95 % CI. 4.8-12.5). The proportion of male
seeking traditional healer was 8.9 % (95 % CI: 5.1-15.2) which is similar to the female population
accounting 9.7 % (95 % CI: 6.4 -14.4). Overall, proportion of adult population sought traditional healer
for raised blood pressure was 9.3% (95% CI: 6.4 — 13.4), while taking traditional remedy was 18.1%
(95% CI: 13.8 - 23.3).

The target population taking herbal or traditional remedy for raised blood pressure from a rural residents
was 20.6 % (95 % CI: 14.2-28.9) which is higher than the urban residents accounting 15.5 % (95 % CI:
10.4-22.5) (Figure 7.3.4)
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Figure 3.7.5: Proportion of target population seeking and taking traditional remedy for hypertension by area of residence,
Ethiopia NCD STEPS 2024

3.8 History of diabetes

3.8.1 History of blood sugar measurement, diagnosis of diabetes and treatment
Among 9480 target population 92.4% (95% CIl: 91.1 - 93.6), never had blood glucose

measurement. Above ninety percent of the regional population whose blood glucose was never
measured reported in Central Ethiopia (97.9%), Sidama (96.4%), South west Ethiopia (94.4%),
Oromia (94.1%), Amhara (93.5%), Tigray (93.3%) and Benishangul Gumuz (91% ). In this
region wise comparison, it needs to be noted that the sample size from Amhara region was small
than expected.

A total of 7.6% of the target population underwent blood glucose testing; 6.5% were not
diagnosed with diabetes, and 1.1% was found to be diabetic. The percentage of people who had
never had their blood sugar measured varied by place of residence; 95% (95% CI: 93.7-96.1) in
rural residents and 85.4% (95% CI: 82.2-88.2) in urban residents. The proportion of target
population who had never had a diabetes test was higher in the younger age groups, ranging
from 93.5% (95% ClI: 91.5-95.0) among those aged 18-29 to 89.7% (95% CI: 85.9-92.6) among
those aged 60-69. The proportion of target population who had been diagnosed in the 12 months
before the survey was 1.4% (95%CI: 0.9-2.1) in urban areas and 0.4% (95%CI: 0.2-0.7) in rural
residents. (Table 3.8.1.1 and Figure 3.8.1.2)
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Table 3.8.1.1: Blood sugar measurement and diagnosis by Sex, age group, and area of residence Ethiopia

NCD STEPS, 2024

Age n %Never 95% ClI % 95% ClI % 95%Cl | % 95%
Categories measured measured diagnosed, diagnosed | ClI
(Years) , not but  not within past

diagnose within 12 months

d past 12

months

18-29 2939 93.5 91.5-95.0 5.9 44-738 0.4 0.1-11 |03 0.1-06
30-44 3772 92.5 90.8-93.9 6.6 53-83 0.3 02-0.6 | 0.5 0.3-09
45-59 1844 90.7 88.4-92.6 7.6 5.9-938 0.6 03-12 |10 06-17
60-69 925 89.7 85.9-92.6 6.4 44-93 0.8 04-15 |31 1.7-55
Total 9480 92.4 91.1-93.6 6.5 54-77 0.4 03-0.7 |07 05-09
Residence
Rural 5765 95.0 93.7-96.1 4.2 3.3-55 0.3 02-0.7 |04 0.2-0.7
Urban 3715 85.4 82.2 - 88.2 12.5 10.0 - 15.6 0.7 0.3-13 14 09-21

There were no statistical significant differences between the sexes when it came to blood sugar testing:
93.6% of male (95% CI: 92.1-94.8) and 91.0% of female (95% CI: 89.3-92.5) had never had their blood
sugar measured, while 5.6% of male (95% CI: 4.5-7.1) and 7.5% of female (95% CI: 6.2-9.0) had blood

sugar testing but had not been diagnosed (Figure 3.8.1.1).
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Figure 3.8.1.1: Blood sugar measurement and diagnosis, by sex, Ethiopia NCD STEPS, 2024
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Figure 3.8.1.2: Proportion of target population who never measured their blood sugar by region, Ethiopia NCD STEPS Survey

2024.

Target population who had previously been diagnosed with diabetes or elevated blood sugar were asked

if they were currently using insulin or other oral anti hyperglycemic agents for diabetes prescribed by a

physician or other health worker. Among those target population with previously diagnosed diabetes

mellitus 52.2% (37.8-66.3) were on Insulin Medication and 68.9% (CI: 51.8-82) of them were taking oral

anti hyperglycemic agents. The percentage of male and female who took any diabetes medication
prescribed by a physician or health worker was 62.7% (95%CI: 33.9-84.7) for males and 73.1% (95%Cl:

57.5-84.5) for female. Regarding insulin use 48.1% (95% CI: 25.8-71.1) were male and 55.1% (95% CI:

39.4-69.9) were female. In addition among those previously diagnosed diabetic patients 9.8% (95%ClI:

5.1-17.8) of them seen a traditional healer for diabetes management.
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Figure 3.8.1.3 Taking any oral medication or insulin prescribed for diabetes among those previously diagnosed by sex, Ethiopia

NCD STEPS, 2024
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Figure 3.8.1.4 Taking any oral medication or insulin prescribed for diabetes among those previously diagnosed by residence
area, Ethiopia NCD STEPS, 2024

3.9 History of raised total cholesterol

3.9.1 Total cholesterol measurement, diagnosis and treatment

Among target population, 98.3 %( 95% CI: 97.7 - 98.7), had stated that they had never measured

their cholesterol level by a doctor or other health worker. There was no significant difference

between urban and rural residents (96.6% Vs. 98.9%); and among male and female (98.5 % Vs.
98.0%) (Table 3.9.1.1).

Table 3.9.1.1: History of total cholesterol measurement by sex, age and residence, Ethiopia NCD

STEPS, 2024
Male Female Both sexes
Age n % Never 95% CI N % Never 95% ClI N % Never 95% ClI
Categories measured measured measured
(Years)
18-29 935 98.9 96.9-99.6 | 2004 98.1 96.5-99.0 2939 98.5 97.4-99.2
30-44 1545 98.6 97.4-99.3 | 2227 98.2 97.1-98.9 3772 98.4 97.6-99.0
45-59 919 97.6 95.8 - 98.7 925 98.3 97.0-99.0 1844 97.9 96.8 - 98.6
60-69 437 97.4 94.5-98.7 488 95.1 91.6-97.2 925 96.5 94.4-97.9
Residence
Rural 2624 98.7 97.7-99.2 | 3141 99.2 98.6-99.5 5765 98.9 98.3-99.3
Urban 1212 97.8 95.6-98.9 | 2503 95.6 93.6-97.0 3715 96.6 95.2-97.6
Total 3836 98.5 97.6-99.0 | 5644 98 97.2-98.6 9480 98.3 97.7-98.7

Of those who had been measured their cholesterol level 1.4% (95% CI: 1.0 - 1.9) were not diagnosed,
only 0.2% (95% CI: 0.1 - 0.3) had diagnosed within past 12 months and only 0.1% (95% CI: 0.1 - 0.3)
had diagnosed but not within past 12 months (Table 3.9.1.2)
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Table 3.9.1.2: History of total cholesterol measurement and diagnosis by age and duration of diagnosis,
Ethiopia NCD STEPS, 2024

Age n % Never 95% ClI % 95% ClI % 95% ClI % 95% ClI
Categori measured measured, diagnosed, diagnosed

es not but not within
(Years) diagnosed within past past 12
12 months months

18-29 2939 98.5 97.4-99.2 1.3 0.7-25 0.1 0.0-0.7 0.1 0.0-0.2

30-44 3772 98.4 97.6 -99.0 1.3 08-21 0.1 0.1-0.3 0.1 0.0-0.3

45-59 1844 97.9 96.8 - 98.6 1.4 0.8-25 0.1 0.1-0.3 0.6 03-1.1

60-69 925 96.5 94.4-97.9 2.2 11-42 0.3 0.1-08 1 05-22

Total 9480 98.3 97.7 -98.7 1.4 1.0-1.9 0.1 0.1-0.3 0.2 0.1-0.3

Of those previously diagnosed with elevated cholesterol, in the past two weeks, 43.9 % (95% CI: 25.9 -
63.6) had taken oral treatment (medication). Among target population who had elevated cholesterol, 64.3
% (95% CI: 31.3 - 87.7) of males and 34.6 % (95% CI: 17.4 - 57.1) of female target population had taken
oral treatment (medication). Among those previously diagnosed with elevated cholesterol, 39.1% (95%
Cl: 9.4 - 79.9) had taken oral treatment (medication) were rural residents and 46.5% (95% CI: 29.4 -
64.5) were urban residents (Figure 3.9.1.1).
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Figure 3.9.1.1: Currently taking oral medication among those previously diagnosed by sex, Ethiopia NCD STEPS, 2024

Among those previously diagnosed with cholesterol, 23.0% (95% CI: 95.0 - 62.8) of men and 22.2%
(95% CI: 8.8 - 46.0) female went to a traditional healer while 6.6% (95% CI: 0.8 - 38.4) of male and
6.9% (95% CI. 1.4 - 27.1) of female had taking herbal or traditional treatment for managing
dyslipidemia. Among the target population 3.8 % (95% CI: 0.4 - 26.9) were rural residents and 8.5%
(95% ClI: 2.0 - 29.8) were urban residents had taking herbal or traditional treatment for raised cholesterol
(Figure 3.9.1.2).
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Figure 3.9.1.2 Percentage of target population who went to traditional healer and taking herbal or traditional treatment for raised
cholesterol by sex, Ethiopia NCD STEPS, 2024

3.10 History of cardiovascular diseases
The proportions of target population with a history of cardiovascular disease, such as heart attack, chest

pain, or stroke (cardiovascular accident or injury) are reported across all age groups and area of
residence. The prevalence of a history of cardiovascular disease is 4.6 % (95% CI: 3.2- 6.5) for males
and 6.3 % (95 % CI: 4.5-8.9) for females. Overall, 5.4 % (Cl: 4.0-7.2) of the target population have a
history of heart attack, chest pain, or stroke, with the highest prevalence of 6.4 % (ClI: 4.2-9.7) observed
in the 60-69-year age group. Table 3.10.1

Table 3.10.1: The proportions of men, women, and the general population with a history of heart attack,
chest pain, or stroke. Ethiopia NCD STEPS 2024

Male Female Total
Age n % CVD 95% Cl N % CVD 95% CI n % CVD 95% ClI

Categories history history history

(Years)

18-29 935 4.8 3.0-78 2004 6.3 3.7-104 2939 55 3.7-8.1

30-44 1545 3.9 25-6.0 2227 5.7 3.8-85 3772 4.8 34-6.6

45-59 919 45 25-79 925 7.4 43-124 1844 5.8 3.7-8.8

60-69 437 6.0 3.4-10.6 488 7.1 4.0-12.3 925 6.4 42-97
Residence

Rural 2624 4.7 3.1-7.0 3141 7.0 4.5-10.6 5765 5.6 3.9-8.1

Urban 1212 4.1 22-7.6 2503 5.1 2.9-8.8 3715 4.6 28-7.6

Total 3836 4.6 3.2-65 5644 6.3 45-89 9480 5.4 40-7.2

Among the target population who were asked if they were taking aspirin or statins regularly for
prevention or treatment of heart disease, only 0.9 % (95 % CI: 0.5-1.5) reported taking aspirin and 0.4 %
(95% CI: 0.2-0.8) reported to have taken statins to prevent or treat heart disease. More female take
aspirin and stain to prevent or treat cardiovascular disease than male in both rural and urban residence
areas (Figure 3.10.1).
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Figure 3.10.1: Percentage of target population currently taking regularly aspirin or/and statins to prevent or treat heart disease by
sex, Ethiopia, NCD STEPS SURVEY, 2024

3.11 Lifestyle Advice
As shown in Figure 11.1, the proportion of respondents aged 18-69 years who reported receiving

different lifestyle advice from a doctor or a health worker during the past three years by
residence. Among this population, nearly one in three individuals were advised to reduce salt in
their diet 33.5% (95% CI: 29.7 - 37.5) and to eat at least five servings of fruit and/or vegetables
each day 27.5% (95% CI: 23.8 - 31.7). Regarding tobacco use, only 16.6% (95% CI:13.4 -20.4)
of individuals were advised to quit or not to start tobacco from a doctor or health worker. One in
five individuals received advice to start or be engaged in more physical activity 22.1% (95% ClI:
8.7-26.0), to maintain healthy body weight or to lose weight 20.1% (95%CI: 16.7-24.0), and to
reduce sugary beverages in the diet 19.8% (95% CI: 16.7 - 24.0).

There is a significant difference between urban and rural residents in receiving certain types of
healthy lifestyle advice. Specifically, advice to reduce fat in the diet was more common in urban
residents 31.7% (95%CI; 25 - 39.3) compared to rural residents 18.9% (95%CI:14.8 - 23.7).
Similarly, urban residents were more likely to be advised to maintain a healthy body weight or
lose weight 28.3% (95%CI: 21.9 - 35.6) compared to rural residents (16.5%, 95%CI: 12.6 -
21.4). Advice to reduce sugary beverages was also more frequent among urban residents 28.8%
(95%CI: 23.3 - 36.5) than rural residents 15.8% (95%Cl: 11.8 - 20.7). Additionally, urban
residents were more likely to receive advice to start or increase physical activity 32.2% (95%
Cl: 25.9 - 39.3) compared to rural residents 17.7% (95%CI: 13.7 - 22.6) (Figure 11.1).
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Figure 11.1: The proportion of participants who reported lifestyle advice from a doctor or health worker during the past three
years by residence in Ethiopia, Ethiopia NCD STEPS, 2024

Figure 11.2 shows the proportion of respondents who reported receiving different types of
lifestyle advice from a doctor or a health worker during the past three years by sex. The findings
show that there was no a significant difference between male and female participants in all
lifestyles. Among the advice given, 36.7% (95%CI: 32.2 - 41.5) of females and 29.8% (95%Cl:
24.8 -35.2) of male participants received advice to reduce salt in the diet. Regarding advice to
eat at least five servings of fruit and/or vegetables each day, 31.9% (95% CI: 27.4 - 36.7) of
females and 22.7% (95%CI: 17.8 - 28.6) of males received advice from a doctor or health
worker. While only 17.9% (95%CI: 13.9 - 2.7) of females and 15.2% (95%CI: 11.3 -20.0) of

males received advice to quit using tobacco or not to start tobacco use (Figure 11.2).
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Figure 11.2: The proportion of participants who reported lifestyle advice from a doctor or health worker during the past three
years by sex category, Ethiopia NCD STEPS, 2024
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3.12 Cervical cancer screening/testing
In this STEPS survey screening prevalence, rates of positive and suspected cases, their status

after diagnosis, and reasons for not attending cervical screening were included.

Women respondents aged 18-69 years in Ethiopia were asked whether they had ever had a
screening test for cervical cancer using any of the available methods, including Pap Smear,
Visual Inspection with Acetic Acid (VIA), or the Human Papilloma virus (HPV) test i.e to
achieve the objective of assessing the use and determinants of cervical cancer screening/testing

services and to see its change over time

3.12.1 Cervical cancer screening uptake
Of all 4834 women respondent age 18-69, 8.7% (95%Cl, 7.3 - 10.4) reported have ever been

screened for cervical cancer. Among those screened for cervical cancer more proportion 10.3 %
(95%Cl,7.9 - 13.3) and 8.8% ( 95% CI,6.8 - 11.4) was found within age group 30-44 and 18-
29 respectively, though there are no statistically significant differences between the various age
groups. The proportion of women screened in urban areas is greater which is 13.5% (95% CI:
11.3 - 16.2), compared to 6.3% (95% CI: 4.6 - 8.5) in rural areas, and this difference is
statistically significant ( Table 3.12.1.1)

The proportion of women screened for cervical cancer also shows a significant difference by
region in which high proportion 28.7% is in Addis Ababa followed by 16.8% Harari and low
2.4% in South west Ethiopia ( Fig 3.12.1.1)

Table 3.12.1.1: Percentage of women 18-69 years screened for cervical cancer by age and area of
residence, Ethiopia NCD STEPS,2024

Age n % ever tested 95%ClI
18-29 1744 8.8 6.8-114
30-44 1943 10.3 7.9-133
45-59 757 1.4 5.0-10.7
60-69 390 1.8 0.7-5.1
Residence

Rural 2563 6.3 46-85
Urban 2271 135 11.3-16.2
Total 4834 8.7 7.3-104
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Figure 3.12.1.1: Percentage of women age 18-69 years ever screened for cervical cancer by region, Ethiopia NCD STEPS, 2024

The percentage of women respondents in 30-49 years that had ever undergone screening for
cervical cancer was 10% (95% CI: 7.8 - 12.7). Screening coverage varies significantly across
regions and area of residence. The highest screening rate was observed in Addis Ababa 38.1%;
(95% CI: 29.9 - 47.0%), followed by Harari 24.1% (95% CI: 18.2 - 31.1%) where as low
screening rate 0.8% was reported in South West Ethiopia (Fig 3.12.1.2). In this region wise
comparison, it needs to be noted that the sample size from Amhara region was small than
expected.

Screening coverage is significantly higher in urban areas at 16.1% (95% CI: 12.4 - 20.7)

compared to rural areas, where only 7.4% (95% CI: 4.9 - 10.9) of women have ever been tested.
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Fig. 3.12.1.2 percentage of cervical cancer among women aged 30-49 years in % ever tested by region, Ethiopia NCD STEPS,
2024,
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3.12.2 Last cervical cancer screening test and result
Among the women aged 18-69 who had been screened for cervical cancer, more than half of the

women 58.1 %( 95% CI, 50.0 - 65.7) were screened with in the past 12 months and 23% (95%
Cl: 17.2 - 30.0) were screened within the past 12 months. Among the screened women, 4.8%
(95% CI: 2.0 - 10.9) were found to have an abnormal or positive result, 1.9% (95% CI: 0.6 - 6.5)

were suspected of having cancer and 1.3% (95% CI: 0.4 - 3.8) did not receive their test results.

Among the women aged 30-49 who had been screened for cervical cancer, more than half of the
women 54.6 %( 95% Cl, 42.8 - 65.9) were screened within the past 12 months and 26.9% (95%
Cl: 18.1 - 38.1) were screened 1-2 years ago. And among women age 30-49 years who
underwent cervical cancer screening, 4.2% (95% CI: 1.1 - 14.7%) had an abnormal/positive test
result, 1.7% (95% CI: 0.3 - 9.6%) were identified as suspected cancer cases and 0.7% (95% CI:
0.1 - 3.0%) reported that they did not receive their test results.

3.12.3 Follow-up visits and treatment of the test results of cervical cancer
The percentage of women who attended follow-up visits after receiving abnormal or suspect test

results was 97.8% (95% CI 89.5-99.6%). Additionally, 75.1% (95% CI: 29.1-95.7%) of women
with positive or suspected cancer cases received treatment based on their last cervical cancer test

results.

3.12.4 Barriers to screening and treatment of cervical cancer
Among the women aged 18-69 who have never undergone cervical cancer screening, the most

commonly reported barrier was not knowing how or where to get tested 37.1% (95% CI: 33.2 -
41.2). Other reasons include 2.1% (95% CI: 1.2 - 3.5) distance to the clinic and 1.9% (95% CI:
1.4 - 2.7) lack of time. The highest proportion of women citing lack of knowledge on how/where
to get screened was in the 18-29 (38.2%) and 30-44 (38.1%) age groups.

Among the women age group 30-49 years who have never undergone cervical cancer screening,
the main reason for not being screened was they were not told about the service, 37.3% (95%
Cl: 32.6 - 42.3%). And it was followed by due to lack of time, the service being too expensive
and poor service quality each (2.1%); fear of the procedure or social stigma (1.6%), the clinic
being too far away (1%); they did not know how or where to get tested (0.5%) and
embarrassment (0.1%). (Fig 3.12.3)
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Fig 3.12.4.1: The reasons for not attending cervical cancer screening among women aged 30-49, Ethiopia NCD STEPS,
2024

3.13 Chronic respiratory diseases (CRDs)

3.13.1 History of chronic respiratory diseases
Table 3.13.1.1 shows the proportions of men, women, or the study population with a history of

CRD. From a total of 9470 adult populations, 3834 were males and 5636 were females. Among
adult population of 18 to 69 years, 1.7% (95% CI: 1.3 - 2.3) informed by a doctor or health
worker that they had chronic obstructive pulmonary disease (COPD), chronic bronchitis, or
emphysema. The proportion of adult females with CRD was 1.8% (95% CI: 1.2 - 2.7) and adult
males, 1.6% (95% CI: 1.1 - 2.5) with no significant difference between males and females. The
proportion of CRD increased with age, rising from 1.2% in the younger age group (18-29) to
3.3% in the older age group (60-69). However, there was no significant difference among all age

groups.
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Table 3.13.1.1: History of chronic respiratory diseases among adult population by sex and age groups,

Ethiopia NCD STEPS, 2024.

Male Female Total
Age n % 95% ClI n % 95% ClI n % 95% ClI
Categories

(Years)

18-29 934 1.2 04-34 2002 13 0.6-28 2936 12 06-24
30-44 1545 1.8 1.0-34 2223 2.0 12-34 3768 1.9 1.3-28
45-59 918 2.0 1.1-36 923 1.8 09-37 1841 1.9 1.2-3.0
60-69 437 2.3 1.0-5.1 488 4.9 25-95 925 33 19-55
Total 3834 1.6 11-25 5636 1.8 12-27 9470 17 13-23

“The proportion of Ethiopian adult population diagnosed with CRD was higher in urban areas
2.1% (95% CI: 1.3-3.4) than rural areas, 1.6% (95% CI: 1.1-2.3) even though did not show
significant difference. Both sexes from the urban were more likely to be diagnosed for CRDs

than rural residents (Figure 3.13.1.1).

Total 2
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Male 18
o o5 1 15 2 25
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Figure 3.13.1.1: Proportion of adult population who were diagnosed with chronic respiratory diseases by sex and place of

residence, Ethiopia NCD STEPS, 2024.

Figure 3.13.1.2 shows the proportions of Ethiopian adult population with symptoms of CRDs

disease by regions. Among adult population age 18 to 69 years diagnosed with CRD, those
having symptoms of CRDs ranged from 0.3% (95% CI: 0.1 - 1.0) in South west Ethiopia to 6.1

%( 95% CI: 3.8 - 9.8) in Afar region. Among regions, the proportion of female with diagnosis

was higher than the male proportion in all regions (Figure 3.13.1.2).

In this region wise

comparison, it needs to be noted that the sample size from Amhara region was small than

expected.
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Figure 3.13.1.2: Proportion of adult population who had have been diagnosed with Chronic Respiratory Diseases by region,
Ethiopia NCD STEPS, 2024.

3.13.2 Treatment of chronic respiratory diseases
Table 3.13.2.1 shows the proportion of individuals diagnosed with CRDs who are currently

receiving treatment for asthma or COPD during the date of the survey. Among those diagnosed

with CRDs, 55.9% were taking medication during the day of the survey. This proportion ranges
from 52.5% (95% CI: 37.3-67.2) for females to 58.9% (95% CI: 37.5-77.5) for males. In both

place of residence, males had higher treatment coverage than females; however, there was no

significant difference between sexes. The treatment coverage did not vary significantly by place
of residence, ranged from 48.0% (95% CI: 33.1-63.3) in rural areas to 71.4% (95% CI: 52.6-

84.9) in urban areas.

Table 3.13.2.1: Proportion of adult population currently taking medication for Asthma/COPD by sex, age
group and place of residence, Ethiopia NCD STEPS, 2024.

Male Female Total

Age n % 95% Cl n % 95% CI n % 95% ClI
Categories

(Years)

18-29 9 - - 24 56.3 20.3-86.7 33 61.9 29.2 - 86.4

30-44 18 55.5 26.4-81.3 49 46.3 27.4 - 66.4 67 50.9 32.9-68.6

45-59 24 48.4 21.1-76.7 28 61.2 25.9-87.6 52 53.7 31.0-75.0

60-69 15 70.6 41.5-89.0 29 50.1 19.5-80.6 44 58.9 33.3-80.4
Residence

Rural 38 49.3 28.1-70.8 49 46.2 245-69.4 87 48.0 33.1-63.3

Urban 28 87.0 59.7 - 96.8 81 61.0 43.7-76.0 109 71.4 52.6 - 84.9

Total 66 58.9 375-775 130 52.5 37.3-67.2 196 55.9 429-68.1
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3.13.3 Chronic respiratory diseases symptoms
Table 13.3.3.1 details the proportion of populations who experienced CRDs symptoms like

wheezing or whistling, cough, and shortness of breath in the past 12 months prior to the survey
date. Among adults of 18-69 population, 4.1% reported experiencing wheezing or whistling in
the chest, 3.5% had a cough, and 9.0% experienced shortness of breath. The proportions of
experiencing wheezing or whistling symptoms were similar for both males and females, 4.2% of
males and 4.1% of females developed wheezing or whistling, while 3.8% of males and 3.1% of
females had a cough, and 7.8% of males compared to 10.5% of females experienced shortness

of breath showing no significant difference by sex (Table 3.13.3.1).

Table 3.13.3.1: Percentage of the population with chronic respiratory symptoms, Ethiopia NCD STEPS,
2024

Sex n % 95% ClI % cough 95% ClI % 95% ClI
wheezing/w shortness
histling in of breath
the chest
Male 3793 4.2 29-59 3.8 26-57 7.8 59-104
Female 5583 4.1 27-6.0 3.1 19-48 10.5 8.3-131
Total 9376 4.1 3.0-56 35 25-48 9.0 73-111

Among the symptoms of CRDs, shortness of breath was the most commonly reported symptom.
Females experienced shortness of breath more than males, although this difference was not
statistically significant. The highest shortness of breath occurred in the elder age group,
specifically among 60-69 years, with an overall prevalence of 14.9%. Within this age group, the
proportion was 14.4% (95% CI: 9.6 - 21.0) in males and 15.7% (95% CI: 10.5 - 22.6) in females
(Figure 3.13.3.1).
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Figure 3.13.3.1: Percentage of adult populations who have COPD symptoms by sex and age group in the past 12 months,
Ethiopia NCD STEPS, 2024.

Figure 3.13.3.2 shows the percentages of three respiratory symptoms wheezing/whistling in the
chest, cough, and shortness of breath across different sex groups in rural and urban areas. The
proportion of these symptoms varied by sex and residence, with higher occurrences in rural
areas, especially among females when compared to urban residences. Rural females had the
highest proportion of wheezing/whistling in the chest at 5%, while urban females had 2.2%.

Rural males reported 4.8% for this symptom, compared to 2.1% in urban males.

For cough, rural males exhibited 4.3%, while urban males had 2.3%; rural females

reported 3.8%, and urban females showed 1.6%.

Shortness of breath was more common in both urban and rural settings compared to the other
symptoms and was reported more frequently by females. In rural females, the proportion
was 11.3%, compared to 8.8% in urban females. Rural males experienced 8.7%, while urban
males reported 4.7%. Overall, residents in rural areas showed higher percentages of all

symptoms compared to those in urban areas, with rural females experiencing the highest rates.
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Figure 3.13.3.2: Symptoms of Chronic Respiratory Diseases by sex and place of residence, Ethiopia NCD STEPS, 2024.

3.13.4 CRD symptoms with no Asthma/COPD diagnosis

Among 3,720 adult males population without a prior asthma or COPD diagnosis over the past
year, 3.5% experienced wheezing, 3.3% had a cough, and 7.2% reported shortness of breath.
Symptoms were common in the younger age groups (18-29) and elder age groups (60-69).
Wheezing and coughing were common in both age groups, while shortness of breath increased
with age, reaching 14% (95% CI: 9.2 - 20.7) in the 6069 age groups (Figure 3.13.4.1).

Chronic respiratory diseases symptoms among female adult population without a history of
asthma or COPD were analyzed. Shortness of breath was the most frequently reported symptom,
9.6%, followed by wheezing (3.4%) and cough (2.6%). Wheezing was most common in the age
groups of 45-60 years (5.2%) and 60-69 years (5.5%). Cough was more prevalent in the 18-29
age group (3.4%) and the 60-69 age group (3.5%). Shortness of breath increased with age and

was the most common symptom across all age groups (Figure 3.13.4.2).
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Figure 3.13.4.1: Chronic respiratory diseases symptoms among undiagnosed with Asthma/COPD by sex and age groups,
Ethiopia NCD STEPS, 2024

Rural male residents exhibited a higher report of CRDs symptoms compared to urban residents.
Wheezing was reported in 4.2% of rural residents versus 0.9% of urban residents, cough in 3.9%
versus 1.1%, and shortness of breath in 8.0% versus 4.7% (Figure 3.13.6).

CRDs symptoms were more reported among female adult population in rural residents
compared to urban residents. Wheezing was reported in 4.5% of rural residents versus 1.1% of
urban residents, cough in 3.2% versus 1.3%, and shortness of breath in 10.6% versus 7.7%
(Figure 3.13.6).

Rural residents had a higher magnitude of CRDs symptoms compared to urban residents.
Wheezing was reported in 4.4% of rural residents versus 1% of urban residents, cough in 3.7%
versus 1.2%, and shortness of breath in 9.0% versus 6.3% (Figure 3.13.6).
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Figure 3.13.4.2: Chronic respiratory diseases symptoms among adult population undiagnosed with Asthma/COPD by sex and
place of residence, Ethiopia NCD STEPS, 2024
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Table 3.13.3 describes the proportion of the CRD symptoms among the adult population (18-69
years) who had no a history of asthma or COPD. Among this, 3.5% reported wheezing, 3.0%
reported cough, and 8.3% reported shortness of breath (Table 3.13.6).

Wheezing was most prevalent in the 60—69 age group (5.3%), followed by the 45-59 age group
(4%) and the 18-29 age group (3.6%). Cough was reported in 4.2% of elder age group (6069
years) and 3.8% of those younger age group (18-29 years). Shortness of breath was the most
commonly reported symptom and increased with age, 7.4% in the younger age group (18-29)
and 13.6% in the elder age group (60-69 years) (Table 3.13.4.1).

Table 3.13.4.1: Chronic respiratory symptoms among adult population undiagnosed with Asthma/COPD,
Ethiopia NCD STEPS, 2024

Total adult population with Chronic respiratory symptoms among undiagnosed with Asthma/COPD
Age n % 95% CI % cough 95% CI % shortness 95% CI
Categories wheezing/w of breath
(Years) histling in
the chest
18-29 2871 3.6 24-56 3.8 25-59 74 5.4-10.0
30-44 3655 2.6 16-41 2.3 14-36 8.3 6.4-10.6
45-59 1753 4.0 2.6-6.2 18 11-32 8.8 6.4-12.0
60-69 864 53 29-95 4.2 23-75 13.6 9.7-18.7
Residence
Rural 5583 4.4 31-6.1 3.7 25-53 9.0 71-115
Urban 3560 1.0 05-21 1.2 0.7-21 6.3 44-88
Total 9143 35 25-48 3.0 21-42 8.3 6.7 -10.2

Chronic respiratory symptoms among undiagnosed with Asthma/COPD in regions of
Ethiopia

Chronic respiratory diseases symptoms in adult populations undiagnosed with asthma or COPD
were assessed over the past year across regions in Ethiopia. Wheezing was most commonly
reported in Oromia (6.6%) followed by Afar (4.5%). Cough was more reported from
Benishangul-Gumuz (12.9%) and Oromia (3.9%). Shortness of breath reported in Afar (12.3%)
and Oromia and Addis Ababa (11.3%) (Table 3.13.4.2). In this region wise comparison, it needs
to be noted that the sample size from Amhara region was small than expected.
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Table 3.13.4.2: Chronic respiratory diseases symptoms among adult population undiagnosed with

Asthma/COPD by region, Ethiopia NCD STEPS, 2024

Total adult population (18-69 years)

Region n % 95% ClI % cough 95% ClI % shortness 95% ClI
wheezing/w of breath
histling in
the chest
Addis Ababa 597 0.4 01-1.2 1.4 0.6-3.1 9.4 6.5-13.3
Afar 614 4.5 26-78 2.1 1.0-42 12.3 8.3-17.8
Amhara 705 3.5 1.7-7.0 5.2 25-104 135 9.2-195
Benishangl 634 1.1 04-28 12.9 75-213 2.2 11-45
gumuz

Central 647 0.4 0.1-15 0.3 01-14 0.3 0.1-0.9

Ethiopia
DireDawa 599 0.0 0.0-0.0 3.6 23-57 5.9 3.3-10.2
Gambela 583 0.8 0.2-25 3.0 1.4-6.0 0.5 02-12
Harari 616 2.3 1.3-43 1.6 0.8-3.2 45 25-80
Oromia 1199 6.6 45-9.7 3.9 24-64 11.3 8.1-155
Sidama 631 0.2 0.1-1.0 1.1 0.2-53 1.4 0.6-3.2
Somali 466 0.1 0.0-0.6 1.6 0.7-34 7.5 4.1-133
South 652 0.5 01-21 0.4 0.1-18 1.8 1.0-34

Ethiopia
South West 587 0.6 02-25 0.8 03-23 8.5 6.0-12.0

Ethiopia
Tigray 613 0.0 0.0-0.0 0.0 0.0-0.0 0.0 0.0-0.0
Total 9143 35 25-48 3.0 21-42 8.3 6.7-10.2

3.13.5 CRD symptoms with Asthma/COPD diagnosis

Table 3.13.5 describes the proportion of males with CRDs symptoms by age group, and place of

residences. Among those males who had a history of Asthma/COPD diagnosis, 45.2% reported

wheezing, 35.6% reported a cough, and 44.0% reported shortness of breath (Table 3.13.5).

Wheezing was most common in higher age groups 26.8% in 45-59 age group, followed by the
30-44 age group (20.9%). Cough was reported in 26.8% in the age 45-59 group and 23.6% in
the age 30-44 years. Shortness of breath was reported in the 30-44 age group (45.3%), followed
by the elder age group (60—69) age group (33.4%)(Table 3.13.5.1).

Among those adult populations who had a history of asthma or COPD, wheezing and cough

were more common among urban dwellers, while shortness of breath was more prevalent among
rural residents (Table 3.13.5.1).
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Table 3.13.5.1: Chronic respiratory diseases symptoms among Male population diagnosed with
Asthma/COPD by age group and place of residence, Ethiopia NCD STEPS, 2024

Age Categories n % 95% ClI % cough 95% ClI % shortness 95% ClI
(Years) wheezing/w of breath
histling in
the chest
18-29 9 -
30-44 16 20.9 5.7-53.6 23.6 6.2-59.1 45.3 17.9-75.9
45-59 24 26.8 8.7-58.5 26.8 8.7 -58.6 28.6 9.8 -59.7
60-69 14 18.0 5.8-438 55 11-235 334 7.0-77.0
Residence
Rural 38 37.0 175-61.9 24.7 10.3-484 54.5 32.4-74.9
Urban 25 72.4 30.0-94.1 72.0 29.5-94.0 9.3 17-376
Total 63 452 24.0-68.2 35.6 16.1-614 44.0 24.0-66.2

Table 3.13.5.2 describes the proportion of female population with CRDs symptoms by age
group, and place of residences. A total of 125 female populations previously diagnosed and had
a history of asthma or COPD. The results showed that wheezing, cough, and shortness of breath
was reported in 40.6%, 26.9%, and 61.2%, respectively (Table 3.13.5.2).

Wheezing was varying by age group and most common in the age group (45-59 years)
accounted for 64.9%, followed by the 60—69 age groups (41.7%). Cough was more reported in
the age group 60-69 which was 69.8%, followed by those of age group (18-29) accounted for
35.4% and 17.7% of those age group 45-59 years. Shortness of breath was the higher reported
than other symptoms, 69.0% reported in the elder age group 60-69 years, 65.3% reported in the
early age group of 18-29 years. However, there was no significant difference by age group.
Cough and shortness of breath were more common in urban settings, while wheezing was more

prevalent in rural settings (Table 3.13.5.2).

Table 3.13.5.2: Chronic respiratory diseases symptoms among female adult population diagnosed with
Asthma/COPD by age group and place of residence, Ethiopia NCD STEPS, 2024

Age Categories n % 95% ClI % cough 95% ClI % shortness 95% ClI
(Years) wheezing/w of breath
histling in
the chest
18-29 24 33.0 12.4 - 63.2 354 14.2 - 64.5 65.3 27.5-90.3
30-44 48 34.2 12.7-64.9 6.9 2.3-18.6 53.5 33.9-720
45-59 25 64.9 32.8-875 17.7 4.1-5138 63.5 25.5-89.8
60-69 28 41.7 155-73.6 69.8 40.6 - 88.7 69.0 37.8-89.0
Residence
Rural 48 33.7 14.6 - 60.3 384 19.5-61.6 65.1 45.8 - 80.4
Urban 77 49.5 28.5-70.6 11.9 46-273 56.1 38.8-721
Total 125 40.6 25.2-58.1 26.9 14.9-43.6 61.2 48.1-72.8
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Table 3.13.5.3 describes the proportion of total adult population with CRDs symptoms by age
group and place of residences. Those who had a previous history of asthma or COPD was 188.
ous history of. Among them, 43.0% reported wheezing, 31.5% reported cough, and 52.1%
reported shortness of breath (Table 3.13.5.3).

Wheezing was most commonly reported in the 18—-29 age groups (63.8%), followed by the 45—
59 age groups (42.3%). Cough was also reported in the early age groups, 49.8% in age group
18-29 years and in the elder age group, 42.8% in the age group 60—69 years. Shortness of breath
was reported in 60.3% in the early age group 18-29 years, followed by those in elder age 6069
years (Table 3.13.5.3).

Cough and wheezing were more frequently reported in urban areas compared to rural areas
(34.4% vs. 30.1% for cough and 58.0% vs. 35.7% for wheezing, respectively). In contrast,
shortness of breath was more commonly reported by rural residents (Table 3.13.5.3).

Table 3.13.5.3: Chronic respiratory diseases symptoms among adult population diagnosed with
Asthma/COPD by age group and place of residence, Ethiopia NCD STEPS, 2024

Age Categories n % 95% CI % cough 95% CI % shortness 95% CI
(Years) wheezing/w of breath
histling in
the chest
18-29 33 63.8 36.3-84.5 49.8 215-78.2 60.3 255-87.1
30-44 64 27.6 12.5-50.3 15.2 5.4-36.2 494 30.9-68.1
45-59 49 42.3 21.3-66.6 23.1 9.6 -46.0 42.8 22.3-66.2
60-69 42 3.7 15.3-544 42.8 19.4-70.0 54.1 28.5-771.7
Residence
Rural 86 35.7 20.1-55.1 30.1 16.7 - 48.0 58.7 429-72.9
Urban 102 58.0 34.3-785 344 11.2 - 68.6 38.6 19.3-62.3
Total 188 43.0 28.6 -58.8 315 18.4-484 52.1 38.3-65.6

3.13.6 Severe asthma symptoms among those with no Asthma/COPD diagnosis
The proportion of severe asthma symptoms among those adult populations with no diagnosis of

asthma/COPD was 2.3% (95% CI: 1.6-3.4). The highest proportion was observed in the age
group of 18-29 years, accounting for 3.5. % (95% CI: 1.9-6.4) for males, and the age group of
60-69 years, 3.3% (95% CI. 1.7-6.3) for females. Regarding sex, the proportion of severe
asthma symptoms among those with no diagnosis among males was 2.4% (95% CI. 1.5-3.8) and
2.3% (95% CI: 1.4-3.3) for females.

There was a significant variation in the proportion of severe asthma with place of residence
between urban and rural areas. In rural residents, 2.9%, (95% CI: 1.8-4.7) of population showed
severe asthma symptoms among those with no diagnosis, compared to 0.6%, 95% CI. 0.3-1.2)
in urban residents (Table 3.13.6.1).
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Table 3.13.6.1 Severe asthma symptoms among those adult populations with no diagnosis of
asthma/COPD by sex, age group and place of residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % 95% CI n % 95% CI n % 95% ClI
Categories
(Years)
18-29 924 35 19-64 1966 1.7 0.9-32 2890 2.7 1.6-45
30-44 1522 1.2 05-27 2164 1.9 1.0-34 3686 15 09-26
45-59 893 13 0.6-29 891 3.7 20-6.7 1784 24 14-39
60-69 421 3.3 1.3-8.1 456 3.3 1.2-8.2 877 3.3 1.7-6.3
Residence
Rural 2577 2.9 1.8-4.7 3066 3.0 1.9-46 5643 2.9 20-44
Urban 1183 0.7 0.3-1.7 2411 0.5 02-1.2 3594 0.6 03-12
Total | 3760 2.4 15-38 5477 2.2 1.4-33 9237 2.3 16-34

The proportion of severe asthma symptoms among those adult populations with no diagnosis of
asthma/COPD showed a variation among regions. Oromia and Afar regions showed a high
proportion compared to the other regions. The highest proportion was observed in Oromia
region which was 4.5% (95% CI: 2.6-7.7) in males and 4.4% (95% Cl:2.8 -7.1) for females
followed by Afar region, 3.2 %( 95% CI:1.3-7.8) for males and 2.5 %( 95% CI:1.1-5.7) (Figure
13.7). In this region wise comparison, it needs to be noted that the sample size from Amhara

region was small than expected.
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Figure 3.13.6.1: Severe asthma symptoms among those with no diagnosis by regions, Ethiopia NCD STEPS, 2024

92



3.13.7 Severe asthma symptoms among those with diagnosis of Asthma/COPD
Among the adult population, a total of 196 (including 66 males and 130 females) populations

who have been diagnosed previously with asthma /COPD were included in the analysis. Among
them, 36.5% (95% CI. 22.9-52.6) had severe asthma symptoms. The proportion of males with
severe asthma was high in the age group of 45-59 years, 26.5% (95% CI. 8.5-58.4), and among
females the proportion was high in the age group of 18-29 years, 33.0% (95% CI: 12.4-63.2).

In terms of sex, the proportion was 43.7% (95% CI: 23.1-66.7) among males and 28.5% (95%
Cl: 16.5-44.5) among females. Regarding the place of residence, the proportion of severe
asthma symptoms in urban and rural areas was 47.5% (95% CI: 23.4-72.7) and 31.0% (95% CI:
17.0-49.6) respectively (Table 3.13.7.1).

Table 3.13.7.1: Severe asthma symptoms among adult populations with diagnosis of asthma/COPD by
sex, age group and place of residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % 95% ClI n % 95% ClI n % 95% ClI

Categories

(Years)

18-29 9 - - 24 33.0 12.4-63.2 33 63.8 36.3-84.5

30-44 18 19.3 5.3-50.4 49 26.3 8.3-58.3 67 22.8 9.7-44.8

45-59 24 26.5 8.5-584 28 24.9 4.4-70.6 52 25.8 10.0-52.0

60-69 15 17.2 56-422 29 29.9 9.7-63.1 44 245 10.9-46.2
Residence

Rural 38 37.0 17.5-61.9 49 22.3 10.7 - 40.9 87 31.0 17.0-49.6

Urban 28 63.4 22.0-91.4 81 36.8 16.7 - 63.0 109 475 23.4-72.7

Total 66 43.7 23.1-66.7 130 28.5 16.5-44.5 196 36.5 22.9-52.6

3.13.8 Impacts of CRD symptoms on daily activities
The overall proportion of CRD symptoms affecting daily activities was 34.5% (95% CI: 26.7—

43.3). The highest proportion was observed in the age group of 18-29 years, 37.8% (95% CI:
25.6-51.7). Within this age group, males showed the highest proportion, 46.8% (95% CI. 27.6—
66.9). In contrast, females showed the highest proportion with the age group of 45-59 years,
41.6% (95% ClI: 26.5-58.5).

There was a significant variation in the proportion of CRD symptoms affecting daily activities
between rural and urban residents. Population living in rural areas showed a significantly higher
rate, 39.2% (95% CI: 29.9-49.4), compared to urban residents, 17.2% (95% CI: 9.9-28.0). The
disparity was also shown across both sexes as well. Among males, the proportion was
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significantly higher in rural areas which was 40.0% (95% CI: 26.8-54.8), compared with 7.0%
(95% C1:2.5-18.0) in urban areas. Similarly, for females, the proportion was higher in rural
settings, 38.3% (95% CI: 29.7-47.6), compared to 22.7% (95% CI: 13.4-35.8) in urban areas
(Table 3.13.8.1).

Table 3.13.8.1: CRD symptoms impacting significantly on daily activities by sex, age group and place of
residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % 95% ClI n % 95% ClI n % 95% ClI

Categories

(Years)

18-29 73 46.8 27.6 - 66.9 202 28.6 17.8-42.6 275 37.8 25.6 -51.7

30-44 101 20.2 109-344 203 35.0 24.7 - 46.9 304 28.3 20.2 - 38.2

45-59 82 32.6 18.0-51.6 101 41.6 26.5-58.5 183 37.1 25.1-51.0

60-69 53 33.7 18.8-52.9 67 38.3 23.1-56.3 120 35.7 25.2-47.8
Residence

Rural 225 40.0 26.8 - 54.8 334 38.3 29.7 - 47.6 559 39.2 29.9-49.4

Urban 84 7.0 25-18.0 239 22.7 13.4-35.8 323 17.2 9.9-28.0

Total 309 35.0 23.4 - 48.7 573 34.1 26.9-42.0 882 34.5 26.7 - 43.3

3.13.9 Hospitalization due to CRD symptoms
Among Adults who had CRD symptoms, the proportion of hospital admissions due to CRD

symptoms was 18.5% (95% Cl: 12.4-26.7). The highest proportion was observed in the age
group of 60—69 years, 24.7% (95% CI: 15.3-37.4).

In terms of place of residence, individuals living in rural areas showed a higher proportion of
hospital admissions related to CRD symptoms, 21.0% (95% CI: 13.5-31.0), compared to those
in urban areas, 9.4% (95% CI: 5.0-16.9). The proportion of males was higher in rural areas
(20.4%, 95% CI: 9.9-37.6) than in urban areas (5.3%, 95% CI: 1.4-18.1). Similarly, females
showed a higher rate of admission in rural areas (21.5%, 95% CI: 15.4-29.2) compared to urban
areas (11.6%, 95% CI: 6.6-19.6) (Table 3.13.9.1).

Table 3.13.9.1: Hospitalization due to CRD Symptoms by sex, age group and place of residence,
Ethiopia NCD STEPS, 2024

Male Female Total
Age n % 95% CI n % 95% ClI n % 95% ClI

Categories

(‘Years)

18-29 73 14.0 4.2-37.7 202 14.3 5.8-31.3 275 14.2 6.9-27.0

30-44 101 19.6 9.7-35.7 203 19.4 12.6 - 28.7 304 19.5 13.0-28.2

45-59 82 21.0 8.4-438 101 23.8 13.3-38.9 183 22.4 124-37.1

60-69 53 23.7 10.8 - 44.3 67 26.2 13.5-44.7 120 24.7 15.3-37.4
Residence

Rural 225 20.4 9.9-376 334 215 15.4-29.2 559 21.0 13.5-31.0

Urban 84 5.3 14-18.1 239 11.6 6.6 -19.6 323 9.4 5.0-16.9

Total 309 18.1 9.0-33.2 573 18.9 14.0 - 25.0 882 18.5 12.4-26.7
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3.14. Mental Health — Depression

3.14.1. Prevalence of depression
The prevalence of depression was assessed using the WHO Flexible Interview for ICD-11

(FLII-11), which includes eleven criteria-based questions evaluating core depressive symptoms.
Participants were classified as having depressive symptoms if they responded ‘yes’ to at least
five of the following: questions (1) persistent sadness or depressed mood for most of the day,
nearly every day; (2) markedly reduced interest or pleasure in most activities; (3) impaired
concentration, difficulty maintaining focus, or increased indecisiveness; (4) feelings of
worthlessness or diminished self-esteem; (5) excessive self-blame or feelings of failure; (6)
pervasive hopelessness about the future; (7) recurrent thoughts of death, suicidal ideation, or
suicide attempts; (8) sleep disturbances, including insomnia or hypersomnia; (9) significant
changes in appetite, either reduced food intake despite availability or increased consumption
linked to low mood; (10) diminished energy levels or excessive fatigue, even with minimal
exertion; and (11) psychomotor disturbances, characterized by either slowed movements and
speech or excessive restlessness (e.g., fidgeting or pacing). Furthermore, individuals had to
report that these symptoms interfered with their daily functioning.

The proportion of depression among adult populations 18-69 years was 2.3% (95% CI: 1.7—
3.1), with a slightly higher rate in females 2.6% (95% CI: 1.8-3.7) compared to 2.1% (95% CI:
1.4-3.1) in males. However, this difference between the sexes was not statistically significant.
The proportion of depression appeared to increase with age, peaking in the 45-59 age group,
which had the highest overall rate of 2.7% (95% CI: 1.6-4.7), with females in this group
experiencing a slightly higher prevalence at 3.3% (95% CI: 1.8-5.7), however no significant
difference (Table 3.14.1.1).

The proportion of depression also varied by place of residence, with 2.6% (95% CI: 1.8-3.8) in
urban areas and 2.2% (95% CI. 1.5-3.3) in rural areas, though this difference was not
statistically significant. In urban areas, female prevalence was slightly higher at 3.2% (95% ClI:
2.1-4.7) compared to 2.0% (95% CI. 1.1-3.8) in males, with this difference also not reaching
statistical significance (Table 3.14.1.1).

95



Table 3.14.1.1: Proportion of depression among adult population by age, area of residence and sex,

Ethiopia NCD STEPS 2024

Male Female Total
Age n % Mental 95% ClI n % Mental 95% ClI n % Mental 95% ClI
Categories Health Health Health
(Years)
18-29 935 21 1.0-42 2003 2.3 14-38 2938 2.2 1.3-35
30-44 1545 2.0 1.0-38 2227 2.7 1.7-43 3772 2.3 15-35
45-59 919 2.3 1.2-47 925 3.3 1.8-5.7 1844 2.7 1.6-47
60-69 437 2.4 07-76 488 2.2 12-4.1 925 2.3 1.1-5.0
Residence
Rural 2624 2.2 13-34 3141 2.3 14-38 5765 2.2 15-33
Urban 1212 2.0 11-38 2502 3.2 2.1-47 3714 2.6 1.8-38
Total 3836 2.1 14-31 5643 2.6 1.8-3.7 9479 2.3 1.7-31

The prevalence of depression among adults aged 18-69 varied across regions. Tigray had the
highest rate at 6.3% (95% CI: 4.0-9.7), followed by Addis Ababa at 3.9% (95% CI: 2.2-6.8),
Dire Dawa at 3.1% (95% CI: 1.6-5.9), and Oromia at 2.8% (95% CI: 1.7-4.7). In this region

wise comparison, it needs to be noted that the sample size from Ambhara region was small than

expected.

Overall, there was no significant difference in depression rates between male and female adults

across the regions (Figure 3.14.1.1).

Percent
ORPNWAUNIONKWOO

m Male mFemale

Total

Figure 3.14.1.1: Proportion of depression among adult population by sex and region, Ethiopia NCD STEPS 2024
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Table 3.14.1.2: Proportion of depression among adult population by age, area of residence and sex,
Ethiopia NCD STEPS 2024

Male Female Total
Age n % Mental 95% ClI n % Mental 95% ClI n % Mental 95% ClI
Categorie Health Health Health
s ('Years)
18-29 935 2.1 1.0-4.2 2003 2.3 14-38 2938 2.2 1.3-35
30-44 1545 2.0 1.0-38 2227 2.7 1.7-43 3772 2.3 15-35
45-59 919 2.3 1.2-47 925 33 1.8-57 1844 2.7 1.6-47
60-69 437 2.4 0.7-76 488 2.2 1.2-41 925 2.3 1.1-5.0
Residenc
e
Rural 2624 2.2 1.3-34 3141 2.3 14-38 5765 2.2 15-33
Urban 1212 2.0 11-38 2502 3.2 21-47 3714 2.6 1.8-38
Total 3836 2.1 14-31 5643 2.6 1.8-37 9479 2.3 1.7-31

3.14.2. Frequency of medication

Nearly nine in ten (87.8%, 95%CI: 71.0 - 95.5) male adult populations with depression reported
not taking any medication for their condition, with similar proportions among female adult
populations (85.2%, 95%CI: 69.5 - 93.6)). The medication for depression did not significantly
vary by age groups in both male and female adult populations. Almost all urban residents of
adult populations with depression did not taken any treatment. The proportion of those not
receiving treatment did not significantly vary by gender or place of residence (Figure 3.14.2.1).

Overall, 12% of males (95% CI: 4.5-29.0) reported taking medication for less than three
months, while no male respondents reported using medication for three months or more. Among
females, a small proportion of females aged 18-29 (14.3%, 95% CI: 3.7 - 41.9), 30-44 (7.0%,
95% CI: 0.9 - 37.9), and 45-59 (9.3%, 95% CI: 2.0 - 33.6) reported taking medication for three
or more months (Figure 3.14.2.1).
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Figure 3.14.2.1: Frequency of medication for depression by sex, age group and place of residence, Ethiopia NCD STEPS

2024

Among adult populations age 18-69 years, nearly nine in ten (86.7%) populations did not take

any medication for their condition, with no significant difference by place of residents, 95.3%
(95%CI: 88.0 - 98.3) in urban residents and 81.6% (95%CI: 65.7 - 91.2) in rural residents.
similar proportions among males (87.8%) and females (85.2%). One quarter of elder populations
(24.7%, 95% CI: 8.4-53.8) in the age group 60-69 years had taken their medication less than
three months compared to only 0.9% (95% ClI: 0.2-3.8) among younger individuals aged 18-29

years. The proportion of those not receiving treatment did not significantly vary by gender or

place of residence (Figure 3.14.2.2).
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Figure 3.14.2.2: Frequency of medication for depression by adult Populations by age group and place of residence,

Ethiopia NCD STEPS 2024

3.14.3. Frequency of psychological therapy/counseling

More than nine in ten adult populations with reported depressive symptoms did not receive

psychological therapy or counseling in the 12 months prior to the survey. Among those who did

receive therapy or counseling, none attended four or more sessions. Overall, 8.8% of adult

populations in urban residents and 9.0% in rural residents received psychological therapy or

counseling, with no significant variation observed by age group, sex, or place of residence (see

Figure 3.14.3.1).

A small percentage of males reported receiving 1 to 3 psychological therapy sessions, with
19.3% (95% CI: 4.0-57.8) in the 30-44 age group and 22.2% (95% CI: 5.5-58.5) in the 45-59
age group. Similarly, among females, the percentages were low for those receiving 1 to 3
sessions: 4.6% (95% ClI: 1.2-16.0) in the 18-29 age group, 8.6% (95% CI: 2.4-26.9) in the 30—

44 age group, and 3.9% (95% CI: 0.5-25.3) in the 45-59 age group.
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Figure 3.14.3.1 Frequency of psychological therapy for depression by area of residence and sex, Ethiopia NCD STEPS
2024

3.15 Physical Measurements

3.15.1 Mean Blood Pressure Measurement
The mean systolic blood pressure (SBP) in the target population that included study participants

currently on medication for elevated blood pressure was 119.6 mmHg (95% CI: 118.5-120.6);
120.1 mmHg for male (95% CI:118.7-121.5), and 118.9 mmHg (95% CI: 117.8-120.0) for
female (Table 3.15.1). Mean diastolic blood pressure (DBP) was 78.3 mmHg (95% CI: 77.2-
79.4) in the target population; 78.0 mmHg (95% CI: 76.6-79.4) in male, and 78.7 mmHg (95%
Cl: 77.8-79.6) in female (Table 3.15.1.2). Both SBP and DBP were found to increase with
progress in age. There was also no significant difference for both mean systolic and diastolic

blood pressures of rural and urban residents.
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Table 3.15.1.1: Mean systolic blood pressure (mmHQ) by sex, age and residence, Ethiopia NCD STEPS,

2024
Male Female Total
Age
Categories n Mean 95% ClI N Mean 95% ClI n Mean 95% ClI
(Years)
18-29 923 1175 | 115.4-119.6 1982 113.8 112.5-115.1| 2905 115.9 1145-117.4
30-44 1528 119.1 | 117.5-120.7 2181 119.4 |117.9-121.0f 3709 119.2 118.0-120.5
45-59 898 124.8 | 122.7-126.9 902 125.7 |123.2-128.1| 1800 125.2 | 123.5-126.8
60-69 436 128.3 | 125.6-131.0 480 133.0 129.1-136.8 916 130.1 127.8-132.3
Residence
Rural 2587 1195 |117.8-121.1 3072 118.5 117.0-120.0| 5659 119.1 117.7-120.4
Urban 1198 122.3 | 120.3-1244 2473 119.7 118.1-121.4| 3671 120.9 119.5-122.3
Total 3785 120.1 | 118.7-1215 5545 118.9 117.8-120.0{ 9330 119.6 118.5-120.6

Table 3.15.1.2: Mean diastolic blood pressure (mmHQ) by sex, age and residence, Ethiopia NCD

STEPS, 2024
Male Female Total
Age
Categories n Mean 95% ClI n Mean 95% ClI n Mean 95% ClI
(Years)
18-29 923 76.1 74.1-78.2 1982 76.5 75.3-77.8 2905 76.3 74.8-77.8
30-44 1528 78.0 76.7-79.3 2181 79.6 78.4 - 80.8 3709 78.8 77.8-79.8
45-59 898 81.9 79.5-84.2 902 81.2 79.8-82.6 1800 81.6 80.0-83.1
60-69 436 79.4 76.9 - 82.0 480 81.1 79.3-82.8 916 80.0 78.3-81.8
Residence

Rural 2587 7.4 75.8-79.1 3072 78.4 77.2-79.6 5659 77.8 76.5-79.2
Urban 1198 80.0 77.5-82.6 2473 79.1 78.0 - 80.3 3671 79.5 77.9-81.2
Total 3785 78.0 76.6-79.4 5545 78.7 77.8-79.6 9330 78.3 77.2-79.4

3.15.2 Raised blood pressure
The prevalence of raised blood pressure (SBP >140 and/or DBP > 90 mmHg) was 16.6% (95%

Cl: 14.3-19.1), 16.2% (95% CI: 13.4-19.5) for male, and 17.0% (95% CI: 14.8-19.5) for female.
There was an observed difference between ages, with an increase in prevalence from 9.5% (95%
Cl: 6.8-13.1) in the younger age group, to 29.9% (95% CI: 25.5-34.7) in the older age group

(Table 3.15.2.1).

The prevalence of elevated blood pressure (>160 mmHg and/or a DBP of >100 mmHg) was
6.4%(95% C1:4.9-8.2); 6.3%(95% CI:4.6-8.7) for male and 6.4% (95% CI:5.1-8.1) for female

(Table 3.15.2.2).
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Table 3.15.2.1: Raised blood pressure (SBP >140 and/or DBP > 90 mmHg) among the population by
sex, age and residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age Categories | % 95% ClI n % 95% ClI n % 95% ClI
(Years)
18-29 923 9.4 6.4-13.7 1982 9.6 6.9 -13.2 2905 9.5 6.8-13.1
30-44 1528 16.8 13.5-20.7 2181 19.0 15.7-22.8 3709 17.8 15.2 - 20.7
45-59 898 27.3 20.3-35.8 902 25.4 21.0-30.3 1800 26.5 21.9-316
60-69 436 27.0 215-33.3 480 34.8 28.1-42.2 916 29.9 25.5-34.7
Residence

Rural 2587 15.3 12.1-19.2 3072 15.8 13.0-19.0 5659 155 12.8-18.7
Urban 1198 19.2 14.2-255 2473 19.6 16.1 - 23.6 3671 194 15.7 - 23.8
Total 3785 16.2 13.4-195 5545 17.0 14.8-19.5 9330 16.6 14.3-19.1

Table 3.15.2.2: Elevated blood pressure (SBP >160 and/or DBP > 100 mmHg) among the population by
sex, age and residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age Categories |, % 95% CI n % 95% Cl n % 95% Cl
(Years)
18-29 923 4.9 2.7-8.7 1982 3.8 22-6.7 2905 4.4 26-75
30-44 1528 4.4 27-72 2181 5.8 41-8.0 3709 51 3.8-6.8
45-59 898 10.1 71-14.3 902 10.8 7.7-149 1800 104 8.0-134
60-69 436 134 9.3-189 480 17.2 125-23.2 916 14.8 11.5-18.7
Residence
Rural 2587 5.7 39-84 3072 6.6 48-9.0 5659 6.1 44-84
Urban 1198 8.4 48-145 2473 6.1 46-79 3671 7.2 49-104
Total 3785 6.3 46-8.7 5545 6.4 51-8.1 9330 6.4 49-8.2

The percentage of target population with (SBP >140 and/or DBP > 90 mmHg or on medication
for raised blood pressure) was 17.3% (95% C1:15.0-19.8);16.7% (95% C1:13.9-20.0) for males
and 17.9% (95% ClI:15.7-20.4) for females (Table 3.15.3). The percentage of (SBP >140 and/or
DBP > 90 mmHg or on medication for raised blood pressure) was above the national percentage
(17.3%) among the target population in Sidama (29.6%), Addis Ababa (28.3%), Somali (22.5%)
and Oromia (21.6%) regions. In this region wise comparison, it needs to be noted that the
sample size from Amhara region was small than expected.

The percentage of the population with (SBP >160 and/or DBP > 100 mmHg or on medication
for raised blood pressure) was 7.6% (95% CI: 6.1-9.4); 7.1% (95% CI: 5.4-9.5) for males, and
8.1% (95% CI: 6.7-9.8) for females (Table 3.15.2.4).
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Table 3.15.2.3: Raised blood pressure (SBP >140 and/or DBP > 90 mmHg) or currently on medication
for raised blood pressure among the population by sex, age and residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age n % 95% CI n % 95% CI n % 95% ClI
Categories
(Years)
18-29 923 9.4 6.4-13.7 1982 9.7 7.0-133 2905 9.5 6.9-131
30-44 1528 16.9 13.6-20.8 2181 19.4 16.2-23.2 3709 18.1 15.5-21.0
45-59 898 28.7 21.6-37.0 902 27.7 23.2-32.6 1800 28.3 23.7-33.3
60-69 436 29.9 24.0-36.6 480 40.8 33.6-485 916 34.0 29.2-39.2
Total 3785 16.7 13.9-20.0 5545 17.9 15.7-20.4 9330 17.3 15.0-19.8
35
283 29.6

Percent

Figure 3.15.2.1 Raised blood pressure (SBP >140 and/or DBP > 90 mmHg) or currently on medication for raised blood
pressure among the population by region, Ethiopia NCD STEPS, 2024
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Table 3.15.2.4: Elevated blood pressure (SBP >160 and/or DBP > 100 mmHg) or currently on

medication for raised blood pressure among the population by sex, age and residence, Ethiopia NCD

STEPS, 2024
Male Female Total
Age n % 95% CI n % 95% ClI n % 95% ClI
Categories
(Years)
18-29 923 4.9 2.7-8.7 1982 4.0 2.3-6.8 2905 45 27-75
30-44 1528 4.9 31-76 2181 6.8 51-91 3709 5.8 45-75
45-59 898 12.3 9.1-165 902 15.0 11.5-19.3 1800 135 10.9-16.5
60-69 436 17.3 12.8-229 480 26.0 20.2-32.7 916 20.5 16.8-24.8
Total 3785 7.1 54-95 5545 8.1 6.7-9.8 9330 7.6 6.1-9.4

3.15.3 Diagnosis, treatment and control of elevated blood pressure
Among individuals with raised blood pressure (SBP > 140 and/or DBP > 90 mmHg or on medication)

20.5% (95%CIl: 17.1-24.3) had been previously diagnosed with raised blood pressure. The proportion is
significantly higher among females 26.6% (95%Cl: 22.3 - 31.4) than males 15.2% (95% CI:11.5-20.0)
and urban 32.5% (95%Cl: 26.6-39.1) than rural residents 14.6% (95%CI: 11.0-19.0) (Table 3.15.3.1).

The percentage of individuals among (SBP >140 and/or DBP > 90 mmHg or on medication for

raised blood pressure) who had been previously diagnosed was below the national percentage
(20.53%) among the target population in Central Ethiopia (5.4%), Gambela (16.1%), Oromia
(16.3%), South Ethiopia (17.9), Sidama (19.1) and Benishangul Gumuz (19.2%) regions (Figure

3.15.3.1). In this region wise comparison, it needs to be noted that the sample size from Amhara

region was small than expected.
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Table 3.15.3.1: Proportions with elevated blood pressure diagnosis among those with elevated blood
pressure (SBP > 140 and/or DBP > 90 mmHg) or on medication for elevated blood pressure by sex, age
and residence, Ethiopia NCD STEPS, 2024

Percent

Male Female Total
Age Categories % % %
(¥ears S oo ERet G I - hossvcc 1 IR I i
g g g
18-29 80 4.9 1.1-18.9 175 9.0 44-174 255 6.7 3.2-134
30-44 236 9.2 5.6 -14.6 384 26.8 20.0-34.9 620 18.2 13.9-235
45-59 231 232 145-34.9 296 322 25.1-40.3 527 27.0 20.5-34.8
60-69 148 30.2 21.1-411 215 46.8 35.6 -58.4 363 376 30.3-45.6
Residence
Rural 411 12.3 8.3-179 478 17.7 13.1-234 889 14.6 11.0-19.0
Urban 284 229 15.8 -32.0 592 40.3 33.1-479 876 325 26.6 -39.1
Total 695 15.2 11.5-20.0 1070 26.6 223-314 1765 20.5 17.1-24.3
60
50 48.2 48.3

Figure 3.15.3.1 Proportions with raised blood pressure diagnosis among those with elevated blood pressure (SBP > 140
and/or DBP > 90 mmHg) or on medication for elevated blood pressure by region, Ethiopia NCD STEPS, 2024

About 12.2 % (95%CI: 9.8 - 15.1) of populations with raised blood pressure (SBP > 140 and/or DBP >

90 mmHg or on medication for elevated blood pressure) were under medication during the survey for

blood pressure. The proportion of those who were under medication during the survey was significantly
higher in urban 19.5% (95% CI:15.5-24.2) than rural residents 8.5% (95%CI:6.0-12.1) (Table 3.15.3.2).
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Table 3.15.3.2: Proportions of hypertension treatment among those with raised blood pressure or under
medication by sex, age and residence, Ethiopia NCD STEPS, 2024

Male Female Total
e | medicaton| P00 | meication| €1 |1 | medicaion| 95%C
18-29 80 4.7 1.0-19.1 175 4.9 21-113 255 4.8 19-116
30-44 236 4.0 20-7.8 384 11.0 71-164 620 7.6 51-11.2
45-59 231 12.8 74-213 296 19.8 14.3-26.9 527 15.8 114-215
60-69 148 26.1 17.4-37.0 215 35.2 25.2 - 46.7 363 30.2 23.4-37.8
Residence
Rural 411 8.4 5.2-133 478 8.7 6.1-12.3 889 8.5 6.0-12.1
Urban 284 134 8.7-20.2 592 244 19.1-30.6 876 195 155-24.2
Total 695 9.8 6.9-13.6 1070 14.9 12.0-184 1765 12.2 9.8-15.1

Among those with elevated blood pressure (SBP > 140 and/or DBP > 90 mmHg) including on

medication for elevated blood pressure, only 4.0% (95%CI: 2.8 - 5.8) had their elevated blood pressure

under control. More urban residents had controlled their blood pressure 8.1% (95%CI: 5.2 - 12.5)

compared to their rural counter parts 2.0 (95% CI: 1.1 - 3.6) with statistically significance difference
(Table 3.15.3.3).

Table 3.15.3.3: Proportions of hypertension control among those with raised blood pressure or under
medication by sex, age and residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age($2§r2§rles n contor/‘())lled %% Cl n cont()r/glled %% Cl n contor/glled 9% Cl
18-29 80 0.0 0.0-0.1 175 1.0 0.3-29 255 0.5 0.2-1.3
30-44 236 0.6 02-18 384 24 0.9-6.7 620 1.6 0.7-3.6
45-59 231 4.7 2.0-10.7 296 8.3 45-15.0 527 6.3 3.7-104
60-69 148 10.0 5.3-18.0 215 147 8.2-250 363 121 7.9-18.1
Residence
Rural 411 1.8 09-36 478 2.2 10-438 889 2.0 1.1-36
Urban 284 6.0 2.8-126 592 9.8 6.3-15.1 876 8.1 52-125
Total 695 3.0 1.7-5.0 1070 5.2 35-77 1765 4.0 2.8-58

3.15.4 Mean heart rate
The average heart beats per minute in the target population of age 18-69 years was 77.8 (95%

C.I: 77.0 - 78.5), and the rate was higher among females 80.1(95% C.I: 79.3 - 80.9) compared to
males 75.9 (95% C.I: 74.9 - 76.9 with significant statistical difference. For both male and female

there was no statistical difference in mean heart beat by age groups. The mean heart beat did not

show statistical difference between urban and rural study population. (Table 3.15.4.1)
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Table 3.15.4.1: Mean heart rate of the population (beats per minute) by sex, age and residence, Ethiopia
NCD STEPS, 2024

Male Female Total
Age n mean 95% ClI n mean 95% ClI N mean 95% ClI
Categories
(Years)
18-29 923 75.4 73.8-76.9 1982 80.9 79.8-82.0 2905 77.8 76.6 - 78.9
30-44 1528 76.4 75.2-77.6 2181 79.9 78.9-80.9 3709 78.1 77.2-78.9
45-59 898 76.6 755-77.8 902 78.6 77.3-79.8 1800 775 76.6 - 78.4
60-69 436 75.4 73.7-71.0 480 79.7 78.0-814 916 77.0 75.7-783
Residence
Rural 2587 75.7 745-76.8 3072 79.9 78.8-81.0 5659 77.4 76.4-78.4
Urban 1198 76.8 75.4-78.2 2473 80.4 79.2-815 3671 78.7 77.8-79.7
Total 3785 75.9 74.9-76.9 5545 80.1 79.3-80.9 9330 77.8 77.0-785

3.15.5 Mean height of the population
The overall mean height for target population (excluding pregnant women) was 164 c.m. The

average height of male population was 168.4 cm (95% C.I: 167.8 - 169.1), while that of female

population was 160.8 cm (95% C.I: 160.1 - 161.5), which shows on average male were

significantly taller than female and this was observed across all age groups. (Table 3.15.5.1).

Table 3.15.5.1: Mean height of the population (in c.m) by sex, age and residence, Ethiopia NCD STEPS,

2024
Male Female Total
Age n mean 95% ClI n mean 95% CI n mean 95% ClI
Categories
(Years)
18-29 912 169.0 168.0-170.0 | 1776 160.7 159.7 - 161.7 2688 165.6 164.8 - 166.4
30-44 1514 167.4 166.7 - 168.1 | 2044 161.1 160.1-162.1 | 3558 164.5 163.8 - 165.1
45-59 893 169.0 167.8-170.1 | 898 160.8 159.8 - 161.9 1791 165.4 164.4 - 166.4
60-69 433 167.8 166.3-169.3 | 480 158.6 157.2 - 159.9 913 164.4 163.2 - 165.5
Residence
Rural 2559 168.4 167.6 - 169.1 | 2867 160.9 160.1-161.8 | 5426 165.4 164.7 - 166.1
Urban 1193 168.7 167.6 - 169.8 | 2331 160.4 159.1-161.7 3524 164.3 163.2 - 165.5
Total 3752 168.4 167.8-169.1 | 5198 160.8 160.1-161.5 | 8950 165.1 164.5 - 165.7

3.15.6 Mean weight of the population
The overall mean weight for target population (excluding pregnant women) was 58.2 kg. The

mean weight of male in the target population of age 18-69 years was 59.7 k.g (95% C.I: 59.0 -
60.4) and that of female population was 56.2 k.g (95% C.I: 55.4 - 57.0, and this difference is

statistically significant. The weight also shows statistically significant difference between urban,
60.2 (95% C.I: 59.4 - 61.0) and rural, 57.4 (95% C.I. 56.6 - 58.3) residents in the target
population. (Table 3.15.6.1)
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Table 3.15.6.1: Mean weight of the population (in k.g) by sex, age and residence, Ethiopia NCD STEPS,
2024

Male Female Total
Age n mean 95% ClI n mean 95% ClI n mean 95% ClI
Categories
(Years)
18-29 910 58.9 57.9 - 59.9 1776 54.8 53.9 - 55.7 2686 57.2 56.4 - 58.0
30-44 1515 60.2 59.3 - 61.0 2047 57.3 56.4 - 58.2 3562 58.8 58.2 - 59.5
45-59 894 61.0 59.6 - 62.4 898 57.6 56.0 - 59.1 1792 59.5 58.3 - 60.7
60-69 433 59.3 57.8 - 60.8 479 54.8 53.2 - 56.3 912 57.6 56.4 - 58.9
Residence
Rural 2558 59.0 58.1 - 59.8 2868 55.2 54.2 - 56.1 5426 57.4 56.6 - 58.3
Urban 1194 62.2 61.2 - 63.2 2332 58.3 57.3-59.4 3526 60.2 59.4 - 61.0
Total 3752 59.7 59.0 - 60.4 5200 56.2 55.4 - 57.0 8952 58.2 57.6 - 58.8
3.15.7 Mean BMI of the population
The overall mean BMI in the target population (excluding pregnant women) of age 18-69 years
was 21.4 k.g/m? (95% C.1: 21.2 - 21.6). The mean BMI for female is 21.8 k.g/m? (95% C.I: 21.5
- 22.0) while that of male was 21.2 k.g/m? (95% C.1: 20.9 - 21.4) which indicates statistically
significant difference. Similarly, mean BMI shows statistically significant difference between
Urban, 22.4 k.g/m? (95% C.1: 22.0 - 22.7) and rural, 21.1 (95% C.I: 20.8 - 21.3) residents.
Table 3.15.7.1: Mean BMI of the population (in k.g/m?) by sex, age and residence, Ethiopia NCD
STEPS, 2024
Male Female Total
Age n mean 95% CI N mean 95% ClI n mean 95% CI
Categories
(Years)
18-29 907 208 20.4-21.1 1768 21.4 21.0-21.8 2675 211 20.8-21.3
30-44 1512 216 21.3-21.9 2021 22.0 21.7-22.3 3533 218 21.6-22.1
45-59 890 213 21.0-21.7 876 22.1 21.6 - 22.5 1766 217 21.3-22.0
60-69 432 21.2 20.6 - 21.8 471 22.0 21.3-22.7 903 215 21.0 - 22.0
Residence
Rural 2552 20.9 20.6 - 21.2 2824 213 21.0-21.6 5376 211 20.8-21.3
Urban 1189 21.9 21.5-22.3 2312 228 22.3-232 3501 224 22.0-22.7
Total 3741 21.2 20.9 - 21.4 5136 218 21.5-22.0 8877 214 21.2-21.6

3.15.8 BMI classification of the population
According to the Body Mass Index measurement, individuals categorized as underweight if

(BMI<18.5), normal (18.5<BMI1<24.9), overweight (25<BMI<29.9) and obese (BMI1>30).

In this survey 70.1% (95% C.I: 67.3 - 72.8) of the target population of age 18-69 years had
normal weight, 19.0% are underweight (95% C.I: 16.6 - 21.7), 8.4% were overweight (95% C.1I:
7.2 - 9.7), and 2.5% were obese (95% C.I: 2.1 - 3.0). Across all age groups the BMI
classifications did not show statistically significant difference. The proportion of underweight
population was higher in rural residents, 21.1% (95% C.I: 18.0 - 24.5) compared to urban
residents 13.4% (95% C.I: 10.1 - 17.5) and the difference was statistically significant.

Overweight population proportion in urban 12.5% (95% C.I: 10.4 - 14.8) was higher compared
to rural 6.8% (95% C.I: 5.5 - 8.5) and it depicted statistically significant difference. Similarly,
the proportion of obese population was higher among urban residents, 5.0% (95% C.I: 3.8 - 6.5)
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than that of rural 1.6% (95% C.I: 1.1 - 2.2) with statistically significant difference. (Table
3.15.8.1)

Table 3.15.8.1: BMI classification for both sexes by age and residence, Ethiopia NCD STEPS, 2024

Age n % 95% ClI % 95% ClI % over 95% ClI % Obese | 95% ClI
Categories Under- Normal weight >=30.0
(Years) weight weight 25.0-29.9
<18.5 18.5-24.9
18-29 2675 21.0 17.5-25.0 70.6 66.6 - 74.3 6.5 49-85 1.9 1.3-28
30-44 3533 16.3 14.1-18.9 70.9 68.0 - 73.7 9.7 8.3-115 3.0 2.3-39
45-59 1766 18.1 14.4-22.6 68.9 64.1-73.3 10.6 8.5-13.1 2.4 1.7-33
60-69 903 21.9 17.3-27.3 66.8 61.1-72.0 7.2 5.3-9.8 4.1 2.8-6.0
Residence
Rural 5376 21.1 18.0-245 70.5 66.8 - 73.9 6.8 55-85 1.6 11-22
Urban 3501 134 10.1-175 69.1 65.2-72.8 125 104-1438 5.0 3.8-6.5
Total 8877 19.0 16.6 - 21.7 70.1 67.3-728 8.4 7.2-9.7 2.5 21-30

The proportion of underweight population among male was 20.4% (95% C.I: 17.3 - 24.0)
compared to female population 17.2% (95% C.I: 14.8 - 19.9) which did not show a statistical
significant difference. Similarly, the proportion of overweight female population, 9.5% (95%
C.lI: 8.1 - 11.0) and male population, 7.5% (95% C.I: 6.1 - 9.2) did not show statistical
significant difference. With statistical significant difference the proportion of obesity was higher
in female population, 3.8% (95% C.I: 3.1 - 4.7) compared to male population 1.5% (95% C.I:
1.1-2.1) (Figure 3.15.8.1).
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Figure 3.15.8.1: BMI classification by sex, Ethiopia NCD STEPS, 2024

The overall overweight or obese population proportion was 10.9% (95% C.I: 9.5 — 12.3). The proportion
of overweight or obesity was higher among female population 13.3% (95% C.I: 11.7 - 15.0) with that of
male proportion 9% (95% C.I: 7.5 - 10.8), and the difference was statistically significant. By place of
residence overweight or obese population was higher in urban 17.5% (95% C.I: 14.8 - 20.5) compared to
rural 8.4% (95% C.I: 7.0 - 10.2), which depicted a statistical significant difference.
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Table 3.15.8.3: Percentage of population (Excluding pregnant women) classified as overweight or obese
(BMI>=25) by sex, age and residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age Categories N % 95% ClI n % 95% ClI n % 95% CI

(Years) BMI>=2 BMI>=2 BMI>=2

5 5 5
18-29 907 7.4 5.1-105 1768 9.9 7.8-12.6 2675 8.4 6.7 - 10.6
30-44 1512 10.4 8.2-13.0 2021 15.5 13.1-18.3 3533 12.8 11.0-14.38
45-59 890 10.6 8.0-14.0 876 16.1 12.5-204 1766 13.0 10.7 - 15.6
60-69 432 9.4 6.5-13.3 471 14.7 11.0-19.3 903 11.3 8.9-14.3

Residence

Rural 2552 7.9 6.2-10.0 2824 9.2 75-11.2 5376 8.4 7.0-10.2
Urban 1189 12.9 9.8-16.8 2312 21.6 18.4-25.3 3501 17.5 14.8-20.5
Total 3741 9.0 7.5-10.8 5136 13.3 11.7-15.0 8877 10.9 9.5-12.3

3.15.9 Mean waist Circumference of the Population (Excluding Pregnant Women)
The overall mean circumference of the target population was 77.6 cm. By respondents sex, the

mean waist circumference for male population was 78 cm (95% C.1:77.1 - 78.8) and for female

it was 77.6 cm (95% C.1: 76.9 - 78.3). This indicates there was no significant difference in mean

waist circumference between male and female. The mean waist circumference for urban

population was 80.7 ¢c.m (95% C.I: 79.4 - 82.1) and higher than that of rural population 76.1 c.m
(95% C.I: 75.2 - 76.9) and it indicated that there was statistically significant difference. (Table

3.15.9.1)

Table 3.15.9.1: Mean waist circumference (cm) of the population (Excluding pregnant women) by sex,
age and residence, Ethiopia NCD STEPS, 2024

Male Female
Age Categories n Mean 95% ClI n Mean 95% ClI

(Years)

18-29 922 76.5 753-771.7 1787 75.8 75.0-76.7
30-44 1523 79.8 78.6 - 80.9 2056 78.5 77.4-79.6
45-59 897 78.6 77.0-80.1 900 79.0 77.6-804
60-69 434 78.4 76.9 - 80.0 480 80.4 78.1-82.6

Residence

Rural 2581 77.2 76.3-78.1 2890 76.1 75.2-76.9
Urban 1195 80.8 78.7-82.8 2333 80.7 79.4-82.1
Total 3776 78.0 77.1-78.8 5223 77.6 76.9-78.3

Proportion of overweight population in Addis Ababa (24.8%), Benishangul Gumuz (10.1%),
Central Ethiopia (12.3%), Diredawa (18.1%), Gambela (10.2%), Harari (16.3%), Somali (11%)
and South Ethiopia (13.4%) are higher than that of the national estimate (8.4%). In this region

wise comparison, it needs to be noted that the sample size from Ambhara region was small than

expected.
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Figure 3.15.9.1: Proportion of overweight population by region, Ethiopia NCD STEPS, 2024

Proportion of underweight population in Afar (30.5%), Dire Dawa (20.8%), Oromia (24.7%),
and Tigray (33%) are higher than that of the national estimate (19%).
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Figure 3.15.9.2: Proportion of underweight population by region, Ethiopia NCD STEPS, 2024
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3.16. Biochemical measurements

3.16.1 Fasting blood glucose level

The mean fasting blood glucose level for the target population (ages 18 - 69 years) was 83.9
mg/dL (95% CI: 82.3 - 85.5). Females had a higher mean (85.4 mg/dL) than males (82.6
mg/dL). Fasting blood glucose levels increased with advanced age in both sexes. Urban
residents had a slightly higher mean (85.0 mg/dL, 95% CI. 81.7-88.4) compared to rural

residents (83.5 mg/dL, 95% CI: 81.6-85.4) (Table 3.16.1.1).

Table 3.16.1.1: Mean fasting blood glucose level (mg/dl) by sex, age and residence, Ethiopia NCD

STEPS, 2024
Male Female Total

AAge Categories n Mean 95% CI n Mean 95% CI n Mean 95% CI
(Years)
18-29 866 79.3 76.6 - 82.1 1795 817 79.6 - 83.8 2661 [80.4 78.5-82.3
30-44 1394  83.8 81.3 - 86.3 2016  |85.9 83.4 - 88.4 3410 84.9 82.9 - 86.9
45-59 846 85.3 81.1-89.6 849 90.4 87.1-93.6 1695 [87.6 84.6 - 90.5
60-69 401 89.4 85.0 - 93.7 454 93.8 85.9 - 101.6 855 91.0 86.8 - 95.3
Residence
Rural 2425 82.1 79.8 - 84.3 2870 85.4 83.1-87.6 5295 (83.5 81.6 - 85.4
Urban 1082  [84.6 80.5 - 88.7 2244 854 82.0 - 88.7 3326 85.0 81.7 - 88.4
Total 3507 82.6 80.7 - 84.6 5114 85.4 83.5-87.2 8621 (83.9 82.3 - 85.5

3.16.2 Impaired fasting blood glycaemia

About 7.4% (95% CI: 6.2 - 8.8) of the target population had impaired fasting glycaemia (plasma
venous fasting glucose value >110mg/dL and <126mg/dL) with 7.9 % in female and 7.1% in
male populations. The proportion was increased from 6.3% in age categories 18-29 years to
9.8% in 60-69 years (Table 3.16.2.1).

Table 3.16.2.1: Impaired fasting glycaemia by sex, age and residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age Categories |, % 05%Cl % 95%Cl % 95% Cl
(Years)
18-29 866 5.4 3.3-8.5 1795 7.5 5.6-9.9 2661 6.3 4.8 -8.3
30-44 1394 7.9 5.8-109 2016 7.3 5.4-9.7 3410 7.6 6.0 - 9.6
45-59 846 7.8 5.5-109 (849 10.2 7.4-139 (1695 8.8 6.8-11.4
60-69 401 11.3 7.5-16.7 (454 7.3 4.4-11.7 (855 9.8 7.0 - 13.6
Residence
Rural 2425 7.1 5.4-9.2 2870 8.7 6.7-11.1 5295 7.7 6.3 -9.5
Urban 1082 7.1 4.5-10.9 2244 6.2 4.4 -8.6 3326 6.6 4.7-9.0
Total 3507 7.1 5.6 - 8.9 5114 7.9 6.4 - 9.6 8621 7.4 6.2 -8.8

* Impaired fasting glucose is defined as plasma venous blood fasting glucose value >110mg/dl and <126mg/dI
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The Impaired fasting glycaemia varies regionally, with the highest prevalence in Somali
(19.7%), South Ethiopia (15.6%), and Afar (14.2%) (Figure 3.16.2.1). In this region wise
comparison, it needs to be noted that the sample size from Amhara region was small than

expected.
= 25
50 19.7
& 14.2 15.6
o 9.9 00 109 .
? I I 04 55 I I y 48 65 52 54
5 24 I I I I
o H I [ I I
o c@‘ T AR L S P - & » I R
?,S‘b w &Q‘b & &eQ o & Q&& @& S %e& @QQ QoQ < & <8
S » MG o 9 &
& & > 9 &
» & SR
{‘\%Q C}o < &
¥ %o°

Figure 3.16.2.1: Impaired fasting glycaemia by region level, Ethiopia NCD STEPS, 2024

3.16.3 Raised blood glucose or currently on medication for diabetes

The overall prevalence of raised blood glucose (plasma venous glucose value >126 mg/dL) including
currently on medication for diabetes was 4.2% (95% CI: 3.5-5.1%), higher in females (4.7%) than males
(3.7%). Significant differences were observed across the younger and older age groups, with urban
residents (5.5%) having a higher prevalence than rural residents (3.7%) (Table 3.16.3.1).

Table 3.16.3.1: Raised blood glucose or currently on medication for diabetes by sex, age and residence,
Ethiopia NCD STEPS, 2024

Male Female Total
Age
Categories n % 95% ClI n % 95% ClI n % 95% CI
(Years)
18-29 866 1.7 0.8-3.4 1795 2.1 1.4-3.1 2661 1.9 1.2-2.8
30-44 1394 3.9 2.3-6.4 2016 5.5 4.1-7.5 3410 4.7 3.4-6.4
45-59 846 6.3 4.1-9.5 849 7.2 4.9-104 1695 6.7 5.0 -8.9
60-69 401 8.3 5.4-125 454 11.9 7.7-17.8 855 9.6 6.9 - 13.2
Residence
Rural 2425 3.2 2.4-4.4 2870 4.3 3.3-5.7 5295 3.7 2.9-4.7
Urban 1082 5.5 3.4-8.7 2244 5.6 3.8-8.2 3326 5.5 4.0-7.6
Total 3507 3.7 2.9-49 5114 4.7 3.8-5.9 8621 4.2 3.5-5.1

* Raised blood glucose is defined as plasma venous blood fasting glucose value >126 mg/dL.

The proportion of raised blood glucose or currently on medication for diabetes is significantly higher in

Somali region populations (26.2%, 95%CI: 17.0 - 38.2) compared to the other regions of Ethiopia
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(Figure 3.16.3.1). In this region wise comparison, it needs to be noted that the sample size from

Ambhara region was small than expected.

= 30 26.2
8 25
o
a 20
15
10 c4 78 8.1 -
* 05 19 27 I I 42 5 35 49 39 4.2
I E = B [ I N I i . I [
@ DY @YD DN 2 0 A
Q‘S‘Q VS} x\‘é é‘o -@Q ‘bé Q‘Z} q;@‘ e§ Sp& &‘b -@Q @Q .qu &O@
> FETF P FIPFF PP
S $H? &P &
kad » & SR
.\% CJ@Q % Q
& $
%0

Figure 3.16.3.1: Raised blood glucose or currently on medication for diabetes by regional level, Ethiopia NCD STEPS,
2024

3.16.4 Proportion of the population diagnosed with diabetes
Among the target populations with raised fasting blood glucose or currently on medication 18.2% (95%

Cl:13.5 -24.1) were previously diagnosed with diabetes. Female populations account for higher
proportions (22.1%) of diagnosed diabetes than males (13.9%). But, there is no statistically significant
difference between the sexes. About 30.6% of diagnosed diabetes populations were in 60-69 years age

group and 26.3% were from urban residence (Table 3.16.4.1).

Among individuals with raised fasting blood glucose or currently on medication, the proportion who
had been previously diagnosed was below the national percentage (18.2%) among the target
population in Oromia (16.1%), South Ethiopia (15.8%), Somali (13.9%), Benishangul Gumuz
(5.9) and Central Ethiopia (2.8%) regions. In this region wise comparison, it needs to be noted

that the sample size from Amhara region was small than expected.
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Table 3.16.4.1: Diagnosed previously with diabetes among those with raised blood glucose or currently
on medication by sex, age and residence, Ethiopia NCD STEPS, 2024

Male Female Total

f&é}ag?tegorles n % diagnosed [95% CI n % diagnosed/95% ClI n % diagnosed [95% ClI
18-29 20 6.0 0.8 - 33.7 63 23.5 10.5 - 44.7 83 14.9 6.7 -29.9
30-44 65 8.8 3.4-21.0 121 19.5 10.8 - 32.8 186 15.2 8.8-24.9
45-59 68 14.0 6.0 -29.3 89 22.2 13.1-35.0 157 17.9 11.2-27.4
60-69 45 32.6 17.0-53.3 64 28.3 13.9-49.1 109 30.6 18.7 - 45.9
Residence
Rural 114 12.0 6.2 - 22.0 169 15.7 8.7 - 26.6 283 13.9 9.0-20.8
Urban 84 18.0 8.7 -33.6 168 32.9 19.8 - 49.3 252 26.3 17.0 - 38.4
Total 198 13.9 8.6 - 21.7 337 22.1 15.2-31.1 535 18.2 13.5-24.1

50 ,46.3 46.4

Percent

Figure 3.16.4.1 Proportions with diabetes diagnosis among those with raised blood glucose or on medication by region,
Ethiopia NCD STEPS, 2024

3.16.5 Proportion of the population currently on treatment for diabetes
Seventeen percent of populations with raised blood glucose or currently on medications were currently

on treatment for diabetes either for insulin or other medications. The proportions of female populations
currently on diabetes treatment were higher (20.8%) than male populations (12.9%). Populations on the
age groups 60-69 years have higher proportions (28.7%) of medications for diabetes compared to other
age categories (Table 3.16.5.1).Among individuals with raised fasting blood glucose or currently on
medication, the proportion who had been on medication during the survey was below the national
percentage (17.0%) among the target population in Oromia (15.5%), South Ethiopia (15.8%),
Somali (10.7%), Benishangul Gumuz (5.9) and Central Ethiopia (2.8%) regions (Figure
3.16.5.1). In this region wise comparison, it needs to be noted that the sample size from Amhara

region was small than expected.
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Table 3.16.5.1: Currently on treatment for diabetes among those with raised blood glucose or currently
on medication by sex, age and residence, Ethiopia NCD STEPS, 2024

Male Female Total

Age o o o
E:\?;Z?gries N r::e(:iri]cation 95% Cl " rﬁecc)iri]cation 95% Cl " r{:e?jri]cation 95% Cl
18-29 20 6.0 0.8-33.7 [63 22.2 9.5-43.6 83 14.2 6.2 -29.3
30-44 65 8.7 3.4-209 [121 18.9 10.3 - 32.2 186 14.7 8.4-245
45-59 68 10.9 4.3-246 B89 21.0 12.1-33.9 157 15.7 9.6 - 24.7
60-69 45 32.5 16.9-53.2 |64 24.1 11.0 - 45.0 109 28.7 17.2 -43.8
Residence
Rural 114 10.5 5.2-20.2 [169 15.7 8.7 - 26.6 283 13.1 8.4 -20.0
Urban 84 17.8 8.6-334 [168 29.3 16.8 - 45.8 252 24.2 15.3-36.1
Total 198 12.9 7.8-205 [337 20.8 14.0 - 29.7 535 17.0 12.4 - 22.8

50

a5 | 422 43.2

Percent

Figure 3.16.5.1 Currently on treatment for diabetes among those with raised blood glucose or currently on medication by

region, Ethiopia NCD STEPS, 2024

3.16.6 Blood cholesterol level
The mean total cholesterol level for target populations is 130.1 mg/dL with females having mean total

cholesterol level of 134.7 mg/dL (95% CI: 132.5 - 136.9) and males with 126.1(95% CI: 123.9 -128.3)

mg/dL. There is significant difference of mean total cholesterol level in female and male populations.

Urban populations have significantly higher mean total cholesterol level compared to the rural
populations, that is 134.8 mg/dl (95% CI:131.4-138.2) and 128.4 mg/dl (95% CI: 126.2-130.5),
respectively (Table 3.16.6).
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Table 3.16.6.1: Mean total cholesterol (mg/dl) by sex, age and residence, Ethiopia NCD STEPS, 2024

Male Female Total
AAge Categories Mean  195%Cl n Mean  195%Cl n Mean  [95% Cl
(Years)
18-29 890 120.1 117.2-123.1 1838 127.8 125.0 - 130.6 2728 123.6 121.4-125.9
30-44 1454 128.6 125.5-131.7 2065 135.3 132.6 - 138.0 3519 131.9 129.7 - 134.2
45-59 874 132.9 129.4 - 136.4 865 146.6 142.1-151.2 1739 139.0 135.7 - 142.2
60-69 415 132.4 127.9 - 136.8 462 145.2 139.5 - 150.9 877 137.1 133.4 - 140.8
Residence
Rural 2516 124.6 122.2 -127.0 2937 133.4 130.6 - 136.2 5453 128.4 126.2 - 130.5
Urban 1117 131.5 126.8 - 136.1 2293 137.5 134.0 - 141.0 3410 134.8 131.4 - 138.2
Total 3633 126.1 123.9 - 128.3 5230 134.7 132.5-136.9 8863 130.1 128.2 - 131.9

3.16.7 Raised total cholesterol

Including those on medication, 5.0% (95% CI: 4.1-6.1) of the population had a total cholesterol level of
>190 mg/dL, while 1.2% (95% CI: 0.7-1.8) had a total cholesterol level of >240 mg/dL. Females (7.0%,
95% CI: 5.6-8.7) had a significantly higher prevalence of raised total cholesterol levels (>190 mg/dL)
including those on medication than males (3.4%, 95% CI: 2.6-4.4) (figure 3.16.7.1).
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Figure 3.16.7.1: Proportion of populations with a total cholesterol level of > 190 mg/dL and > 240 mg/dL, including those
on currently taking medication for raised total cholesterol by sex, Ethiopian NCD steps survey, 2024

About 4.5% (95% CI: 3.6 - 5.5) of the population had a total cholesterol level of >190 mg/dL, while
0.6% (95% CI: 0.4 - 0.9) had a total cholesterol level of >240 mg/dL excluding those on medication.
Females (6.4%, 95% CI: 5.1 - 8.1) had a significantly higher prevalence of raised total cholesterol levels
(>190 mg/dL) excluding those on medication than males (2.8%, 95% CI: 2.1 - 3.7) (figure 3.16.7.2).
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Figure 3.16.7.2: Proportion of populations with a total cholesterol level of > 190 mg/dL and > 240 mg/dL, excluding those
on currently taking medication for raised total cholesterol by sex, Ethiopian NCD steps survey, 2024

The proportion of populations that had raised total cholesterol level of > 190mg/dL (17.3%) and >
240mg/dL (5.4%) was higher in Somali regions comparing to the other regions in Ethiopia (figure
3.16.7.3). In this region wise comparison, it needs to be noted that the sample size from Amhara
region was small than expected.
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Figure 3.16.7.3: Proportion of populations with a total cholesterol level of > 190 mg/dL and > 240 mg/dL, including those
on currently taking medication for raised cholesterol by regional level, Ethiopian NCD steps survey, 2024

3.16.8 Salt intake
In population surveys, 24-hour urinary sodium excretion is the gold standard technique to

obtaining data on population salt intakes. However, due to high cost of conducting 24-hour urine
collections, logistic complexity, and excessive respondent burden an alternative method to
obtain salt intake at the population level was recommended. Sodium and creatinine in spot urine
samples were used in this STEPS survey to estimate population daily salt intake (48,49).

The overall mean daily salt intake of the population was 9.4 grams per day. The salt intake was

significantly higher in males (10.4 grams/day) than females (8.2grams/day). There was no
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significant difference in daily salt intake between the urban (9.1grams/day) and rural

(9.5grams/day) populations and across the age groups (Table 3.16.8.1).

Overall, 96.1% of the target population (97.1% of male and 95.1% of the female) consumed
excessive salt per day (> 5g/day) compare to the WHO recommendations (5g/day). These did
not show significant difference between sex, age, residence and region.

Table 3.16.8.1: Salt intake (g/day) by sex, age and residence, Ethiopia NCD STEPS, 2024

Male Female Total
Age
Categories  |n Mean grams [95% ClI n Mean grams [95% ClI n Mean grams [95% ClI
(Years)
18-29 582 10.3 9.7-10.9 1167 8.3 8.0-85 [1749 9.4 9.0-9.8
30-44 974 10.4 10.0-10.7 [1340 8.4 8.2-86 [2314 9.4 9.2-9.7
45-59 536 10.5 10.2-10.9 (589 8.1 7.8-83 [1125 9.3 9.1-95
60-69 272 10.8 10.1-114 317 7.2 6.8-7.6  [589 9.5 8.9-10.0
Residence
Rural 1589 10.5 10.1-10.8 [1864 8.2 8.0-85  [3453 9.5 9.2-9.8
Urban 775 10.2 9.7-10.6 1549 8.2 8.0-84 2324 9.1 8.8-9.3
Total 2364 10.4 10.1-10.7 3413 8.2 8.1-84  |p777 9.4 9.2-9.6
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Figure 3.16.8.1: Percentage of the population with excessive salt consumption (>5 g/day) Ethiopia NCD STEPS, 2024

3.17 Cardiovascular disease risk

3.17.1 Proportion of population age 40-69 years by level of 10-Year CVD risk

Among the adult population aged 40-69 years, the majority 96.7%, (Cl: 95.7 - 97.5) of them
have less than 10% of cardiovascular disease (CVD) risk 3.2% (95%CI: 2.5 - 4.2) had between
10-20% of CVD risk , and only 0.1% have a risk prediction for CVD > 20%. There is no
significant difference between urban and rural residents on CVD risk among the adult
population aged 40-69 years (Table 4.1.1). Among men, 95.6% have a cardiovascular disease

119



(CVD) risk prediction of less than 10% (95% CI: 94.0-96.7), 4.3% have a risk of 10-20%
(CI:3.2 -5.8), and 0.1% have a risk of > or =20%. For women, 98.2% have a CVD risk
prediction of less than 10% (CI: 96.9-99.0), 1.8% have a risk of 10-20% (CI:1.0-3.1), The
overall CVD risk for the population is detailed in Table 3.17.1.1.

Table 3.17.1.1: Percentage of the population by level of 10-year CVD risk, Ethiopia NCD STEPS, 2024
Age n % <10% 95% ClI % 10-20% 95% ClI % >20% 95% ClI
Categories
(Years)
40-54 2132 99.9 99.6 - 100.0 0.1 0.0-04 0.0 0.0-0.0
55-69 1298 89.9 86.9 -92.3 9.9 7.6-12.8 0.2 0.1-0.8
Residence
Rural 2124 97.1 95.9 - 98.0 2.9 20-4.1 0.0 0.0-0.2
Urban 1306 954 93.5-96.7 4.5 3.2-6.3 0.2 0.0-1.0
Total 3430 96.7 95.7-975 3.2 25-42 0.1 0.0-0.2

3.17.2 Proportion of population aged 40-69 with high cardiovascular disease (CVD) risk or
history of CVDs
A 10-year CVD risk of >20% is defined according to gender, age, systolic blood pressure

measurements, smoking status, total cholesterol measurements, history of diabetes, and body
mass index. The percentage of respondents aged 40-69 years falling within the 10-year CVD
risk category of >20% or with existing CVD was 5.5% (95% CI: 3.7-8). Prevalence of high
CVD risk or those with existing CVD was not significantly different among females at 6.2% (95
males at 4.9% between the age group of 40-54 years and 55 to 69 years. (Table 4.2.1), and
between urban, and rural residents (Figure 3.17.2.1).

The percentage of respondents in the age group 40-69 years falling within the 10-year CVD
risk category of >20% or with existing CVD was 5.5% (95% CI: 3.7-8). But, there is no
statistically significant difference between sex and age groups.
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Figure 3.17.2.1: Percentage of the population with a 10-year CVD risk >20% or with existing CVD, Ethiopia NCD
STEPS, 2024

When we look at the regional aggregation of the percentage of 10-year CVD risk category of
>20% or with existing CVD among the adult population age 40-69 , the prevalence of high
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CVD risk or those with existing CVD was highest in Oromia (9.7%, (CI:5.8-15.8), followed by
Addis Ababa (5.9%, CI: 3.5-9.8), Dire Dawa (4.7%, (Cl: 2.2-9.8), and Harai (3.8%, (CI:1.6-
8.6). However, there is no statistically significant difference between the above regions in terms
of high CVD risk or history of CVDs. While, prevalence of high CVD risk or those with
existing CVD was lowest in Tigray, 0.5%(95% CI:0.1-1.8). However, there is statistically
significant difference between Oromia, 9.7%(CI:5.8-15.8) and Benishangul Gumuz,1%(CI:0.2-
4.0), Gambella,1.4%(Cl: 0.4-4.8), Sidama,1.9%(ClI:0.7-5.1), South Ethiopia,0.9%(CI:0.2-3.5)
and Tigray,0.5%(ClI:0.1-1.8) regions in terms of prevalence of high CVD risk or history of
CVDs. Moreover, there is also statistically significant difference between Addis Ababa, 5.9
%(ClI: 3.5-9.8) and South Ethiopia, 0.9%(CI:0.2-3.5),Tigray,0.5%(CI:0.1-1.8) regions in terms
of prevalence of high CVD risk or history of CVDs. Additionally, there is also statistically
significant difference between Diredawa,4.7%(Cl:2.2-9.8) and Tigray region in terms of
prevalence of high CVD risk or history of CVDs (Table 3.17.2.1).

In this region wise comparison, it needs to be noted that the sample size from Amhara region
was small than expected.

Table 3.17.2.1: Percentage of the population with a 10-year CVD risk >20% or with existing CVD,
Ethiopia NCD STEPS, 2024

Male Female Total
Region n % 95% CI n % 95% CI n % 95% CI
Addis 85 29 0.4-16.8 203 75 43-12.6 288 5.9 35-938
Ababa
Afar 83 4.1 0.8-18.9 117 0.2 00-16 200 2.0 0.4-9.0
Amhara 163 4.2 1.7-10.1 160 4.3 1.7-105 323 4.3 2.0-89
Benishan 106 1.1 02-7.7 105 0.8 0.1-55 211 1.0 0.2-4.0
gulgumuz
Central 169 1.9 04-9.2 43 - - 212 1.8 04-72
Ethiopia
DireDaw 72 4.2 1.6-10.3 163 5.0 19-125 235 4.7 22-98
a
Gambela 49 - - 83 2.3 0.7-75 132 1.4 0.4-4.8
Harari 125 3.2 0.8-12.0 113 4.6 1.7-11.7 238 3.8 1.6-8.6
Oromia 288 8.7 4.9-15.1 214 11.3 6.5-18.8 502 9.7 5.8-15.8
Sidama 114 0.0 0.0-0.0 91 4.7 1.7-12.6 205 1.9 0.7-5.1
Somali 51 0.0 0.0-0.0 98 4.1 1.4-115 149 2.5 09-7.2
South 145 1.4 0.3-56 109 0.0 0.0-0.0 254 0.9 0.2-35
Ethiopia
South 82 25 0.6-9.2 78 2.7 0.6-117 160 2.6 0.7-9.1
West
Ethiopia
Tigray 150 0.5 0.1-3.7 171 0.5 0.1-1.9 321 0.5 0.1-18
Total 1682 4.9 31-77 1748 6.2 42-9.1 3430 5.5 3.7-8.0
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3.17.3 Drug therapy and counseling for those with CVD risk >or =20% or with an existing
CVD:
Percentage of eligible persons receiving drug therapy and counseling for those with CVD risk

>20% or existing CVD is defined as those aged 40-69 years with a 10-year cardiovascular
disease (CVD) risk* >20%, including those with existing CVD) receiving drug therapy (taking
statins such as Lovastatin/Simvastatin/Atorvastatin) and counseling (including glycemic control)
to prevent heart attacks and strokes. Counseling was defined as receiving advice from a doctor
or other health worker to quit tobacco use or to avoid starting, reduce dietary salt, consume at
least five servings of fruit and/or vegetables per day, reduce dietary fat, increase physical
activity, maintain a healthy body weight, or lose weight. Of the aforementioned group of
respondents (40-69 years old, with a 10-year CVD risk of >20%, or those with existing CVD),
10.4% (95% CI: 4.9-20.8) were receiving drug therapy (taking statins) and counselling
(including glycaemic control) to prevent heart attacks and strokes. However, there is no
statistically significant difference between the age groups 40-54, 7.7%(Cl:3.0-18.4) and 55-69
years interval,16.0%(CI1:5.6-38.1) (Figure 4.2.3).Likewise, there is no statistically significant
difference between male 12.3%,(Cl: 4.2-30.7) and female sex 8.3%(Cl: 3.5-18.4) among those
receiving drug therapy and counselling to prevent heart attacks and strokes. Similarly, there is
no statistically significant difference between urban, 15.5% (CI:6.1-34.1) and rural
population,8.9%(Cl:3.1-23.0) in terms of percentage of eligible persons receiving drug therapy
and counselling to prevent heart attacks and strokes.
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Fig 3.17.3.1: Percentage of eligible persons receiving drug therapy and counselling to prevent heart attacks and strokes,
Ethiopia NCD STEPS, 2024
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3.18 Summary of combined risk factors for NCDs
Summary of combined risk factors were assessed based on the Percentage of the population with

0, 1-2, or 3-5 risk factors among individuals. The risk factors considered in the combined
analysis were current daily smoking, less than five servings of fruit and/or vegetables per day,
not meeting WHO recommendations on physical activity for health (<150 minutes of moderate
activity per week, or equivalent), overweight or obese (BMI > 25 kg/m2), raised BP (SBP > 140

and/or DBP > 90 mmHg or currently on medication for raised BP).

Overall, 9.4% of the population has three to five combined risk factors, 90.0% has one or two
combined risk factors, and 0.6% has none at all. The Somali region has the highest percentage
of people with three to five combined risk factors (67.7%), while the Central Ethiopia region has
the lowest percentage (3.2%). In the Harari region, 15.4% of the population has no risk factors.
The percentage of people with 1-2 risk factors is much greater in the 18-44 age group (91.9%)
than in the 45-65 age group (84.4%). The percentage of 3-5 combined risk factors is higher
among age group 45-69 years old (15.5%) than 18-44 years old (7.4%). Addis Ababa has higher
percentage of 3-5 combined risk factors among age group 45-69 years old. In this region wise
comparison, it needs to be noted that the sample size from Amhara region was small than
expected. Urban residents have a greater percentage of the population with 3-5 combined risk
factors (16.0%, 95% CI: 13.1-19.4) than do rural residents (7.0%, 95% CI. 5.8-8.4) (Table
3.18.1).

Table 3.18.1: Percentage of both sexes with combined risk factors for age group and residence, Ethiopia
NCD STEPS, 2024

Age Categories n % with 0 95% ClI % with 1-2 95% ClI % with 3-5 95% CI
(Years) risk factors risk factors risk factors
18-44 5120 0.7 04-12 91.9 90.4-93.2 7.4 6.2-8.8
45-69 2256 0.2 0.1-0.3 84.4 81.7 - 86.7 155 13.1-18.1
Residence
Rural 4406 0.2 0.1-04 92.8 91.3-94.0 7.0 58-84
Urban 2970 15 0.7-3.0 82.5 78.8 - 85.7 16.0 13.1-194
Total 7376 0.6 0.3-1.0 90.0 88.6-91.3 9.4 8.2-10.8

The percentage of men without any risk factors for NCDs stands at 0.7%, with 0.8% in the 18-
44 years and 0.2% in the 45-69 years age range. In the Harari region, 17.4% of men lack risk
factors. A significant 91.4% of men have 1-2 combined risk factors, while 7.9% have 3-5
combined risk factors. Among men, the percentage with 3-5 combined risk factors is greatest in
Addis Ababa (27.7%) and lowest in the Central Ethiopia region (4.0%). Furthermore, men aged
45-69 years exhibit a notably higher percentage of 3-5 combined risk factors compared to those
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aged 18-44 years (6.3%). Nevertheless, there is no notable difference in the 3-5 combined risk

factor percentage when comparing urban and rural males (Table 3.18.2).

Table 3.18.2: Percentage of men with combined risk factors by age categories and residence, Ethiopia
NCD STEPS, 2024

Male
Age Categories n % with 0 95% ClI % with 1-2 95% ClI % with 3-5 95% CI
(Years) risk factors risk factors risk factors
18-44 1979 0.8 04-18 92.9 90.7-94.5 6.3 48-83
45-69 1121 0.2 0.1-04 874 84.2-90.1 124 9.8-15.6
Residence
Rural 2123 0.3 0.2-05 93.0 91.0-945 6.7 52-87
Urban 977 1.9 0.6-55 86.1 81.0-90.0 12.0 8.7-164
Total 3100 0.7 03-14 914 89.6-92.9 7.9 6.5-9.6

In the female population, 0.4% do not exhibit any risk factors, while 88.2% have 1-2 risk factors
combined, and 11.4% have 3-5 combined risk factors. A greater percentage of women (12.6%)
without risk factors were observed in the Harari region. Conversely, a relatively high proportion
of women with 1-2 combined risk factors found from Addis Ababa. Somali women have the
highest proportion of 3-5 combined risk factors at 72.6%, while the Central Ethiopia region
shows the lowest at 1.3%. In this region wise comparison, it needs to be noted that the sample
size from Amhara region was small than expected. Among women aged 45-69 years, 19.9%
exhibit with 3-5 combined risk factors, which is notably higher than the 12.4% reported for men
in the same age group. The proportion of 3-5 combined risk factors is more prevalent among the
urban female population at 19.6% in comparison to rural women with 7.3% (Table 3.18.3).

Table 3.18.3. Percentage of Women with combined risk factors for age group and residence, Ethiopia
NCD STEPS, 2024

Female
Age n % with 0 95% CI % with 1-2 95% ClI % with 3-5 95% CI
Categories risk factors risk factors risk factors
(Years)
18-44 3141 0.5 0.3-1.0 90.8 89.0-92.3 8.7 7.3-104
45-69 1135 0.1 0.1-04 80.0 75.5-83.8 19.9 16.1-24.4
Residence
Rural 2283 0.1 0.1-0.2 92.5 90.5-94.2 7.3 57-94
Urban 1993 11 05-22 79.3 75.6 - 82.6 19.6 16.3-23.3
Total 4276 0.4 0.2-0.8 88.2 86.3 - 89.8 114 9.8-132
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4. Discussion
Tobacco

In the Ethiopian 2024 NCD STEPS survey, we found that the prevalence of tobacco use among
adults age 18-69 years was 3.8% (95% CI: 2.9-4.9%), which was significantly different by sex,
with 6.1% (95% CI: 4.5-8.2%) among males and 0.9% (95% CI: 0.5-1.4%) among females.
The overall prevalence of tobacco use did not differ significantly from the findings of the 2015
Ethiopian NCD STEPS survey, which reported a prevalence of 4.8% (95% CI: 4.0-5.5%).

In this survey, the prevalence of smoking was 2.9% (95% CI: 3.5-4.9%). The current tobacco
smoking prevalence in this survey did not differ significantly from the 2015 Ethiopia NCD
STEPS survey, 4.2% (95% CI: 3.5-4.9). A statistically significant difference was observed in
smoking prevalence by sex, with 4.9% of males smoking tobacco compared to 0.5% of females.
More than 80% of these smokers reported daily smoking, with no significant difference from the
2015 Ethiopia NCD STEPS survey findings.

The prevalence of smokeless tobacco use among the younger generation 18-29 in this survey
has increased significantly, rising six fold from 0.2% (95% CI: 0.1-0.3) in 2015 to 1.3% (95%
Cl: 0.7-2.5).

Overall, 38.8% (95% CI: 28.3-50.5) of current smokers attempted to quit smoking in the past 12
months, a rate not significantly different from the 2015 Ethiopia NCD STEPS survey *, in which
approximately 52% (95% CI: 44.9-59.0) had attempted to quit in the preceding year. Similarly,
among current smokers age 18-69 years who had visited a doctor or other health worker in the
past 12 months, 15% (95% CI: 10.2-21.4) reported receiving advice to quit smoking. This
percentage was also comparable to the 2015 Ethiopia NCD STEPS survey, where 17.2% (95%
Cl: 11.4-22.9) reported receiving similar advice.

Khat

The current khat chewing status, previous chewing experience, frequency of khat chewing, the
age at which khat users started chewing, and utilization of alcohol after using khat were
analyzed. In this survey, we found the percentage of current khat chewers has significantly
increased, 23.4%(95% CI1:19.3-28.0) among age 18-69 years, compared to the previous NCD
STEPS survey result (50), 15.8% (95% CI:13.1-18.5) among 15-69 years population. On the
other hand, current khat users’ percentage was significantly highest in Harari region compared to
other regions, 53% (95% CI: 45.2-60.7). It is also significantly higher among males, 28.6% (95%
Cl:23.6 - 34.0) than females, 16.9% (95% CI:13.2 - 21.5). Among individuals reported currently
chewing, The daily khat chewers’ percentage was found to be 67.2% (95% CI: 60.5-73.3)

among age 18-69 years from the survey. This finding is not statistically significant; it is
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comparable to the daily khat chewers’ prevalence found in the previous NCD STEPS survey
report(50), 58.4% (95% ClI: 51.6-65.2) among age 15-69 years.

The percentage of current khat chewers who tried to stop khat chewing in the last 12 months
preceding the survey was 21.1 % (95% C1:16.2-27.0) among age 18-69 years. The result has no
significance difference from the NCD STEPS 2015 result, which was 23.9% (95% C1:19.0-28.9)
among age 15-69 years(50). The mean age of khat chewing starting was 19.3 years (95%
Cl:18.4-20.2) among age 18-69 years population, which did not show significance difference
from the NCD STEPS survey conducted in 2015(50), 19.6 years (95% CI: 19.1-20.2).

In this survey, the prevalence of drinking alcohol after chewing khat among age 18-69 adult
population has significantly increased by 4 times from the previous 2015 NCD STEPS result
(50), 6.6% (95% Cl:4.4-8.8) to 27% (95% CI:15.2-43.4). From this survey, it is found that
alcohol drinking after chewing khat is significantly higher 94.6% (95% CI.76.4-98.9) among
young age group 18-29 females compared to their counterparts, 30.9% (95% CI:13.5 - 56.2).

Alcohol consumption

In the 2024 Ethiopia NCD STEPS 2024 survey, we found that the prevalence of current alcohol
use among adults age 18-69 years was 20.1% (95% CI: 17.2 - 23.2), which was significantly
different from the findings of the 2015 Ethiopia NCD STEPS survey, which was 41% (95% CI:
37.4-43.9). However, though the proportion of adult population who had stopped drinking due
to health reasons and daily alcohol consumers in the past 12 months has not declined in 2024
compared to STEPS 2015, there was no significant difference. Drinking to the extent that it
causes health problems is a serious concern, underscoring the need to educate the public on the

dangers of alcohol consumption.

In this survey, the mean number of standard drinks per drinking occasion was 3.6 (95% CI: 3.1-
4.2). A statistically significant difference was observed when compared to the 2015 Ethiopian
NCD STEPS survey, which was 5.5 (95% CI. 4.9-6.2). Similarly, there is remarkable
statistically significant difference in the mean number of current standard drinks consumed per
drinking occasion and the average number of standard drinks consumed daily in the past 7 days
between the findings of the NCD 2015 and 2024 Ethiopian NCD STEPS survey (Table 4.1).

Fruit and Vegetable Consumption

The 2024 Ethiopian STEPS survey highlights a significant gap in fruit and vegetable
consumption among the population 18-69 years, with an average consumption of less than two

days per week for fruits and about two days per week for vegetables. While there is a positive
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shift compared to the 2015 data, the current average of 1.8 days of fruit and 2.2 days of
vegetable consumption per week with an overall average fruit and vegetable combined
consumption of 1 serving per day is far below the WHO recommendation of consuming at least
400 grams (five servings) of fruits and vegetables daily. The survey reveals slight variations in
consumption patterns based on residence, with urban residents consuming more than rural
residents, and regional differences, with some regions showing higher consumption rates. The
data also indicates that younger females consume more fruits than older females, potentially
reflecting greater health awareness in this demographic. However, these figures are still far

below the global standard.

Fruit and vegetable consumption is shaped by a complex interplay of individual, social,
physical, and macro-level factors. Household income, socio-economic status, and personal
preferences strongly influence dietary choices, while social dynamics, such as family habits and
women’s empowerment, play a crucial role in promoting healthier consumption. Access to
markets, proximity to food sources, and fluctuating prices impact availability, particularly in
rural areas. Additionally, seasonal variations and natural landscapes affect supply, making fruit

and vegetable consumption highly dependent on environmental conditions.

Adding salt at meal

The 2024 Ethiopian STEPS survey on salt consumption gathered comprehensive information
through step-one interview on how individuals prepare food, adding salt in the diet including its
quantity, and analysed data on spot urine collected using step-three data. The findings of salt
consumption from both interview and spot urine revealed critical insights into dietary habits and
their implications for public health. The study highlighted that a significant proportion of the
population (84.5%) adds salt during food preparation or cooking, with no notable differences
between sexes or urban and rural residents. Additionally, 85.0% of respondents reported adding
salt "always or often” before or during meals, indicating a widespread practice of high salt
consumption. The overall salt intake remains alarmingly high, with an average daily
consumption of 9.4 grams in the present survey is nearly double of the WHO recommended
limit of less than 5 grams per day. This percentage was higher in the 2024 STEPS survey
compared to the 2015 STEPS survey, indicating an increase in the practice over time. Regional
variations were observed, with some regions reporting higher than the national average for

adding salt during food preparation.

The study highlighted a decrease in the consumption of processed foods high in salt, with the
percentage nearly half of the result obtained in STEPS Survey conducted in 2015. Despite this, a
small proportion of the population believed they consumed too much salt, with no significant
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difference between sexes but a slight rural-urban disparity. Perceptions about the health risks of
high salt consumption showed a decline, with fewer people in 2024 believing that excessive salt
intake could cause serious health problems compared to 2015.

Oil and fat consumption

The study revealed that the majority of households (58.6%) reported using vegetable oil for
meal preparation, indicating a preference for this type of oil linked to urbanization and market
accessibility. This aligns with global trends but raises concerns about the types of vegetable oils
used (e.g., palm oil vs. healthier alternatives like sunflower oil) (EPHI 2022). A significant
proportion of households (19.1%) relied on solid fats, such as animal fats or traditional products
like kibe (butter), for cooking. These fats are often high in saturated fats, which can increase the
risk of cardiovascular diseases. Homemade oil products were used by 8.8% of households. A
small percentage of households (1.3%) did not specify the type of oil or fat used, and 0.7%
reported not using any oils or fats at all. The remaining 2.2% used other unspecified types of oils

or fats.

Meal behaviour analysis showed that the average number of meals consumed outside the home
per day was 0.7 for both sexes. However, a notable difference was observed between males and
females, with males reporting an average of 0.9 meals eaten outside the home compared to 0.5
meals for females. This suggests that males are more likely to eat outside the home than
females. Additionally, younger individuals (aged 18-29 years) reported eating out more
frequently (0.8 meals) compared to older individuals (aged 60-69 years), who reported an

average of 0.4 meals eaten outside the home.

Physical Activity

The 2024 Ethiopian STEPS survey highlights a concerning rise in insufficient physical activity,
with nearly one-third of participants (27.9%) reporting inadequate activity levels, a significant
increase from 5.8% in 2015. Gender disparities are evident, with 35.0% of females being
physically inactive compared to 22.1% of males. Urban residents (40.6%) are more inactive than
rural residents (23.1%), probably reflecting currently evolving lifestyle differences. Regional
disparities are stark, with the Somali region reporting 91.7% inactivity, while Central Ethiopia
shows the lowest at 4.8%. Work-related activities (64.3%) remain the primary contributor to
total physical activity but have declined compared to results of 2015 STEPS survey, while
transport-related activities have increased. Leisure-time physical activity remains minimal,
especially among rural populations. Median daily physical activity duration decreased
significantly from 257.1 minutes in 2015 to 115.7 minutes in 2024, primarily due to declines in

work-related activities. Vigorous activity engagement is low (77.5% not engaged), particularly
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among females (89.7%). These findings underscore the need for both general and targeted

interventions to address physical inactivity and promote healthier lifestyles.

History of raised blood pressure

The practice of blood pressure measurement is low as evidenced by 66.6 % of the target population
reporting that they have never had their blood pressure measured though it showed relative improvement

from the 2015 survey which was 76.5 %.

As age increases, the proportion of target population who have never checked their blood pressure

decreases; which is similar to the 2015 report.

There were no significant differences among target population who never measured their blood pressure
across sex and residency unlike the 2015 report that showed that significant proportion of the rural

residents never measured their blood pressure.

Majority of target population who have been measured and diagnosed with raised blood pressure was

with in the past 12 months prior to the survey. The data is consistent with the 2015 survey.

The urban residents (7%) had more proportion of elevated blood pressure than the rural residents (2.3)
which is also consistent with the 2015 survey.

Below half (39.6 %) of target population diagnosed with elevated blood pressure are taking the
prescribed medications by health care professional. This has shown improvement from the 2015 survey
data which showed that 28.4 % of the target populations were taking medication for raised blood
pressure prescribed by doctors or health workers among those diagnosed. In the current survey,
prevalence of those who seek traditional healer was 10.8 % among the rural residents which is more than
the urban residents accounting for 7.8 %. When compared to the 2015 survey, there is a reduced trend in
the rural residents seeking traditional healer which was 18.7%, but the urban residents seeking traditional
healer was almost the same (7.5%).

As compared to the 2015 survey, there is increasing trend in the utilization of herbal and traditional
remedy in the rural and urban residents for the treatment of raised blood pressure despite reduction in
traditional healer seeking behavior. The target population of the rural residents taking herbal or
traditional remedy for raised blood pressure was 20.6 % and that of the urban residents was 15.5 %. The
2015 data showed that the rural residents’ utilization was 14.1 % and that of urban residents was 5.5 %.

History of diabetes

According to the current finding 92.4% (95% CI: 91.1 - 93.6) of target population, never had blood
glucose measurement. This outcome indicates a decline from the 97% (95% CI: 96.4-97.5) 2015 STEPS
report. Nonetheless, there are still many people who have not checked their blood glucose levels. This
can be probably due to lack of awareness or lack of access for blood glucose measuring equipment in

their vicinity. Regarding proportion of people diagnosed over the last 12 months with reference to
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residence remained unchanged from the 2015 STEPS report, which was 1.7% (95%CI: 1.0-2.4) in urban
resident and 0.2% (95%CI: 0.1-0.3) in rural resident.

Regarding population who have never measured blood glucose level and those who had blood sugar
testing but were not diagnosed, there has been a slight reduction by sexes from the previous STEPS
report. The current results showed that 93.6% of male (95% CI: 92.1-94.8) and 91.0% of female (95%
Cl: 89.3-92.5) had never had their blood sugar measured, whereas the 2015 STEPS report revealed that
97.4% (95% CI: 96.7-98.1) of men and 96.4% (95% CI: 95.8-97.1) of women had never had their blood

sugar measured.

Comparing to the 2015 STEPS report, the proportion of diabetic patients taking oral anti hyperglycemic
agents and insulin with reference to sex remained unchanged. Which showed 66.2% (95% CI: 45.8-86.6)
of male and 73.6% (95% CI: 56.8-90.5) of female, and 22.2% (95% CI: 7.1-37.4) of male and 41.9%
female (95% CI: 20.1-63.7) respectively.

In addition about 9.8 % (CI: 5.1-17.8) previously diagnosed patient seen traditional healer for diabetes
management. These require further evaluation of the medicinal plants and the behaviour of the

population.

History of Raised Total Cholesterol
Comparing to the 2015 STEPS report, the current STEPS report does not show that there is no statistical

difference in the history of total cholesterol measurement. In the current finding, among those who had
cholesterol level measured 1.4 % had not been diagnosed while 0.4% had not been diagnosed in 2015
STEPS report; which shows that there is no improvement in being diagnosed with hypercholesterolemia.
This result shows still there is gap in availability and accessibility of laboratory service for cholesterol

measurement.

Regarding taking oral medication during the previous two weeks there is improvement in current STEPS
finding when compared with 2015 STEPS report (43.9 % vs. 21.2%). These might be due to
improvement in health professional counseling or demand creation and availability of service delivery.
Among those who were previously diagnosed with raised cholesterol level 22.5% went to a traditional
healer and 6.8% had taken herbal or traditional treatment. This implies still significant numbers of

individuals went to traditional healer for treatment.

History of Cardiovascular Diseases

The prevalence of reported cardiovascular disease in Ethiopia is increasing from 3.4 % in 2015 to 5.4 %
in 2024 with significant statistical difference. There is no significant difference among sex (male 4.6 %
(95 % CI: 3.2-6.5), Female (6.3 % (95 % CI 4.5-8.9) unlike the 2015 report, which showed that it was

more prevalent in female.

The utilization of aspirin (0.9 %) and statin (0.4%) for the prevention of cardiovascular disease showed

relative improvement from the 2015 STEPS report, which was 0.3 % for Aspirin and 0.2 % for statin.
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Lifestyle Advice

As compared with the 2015 national STEP survey findings, there is a significant difference in all
lifestyle advice reported by the participants in 2024. Specifically, only 13.3% (95%CI: 11.6-
14.9) in 2015 received advice to reduce salt in the diet, while in 2024 this advice was increased
to 33.5% (95%CI: 29.7 - 37.5). Similarly, participants who received advice to eat at least five
servings of fruit and /or vegetables each day and advice to quit using tobacco/not start increased
by more than double between 2015 (11.7% and 6.9%) and 2024 (27.6% and 16.6%)

respectively.
Cervical cancer

The main finding of this study is the significant increase in cervical cancer screening rates
compared to the previous study conducted in 2015. The screening rate for women aged 3049
increased from 2.5% in the previous survey to 10% in this study. The overall screening coverage
for women aged 18-69 reached 8.3%. This figure is higher than the 2015 Ethiopia NCD report,
which estimated screening coverage at around 1.9 % women aged 15-69, Additionally, the
screening rate in rural areas showed a notable improvement, rising from 0.9% to 7.3%.
Additionally, significant urban-rural disparities were noted, with urban women (16.1%) being
more likely to undergo screening compared to rural women (7.4%). This trend was also reported
in the 2015 Ethiopia NCD study (5% vs 0.9%).

Screening rates varied significantly by region, with Addis Ababa and Harari having the highest
coverage, while Southwest Ethiopia reported the lowest, with some areas having no screening
report like Somali. This variation reflects disparities in healthcare access, infrastructure, and

awareness campaigns across regions.

Most of the study participants (54.6%) underwent screening within the past year. Regarding the
main reason for never having a cervical cancer screening test, the majority of respondents
(37.3%) stated that they were not informed about the need for screening. Additionally, a small
proportion of respondents cited other reasons, including the test being too expensive (2.1%, 95%

Cl11.3-3.6), lack of time, and poor service quality.

Regarding follow-up visits and receiving treatment after screening for positive or suspected
cancer results was low. These findings underscore the importance of strengthening screening
programs, ensuring timely result communication, and improving follow-up services and the

need for timely confirmatory diagnosis and treatment for abnormal and suspected cancer cases.

Barriers to screening were also analyzed, revealing that 37.1% of women had never been

screened because they did not know how/where to get test, while others cited distance to clinic
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(2.1%), time constraints (1.9%) and fear of procedure (1.9%). These findings are consistent with

the 2015 Ethiopia NCD report, where lack of awareness was also the primary barrier.

Chronic Respiratory Diseases

In Ethiopia, chronic respiratory disease (CRD) is significantly underdiagnosed, with only 1.7%
of adults diagnosed for CRD. This low proportion may be due to the diagnostic tools used.
Epidemiological studies based on physician diagnoses reported lower prevalence estimates than
those relying on spirometry, (51,52) which is the gold standard definition for COPD. This low
rate raises concerns about overall awareness within the population. While the history of CRD
rate remains no significant difference among sex, age group, and place of residence, there is a
need to strengthening to improve the awareness of the population for early screening for the

prevention and management of CRD.

The survey indicates treatment coverage for CRD with 55.9% diagnosed individuals receiving
treatment for asthma or COPD, highlighting significant gaps in the healthcare system. While
urban residents and male populations have higher treatment coverage, these differences are not
statistically significant.

Among adults with CRDs symptoms, 4.1% reported wheezing or whistling, 3.5% had a cough,
and 9.0% experienced shortness of breath. The proportions of CRDs symptoms did not vary
significantly across age groups, sex, and by place of residence. Shortness of breath was the most

commonly reported symptom of chronic respiratory disease.

The symptoms of CRD are prevalent in the population who did not have history of asthma or
COPD, with shortness of breath reported at 8.3%, followed by wheezing at 3.5% and cough at
3.0%. These symptoms are particularly common among both younger and elder age groups, as
well as in rural areas. This highlights the need to improve community awareness of CRD
symptoms to facilitate early diagnosis and treatment to improve the health outcomes of the

population.

Among population who had a history of asthma or COPD, the CRDs symptoms such as
shortness of breath is reported in 52.1% of population, followed by wheezing (43.0%) and
cough (31.5%). The symptoms are observed in among diagnosed population with CRD,
indicating that these conditions were not well controlled. Uncontrolled CRDs symptoms were
more commonly observed in younger age groups. Cough and wheezing were reported more
frequently in urban compared to rural resident, while shortness of breath was more commonly

reported by rural residents. This lack of control may be associated with issues such as poor
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compliance with treatment, and incorrect use of inhalers or other devices, unavailability or
unaffordability of medications, (53)(54).

This population survey shows the proportions of severe asthma symptoms among those who did
not have history of diagnosis with asthma/COPD vary by sex, place of residence, and age groups
even though not significant variation. The observed differences may stem from varying risk
factors: males in the youngest age group are likely more exposed to allergies, lifestyles such as
smoking or occupational hazards, while females in the older age group may experience
symptoms due to age-related factors, such as the cumulative impact of long-term environmental

and health influences and urbanization(55,56).

The general proportion of CRD symptoms affecting daily activities was 34.5% (95% CI: 26.7—
43.3). There was a significant variation in the proportion of CRD symptoms affecting daily
activities between rural and urban residents. With a higher report of among rural residents at
39.2% (95% CI: 29.9-49.4) compared to 17.2% (95% CI: 9.9-28.0) in urban areas.

According to the total proportion of hospital admissions due to CRD symptoms was 18.5%
(95% CI: 12.4-26.7). The finding indicates the need for improved access to early detection,
preventive care, and timely interventions to reduce hospitalizations and alleviate the burden on

healthcare systems.

This module is the first of its kind in the STEPS survey, providing valuable evidence for
policymakers. However, there are no previous surveys on chronic respiratory diseases (CRDs)
in this context to compare these findings. We believe this study may underestimate the true
prevalence of chronic respiratory symptoms due to its reliance on questionnaire-based data
without confirmatory pulmonary function tests like spirometry or peak flow measurements.
Additionally, recall bias may have affected the results, as populations are more likely to
remember severe, recent, or persistent symptoms, which could lead to underreporting of milder
or less frequent symptoms.

Mental Health-Depression

The findings reveal a low overall prevalence of depression among adult populations 18-69
years, at 2.3% (95% CI: 1.7-3.1), with a slight increase among females (2.6%) compared to
males (2.1%). However, the lack of statistical significance in these differences suggests that
gender may not be a determining factor in depression rates within this age group. The
prevalence appears to rise with age, peaking in the 45-59 age categories, particularly for
females, suggesting that age and possibly life experiences contribute to the emotional burden of

depression at this stage.
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Regional variations in depression rates were pronounced, with Tigray reporting the highest
prevalence at 6.3%. These variations may reflect regional differences in factors such as social
support, economic conditions, and access to mental health services. Despite the observed
differences in rates, the study found no significant gender differences across regions, indicating
that social and cultural influences on mental health may be similarly impactful for both males

and females.

The data also highlight a concerning trend regarding treatment for depression. A significant
majority of both males (87.8%) and females (85.2%) reported not taking any medication for
their depression, pointing to a substantial gap in treatment. The lack of significant variation by
age or residence reinforces the need for improved mental health resources across demographics.
Remarkably, urban residents may have greater access to healthcare, yet the majority still
reported not receiving treatment, raising questions about the adequacy and accessibility of

mental health services.

While a small percentage of males reported taking medication for less than three months, no
males indicated using medication for longer durations. Among females, a slightly higher
percentage reported longer usage, particularly among those aged 18-29 and 45-59. This suggests
that younger females may be more proactive in seeking treatment, yet overall medication

adherence and duration remain critically low.

The findings on psychological therapy further underscore the challenges in mental health care.
Over 90% of individuals with reported depressive symptoms did not access psychological
therapy or counseling, signifying severe underutilization of available mental health services. The
finding that none of those who received therapy attended four or more sessions indicates

potential barriers to sustained engagement in mental health care.

The low percentages of individuals receiving even minimal therapy (1 to 3 sessions) reveal a
troubling trend. For males 30-44 and 45-59 years, the percentages were slightly higher but still
low, suggesting that there may be systemic issues in addressing mental health needs for these
age groups. Among females, younger age groups reported slightly higher rates of therapy

utilization, yet these are still alarmingly inadequate.

This module represents a pioneering effort in the STEPS survey framework, offering important
insights for policymakers regarding mental health in the population. However, it is essential to
acknowledge that this is the first study of its kind utilizing this tool to assess mental health,
which limits the ability to compare these findings with previous surveys.
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Moreover, there are potential limitations in the study's design that may lead to an
underestimation of the true prevalence of depression. The reliance on questionnaire-based data
without clinical confirmation means that the identified cases of depression may not fully capture
the complexity of the condition. Many respondents may struggle to accurately identify and
recall their experiences with depressive symptoms, particularly if their experiences were mild or

infrequent.

Additionally, recall bias could play a significant role in the accuracy of the results, as
individuals may be more inclined to remember and report severe, recent, or persistent
symptoms. This tendency to focus on more pronounced experiences might lead to an
underreporting of milder or sporadic symptoms, skewing the overall data.

In summary, these findings illustrate an urgent need for enhanced mental health resources and
awareness initiatives targeted at reducing the prevalence of depression and improving access to
treatment across all population segments. Addressing the barriers to medication adherence and
therapy utilization will be crucial in developing effective mental health care strategies.
Promoting mental health awareness and support, especially in high-prevalence regions, could
help mitigate the impact of depression and foster a healthier society overall.

Blood Pressure Measurement

The results show that 66.6% (95% C.I: 63.9-69.2) of adults aged 18 to 69 years have never had
their blood pressure measured. STEPS Survey-Ethiopia conducted in 2015 revealed that 76.6%
(95% C.I: 74.8-78.5) of study participants reported that their blood pressure was never
measured. The results show absence of improvement in blood pressure measurement during the
past 9 years. But, there is still a need to scale up hypertension screening programs further across
the primary health care system. Hypertension screening programs are vital for the early
detection of hypertension and timely treatment to prevent complications. Blood pressure
measurement is one of the vital signs performed by health care worker when individuals visit
health facilities. Early detection and management of individuals with elevated blood pressure
will protect further complications. Therefore, community-based screening should be
implemented. Efforts should be made to procure quality assured BP measuring devices for the

primary healthcare system and scale up.
Prevalence of raised blood pressure

The proportion of the population with elevated blood pressure or who are currently on

medication for elevated blood pressure is 17.3%. It is alarming result that shows the need for
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appropriate hypertension prevention program. This could be due to low awareness of the
community on the importance of salt reduction in their diet as evidenced by the increment in
mean population salt intake in the 2024 survey. The proportion of individuals with raised blood
pressure increase with advancement of age: 18-29-year age group (9.5%), in the 30-44-year
group (18.1%), in the 45-59-year group (28.3%), and in the 60-69-year group (34%). The
results depict that about one third of the population in 60—69-year age group has raised blood
pressure. The result varies by regions in the country: high proportions were observed in Sidama
(29.5%), Addis Ababa (24.8%), Oromia (20.9) while low proportion was observed in South-
west Ethiopia (8.8%).

Elevated Blood Pressure on Medication

The proportion of individuals with raised blood pressure who were taking medication prescribed
by a doctor or health worker was 12.2%. This is highly concerning, as those not on medication
are at increased risk of developing complications. A higher proportion of female (14.9%) with
elevated blood pressure were on medication compared to male (9.8%). The proportion of
individuals on medication increases with age among both sexes and doubled for the age group
60- 69 years (30.2%) compared to age group 45-59 years (15.8%). Some individuals with
previously diagnosed raised blood pressure have sought advice and/or taking herbal remedies
from traditional healers. These herbal remedies may not effectively control blood pressure,

rather it may expose to other health risks.

Diagnosis, Treatment, and Control of Elevated Blood Pressure

The prevalence of target population who were diagnosed with hypertension and taking
medication for raised blood pressure prescribed by doctors or health workers was 39.6%.

Only 4.0% of those with raised blood pressure (SBP > 140 and/or DBP > 90 mmHg) including
those on medication for raised blood pressure have controlled their blood pressure. And only 3.0
% of males and 5.2% of females with raised blood pressure have achieved blood pressure
control. About 20.5% of those with raised blood pressure (SBP > 140 and/or DBP > 90 mmHg)
including those on medication were previously diagnosed for raised blood pressure. The
proportion is significantly higher among females (26.6%) than males (15.2%). This shows an
urgent need for strategies to enhance screening and detection programs for hypertension. There
is a clear need to improve adherence counseling related to lifestyle modifications and treatment
through continuous education program. Regarding diagnosis, treatment and control there were
significant difference between rural and urban residents. For example: among rural residents
only 8.5% (95% CI: 6.0-12.1) whereas among rural residents 19.5% (95%CI: 15.5-24.2) were

under treatment.
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Anthropometric Measurement

In this target population of age 18-69 years proportion with overweight or obese was 10.9%
(95% C.I: 9.5 — 12.3). The proportion of target population with overweight or obese in 2015
Ethiopia NCD steps survey was 6.4% (95% C.I: 5.4 — 7.3). This implies in Ethiopia, the
proportion of overweight or obese population increased through time and the difference is
statistically significant.

In this target population proportion of underweight was 19% (95% C.I: 16.6 - 21.7). The
proportion of target population with underweight in 2015 Ethiopia NCD steps survey was 23.3%
(95% C.I: 21.1-25.5). This implies in Ethiopia, the proportion of underweight population

decreased through time and the difference was borderline statistically significant

In this target population of age 18-69 years proportion with normal weight was 70.1% (95% C.I:
67.3 - 72.8). The proportion of target population with normal weight in 2015 Ethiopia NCD
steps survey was 72.3% (95% C.I: 70.1-74.6). This implies in Ethiopia, the proportion of normal
weight population slightly decreased through time and the difference was not statistically
significant.

Biochemical Measurement

Non fasting populations were excluded from the analysis of blood glucose and total cholesterol
measurements. The mean fasting blood glucose level in the present survey (83.9 mg/dL, 95%
Cl: 82.3-85.5) was higher than that of the 2015 Ethiopian STEPS survey (79.5 mg/dL, 95% CI:
78.3-80.7), which included those with age 15-17 years. Impaired fasting glycaemia is defined
as a plasma venous glucose level of >6.1 mmol/L (110 mg/dL) and <7.0 mmol/L (126 mg/dL).
The prevalence of impaired fasting glycaemia in the current Ethiopian STEPS survey (7.4%,
95% CI: 6.2-8.8) increased from the 2015 STEPS survey (5.3%, 95% CI. 4.4-6.2), which
included participants age 15-17 years.

Raised blood glucose is defined as a plasma venous glucose level of >7.0 mmol/L (126 mg/dL).
The prevalence of raised blood glucose including those currently on medication for diabetes was
lower compared to Ethiopia's 2015 survey (5.8%, 95% CI: 4.8-6.8). A higher prevalence of
raised blood glucose including those currently on diabetes medication use was observed in the
Somali region. This could be attributed to lifestyle factors, including dietary habits, along with

other behavioral and genetic factors specific to the region's population.

The mean total cholesterol level in the current survey (130.1 mg/dL, 95% CI: 128.2-131.9 or
3.4 mmol/L, 95% CI: 3.3-3.4) is similar to that of the previous survey (130.9 mg/dL, 95% CI:

129.3-132.6). Total cholesterol levels significantly vary by sex and residence. These differences
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may be attributed to factors such as a sedentary lifestyle, high-fat diets, processed foods, and
other lifestyle factors in urban populations, as well as hormonal and physiological changes in

females.

The prevalence of raised total cholesterol levels (>190 mg/dL) including those currently on
medication use for raised cholesterol in the present survey (5.0%, 95% CI: 4.1-6.1) is lower
compared to the previous report (5.6%, 95% CI: 4.8-6.4). Similarly, the prevalence of raised
total cholesterol levels (>240 mg/dL) including those on current medication use for raised
cholesterol (1.2%, 95% CI: 0.7-1.8) is lower in this survey compared to the previous Ethiopia
STEPS survey.

The average daily salt intake in the current survey (9.4 g/day, 95% CI: 9.2-9.6) significantly
increased compared to the previous Ethiopia STEPS survey, which reported 8.3 g/day (95% CI:
8.2-8.4). Daily salt intake was higher in males in this survey, consistent with the previous
STEPS report. There was no significant difference in salt intake between urban and rural
populations. Furthermore, the average daily salt intake in the population exceeds the WHO-
recommended limit of less than 5.0 g/day and is nearly equivalent to the global average sodium
intake of 10.78 g of salt per day.

Cardiovascular Disease Risk

Among the total population between 40-69 age group, 96.7% have a cardiovascular disease
(CVD) risk prediction of less than 10% , 3.2% have a risk of 10-20% and 0.1% have a CVD risk
of > or =20% In the Ethiopian context, there is a need to implement screening programs at a
large scale in order to detect the moderate CVD risk population so that they can be counseled on
diet, physical activity, smoking cessation and avoiding harmful use of alcohol. Pharmacologic
interventions may also be required for this group of patients if they have persistent elevation of
BP and there is a need to follow up this group of patients on regular basis. This group of the
population may still require counseling on NCD risk factors. Therefore, there is a need to
conduct NCD risk factors assessment for the low CVD risk category of the Ethiopian population
using the health extension program.

The percentage of respondents in the age group 40-69 years falling within the 10-year CVD
risk category of >20% or with existing CVD was 5.5% (95% CI: 3.7-8). But, there is no
statistically significant difference between the two surveys conducted in 2015(4.7%) and 2024.
The implication of this finding is that there is a need to strengthen and scale up secondary
prevention interventions for those that have already developed CVDs in the country, especially

at tertiary health care facilities.
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The population with CVD risk > or =20% or having an existing CVD is not significantly
different between men and women in the age groups of 40-69 years. Similarly, there is no
statistically significant difference in the prevalence of population with high CVD risk between
the different age groups in both. There is no statistically significant difference in percentage of
population with a 10 year CVD risk >_ 20% or with existing CVD between urban and rural in
the Ethiopian study.

Of the aforementioned group of respondents (40-69 years old, with a 10-year CVD risk of
>20%, or those with existing CVD), 10.4% (95% CI: 4.9-20.8) were receiving drug therapy
(statins) and counselling (including glycaemic control) to prevent heart attacks and strokes. But,
there is no statistically significant difference between this study and the 2015 STEPS survey, in
which case among respondents (40-69 years old, with a 10-year CVD risk of >30%, including
those with existing CVD), 11.5% (95% CI. 5.3-17.7) were receiving drug therapy and
counseling to prevent heart attacks and strokes. The finding in the Ethiopian study has
significant implications in terms of attaining the national target of treating at least 50% of
eligible people with high CVD risk with drug therapy and counseling to prevent heart attack and
stroke.

Combined Risk Factors

Women, older age groups, and urban residents exhibit more combined risk factors. This survey
identified the regional variation in exhibiting the more combined risk factors or don’t have any
NCD risk factors. Nationally, the proportion of individuals who don’t have any combined risk
factors is less than 1%, which is low even compared to the national 2015 STEP survey report of
1.6% of individuals who don’t exhibit any combined risk factors.
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5. Strengths and Limitations
The following are list of key strengths to have quality data from the survey:-

= Before the survey proposal development, Technical Working Group (TWG) was formed
by Ministry of Health

» The TWG members participated during proposal development, Training of Trainers,
field staff training, supervision and report writing

= Both WHO head quarter and regional office for Africa experts participated in providing
comments on the proposal, providing training of trainers, developing electronic data
collection, developing data quality platform, data quality close follow-up, Data analysis
to produce data book and fact sheet..

= Before the survey conducted, the proposal was approved by Ethiopian Public Health
Institutional Review Board.

» Field staff participated in the survey data collection activity received intensive training
and instruction in classroom which was supported by piloting in the field.

= To maintain data quality, apart from supervision by field coordinators and central team,
timely review and feedback were sent to data collection team.

= Regularly meetings were held to look at the data being collected to address any arising
issues immediately.

= National and regional representative data obtained except for Amhara region

Despite the above strengths, the following are the main limitation of the survey:-
= During the survey data collection period there was instability in part of Amhara
region. Therefore, from the total 94 planned Enumeration Areas to be covered from
Ambhara region only 50 were managed to be completed (53%).

= The limitation indicated for Amhara region need to be acknowledged and we should

try to interpret and compare the findings with other regions cautiously.
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6. Conclusion and Recommendation
Tobacco

Conclusion

The prevalence of tobacco use among adults has remained unchanged over the past decade,

while smokeless tobacco use has shown an increasing trend among youth. Similarly, efforts to

reduce smoking and the advice provided to current smokers by doctors or health workers need to

be improved over the same period.

Recommendations

Khat

Periodically monitoring tobacco use prevalence, including nicotine products and
emerging tobacco products such as E-cigarettes, Heated tobacco products and others.
Regularly evaluate the impact of tobacco control policies and programs.

Develop and implement public education initiatives, with a focus on youth, while
engaging decision-makers, parents, school leaders, and community figures to promote
informed, healthy choices.

Strengthening capacity-building programs for medical and health professionals
including doctors, dentists, pharmacists, nurses, and allied health personnel to enhance
tobacco control and smoking cessation efforts. All healthcare workers should be

encouraged to integrate tobacco cessation support into routine patient care.

Conclusion

In Ethiopia, the current khat chewers prevalence was 23.4%. The prevalence of khat use
among adult population has shown alarming increasing trend in the past 10 years.

About 21.1% of current khat chewers tried to stop khat chewing in the last 12 months.
However, attempt to reduce khat chewing and the advice provided to current khat
chewers by health workers have not shown significant improvement.

The prevalence of alcohol drinking after khat chewing was 94.6% among females,

younger age group (18-29 years).

Recommendations

It is critical to design and implement appropriate policies on khat use.
Strengthen behavioral change and communication to inform the public about the risk of
khat to bring awareness on the health risks associated with khat chewing and its

economic burden.
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Promote multisectoral approach and policy action to reduce khat production by
substituting with other crops and avoid chewing it.
Promote and support programs preventing youths and others from engaging in khat

chewing, substance use and abuse.

Alcohol consumption

Conclusion

The prevalence of current alcohol drinker (past 30 days) among adults has significantly changed

over the past decade, while the proportion of adult population who had stopped drinking due to

health reasons and daily alcohol consumers in the past 12 months did not decline over the past

decades. Similarly, efforts to reduce the consumption of unrecorded alcohol among current

drinkers have not improved over the same period.

Recommendations

Age limits for purchasing alcoholic beverages should be strictly enforced, and advocacy
and awareness initiatives should be rolled out in schools and workplaces, including the
adoption of community-based interventions, such as existing self-help groups (e.g.
Alcoholics Anonymous), should be strengthened to provide targeted support for those in
need.

There is a need to enforce the regulations in the alcohol policy, e.g., those limiting
advertisements on alcohol in both the print and electronic media and restricting the times

of showing these advertisements in the electronic media.

Fruit and Vegetable Consumption

Conclusion

Fruit and vegetable consumption is low across all demographics, averaging about 1.8
and 2.2 days for fruit and vegetable per week respectively, with little difference between
males and females or among age groups.

Urban residents consume fruits and vegetables a bit more often than rural residents with
a notable gender difference in urban areas.

Some regions show higher-than-average consumption, while Amhara's data is
incomplete, limiting in depth comparisons.

Though fruit and vegetable consumption has increased since 2015, it still falls short of
WHO recommendations of 400 grams (five servings) per day. The improved intake since

2015 is promising but remains inadequate.
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Recommendations

1. Raise awareness and promote behavior change

Launch nationwide education campaigns emphasizing the health benefits of fruit and
vegetable consumption

Utilize various communication channels, including radio, television, community
meetings, and social media, to reach diverse populations

Integrate nutrition education into school curriculums and community health programs

2. Enhance access and affordability

Support local fruit production and distribution through agricultural extension programs
including by strengthening market linkages, and providing subsidies or incentives to
grow diverse fruits and vegetables

Devise strategies to ensure the availability of fresh fruits and vegetables by improving
infrastructure such as roads and storage facilities including to reduce post-harvest losses.
Encourage urban planning that includes accessible markets and green spaces for urban

agriculture, which can help increase availability and consumption in urban areas

3. Multisectoral collaboration and policy support which is a globally recommended strategy for

NCDs prevention and control

Strengthen multisectoral collaboration by establishing formal partnerships between the
health, agriculture, education, and trade sectors to align policies and actions for
improved nutrition. This aligns with the WHO Global Strategy on the Prevention and
Control of Non-communicable Diseases 2013-2030, which emphasizes coordinated
efforts across sectors to address common risk factors and promote healthy diets.

Develop comprehensive national policies that incentivize the production, distribution,
and affordability of fruits and vegetables. This could include subsidies for farmers, tax
incentives for businesses that promote healthy food options, and regulations that ensure

fair pricing in markets.

Adding salt at meal

Conclusion

A large majority of the population add salt during cooking or at the table, indicating
deeply ingrained dietary habits that contribute to high salt intake. This behavior is
consistent across most regions, with seven regions reporting higher-than-average salt

addition practices.
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The average daily salt intake has risen from 8.3 grams in 2015 to 9.4 grams in 2024
which is nearly double the WHO recommended limit of 5 grams indicating a worsening
trend.

While 70.1% of respondents acknowledged that excessive salt consumption could cause
serious health problems, this represents a decline from 78.0% in 2015. This decline in
perception on the health risks associated with high salt consumption indicated limited

awareness of health risks among the study population.

Recommendations

Increase public awareness about the health risks of high salt consumption and the
importance of reducing salt intake.

Develop and implement community-based interventions to promote healthy cooking
practices and reduce salt use in home cooking. This could include cooking
demonstrations, workshops, and educational materials.

Consider implementing policy and regulatory measures to reduce salt intake, such as salt
reduction targets for the food industry and mandatory food labeling regulations such as

setting maximum sodium limits and mandatory front-of-package labeling.

Oil and fat consumption

Recommendations

Launch public health campaigns to educate households about the benefits of using
unsaturated fats, such as vegetable oils, and the risks associated with saturated and trans
fats found in solid fats.

Develop targeted nutritional education programs for different demographic groups,
particularly focusing on younger individuals and males who are more likely to eat
outside the home.

Implement regulations to improve the quality of oils and fats available in the market,

including limits on trans fats and mandatory labeling of nutritional content.

Physical Activity

Conclusion

Physical inactivity has significantly increased from 5.8% in 2015 to 27.9% in 2024,
indicating a growing public health concern.

An observable gender disparity reveals that females are more physically inactive
(35.0%) compared to males (22.1%), highlighting the need for gender-sensitive

interventions.
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Urban residents (40.6%) are more inactive than rural residents (23.1%), probably
reflecting the impact of urbanization on physical activity levels.

Nine regions exceed the national inactivity average, with the Somali region having the
highest inactivity rate (91.7%), while Central Ethiopia is the most active (4.8%).

A majority (77.5%) of the population does not engage in vigorous physical activity, with

females (89.7%) and certain regions showing particularly low engagement.

Recommendation

Create active societies by increasing knowledge and raising public awareness on the
benefits of physical activity for all age groups, genders, and abilities. Additionally
building up, promoting and strengthening initiatives like car-free mass sports events can
help foster community engagement and participation.

Develop targeted physical activity programs for females, addressing cultural and social
barriers to participation.

Promote community-based initiatives in urban areas, such as walk able infrastructure,
public parks, and workplace wellness programs, to encourage active living. The
government-led city and town corridor development initiative can play a critical role in

creating environments that support physical activity and reduce inactivity.

History of raised blood pressure

Conclusion

Most of the target population have never had their blood pressure measured (66.6% and more in

the rural residents. There is increasing trend of blood pressure measurement as the age increases.

Female reported raised blood pressure than male. The urban residents are taking health care

provider prescribed medications than the rural residents, but the health seeking behavior and

taking traditional medicine and home remedy is more in the rural residents.

Recommendation

Blood pressure measurement services should be available and accessible to the
community.

Community education and awareness about raised blood pressure is helpful.

Regular screening practice, health facility linkage, case tracking and follow up services
should be implemented to find more cases and retain those with high blood pressure
within the system.

Expansion of NCD services to the community will help to avail evidence-based
management of raised blood pressure which ultimately helps to reduce the alarmingly
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increasing use of herbal and traditional remedy for raised blood pressure management by

the community
History of diabetes

Conclusion

Ninety-two percent of those surveyed had never had their blood sugar measured or tested. 0.4%
and 0.7% of all target population, respectively, had been diagnosed with high blood sugar more

than a year before the interview and during the last year.

Recommendation
e Strengthening the health education program across the country

e Improve access for availability of glucometer with cheaper price and or secure blood

glucose measurement at respective laboratory facility for possible diabetes screening.

History of Raised Total Cholesterol

Conclusion

Despite most individuals having no history of total cholesterol measurement there is slight
reduction from the 2015 Steps report. These indicate availability and accessibility of laboratory
service for cholesterol measurement is limited. There is improvement in taking oral medication
for raised total cholesterol, however, those who went to a traditional healer for advice and
treatment is not negligible

Recommendation

e Strengthening awareness creation activities through health extension program
e Strengthening primary health care unit
e Accommodate blood chemistry laboratory service including blood cholesterol

measurement.

History of Cardiovascular Diseases
Conclusion

History of cardiovascular disease reported across all age groups and living residency. The
proportion of target population taking Aspirin and statin to prevent cardiovascular disease is

low.
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Recommendation

e Cardiovascular disease prevention service utilization is important.

e Early screening and risk assessment together with effective utilization of Aspirin and statin as
per the standard treatment guideline is recommended.

Lifestyle Advice
Conclusion

e In Ethiopia, nearly one in three adult populations aged 18-69 years receive advice to reduce
salt in the diet (33.5%) and to eat at least five servings of fruits/vegetables

e One in five adults population receives advice from a doctor or health worker in the last
three years about lifestyle activities such as reducing fat in the diet, to start or doing more
physical activities, maintaining a healthy body, and reducing sugary beverages in the diet

e Only 16.6% of the adult population received advice to quit using or not to start tobacco.

e Significant change was observed in all the lifestyle advice reported by the adult population
between the 2015 and 2024 NCD surveys in Ethiopia

Recommendation

e Despite this change, the Ministry of Health and stakeholders will work on enhancing
lifestyle advice through different means of communication, like radio, Television, and
campaigns that will address the population.

e Healthy lifestyle activities should be encouraged across all sectors as a mainstreaming.

e Healthy lifestyle advice should be strengthened through PHC system to reach more
population.

Cervical cancer
Conclusion

Despite improvements in cervical cancer screening uptake since the 2015 Ethiopia NCD report,
coverage remains significantly low, particularly in rural areas and certain regions. While urban
areas show higher screening rates, the overall uptake is insufficient to meet national and global
cervical cancer prevention goals. The lack of follow-up data further highlights systemic

weaknesses in the continuum of care for cervical cancer.

Key barriers to screening, including lack of awareness, time constraints and service quality
concerns, need urgent attention. Ethiopia can improve its screening rates by implementing
targeted awareness campaigns like community-based outreach programs, especially in rural

areas, that can bridge the awareness gap, and establishing clear referral and follow-up systems is
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crucial to ensure women with positive/abnormal results, and improving accessibility and

strengthening healthcare services in rural areas.

Recommendation

(0]

Expand Awareness Campaigns: Develop and implement nationwide education
campaigns to address the lack of awareness about cervical cancer screening, especially
targeting the 37.3% of women who reported not being informed about the need for
testing.

Collaborate with community leaders, healthcare workers, and media platforms to
disseminate information about the importance of screening.

Improve Access to Screening Services: Increase the availability of cervical cancer
screening services in rural and underserved areas, where the screening rate, although
improved, remains lower than urban areas.

Subsidize or reduce the cost of screening for low-income populations to address the
2.1% who cited high costs as a barrier.

Strengthen Follow-Up and Treatment Systems: Maintain and enhance follow-up
systems, ensuring that women with abnormal or positive results receive timely follow-up
care.

Increase capacity for treatment to improve and address the gaps.

Address Practical Barriers: Develop interventions to tackle barriers such as lack of time
and poor service quality. This could include flexible clinic hours, mobile screening units,
and staff training to ensure high-quality services.

Focus on Age-Specific Interventions

Scale Up Screening Methods: Broaden the use of alternative, cost-effective screening
techniques such as Visual Inspection with Acetic Acid (VIA) and HPV testing to ensure
affordability and accessibility.

Expand Community Outreach: Strengthen outreach programs to sustain and build on
the remarkable improvements of screening uptake.

Increase Funding and Research: Advocate for increased funding for cervical cancer
programs to sustain expansion efforts.

Conduct further research focus on the target age group to address the study’s limitations

and improve the design of future interventions.
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Chronic Respiratory Diseases

Conclusion

Among adult populations who were not previously diagnosed with Asthma/COPD, the
CRDs symptoms are common in the total population include shortness of breath (8.3%),
wheezing/whistling in the chest (3.5%), and cough (3.0%) and it is common in elder age
groups and rural residents.

Among adult populations diagnosed with asthma/COPDs, only 55.9% are taking
medication for their illness during the day of the survey, it ranged 48.0% (95% CI: 33.1-
63.3) in rural resident to 71.4% (95% CI: 52.6-84.9) in urban resident.

Among adult populations diagnosed with asthma/COPD, more than half of them

reported shortness of breath (52.1%) followed by wheezing (43.0%), and cough (31.5%).
Among adult population diagnosed with asthma/COPD, more than one-third of
populations (36.5%) had showed severe asthma symptoms.

The proportion of severe asthma symptoms among adult population who did not have a
prior history of asthma/COPD diagnosis was 2.3%.

In more than three in tenth (34.5%) of adult population, their daily activities are affected
due to CRDs symptoms, and significantly higher among rural 2.9% (95%CI: 1.8-4.7)
than urban residents 0.6 %( 95% CI: 0.3-1.2).

Nearly one in five adult populations who developed CRDs symptoms are admitted to
hospital/health facilities (18.5% (95% CI: 12.4-26.7).

Recommendation

Strengthening awareness creation activities for chronic respiratory diseases, their
symptoms, and the importance of seeking diagnosis and treatment by using different
communication channels. Focus on educating communities, especially in rural areas and

among older populations, to improve early diagnosis and treatment of CRDs.

Increase access to diagnostic capacities and access to treatment in healthcare facilities,

particularly in rural areas, to ensure timely identification and management of the disease.

Strengthening stakeholders’ engagement in the prevention, treatment, awareness creation

activities to leverage their influence and reach among underserved populations.
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Mental health-Depression

Conclusion

The overall proportion of depression among adult populations age 18-69 year
is 2.3% (95% CI: 1.7-3.1).

Depression rates varied slightly by residence: 2.6% (95% CI: 1.8-3.8) in urban areas
and 2.2% (95% CI: 1.5-3.3) in rural areas, with no statistically significant difference.
The highest prevalence of depression was reported in Tigray at 6.3% (95% CI: 4.0-9.7),
followed by Addis Ababa at 3.9% (95% CI: 2.2-6.8), Dire Dawa at 3.1% (95% CI: 1.6—
5.9), and Oromia at 2.8% (95% CI: 1.7-4.7).

Overall, 86.7% of adult populations aged 18-69 did not take any medication for their
depression, with 95.3% (95% CI: 88.0-98.3) in urban areas and 81.6% (95% CI: 65.7—
91.2) in rural areas experiencing similar results among both genders.

More than 90% of adults with reported depressive symptoms did not receive

psychological therapy or counseling in the 12 months prior to the survey.

Recommendation

Expand the availability of mental health facilities and programs, particularly in high-
prevalence regions, to ensure individuals can access appropriate care and support.
Strengthening public health awareness programs and initiatives to raise awareness about
depression, its symptoms, and the importance of seeking help, targeting both urban and
rural populations.

Provide training for primary care providers to recognize and manage depression

effectively, promoting referral systems to connect patients with mental health services.

Raised Blood Pressure

Conclusion

The prevalence of population with raised blood pressure or who were on medication for elevated
blood pressure was 16.6%. This included 16.2% (Cl: 13.4-19.5) of male and 17.0% (CI: 14.8-
19.5) of female. The prevalence increases with age advancement.

Highly raised blood pressure (defined as systolic blood pressure > 160 mmHg and/or diastolic
blood pressure > 100 mmHg) was present in 6.4% (CI: 4.9-8.2) of the population, including
6.3% (Cl: 4.6-8.7) of male and 6.4% (CI: 5.1-8.1) of female.

Raised Blood Pressure Diagnosis, Treatment, and Control

Among adults with elevated blood pressure, 66.6% (Cl: 63.9-69.2) were not previously
diagnosed. This includes 71.5% (Cl: 68.3-74.5) of male and 60.6% (ClI: 57.7-63.5) of female.
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The proportion of individuals with elevated blood pressure who were taking medication
prescribed by a doctor or health worker was 12.2%. This is highly concerning, as those not on
medication are at increased risk of developing complications.

Only 3.0 % of male and 5.2% of female with raised blood pressure have achieved blood pressure
control.

Regarding diagnosis, treatment and control there were significant difference between rural and
urban residents

Recommendations

A

Community based screening should be implemented for early detection of individuals with
hypertension

Early detection and treatment programs for hypertension need to be scaled up across the primary
health care system in general.

Community should be sensitized to the need to routinely check their blood pressure, blood
glucose and cholesterol.

Community should be educated on the need to adhere NCD medications

Equity issue related with NCD diagnosis, treatment and control between rural and urban

residents has to be observed.

Anthropometric Measurement

Conclusion

(0]

o O O o

(0]

The mean heart rate of the target population of age 18-69 years population was 77.8 beat per
minute.

The mean height of male population was 168.4cm and significantly higher than female

The mean weight of male population was 59.7 kg and significantly higher than female

Mean BMI for female was 21.8 kg/m? and significantly higher than male population

The prevalence of underweight was significantly higher in rural residents compared to urban

The prevalence of overweight was significantly higher in urban residents compared to rural

Recommendation

For relatively higher proportion of overweight or obese population among urban and female; and higher

underweight proportion in rural residents:

(0]

Appropriate and integrated strategies, involvement and intervention need to be implemented
from different government and non-governmental sectors (Ministry of health, agriculture, sport
and education etc.) which are directly working on health, nutrition, physical activity and
behavioral change related activities.
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Biochemical Measurement
Conclusion

e The mean fasting blood glucose level is 83.9 mg/dL, increasing with age in both sexes.

e Impaired fasting glycaemia affected 7.4% of the population.

o Approximately 4.2% of the population had raised blood glucose including those currently on
medication.

e The mean total cholesterol level is 130.1 mg/dL and higher in females and urban populations.

e One in 20 individuals (5.0%) has high cholesterol (=190 mg/dL) or is on treatment for raised
cholesterol and females had a higher prevalence of raised cholesterol (=190 mg/dL) or are on
medications than males.

e Salt intake increased from the previous STEPS survey in Ethiopia and higher than WHO

recommended daily salt intake.
Recommendation

e Increase awareness among the population about the importance of regularly checking their blood

glucose and cholesterol levels, as well as reducing salt consumption.
Cardiovascular Disease Risk

Conclusion

Among the total population between 40-69 age groups, 96.7% have a cardiovascular disease
(CVD) risk prediction of less than 10%, 3.2% have a risk of 10-20%

The percentage of respondents in the age group 40-69 years falling within the 10-year CVD
risk category of >20% or with existing CVD is 5.5%

Among 40-69 years old, with a 10-year CVD risk of >20%, or those with existing CVD), 10.4%
is receiving drug therapy (taking statins) and counselling. But, there is no statistically significant
difference between the sexes.

Recommendation

e There is a need to strengthen screening programs at a large scale in order to detect the
moderate CVD risk population so that they can be counseled on diet, physical activity,
smoking cessation and avoiding harmful use of alcohol. As pharmacologic interventions
might be required for this group of patients, if they have persistently elevated BP, There
is also a need to have follow up for this group of patients on regular basis.

e There is a need to strengthen and scale up also secondary prevention interventions for
those that have already developed CVDs, especially at tertiary health care facilities. It is
highly advisable to conduct CVD risk estimation and Risk based management of CVDs
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for those individuals detected to have high CVD risk. The latter intervention can
preferably be done at primary health care level and general hospitals.
Moreover, there is a need to conduct NCD risk factors assessment for the low CVD risk

category of the Ethiopian population using the existing health extension program.

Combined Risk Factors

Conclusion

The percentage of the population doesn’t exhibit any of the combined risk factors is only
0.6%. However, Harari region has relatively better proportion (15.4%) of individuals
who don’t exhibits any combined risk factors.

The percentage of 1-2 combined risk factors is 90.0%, 91.4% for male and for female
88.2%. The proportion with 1-2 risk factors is significantly higher among age group 18-
44 years. In all regions, percentage of individuals with 1-2 combined risk factors is over
70%.

The percentage of 3-5 combined risk factors in the population is 9.4%. The highest
percentage of people with 3-5 combined risk factors is in Somali region (67.7%) and in
case of age group 45-65 it is in Addis Ababa.

There is significant difference in the proportion of women among age group 45-69
(19.9%) who had three or more risk factors as compared to men in same age group
(12.4%).

The proportion of individuals with three to five combined risk factors is significantly

higher in the urban population compared to the rural population.

Recommendation

A customized approach is necessary to mitigate these risk factors within the community.
The existence of multiple combined risk factors is a significant issue, as individuals
encountering such risks are more predisposed to developing NCDs.

There should be a concerted effort to inform those vulnerable to multiple combined risk
factors, particularly women; people aged 45-69 years, and urban dwellers, about lifestyle

changes.
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4 Dawit Desta Tesfaw Addis Ababa DC
5 Aleweya Sherif Beshire Afar DC/TL
6 Nuru Hussen Mohammed Afar DC/TL
7 Yidenakachew Mussie Awano Afar DC
8 Hawa Mohammed | Hamza Afar DC
9 Tirsit Haileab Tsegazeab Amhara DC/TL
10 | Ezedin Al Mohammed Ambhara DC/TL
11 | Roman Fesseha Tesfaye Amhara DC
12 | Tamyalew Getahun Yayeh Amhara DC
13 | Yeshambel Assaye Meseret Ambhara DC/TL
14 | Worku Chekol Tassew Ambhara DC/TL
15 | Belay Mulata Fantay Amhara DC
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16 | Seblework F/ Michael Ejigu Amhara DC
17 | Nuredin Aljeli Almamun Benishangul Gumuz DC/TL
18 | Shiferaw Derebie Aytenew Benishangul Gumuz DC
19 | Tamiru Dufera Jalata Benishangul Gumuz DC/TL
20 | Deregu Gojam Negadiras Benishangul Gumuz DC
21 | Degefe Mugore Ulsido Central Ethiopia DC/TL
22 | Abdulfeta Habib Hussen Central Ethiopia DC
23 | Addissu Kassa Zirgua Central Ethiopia DC
24 | Dawit Hoyiso Huluko Central Ethiopia DC/TL
25 | Ananeya Bekure Desta Diredawa DC/TL
26 | Burekitu Diriba Diredawa DC
27 | Ayan Yonis Mohammed Diredawa DC
28 | Surafel Bedane Asrate Diredawa DC/TL
29 | Okoth Owar Ongwach Gambella DC
30 | Tung Kum Chetem Gambella DC/TL
31 | Achan Didimu Adar Gambella DC/TL
32 | Yemane G/silassie Embaye Gambella DC
33 | Kedir Ali Ebrea Gambella DC
34 | Ologi Kwot Omod Gambella DC
35 | Yimer Adane Legesse Gambella DC
36 | Gutema Salim Bakar Harari DC/TL
37 | Eftu Mahmud Beker Harari DC
38 | Teklu Degefa Regassa Harari DC
39 | Ferida Sherefedin Woldetensay Harari DC/TL
40 | Mekeyas Teshome Belisa Oromia DC
41 | Bililign Terefe Duguma Oromia DC/TL
42 | Ayantu Hamda Bedaso Oromia DC
43 | Gadise Guyasa Dinsa Oromia DC
44 | Amanuel Kebede Boto Oromia DC/TL
45 | Gezali Aman Gammeda Oromia DC/TL
46 | Jibril Bashir Adem Oromia DC
47 | Shimelis Mulatu Kebede Oromia DC
48 | Woinshet W/giorgis Dolle Sidama DC
49 | Birhanu kare wosha Sidama DC
50 | Worku Wolaso Egata Sidama DC/TL
51 | Aschalew Arega Fete Sidama DC/TL
52 | Teka Samuel Debeko Sidama DC/TL
53 | Mohamed Warsame Kahin Somali DC/TL
54 | Ugaso Mohamud Ali Somali DC/TL
55 | Saeda Ahmed Mohamud Somali DC
56 | Nasteho abditajir Ahmed Somali DC
57 | Kokeb Zenebe Shamena South Ethiopia DC/TL
58 | Eniyew Yimer Agizew South Ethiopia DC
59 | Abebayehu Sapa Ashagre South Ethiopia DC/TL
60 | Dawit Hordofa Berako South Ethiopia DC
61 | Tigabu Kindie Asfaw South West DC
62 | Liulseged Shelemew Koyas South West DC/TL
63 | Biftu Negera Bobo South West DC
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64 | Tagagnesh Dilgassu Tolossa South West DC/TL
65 | Kalayou Kidanu Berhe Tigray DC/TL
66 | Harnet Adane Shiferaw Tigray DC/TL
67 | Mahari Geretsadkan | Meles Tigray DC
68 | Atsebaha Gebrekidan | Kahsay Tigray DC
69 | Bilisumamulifna | Tefera Kefeni Gambela/SW Ethiopia | FC
70 | Kefyalew Taye Belete Oromia FC
71 | Kirubel Dagnaw Tegene C. Ethiopia/B.Gumuz | FC
72 | Shiferaw Tesfaye Tilahun Harari/Somali FC
73 | Tefera Bitay Tefera Amhra/Oromia FC
74 | Tesfaye Tajere Almaw D.Dawa/Addis Ababa | FC
75 | Yusuf Haji Daud Sidama/S.Ethiopia FC
76 | Adane Mekonnen Gebrewold Afar/Tigray FC

* DC=Data Collector
** TL=Team Leader

*** FC=Field Coordinator

REGIONAL NCD FOCAL PERSONS AND EXPERTS PARTICIPATED IN
FIELD ACTIVITIES ORGANIZATION AND TECHNICAL SUPPORT

S.No | Name Region

1. Wondwosen Berhe Addis Ababa

2. Seida Mohammed Afar

3. Fisseha Abebaw Ambhara

4, Girum Meseret Ambhara

5. Estifanos Wegari Benishangul Gumuz
6. Tsehay Ayele Central Ethiopia

7. Kebede Abelti Diredawa

8. Yimer Adane Gambella

9. Abdi Kedir Harari

10. Amanuel Yadessa Oromia

11. Abate Zewdie Oromia

12. Thomas Tusa Sidama

13. Mahamed Sheik Somali

14, Tigist Tessema South Ethiopia

15. Adamu Ayenew South West Ethiopia
16. Dr. Tedros Gobeza Tigray

17. Dr. Fisseha Ashebir Tigray
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Appendix 2: WHO STEPS instrument

ETHIOPIAN STEPS SURV EY QUESTIONNAIRE ON RISK FACTORS
FOR NON-COMMUNICABLE DISEASE S, 202 4

THE ETHIOPIAN PUBLIC HEA LTH INSTITUTE

Survey Information

Location and Date Response Code
Enumeration area ID Pb3Ib3Ib3Ib3Ib 11
Regiofi[2 digits] Pb3ab 12

Woreda [text]

Interviewer 1D

cboboh 13
Date of completion of the instrument Cbobb ¢ b 9bo "
dd mm year

*1 =Tigray; 2=Afar; 3=Amhara; 4=Oromia, 5=SomajuéwB, 7= Sidama; 8=South West Ethiopia; 9=South Ethiopia; 10=Central Ethiopia,;
11=Gambella;12=Harari; 13= Dire Dawa; 14= Addis Ababa

Consent|nterview Language and Name Response Code
Consent has been read and obtained Yes 1
No 2 IfNO, END 15
English 1
Interview Langu@@mharic, Oromifa, Afarigna, Sidamigna, Amharic 2
Somaligna and Tigrigna] Oromifa 3 16
Tigrigna 4
Others Specify 5
Time of interview
(24 hour clock) cCbebb o c |7
Hrs mins
Given Name 19
Fat her s name
18
Grand fatherés Name I8a
Additional Information that may be helpful
Contact phone number where possible 110
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Step 1 Demographic Information

CORE: Demographic Information

Question Response Code
Sex Record Male / Female as observed) Male 1 c1
Female 2

What is your date of birth?

Don't Know 77 77 7777 cbgbb cbQebb b {fknavh GHECL Cc2
dd mm year

How old are you? Years Qb D C3

In total, homany years have you spent at school asignie full Years Cc4

study (excluding ghool)? Cbobb

EXPANDED: Demographic Information

No formal schoolil

Less than primary sch
Primary school comple
Secondary school comple

High school completed (

grade completel C5

High school completed (12th ¢ 6
completec

College/University comple 7

What is thieighest level of educatigou have completed]

a b~ W N PP

[INSERT COUNTRFECIFIC CATEGORIES]

Post graduate degr 8
Refused 88
Never marrie 1
Currently marrie 2
Separatec 3
Divorced 4 C7
5
6

What is youwnarital statu®

Widowed
Cohabitating

Refused 88
Which of the following best describesapoworkstatus Government employ

1
Nonrgovernment employ 2
Private employe 3

Cc8

Private skilled work

Farmer 5

Trader 6
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Student 7
Homemak#émousewife 8
Retired 9

Unemployed (able to we 10
Unemployed (unable tow 11
Other 12

Refused 88

Other (speciif Cc bQbobQobQbqQbhb

EXPANDED: Demographic Informafiontinued

Question Response Code

Can you give astimateof the annual household inGome
Ethiopian BIRF ¢ bgbobgobgobgobg Cll
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Step 1 Behavioural Measurements

CORE: Tobacco Use
Now | am going to ask you some questions about tobacco use.
Question Response Code

Do yoweurrentlysmoke anpbaccoproductssuch as Yes 1
cigarettes, cigars or pigegashish&

T1
(USE SHOWCARD) No 2 IfNo, gotoT8
Do you currently smoke tobacco prdailyets Yes 1 T2
No 2
) ) Age (years
How old were you wherfiystustartedsmoking? T3
Donot
P b 3 b IXnown, go to T5a/T5aw
In Years T4a
Do you remember how long ago it was? D b 3 b IXnown, go to T5a/T5aw
(RECORD ONLY 1, NOT ALL 3) .
N R Montt
Dondt know 77 © Mot 54 3 b IDXnown, go to T5a/T5aw T4b
OR inWeel bpn 3 b D T4c
DAILY WEEKLY?Z
Manufactured cigarettes T5a/T5aw

(Lsinglecigarette) CcbQbQoQb@Wbobob®

Handrolled cigarettés
single roll) CbQbob@bobob® T5b/T5bw

On averagbpw manyf the following products do y

smokesach day/week? Pipes full of tobacco T5¢c/T5cw

CbobQb@bobob®

Cigars, cheroots,
(IF LESS THAN DAILY, RECORD WEEKLY) Gigarilos ¢ bQbob@bobob® T5d/T5dw
Number of Shisha
RECORD FOR EACH TYPE, USE SHOWCARD _
( Sessions Cbobob@bobob® T5e/T5ewW
Dondét Know 7777 T5X/T5XW
Gaya

Cbobob@bogbob®

Other CbQbeb@bobgob® T5f/T5fw
If Other, go to T5other, else go to T6

Other (please specify): TSother/
CbQbQbobobobPb T5otherw
During the past 12 months, have youdtigul to Yes 1
smokin@ T6
No 2
During any visit to a doctor or other health worker Yes 1 If T2=Yes, go to T12; if T2gto, T9
past 12 months, were you advised to quit smokin ' ' ' T7
tobacco? No 2 If T2=Yes, go to T12; if T2=No, go
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No visit during the pasi 3 If T2=Yes, goto T12; if T2=No, go

months
In the past, did yexersmokeany tobacco products? Yes 1
(USE SHOWCARD) T8
No 2 If No, go fb12
In the past, did yexersmokedaily? Yes 1 T9
No 2
EXPANDED: Tobacco Use
Do yowurrently usanysmokeless tobacgaroducts Yes 1
such agsnuff, chewing tobastoref?
T12
(USE SHOWCARD) No 2 IfNo, gotECL
Do yowurrently usesmokeless tobacgaroductgaily? Yes 1 T13
No 2

EXPANDED: Use of electronic cigarettes

Previous questions asked you about tobacco products. Now | will ask you questions about eleiyargtesyarttesq elevices
heat a liquid that may or may not contain nicigmett&s are also known as vaporizers, vapes, vaapeendd3 hese do not
include heated tobacco products (HTPs)

Do yowurrentlyuseelectronic cigarett&s Yes 1
EC1
No 2If No, goto Al
Do you currently use electronic cigeegyes Yes 1
EC2
No 2
CORE: Alcohol Consumption
The nexjuestions ask about the consumption of alcohol.
Question Response Code
Yes 1

Have yoaverconsumed any alcohol such asTdier,
Bordig Tej Arake wine, spiritseherawiye bale zaf Al
(USE SHOWCARD OR SHOW EXAMPLES)

No 2 IfNo, gotbl
Have you consumed any alcohol witbéisthi@ montts Yes 1 IfYes, gotoAd A2

No 2
Have you stopped drinking due to health reasons, suc
negative impact on your health or on the adviaooforo| Yes 1 IfYes, go®l A3
other health worRer

No 2 IfNo, gotbl
During the past 12 morithg; frequentljpave you had at Daily 1 A4
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least onstandard alcoholic driffk

56 days per wee 2
(READ RESPONSES, USE SHOWCARD
34 days per wee 3
1-2 days per wee 4
1-3 days per mon 5
Less than once a moi 6
Never 7
Yes 1
Have you consumed any alcohol withaistti3€@ day A5
No 2 IfNo,gotbl
During the past 30 days, on howoneasiongdid you have Number
at least one standard alcoholic drink? . A6
Don't know 7 C b Q blEXero, go @1
During the past 30 days, when you drank alcohol, how
standarddrinks on averagdid you have during one drink
occasion? Number A7
(USE SHOWCARD) Don't know 7
Cboebb
During the past 30 days, what wiasgast numbeof
standard drinks you had on a single occasion, counting Largest numbe A8
of alcoholic drinks together? Don't Know 7
Cbebb
During the past 30 days, how many times did you have Number of time
six or morestandard drinks in a single drinking occasio A9
Don't Know 7
Cbebb
CORE: Alcohol Consumption, continued
Question Response Code
Monday .. . o AlOa
Tuesday ., . p Al10Db
During each of thast 7 dayshow many standard drinks Wednesdar A10c
you have each day? "Cbobb
USE SHOWCARD
( ) Thursday ., ¢ o Al0d
Don't Know 77 _ A10
Friday chobb e
A10f
Saturday cbhbobb
Al
Sunday ., . o Og

I have just asked you about your consumption of alcohol during the past 7 daysverkeaoastdeehol in general, while the
questions refer to your consumption of homebrewed alcohol, alcohol brought over the border/from anotheratontengesh

for drinking or other untaxed alcohol. Please only think alpms tfiededtyol when answering the next questions.

During thpast 7 daysdid you consume aoynebrewed
alcohol, any alcohodught over the border/from another
country any alcohobt intended for drinkirgy other
untaxedalcohol?

Yes

1

All
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No

2 If No, go b1

On averagbpw many standard dringkthe following did

you consuneiring the past 7 days

Don't Know 77

H b d spirits,keagkal

omebrewed spirits,kagkala 5b3bD Al2a

Homebrewed beer or w
egTela, Tel Db 3b D Al2b

Alcohol brought othex
border/from anothercou Pp 3 b D Alzc

Alcohol not intended for drinl
e.g. alcohdlased medicine Al2d

perfumes, aftershav Db 3 b D

Other untaxed alcohol in

country Db 3 b D AlZe

CORE: Diet

the last year.

The next questions ask about the fruregatables that you usually eat. | have a nutrition card here that shows you sor
local fruits and vegetables. Each picture represents the size of a serving. As you answer these questippk aleasekthi

Dondt

Questdn Response Code
In a typical week, on how many dayses froif
(USE SHOWCARD) Number of day D1
Don't Know 7
C b Q b DIf Zero days, go to
How mangervingsof fruit do you eatareof those :
days? YSE SHOWCARD) Number of servin D2
Don'Know 77
Cbobb
In a typical week, on how many dayses you
vegetable3(USE SHOWCARD) Number of day D3
Don't Know 7
C b Q b DIf Zero days, go to
How manservingsof vegetables do you eat on one 0] .
those daysPUSE SHOWCARD) Number of servin D4

CbQobb

Dietary salt

low in salt.

With the next questions, we would like to learn more about salt in your diet. Dietary salt includes orfimedystdbtishly
sea salt, iodized salt, salty stock cubes and poddailsy sauces such as soy sauce or fish sauce (see showcard). The
questions are on adding salt to the food right before you eat it, on how food is prepared in your home, mrdsatiag gme:
high in salt sucha®d questions ocontrolling your salt intake. Please answer the questions even if you consider yours

How often do yadd salt or a salty sauce such as soy
sauceto your food right before you eat it or as you are

it?
(SELECT ONLY QNE
(USE SHOWCARD)

1
2
Sometimes 3
4
5

Always
Often

Rarely
Never

D5
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Don't know 77
Always 1
How often salt, salty seasoning or a salty sauce adued Often 2
cooking or preparing foods in your household? Sometimes 3 D6
Rarely 4
Never 5
Don't know 77
How often do you paicessed food high in salBy Always 1
processed food high in salt, | mean foods that have be Often 2
altered from their natural state, such as packaged salt Sometimes 3
canned salty food including paoktegreserves, salty fooq Rarely 4
prepared at a fast food restaurant, cheesgyliagtieand arely D7
processed meate Quantta Never 5
(USE SHOWCARD)
Don't know 77
Far too much 1
Too much 2
i 2 .
How much salt or salty saude youhink you consume? Just the right amour 3
. D8
Too little 4
Far too little 5
Don't know 77
EXPANDED: Diet
Yes= 1 D10
Do you think that too much salt or salty sauce in your
could causefealth problem No 2
Dondt 77

The next questions ask about the oil or fat that is most often used for meal preparation in your household, and fzdito
you eat outside a home.

Vegetable oil 1
Homemade oil produc 2
Butter 3
What type of oil or fat is most often used for meal Margarine 4
preparation in your household? Solid fats 8
X1
(USE SHOWCARD) Other 5If Other, go to D12 other
(SELECT ONLY ONE) None irparticular 6
None used 7
Dondt 77
Other specify
On average, how many meals per week do you eat th Number
were not prepared at a home? By meal, | mean break N
lunch and dinner. Dondt ®Rbaw D77 X2
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CORE: Physical Activity
Next | am going to ask you about the time you spend doing different types of physical activity in a typical thesk. qRleasel
even if you do not consider yourself to be a physically active person.
Think firsteut the time you spend doing work. Think of work as the things that you have to do such as paid or uiugid
household chores, harvesting food/crops, fishing or hunting for food, seekititneenptuiisrestamples if neettedhswering th
following questions 'vigenmuesisity activities' are activities that require hard physical effort and cause large increases in i
rate, 'moderaitgtensity activities' are activities that require moderate phasita@befersmall increases in breathing or heart 1
Question Response Code
Work
Does your work involve vigémterssity activity that causes large Yes 1
increases in breathing or heart rdtaliggng difting heavyoads,
digging or constructioro P1
(USE SHOWCARD)
No 2 IfNo,gotoP 4
In a typical week, on how many days do you dantigosaysactivitie
as part of your work? Number of day P2
cbb
How much time do you spend\dgorguintensity activities at work P3
atypical day? Hours : minute (ab)
Cbebb: Cbebb
hrsmins
Does your work involve modetatesity activity, that causes small Yes 1
increases in breathing or heart rate such as bridomekivigg light
load$? P4
[ (USE SHOWCARD) No 2 IfNo,gotoP7
In a typical week, on how many days do you do-imietsigte
activities as part of your work? Number of day P5
cCbb
How much time do you spend moideratatensity activities at work P6
atypical day? Hours : minute (ab)
Cbegbb: cbggbb
hrsmins
Travel to and from places
The next questions exclude the physical activities at work that you have already mentioned.
Now | would like to askajmut the usual way you travel to and from places. For example to work, for shopping, to markg
worship,
Do you walk or use a bidpeléal cycl&) get to and from places? Yes 1 p7
No 2 IfNo,gotoP 10
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In a typical week,jmw many days do you walk or bicycle to get t
from places?

Number of day

cbb

P8
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CORE: Physical Activity, Continued

Question Response Code

How much time do you spend walking or bicycling for travel on P9

day? Hours: minute C bQ b®bQbb

. (arb)

hrsmins

Recreational activities

The next questions exclude the work and transport activities that you have already mentioned.

Now | would like to ask you about sports, fitness and recreational activities (leisure).

Do you do any vigormuensity sports, fithess or recredlsae) Yes 1

activities that cause large increases in breathing or hearhraig lik

or footbaH, P10

(USE SHOWCARD) No 2 IfNo,go toP 13

In a typical week, on how many days do you dantigosdysports,

fitness or recreatioff@isurejctivities? Number of day P11
cCbb

How much time do you spend doing vigtaoesity sports, fithess or P12

recreational activities on a typical day? Hours : minute € bQ@ b D . Cbebb (&b)

Hrs mins
. ) i . Yes 1

Do you do any modeiatensity sports, fitness or recregkzsiale)

activities that cause a small increase in breathing or heart rate s

brisk walkingycling, swimming)ley b&l P13

(USE SHOWCARD) No 2 IfNo, goto P16

In a typical week, on how many days do you do-imietsigtesports,

fitness or recreatioff@isurejctivities? Number of day P14
cCbb

How much time do you spend moideratatensity sports, fithess o P15

recreationéleisuredctivities on a typical day? Hours : minute (ab)

Cbobb: Cbobb
hrsmins
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COREHistory of Raised Blood Pressure

Question Response Code

Have you ever had your blood pressasered by a docto Yes 1

or other health worker? H1
No 2 If No, go t83

Have you ever been told by a doctor or other health wq Yes 1

you have raised blood pressure or hypertension? H2a
No 2 If No, go t83

Were you firstld in the past 12 months? Yes 1 H2b
No 2

In the past two weeks, have you taken any drugs (med Yes 1

for raised blood pressure prescribed by a doctor or oth H3

worker? No 2

Have you ever seen a traditional healer firloaised Yes 1

pressure or hypertension? H4
No 2

Are you currently taking any herbal or traditional remeg Yes 1

raised blood pressure? H5
No 2

Has any of your family members (biological parents, Yes 1

siblings or children) ever had raidédod pressure or - X3

hypertension? No 2 Dondt77know

COREHistory of Diabetes

Have you ever had your blood sugar measured by a d Yes 1

other health worker? H6

. No 2 If No, go t§4

Haveyou ever been told by a doctor or other health wo Yes 1 H7

you have raised blood sugar or diabetes? No_ 2 1f No. qo f6a a

Were you first told in the past 12 months? Yes 1 H7b
No 2

In the past two weeks, have you takdmgsymedication) Yes 1

for diabetes prescribed by a doctor or other health wor| H8
No 2

Are you currently taking insulin for diabetes prescribed Yes 1

doctor or other health worker? H9
No 2

Have you ever seen a traditional hediebées or raised Yes 1

blood sugar? H10

) No 2

Are you currently taking any herbal or traditional remeg Yes 1

diabetes? H11l
No 2

Has any of your family members (biological parents, Yes 1

siblings or children) ever had raised blsagar or ~

Diabetes? o 2 Dondt know 77 X4
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CORE History of Raised Total Cholesterol

Questions Response Code
Have you ever had your cholesterol (fat levels in your b Yes 1
measured by a doctor or other theakar? H12
No 2 If No, go tX5
Have you ever been told by a doctor or other health wo Yes 1
you have raised cholesterol? H13a
No 2 If No, go t&85
Were you first told in the past 12 months? Yes 1 H13b
No 2
Inthe past two weeks, have you taken any oral treatme Yes 1
(medication) for raised total cholesterol prescribed by 2 H14
other health worker?
No 2
Have you ever seen a traditional healer for raised cholg Yes 1 H15
No 2
Are yowurrently taking any herbal or traditional remedy Yes 1
raised cholesterol? H16
No 2
Has any of your family members (biological parents, sik Yes 1
or children) ever had raised Cholesterol? No 2 Donét know X5
COREHistory of Cardiovascular Diseases
Have you ever had a heart attack or chest pain from hg v 1
disease (angina) or a stroke (cerebrovascular accident es H17
incident)?
No 2
Are you currently taking aspirin regularly to prevemeant Yes 1
disease? H18
No 2
Are you currently taking statins v 1
(Lovastatin/Simvastatin/Atorvastatin or any other statin es H19
regularly to prevent or treat heart disease? No 2
o]
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CORE Lifestyle Advice

Question Response Code
. . Yes 1
During the past 12 months, have you visited a doctor o H20
health worker? No 2 If No and C1=1, g&io
If No and C1=2, go to CX1
During any of your visits to a doctor or other health worker in the past 12 months, werdoyanyaofvicedollowing?
(RECORD FOR EACH)
Yes 1
Quit using tobacco or doli H20a
No 2
. ] Yes 1
Reduce salt in your diet H20b
No 2
Yes 1
Eat at least five servings of fruit and/or vegetables eacl H20c
No 2
Yes 1
Reduce fat in your diet H20d
No 2
Yes
Start or do more physical activity H20e
No 2
Yes 1
Maintain a healthy body weight or lose weight H20f
No 2
Yes 1 IfCl=1go#l
Reduce sugary beverages in your diet H20g
No 2 [IfCl=1go &1
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CORE (for women onl@ervical Cancer Screening

Cervical Cancer

The next questions ask about cervical cancer prevention. Screening tests for cervical cancer prevention can be
done in different ways, including Visual Inspection with Acetic Acid/vinegar (VIA), pap smear and Human
Papillomavirus (HPV) test. VIA is an inspection of the surface of the uterine cervix after acetic acid (or vinegar)
has been applied to it. For both pap smear and HPV test, a doctor or nurse uses a swab to wipe from inside your
vagina, take a sample and send it to a laboratory. It is even possible that you were given the swab yourself and
asked to swab the inside of your vagina. The laboratory checks for abnormal cell changes if a pap smear is done,
and for the HP virus if an HPV test is done.

Question Response | Code
. . Yes 1
Have you ever had a screening test for cervical cancer
any of these methods described above? No 2If No, go to CX11 CX1
Donét 77

The next questidbX3 CX6, CX7, C&6 administered only to those that ever had a screening test for cervical cancer
CX1=2, go to CX11.

Lessthan 1yeara 1
1-2 years ag( 2
Are you screened once for cervical cancer in yol 35yearsagc 3 CX3
time? More thanyears agc 4
Don't know 77
Refused 88
Did not receive res 1 If CX6=1, go to next section

Normal / Negatih 2 If CX6=2, go to next section

Abnorm#Precancerous lesic 3

Wha_t was the result of {amtir(most recentgst for CX6
cervical cancer? Suspect cance 4
Inconclusive 5
Dondt 77
Refused 88

176




CORE and EXPANDED: Cervical cancer

Question

Response

Code

Did you have any follpawvisits because of your test results?

Yes
No
Don't know

Refused

1
2
1

88

CX7

Did you receive any treatment to your cervix because of your test result?

Yes

No

Don't know

Refused

1

2 If No, go toext
section

7AfDonot kno

next section

88fRefused, go to
next section

CX8

What is theainreason you have never had a cervical cancer test?

Did not know how/where tc
test

Embarrassmel
Too expensiv
Di dnodt
Clinic too far aw:
Poor service qual
Fear(afraid of procedul

Cultural beliet

Family member would
allow it

Dondt

Refused

Family member (plee
specify)

0 ~No o0k~ wWwN P

9 IfCX11=9, go to
CX11Spec,

else go to next secti

77
88

Cbgbebobgb

bb

CX11

CX11Spe
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Khat use

Now | am going to ask you some questions about Khat chewing.

Question Response Code
Have you ever chewed Khat? Yes 1 K1
(USE SHOWCARD) No 2 If No, go tine next module
Yes 1
Do you currently chew Khat? K2
No 2 IfNo, gotoXK
Daily 1
56 days per wee 2
. . 34 days per wee 3
During the past 12 months, how frequently did yo| K3
Khat? 1-2 days per wee 4
1-3 days per mon 5
Less than once a moi 6
. ) Age (year b I b °
How old were you wherfiysiustartecchewing Khat? K4
Dondt Kkno fKknown, got6K
Do you remember how long ago it was? In Years Db 3 b IDXnown, go t6 K K5a
RECORD ONLY 1, NOT ALL 3 OR in Montt
( ) n Mot 5 b 3 b IXnown, go t6 K Kb
Donét know 77
OR inWeeks pnh 3nh D K5e
On averagapw manyundles of Khfor a single DAILY WEEKLY2Z
consumptiordd you cheeach day/week?
(IF LESS THAN DAILY, RECORD WEEKLY) Bundles of Kigdor K6
singleconsumptipn cbd D Cbd D
(USE SHOWCARD) g Pt b b
Donét Know 77
During the past 12 months, have youdtggd to Yes 1 K7
chewing Kh&t No 2
Yes 1 got&ll
During any visit to a doctor or other health worker No 2 to K1
past 12 months, were you adviged tthewing Khat L. . © goto KB
No visit during the past 3 goto K1
months 9
How old were you whensyoppedchewing Khat? Age (years Db 3 b IMKnown, go toX1 K9
How long ago did you stop chewing Khat?
9agoday P 9 Years agt g 3 p [BKnown, go to K12 K1
(RECORD ONLY 1, NOT ALL 3)
OR  Monthsat i ) 5 p |Known, go to K12 Kith
Dondét77Know
OR  Weeksai by 3 pifmnown, go to K12 K1z
Do you currently smoke tobacco products while ¢ Yes 1 Ifyes, goto K13 K11
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KhatAsk if T1=1 No 2 IfNo, goto K13

(USE TOBACCO SHOWCARD)

In thepast did yoever smokéobacco products whil Yes 1 If K2=2 goto K15 KD
chewing Kha#ak if T8=1 No 2 IfK2=2gotoK15

Does one or more of your friends smoke tobacco Yes 1 KB
while yoahew Khat together No 2

Do you currently drink alcohol after you chew Khg Yes 1lfyes, goto K15 K14
Ask if A2=1 No 2 If No, go to CRD1

In thepast did yoever drink alcohaVhile chewing Yes 1 K15
Khat?Ask if A2=2 No 2

Chronic Respiratory Diseases

Chronic Respiratory Diseases

The next questions ask about chronic lung diseases and difficulty breathing. Firstly, | will ask questions
about asthma and chronic obstructive pulmonary disease (COPD) and any treatment that you may have
received for asthma and COPD.

Read the openingatement out loud

Question Response Code
Have you ever been told by a doctor or other Yes | 1

health worker that you have asthma? No | 2 If No, go to CRD3| CRD1
Select the appropriate response Refused | 88

In the past two weeks, have you taken any drugs Yes | 1

(medication, including inhalers) for asthma

prescribed by a doctor or other health worker? No | 2 CRD2
Ask the participant to only consider drugs for asthmg

by a doctor or other health worker

Have you ever been told by a doctor or other Yes | 1

health worker that you have chronic obstructive

pulmonary disease (COPD) or chronic bronchitis or No | 21f No, go to CRD5| CRD3
emphysema? , Refused | 88

Select the appropriate response

In the past two weeks, have you taken any drugs Yes | 1 CRD4
(medication, including inhalers) for chronic

obstructive pulmonary disease (COPD) or chronic No | 2

bronchitis or emphysema prescribed by a doctor

or other health worker?

Ask the participant to only consider drugs for chronig

obstructive pulmonary disease or chronic bronstuti
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emphysema prescribed by a doctor or other health
worker

Are you currently being treated for tuberculosis?
Select the appropriate response

Yes

No

11f Yes,gotoendd
section
2

CRD5

With the next questions, | would like to learn more about any chronic symptoms of cough, wheeze or

difficulty breathing that you may have experienced.

In the past 12 months, have you had wheezing or Yes | 1
whistling in your chest? CRD6
Select the appropriateesponse No | 2 If No, go to CRD1
How many attacks of wheezing have you had in 1-3 11
the past 12 months?
Ask the participant to only consider any attacks of 4 or more | 2 CRDY
wheezing only in the past 12 months
In the past 12 months, how often, on average has
your sleep been disturbed du.e to wheezing, Less than 1 night per
shortness of breath or coughing? K 1 CRD8
Ask the participant to only consider any sleep wee
disturbances due to wheezing, shortness of breath ¢ One or more nights 2
coughing only in the past 12 months per week
In the past 12 months, has wheezing ever been Yes | 1
severe enough to limit your speech to only one or
) CRD9
two words at a time between breaths? No | 2
Select the appropriate response
In the past 12 months, have you coughed on most Yes | 1
days, for at least 3 months? CRD10
Select the appropriate response No | 21f No, go to CRD1
Do you usually cough up phlegm or sputum? Yes | 1
Select the appropriate response CRD11
No | 2
Are you troubled by shortness of breath when Yes | 1
hurrying on the level or walking up a slight hill? CRD12
Select the appropriate response No | 2 If No,to go MH1
If Yes to CRD6 OR CRD10 OR CRD12 then ask the following questions
In the past 12 months, have you missed work or Yes | 1
have your daily activities been affected by your
. CRD13
breathing problems? No | 2
Select the appropriate response
In the past 12 months, have you been admitted to Yes | 1
hospital because of your breathing problems? No | 2 CRD14
o

Select the appropriate response
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Have you been given a diagnosis (other than
asthma or COPD) to explain your symptoms of
coughing, wheezing or difficulty breathing.
[Ask if CRD1=1 OR CRD3=1]

Select the appropriate response

Yes
No

CRD 15

Mental health (depression)

Mental health

The next questions are about feelings of sadness, depression, and loss of interest and pleasure.

Question Response Code
In the last 12 months, have you, for a period of at least 2sageksjdpitessed Yes 1
formost of the dayearly every d&y No 2
Ask the participant to think of a specific period of two weeks or more within MH1
months. Refused 88
This could be the past two weeks (that is, they may be having this experien
Nearly every day means more than half of the days.
Yes 1
In the last 12 months, have you, for a period of at least 2 vedlekdeseen
. . . . 21f No and MH1=2,
interestedn, or experienced ddet pleasurérom, doing the things you normall No _
; MH1=8&0 taM1

enjoy?

. _ o _ - MH2
Ask the participant to think of a specific period of two weeks or more within 88If refused and
months. Refused MH1=2 or MH1=88,
This could be the past two weeks (that is, they may be having this experien to M1
Losing interest in thililges: (house) work, seeing friends, or other things a part
Please tell me when in the last 12 months you expenensgubtiosl of [LOW
MOOD and/or LOSS OF INTEREST OR PLEASURE] that lasted for at leas
Ask the participant to indicate a . .
period (e.g., flaround Christmas()).PenOd(e'g"month' MH3

If a participant is not sure, attkeiobest estimate.

The next questions | am going to ask you will all refer specifically to this time, that is [INSERT ANSWERMBekat3hebtyytmuream what you wj

experiencirduring that timgather than what you might have experienced at other times.

During this time in which your [LOW MOOD and/or LOSS OF INTEREST] W

worst, that is [SPECIFY PERIOD FROM MH3], did youthmvglermmecentrating

Yes
No

MH4
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andstaying focusedn things than us@ddid you struggle more than usual to 1
decisiongmost of the day, nearly every day for at least 2 weeks?

Ask the participant about trouble concentrating or staying focused on readin]
or following the plot of a telepstmramme..

Ask the participant about difficulties witdaagecisions that the participant us Refused 88
has no trouble deciding about.
A participant does not have to exf
. Lo . Yes 1Goto MH7
During that samavek period, in [SPECIFY PERIOD], did lgss fedliablas a
person or evevorthlesamost of the day, nearly every day? No 2
This question refers to the time period of MH3. MH5
Refused 88
Ask the participant whether they felt that they wemmdatsastber people.
During that samevek period, did you deefly guiltyabout things you did or Yes
neglected to do most of the day, nearly every day? No
This question refers to the time period of MH3. MH6
Askthe participant about whether they felt guilty or felt they disappointed oth Refused 88
Yes 1
During that samevek period, did you feel hmpelessabout the future, like thin No 2
would never turn out well for you most of the day, nearly every day? MH7
This question refers to the time period of MH3.
Refused 88
The next question can be a sensitive question. Yes
During that samevek period, in [SPECIFY PERIOD], on most days did you No
deathor suicide, or did you try to end your life?
This question refers to the time period of MH3. MHS
Refused 88
Thinking often about suicide includes thinking about tryiogrtovekife as well
more general thought like it would be better for you or the people around yo
dead.
Yes
On most days during that saweeR period, did you have trmrblesleepinghan No
usual (for example falling or staying asleep), or did you sleep a lot more tha|
do?
This question refers to the time period of MH3. MH9
- . . : : Refused 88
Trouble sleeping can be problems falling asleep, waking up in the middle of]
having troub¢ming back to sleep, or waking up too early (e.g., at least two hq
earlier)?
On most days during that saweeR period, did ymi want to eatven when food Yes 1 MH10
was availabl®Rdid yowat morehan before youQw MOOD, and/or LOSS OH No 2
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INTEREgBtarted?
This question refers to the time period of MH3.

Ask the participant about having a much larger or much smaller appetite. Refused 88
Yes
No
On most days during that sanveeR period, did you Hass energyhan before
your [OW MOOQOD, and/or LOSS OF INTER&&EDRwere you much more tire
than usual even when doing some small task?
This question refers to the time period of MH3. MH11
Refused 88
Askthe participant about feeling tired or less energy even when not working
On most days during that sameeR period, did others notice you were moving Yes
speakingiore slowlyhan is normal for yo&Rthe opposii@ did others notice you No
werefidgeting or pacing arouradiot?
This question refers to the time period of MH3.
MH12
Moving or speaking more slowly must have been noticeable to others. Refused 88

Fidgeting or pacing around means for examplertitgpant could not hold their
hands still or they were constantly pacing around.

If less than five of the following symptoms are colietily és1H2], [MH4], [MH5 OR MH6], [MH7], [MH8], [MH9], [MHI¥®]1Rgeltd] next module

During this time when you experienced [LIST ALL ENDORSED SYMPTOM
difficulties affect your ability to function in daily life (for example your work o
social life, your relationships)?

Yes, some difficult
in daily life

Yes, considerable
difficulty in multiple 2
aspectsf daily life

This question refers to the time period of MH3. Yes, serious difficult MH13

continuing to functio
If a participant was still able to carry out their daily activities but with a lot of in most aspects o
tick 6yeso. daily life

No 4Go to nex¥il
Refused 88
Treatment coverage
In the past 12 months, have yountedicationprescribed by a doctor or other Yes, for leghan 3 months 1
healthworkerfomh e di ffi culties webve just
Yes, for 3 months or mo 2 MH14

Medications refer to any medical treatment prescribed by a doctor or nurse

depression. It does not include any supplements such as vitamin pills/inject

No 3

183




Read out answer options 1 to 3. Refused 88

Yes: 1 to 3 session: 1

In the past 12 months, have you reggyebological therapy/counselling sessio Yes, 4 sessions or mo' 2

for at least 30 minutes by a doctor or other health iokker t he di f No 3

talked about?

Ask the participants about any sessions lasting 30 minutes or longer with a MH15

professional such as a medical doctor, psychologist, psychiatrist, nurse, or
Refused 88

Read out answer options 1 to 3.

Step 2 Physical Measurements

CORE: Blood Pressure
Interviewer ID M1
CbQbQobb
Device ID for blood pressure M2
Cbebb
Cuff size used Small 1
Medium 2 M3
Large 3
Reading 1 Systolic (MMHl « 5, 9 b o b D M4a
Diastolic (MMH( « 1, o b o b M4b
Reading 2 SystolicimHg) « b, o b o b D M5a
Diastolic (MmH « 1, 0bQbb M5b
Reading 3 SystolictimHg) « L o b b D M6a
Diastolic (MmH! « {, o b g b B M6b
During thpast two weeks, have you been treated for raised Yes 1
pressure with drugs (medication) prescribed by a doctor of M7
health worker? No 2
CORE: Height and Weight
Question Response Code
For womenAre you pregnant? Yes 1IfYes, gotd16 M8
No 2
Interviewer ID M9
CbeQbQbb
Device IDs for height and weight Height ¢ b o b D M10a
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Weight « ¢ Qbb M10b
Height in Centimetres (ct M1l
cCbogbobb. C¢bb
Weight
If too large for scale 666.6 in Kilograms (ki M12
Cbobobb. cbb
CORE: Waist
Device ID for waist
cbobb M13
Walist circumference in Centimetres (ct M14
Cbogbobb. cbb
Heart Beat
Reading 1 Beats perminu ¢ 5, o b9 b D M16a
Reading 2 Beatsperminu ¢ 5, 9 b g b B M16b
Reading 3 Beats perminu ¢ 5 o b9 b D M16c

Step 3 Biochemical Measurements

CORE: Blood Glucose

Question Response Code

During the past 12 hours have you had anything to eat Yes 1

other than water? Bl

No 2

Technician ID B2
Cbebobb

Device ID B3
CbQebb

Time of day blood specitaken (24 hour clock)

Hours:minutGCbeD:. cbobb B4
Hrs mins
Fasting blood glucose
[ MG/DL Cbobb cCbobb B5
mg/dl cbgbebb. cbb
Today, have you taken insulin or other drugs (medicati Yes 1
have been prescribed by a doaitivesrhealth worker for B6
raised blood glucose? No 2

CORE: Blood Lipids

Device ID
Cbobb B7
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Total cholesterol

[ MG/DL] Cbobb Cbobb BS
mgldl c bogbobb. ¢bH
During the past two weeks, have you been treated for Yes 1
cholesterol witlnugs (medication) prescribed by a docto B9
other health worker?
No 2
CORE: Urinary sodium and creatinine
Had you been fasting prior to the urine collection? Yes 1 B10
No 2
Technician ID
Bl1l
Cbobogbb
Device ID B12
Cbobb
Timeof day urine sample taken (24 hour clock) .
Hours : minute CHI?SQ b Dﬁ]ins cbobb B15
Urinary sodium
my/dl ¢ bobobb. cbD Bl4
Urinary creatinine
moldl « bobbH. Ccbobb B15
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Appendix 3: FACT sheet

Ethiopia STEPS Survey 2024

Fact Sheet

The STEPS survey of non-communicable disease (NCD) risk factors in Ethiopia was carried out from 1%
July to 30™ October 2024. The country carried out Step 1, Step 2 and Step 3. Socio demographic and
behavioral information was collected in Step 1. Physical measurements such as height, weight, waist
circumference, blood pressure and heart rate were collected in Step 2. Biochemical measurements were
collected to assess blood glucose and cholesterol levels in Step 3. The survey was a population-based
survey of adults aged 18 to 69 years. A three stage cluster sample design was used to produce national
representative data and there were a total of 9,620 contacted study participants in the survey. The
response rates among contacted respondents were (Step-1 = 98.5%; Step-2 = 98.4%; Step-3 = 93.6%).
A repeat survey is planned every five years - if funds permit.

Results for adults aged 18-69 years (incl. 95% CI) Both Sexes Males Females
Step 1 Tobacco Use
2.9% 4.9% 0.5%
Percentage who currently smoke tobacco
(2.2-4.0) (3.5-6.8) (0.3-0.9)
2.4% 4.1% 0.3%
Percentage who currently smoke tobacco daily
(1.7 -3.5) (2.8-5.9) (0.2-0.6)
Percentage of daily smokers smoking 89.8% 90.5% 78.9%
manufactured cigarettes (73.9-96.4) (72.6 - 97.2) (55.5-91.8)
Mean number of manufactured cigarettes 5.9 6.2 2.1
smoked per day among daily smokers (4.3-7.6) 4.4-7.9) (0.8-3.5)
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Results for adults aged 18-69 years (incl. 95% CI) Both Sexes Males Females
Step 1 Alcohol Consumption

72.7% 70.0% 76.2%
Percentage who are lifetime abstainers

(69.1-76.1) (65.2-74.4) (72.8-79.2)

3.6% 3.9% 3.1%

Percentage who are past-12-month abstainers
(2.5-5.1) (2.3-6.6) (2.4-4.2)

Percentage who currently drink (drank alcohol in 20.1% 22.9% 16.5%
the past 30 days) (17.2-23.2) (19.3-27.1) (13.9-19.4)
Percentage who engage in heavy episodic

1.7% 2.4% 0.8%
drinking (6 or more drinks on any occasion in the

(1.2-2.3) (1.6-3.4) (0.4-1.4)

past 30 days)
Step 1 Khat consumption

23.4% 28.6% 16.9%
Percentage who currently chew khat

(19.3-28.0) (23.6 - 34.0) (13.2-21.5)

Among the chewers during the past 12 months, 67.2% 71.7% 57.9%
percentage of respondents who chew khat daily (60.5-73.3) (63.7 - 78.5) (48.0-67.2)
Step 1 Diet
Percentage who ate less than 5 servings of fruit 98.6% 98.6% 98.6%
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Results for adults aged 18-69 years (incl. 95% CI) Both Sexes Males Females
and/or vegetables on average per day (97.8-99.1) (97.6 - 99.2) (97.8-99.1)
Percentage who always or often add salt or salty
85.0% 85.9% 84.0%
sauce to their food before eating or as they are
(82.1-87.6) (82.4 - 88.8) (80.8-86.7)
eating
Percentage who always or often eat processed 4.9% 4.8% 5.1%
foods high in salt (3.7-6.5) (3.3-6.8) (3.6-7.1)
Step 1 Physical Activity
Percentage with insufficient physical activity
27.9% 22.1% 35.0%
(defined as < 150 minutes of moderate-intensity
(25.1-31.0) (19.1- 25.4) (31.5-38.7)
activity per week, or equivalent)*
Percentage not doing any leisure activities 93.0% 89.9% 96.8%
(sports, fitness or recreational activities) (91.7-94.1) (87.7 - 91.8) (95.8-97.5)
77.5% 67.3% 89.7%
Percentage not engaging in vigorous activity
(74.4 - 80.3) (62.9-71.5) (86.8 -92.0)
Step 1 Cervical Cancer Screening
Percentage of women aged 30-49 years who 10.0%
have ever had a screening test for cervical (7.8-12.7)
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Results for adults aged 18-69 years (incl. 95% CI)

Both Sexes

Females

cancer

Step 1 Mental Health (Depression)

2.3% 2.1% 2.6%
Percentage of the population with depression
(1.7-3.1) (1.4-3.1) (1.8-3.7)
Step 2 Physical Measurements
Percentage who are overweight (BMI >= 25 10.9% 9.0% 13.3%
kg/m2) (9.5-12.3) (7.5-10.8) (11.7 - 15.0)
2.5% 1.5% 3.8%
Percentage who are obese (BMI >= 30 kg/m2)
(2.1-3.0) (1.1-2.1) (3.1-4.7)
Percentage with raised blood pressure
17.3% 16.7% 17.9%
(SBP >= 140 and/or DBP = 90 mmHg or currently
(15.0-19.8) (13.9-20.0) (15.7 - 20.4)
on hypertension medication)
Prevalence of uncontrolled hypertension 16.6% 16.2% 17.0%
(SBP >= 140 or DBP >=90) (14.3-19.1) (13.4-19.5) (14.8-19.5)
Percentage previously diagnosed among those 20.5% 15.2% 26.6%
with raised blood pressure (17.1-24.3) (11.5- 20.0) (22.3-31.4)
Percentage who are currently on treatment for 12.2% 9.8% 14.9%
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Results for adults aged 18-69 years (incl. 95% CI) Both Sexes Males Females
raised blood pressure among those with raised (9.8-15.1) (6.9-13.6) (12.0 - 18.4)
blood pressure
Percentage with controlled blood pressure 4.0% 3.0% 5.2%
among those with raised blood pressure (2.8-5.8) (1.7 -5.0) (3.5-7.7)
Step 3 Biochemical Measurements
Percentage with impaired fasting glycaemia
7.4% 7.1% 7.9%
(plasma venous value >= 6.1 mmol/L (110 mg/dl)
(6.2-8.8) (5.6-8.9) (6.4 -9.6)
and <7.0 mmol/L (126 mg/dl)
Percentage with elevated fasting blood glucose
4.2% 3.7% 4.7%
(plasma venous value >= 7.0 mmol/L (126 mg/dl)
(3.5-5.1) (2.9-4.9) (3.8-5.9)
or currently on medication for diabetes)
Percentage previously diagnosed among those 18.2% 13.9% 22.1%
with elevated fasting blood glucose (13.5-24.1) (8.6-21.7) (15.2-31.1)
Percentage who are currently on treatment for
17.0% 12.9% 20.8%
elevated fasting blood glucose among those
(12.4 - 22.8) (7.8 -20.5) (14.0-29.7)
with raised blood glucose
Percentage with raised total cholesterol
5.0% 3.4% 7.0%
(>=5.0 mmol/L or >= 190 mg/dl or currently on
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Results for adults aged 18-69 years (incl. 95% CI) Both Sexes Males Females
medication for raised cholesterol) (4.1-6.1) (2.6-4.4) (5.6 -8.7)
9.4 10.4 8.2

Mean intake of salt per day (in grams)

(9.2-9.6) (10.1-10.7) (8.1-8.4)
Cardiovascular disease risk
Percentage aged 40-69 years with a 10-year CVD 5.5% 4.9% 6.2%
risk >= 20%, or with existing CVD** (3.7-8.0) (3.2-7.7) (4.2-9.1)

* For complete definitions of insufficient physical activity, refer to the GPAQ Analysis Guide
(https://www.who.int/teams/noncommunicable-diseases/surveillance/systems-tools/physical-activity-surveillance) or to the WHO

Global recommendations on physical activity for health (https://www.who.int/news-room/fact-sheets/detail/physical-activity).

** A 10-year CVD risk of 220% is defined according to age, sex, blood pressure, smoking status (current smokers), total cholesterol,

and previously diagnosed diabetes.

For additional information, please contact:
The Ethiopian Public Health Institute (EPHI)

Health System Research Directorate

P.O. Box 1242

Addis Ababa, Ethiopia
Phone: (+251)1 12 13 34 99
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