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ABSTRACT:

Background and Objectives: Hypertension is a
major public health concern that substantially
increases the risk of cardiovascular diseases,
stroke, and kidney disease. Despite its serious
consequences, many individuals have limited
awareness of the condition because it usually
presents without symptoms. Thus, this study was
conducted to assess knowledge regarding
hypertension and its associated risk factors among
residents of a selected ward of a sub-metropolitan

city.

Materials and Methods: A descriptive cross-
sectional study was conducted among 280 adults
aged 30-60 years residing in Ward No. 4 of
Janakpurdham Sub-metropolitan City, Nepal.
Participants were selected using convenient non-
probability sampling. Data were collected through
face-to-face  interviews wusing a modified
structured questionnaire, and blood pressure was
measured using a validated automated digital
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sphygmomanometer. Data were analyzed using
SPSS version 26, with a p-value <0.05 considered
statistically significant.

Results: Of the 280 participants, 27.2% were
male, and 72.7% were female, aged between 30-
40 years. Normal blood pressure was observed in
166 (59.3%) participants, while 64 (22.9%) had
hypertension and 50 (17.9%) had hypotension.
Regarding hypertension knowledge, 27.5%
identified cigarette smoking and 24.6% identified
salt intake as major risk factors, while 34.3%
recognized that consuming fruits, vegetables,
whole grains, and low-fat dairy products could
help to lower blood pressure. No significant
association was found between blood pressure
status and gender (p=0.183) or educational level
(p=0.86).

Conclusions: Knowledge regarding hypertension
among the study participants was satisfactory,
with notable misconceptions about blood pressure
and its management. No significant association
was observed between blood pressure status and
gender or educational level. Community-based
health education programs are needed to improve
hypertension awareness and prevention.

Keywords: Adults, Blood pressure, Hypertension,
Janakpurdham, Knowledge, Risk Factors

INTRODUCTION

Hypertension (HTN), also called as high blood
pressure, is a global problem nowadays. It is
characterized by a systolic blood pressure
(SBP) of 140 mmHg or greater and/or a
diastolic blood pressure (DBP) of 90 mmHg
or greater [1,2]. Values between SBP 140-159
and DBP 90-109 mmHg
considered non-severe hypertension, while
SBP 2160 mmHg and/or DBP 2110 mmHg are
considered severe hypertension [3,4]. It is
frequently referred to as a silent Kkiller

mmHg are

because it elevates the risk of heart attacks,
strokes, and other related medical conditions,
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often without any early signs or symptoms
[5,6].

The World Health Organization identifies
hypertension as a major risk factor
contributing global morbidity
mortality [1]. It affects approximately 1.3
billion adults aged 30-79 years worldwide,
with nearly two-thirds living in low- and
middle-income countries. Even with effective
treatment, blood pressure control remains
poor in many countries [2,7]. The prevalence
of hypertension-related
Nepal has been steadily rising in tandem with
urbanisation and lifestyle changes. As per the
data of the nationally representative STEPS
survey, the prevalence of hypertension in
adults of Nepal augmented from 21.5% in
2007 to 24.5% in 2019, and was expected to
reach 32.5% by 2025 [8]. Nepal has been part
of the campaign of the International Society of
Hypertension (ISH), which initiated a global
blood pressure measurement campaign, May
Measure Month (MMM), to promote
awareness about blood pressure
measurement and promote healthy lifestyle
choices to prevent and manage hypertension
[9]. Since its inception, Nepal has screened
over 150,000 individuals in the MMM
campaign by 2020 and found hypertension in
24.4% of participants in 2017 [10], 27.8% in
2018 [11], and 27.5% in 2019 [12]. But the
National Demographic and Health Survey
(NDHS) 2022 found the national prevalence
of hypertension was 20.0% [8, 13] which
could be due to campaigns like MMM, which
might have raised awareness among the
general public.

to and

issues in

Knowledge and awareness play a vital role in
the prevention and control of hypertension.
Individuals who know about blood pressure,
its healthy range, and risk factors are more
likely to undertake regular screening, adopt
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healthy lifestyles and adhere to treatment.
However, inadequate or poor knowledge
results in gaps in the hypertension care
cascade comprising delayed diagnosis,
inadequate treatment and poor blood
pressure control [14].

Previous community-based research
in urbanising areas of Nepal
revealed gaps health
knowledge, attitudes, and practices among
residents, emphasising the need for targeted
community health education [8,12,15]. Health
promotion along with prevention strategies,
such as screening and lifelong personalized
management of risk factors and lifestyle
interventions, are likely to positively impact
cardiovascular disease
effects on personal, social and economic

outcomes [16,17].

literature

in cardiovascular

incidence and its

In this regard, sub-metropolitan and urban
wards in Nepal are of major concern. One of
the rapidly urbanising areas, the capital of
Madhesh Province, Janakpurdham,
experiences lifestyle changes, unhealthy
dietary habits, reduced physical activity, and
psychosocial stress, which are known risks of
hypertension.
knowledge and awareness remain scarce and
vary unequally across age groups, education
levels and occupations at the local level.
National data on hypertension prevalence
and the care cascade are available [8-12];
however, community-based,
evidence on blood pressure,
hypertension, and associated risk factors is
not accessible in the available published

However, community-level

ward-level
residents’

literature. Thus, the local evidence on
hypertension is essential for designing
targeted hypertension and awareness

programs in Sub-metropolitan City, Janakpur
Dham. To address this gap, the present study
of

was undertaken to assess the level
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knowledge regarding hypertension and its
associated risks among residents of a selected
ward of a sub-metropolitan city.

MATERIALS AND METHODS
Study design and site

This descriptive cross-sectional study was
carried out at Janakpurdham in February and
March 2023. Janakpurdham is a
metropolitan city located about 225km south-
east of Kathmandu. It consists of 25 wards in
Dhanusha district in the Madhesh Province of
Nepal. Ward No. 4 of Janakpurdham Sub-
metropolitan City was purposively selected
because it had a sufficiently large residential
population to achieve the required sample
size and was easily accessible for data
collection.

sub-

Sample Size Estimation

The sample size was calculated using the
formula,
_Z’p(1 —p)
=
Where:
Z = 1.96(95% confidence level)
p = 0.50(maximum variability)

d = 0.06(6% margin of error)

 (1.96)2x0.5% 0.5 3.8416 X 0.25
B (0.06)2 ~0.0036

n = 266.8

The required minimum sample size is 267
participants.

Assuming a 5% non-response rate:
267 + (267 x 0.05) = 280.35

Thus, the final sample size = 280 participants.

Yadav et al.
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Sampling Technique and Data Collection

A convenience (non-probability) sampling
applied. A total of 280
aged between 30-60 years
residing in the selected ward of the sub-
metropolitan city were included in the study.
Data were

method was
individuals

collected using a modified
structured interviewer-administered
questionnaire developed from a review of the
relevant literature and expert opinion. Forty
final-year Health Assistant (HA) students
from Mithila Technical Academy (MTA),
Janakpurdham, served as data collectors.
They were divided into 10 groups of four
interviewers and were trained by the
principal investigator on the study objectives,
questionnaire administration, and accurate
blood pressure measurement before data
collection.

A total of 300 households were visited, of
which 20 eligible household members
declined to participate. The study objectives
were explained to all participants, and their
questions  were the
interview. Written informed consent was
obtained before the interview. Participation
voluntary, and participants could
any stage any
consequences. Interviews were conducted in

answered Dbefore

was

withdraw at without
Nepali or the local language according to the
participant's preference to ensure better

understanding.
Blood Pressure Measurement

Blood pressure was measured according to
the manufacturers’ instructions using an
automated digital sphygmomanometer, Trust
Check Expert, Automatic upper arm blood
pressure monitor (Model no: HL888HC)
manufactured by Health and Life Co., LTD,
New Taipei City, Taiwan. Blood pressure of

participants was measured in the seated
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position after resting quietly for at least 5
minutes, with their back supported, feet flat
on the floor, and the arm supported at heart
level. An appropriately sized upper-arm cuff
was selected based on the participant's arm
blood  pressure
measurements obtained with
interval of 1-2 minutes between readings,
and the average of the two readings was used
for analysis. Measurements were taken in a
quiet environment during the study visit.

circumference. Two

were an

Inclusion and Exclusion Criteria

One adult aged 30-60 years was selected
from each household. Participants who had
lived in the ward for at least six months, were
willing to participate, provided written
informed consent, and could communicate in
Nepali or the local language were included in
the study.

Individuals with cognitive impairment, severe
mental illness, hearing or speech disabilities,
acute febrile illness, or critical illness were
excluded. Participants who did not give
informed consent or had lived in the ward for
less than six months were also excluded.

Data analysis

All completed questionnaires were checked
on the same day for completeness and
consistency. Data were entered and analyzed
using IBM SPSS Statistics version 26. The chi-
square test was used to assess the association
between categorical variables. A p-value of
<0.05 was considered statistically significant.

Ethical considerations

Institutional Review Committee of Janaki
Medical College provided ethical approval for
this study (Ref: IRC/53/2079-080).
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RESULTS

Among the total study population, the highest
number of participants were between 30-40
years old, 27.2% male and 72.7% female,
followed by those aged 41-50 years. The
results are shown in Table 1.

Fig. 1 shows that the majority of the study
population were married (94%), followed by
unmarried (5%) and divorced (1%).

Table 2 shows a greater number of study
population were illiterate. More than 50 % of
population had secondary education of 41 %
were male and 58% were female followed by

JMCJIMS

primary education population of 19% were
male and 81% were female. Least number of
study population had higher level education
of 68% were male and 32% were female.

Fig. 2 illustrates the largest proportion of the
study population had a normal blood
pressure level, comprising 42% males and
58% females. This was followed by
hypertension, observed in 48% of males and
52% of females. Hypotension was found
among one-fourth of the study population,
with a male-to-female distribution of 22%
and 78%, respectively.

Table 1: Age-and Gender-wise distribution of study population

Age group (years) Gender Total
Male (%) Female (%)

30-40 43(27.2) 115 (72.7) 158

41-50 35(50) 35 (50) 70

51-60 22(42.3) 30 (57.6) 52

Total 100 (35.7) 180 (64.2) 280

B Married B Unmarried ™ Widow M Divorced

%

Fig. 1 Marital Status of study population
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Table 2: Pattern of education level among study population

JMCJIMS

Education level

Gender

Male (%)

Female (%)

Total

[lliterate

37 (31.3)

83(70.3)

118

Primary

10(18.5)

44(81.4)

54

Secondary

28(41.1)

40(58.8)

68

Higher

25(67.5)

12(32.4)

37

Total

100 (35.7)

180 (64.2)

280

100 -/

70 -

60 -

50 -

H Male

10 A

B Female

Normal

Hypertension

Hypotension

Fig. 2 Blood pressure status among the study population

As depicted in Table 3, regarding the normal
blood pressure range, the maximum number
of the study population, comprising 59.1%
male and 40.8% female, gave a false response.
More than 50% of the study population,
comprising 59.6% male and 40.3% female,
gave a true response, while 34.7% male and
65.2% female responded as "don't know."

For the knowledge regarding the
hypertensive blood pressure threshold
(systolic blood pressure =140 mmHg and/or
diastolic blood pressure 290 mmHg), 55.5%
of males and 44.4% of females gave the
correct response. Conversely, 54.5% of males
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and 45.4% of females gave an incorrect
response.

The majority of respondents, comprising
71.4% of males and 28.5% of females, were
not sure that people with high blood pressure
can behave abnormally. In comparison, a true
response was given by 54.7% of males and
45.2% of females, while a false response was
reported by 38.7% of males and 61.2% of
females.

Regarding the statement that people with

hypertension do not need medication if they
exercise daily, most participants either

Yadav et al.
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Table 3:

JMCJIMS

Knowledge regarding blood pressure among study population

S.No Blood Pressure Questions Gender Total
(BPQ) Male (%) | Female (%)

1. A healthy human’s normal blood Pressure is 120/80 mm/Hg
True 68 (59.6) 46 (40.3) 114
False 71 (59.1) 49 (40.8) 120
Don’t know 16 (34.7) 30 (65.2) 46

2. A person is considered to be hypertensive when systolic blood pressure is 140 or their diastolic blood pressure is
90 or higher on two separate occasions
True 75(55.5) 60 (44.4) 135
False 30 (54.5) 25 (454) 55
Don’t know 50(55.5) 40(44.4) 90

3. People with high blood pressure can behave abnormally
True 52 (54.7) 43(45.2) 95
False 31(38.7) 49(61.2) 80
Don’t know 75(71.4) 30(28.5) 105

4. People with hypertension do not need to take medicine if they exercise daily.
True 83(59.2) 57(40.7) 140
False 65(60.1) 43(39.8) 108
Don’t know 18(56.2) 14(43.7) 32

5. Most of the hypertensive people need more than one kind of blood pressure medicine to control their blood
pressure
True 81(50.9) 78 (49.06) 159
False 43(52.4) 39(47.5) 82
Don’t know 18(46.1) 21 (53.8) 39

6. Which of the following increases the risk of hypertension?
Fast foods 39 (65) 21(35) 60
Caffeine 19(39.5) 29(60.4) 48
Cigarette Smoking 49(63.6) 28(36.3) 77
Salt Intake 50(72.4) 19(27.5) 69
Don’t know 15(57.6) 11(42.3) 26

7. Which of the following changes in diet is most likely to lower high blood pressure
Eating more fruits, vegetables, whole 58(60.4) 38(39.5) 96
grains and low-fat dairy products
Eliminating spicy foods 30(71.4) 12(28.5) 42
Drinking one glass of red wine daily 45 (70.3) 19(29.7) 64
Drinking herbal tea instead of Coffee 43(87.8) 6(12.2) 49
Don’t know 13(44.8) 16(55.1) 29

8. The blood pressure for a 70-year-old man with no other health problems taking medicine for HTN should be
Less than 120/80mmHg 54 (68.3) 25(31.6) 79
Less than 130/80mmHg 33(80.4) 8(19.5) 41
Less than 160/90 mmHg 41(56.9) 31(43.06) 72
Less than 140/90mmHg 37(58.7) 26(41.2) 63
Don’t know 16(64) 9(36) 25

9. A man reports that his blood pressure is 148/78 when he checks it using the BP machine in the pharmacy, 144/66
in his family doctor’s office, and 132 /74 when he checks it at home. Which of the following statements is TRUE?
It is common for blood pressure 27(58.6) 19(41.3) 46
readings to vary like this.
The highest blood pressure reading is 13(29.5) 31(70.4) 44
the correct one
The lowest blood pressure reading is 37(51.3) 35(48.6) 72
the correct one
He/she can be reassured that his blood | 44(53.01) 39(46.9) 83
pressure is normal
Don’t know 17(48.5) 18(51.4) 35

10. Uncontrolled HTN can lead to
Lung cancer 32(56.1) 25(43.8) 57
Kidney failure 55(68.7) 25(31.2) 80
High cholesterol 38(65.5) 20(34.4) 58
Diabetes 21(40.3) 31(59.6) 52
Don’t know 19(57.6) 14(42.4) 33

JMCJMS | May-August | 2026 [118] Yadav et al.
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Table 4: Knowledge regarding risk factors and symptoms of Blood Pressure

Q. Blood Yes No Don’t know Total
No Pressure
Questions Male (%) | Female Male | Female Male Female
(BPQ) (%) (%) (%) (%) (%)
1. | Therisk factors for high blood pressure are
a. Alcohol 10 15 8 10 7 8 58
(17.2) (25.8) (13.7) (17.2) (12.07) (13.7)
b. Smoking 12 14 10 13 6 5 60
(20) (23.3) (16.6) (21.6) (10) (8.33)
c. Sleep apnea 8(21.05) 9(23.6) 8 7(18.4) 4(10.5) 2(5.26) 38
(21.0)
d. Stress 15 20 12 8 7 6 68
(22.06) (294) (17.6) (11.7) (10.2) (8.82)
e. Age/Race 14(25) 18(32.1) 9 8 4(7.14) 3 56
(16.0) (14.2) (5.35)
2. | The different signs and symptoms seen in increased blood pressure are
a. Dizziness 9 13 12 15 7 8 64
(14.06) (20.3) (18.7) (23.4) (10.9) (12.5)
b. Recurring 19 21 10 12 4 7 73
Headache (26.04) (26.7) (13.69 (16.4) (5.48) (9.59)
)
c. Nose bleeds 27 23 18 14 9 10 101
(26.7) (22.7) (17.8) (13.8) (8.91) (9.9
d. Shortness of 13 10 8 6 2 3 42
breath (30.9) (23.8) (19.05 (14.2) (4.76) (7.14)
)
3. | High blood pressure can cause
a. Heart 20 14 19 10 5 6 74
Disease (27.03) (18.9) (25.6) (13.5) (6.76) (8.11)
b. Cancer 8 10 7 5 3 1 34
(23.5) (29.4) (20.5) (14.7) (8.82) (2.94)
c. Erectile 7 5 3 2 5 3 25
dysfunction (28) (20) (12) (18) (20) (12)
d. Brain Stroke 10 12 9 7 3 4 45
(22.2) (26.6) (20) (15.5) (6.67) (8.89)
e. Kidney 5 6 3 7 2 1 24
disease (20.8) (25) (12.5) (29.1) (8.33) (4.16)
f. Pulmonary 6 7 4 5 3 2 27
disease (22.2) (25.9) (14.8) (18.5) (11.1) (7.4)
g. Kidney 3 4 5 2 3 1 18
Failure (16.6) (22.2) (27.7) (11.1) (16.6) (5.55)
h. Retinopathy 3 2 1 3 4 0 13
(23.08) (15.3) (7.69) | (23.07) (30.7) (0)
i.Thyroid 9 5 2 4 0 0 20
disease (45) (25) (109) (20) (0) (0)

disagreed, 60.1% were males and 39.8%
were females. Similarly, among those who
were unsure, 56.2% were males and 43.7%
were females. Approximately 50% male and
female participants correctly agreed that
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most hypertensive patients need more than
one type of blood pressure medicine to
control their blood pressure, while 52.4% of
males and 47.5% of females disagreed, and
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46.1% of males and 53.8%
responded “don’t know.”

of females

Similarly, 63.6% of males and 36.3% of
females identified cigarette smoking as a risk
factor for hypertension. This was followed by
salt intake, fast food consumption, and
caffeine. Only a of
participants did not know the risk factors for
hypertension. The results are presented in
Table 3.

small proportion

Among the signs and symptoms of high blood
pressure, the most
commonly recognized symptom, reported by
27% of males and 23% of females. This was
followed by recurring headache, reported by
26% of males and 27% of females. Regarding
the complications of high blood pressure,
heart disease was the most commonly
identified complication, reported by 27% of
males and 19% of females. This was followed
by brain stroke, reported by 22% of males
and 27% of females, and other complications.
The findings are presented in Table 4.

nosebleeds were

There was no significant relation between
blood pressure of the study population and
gender at p -value = 0.183. The results are
shown in Table 5.

JMCJIMS

There was no significant association between
the blood pressure of the study population
and education level p= 0.86. The results are
shown in Table 6.

DISCUSSION

In the present study, 35.7% of the
participants were male and 64.2% were
female. A total of 158 (56.4%) participants
were in the age of 30-40 years, of whom
27.2% were male and 72.7% were female.
The
belonged to the 30-40-year age group,
followed by those aged 41-50 years. In a
similar study, 27.9% of respondents were
aged 31-40 years [18], which is not similar to
our findings regarding the predominant age
group. However, 52.7% of males and 47.3%
of female’s population differed in gender
distribution, but females constituted the
majority (64.2%) in our study as compared
with the findings of Basnet S [18]. A
comparable study conducted in Uttara,
Dhaka, similarly reported 31.8% male and
68.2% female participants [19], which is in
proximity to our findings. The inconsistencies

highest proportion of participants

observed in gender distribution may be
explained by heterogeneity across study
settings, differences in participant availability

Table 5. Association of blood pressure in relation to gender

Blood Pressure Gender Total P-value
Male Female
Normal 69 97 166
Hypertension 31 33 64 0.183
Hypotension 11 39 50
Total 111 169 280
Table 6. Association of blood pressure of study population in relation to education
Blood Illiterate Primary Secondary Tertiary Total p-value
pressure education education education
Normal 81 30 35 20 166
Hypertension | 21 12 21 10 64
Hypotension | 19 12 12 7 50 0.86
Total 121 54 68 37 280
JMCJMS | May-August | 2026 [120] Yadav et al.
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during data collection, and socio-cultural
influences.

In this study, participants who incorrectly
identified the normal blood pressure range
were predominantly male (59.1%), while
females accounted for 40.8%. Among those
who correctly identified the normal range,
59.6% were male and 40.3% were female.
However, females represented a higher
proportion among participants who did not
know the normal blood pressure range
(65.2%). The findings are comparable with
the studies from Bangladesh, where 78% of
respondents correctly identified the normal
blood pressure value [19,20] and Bhaktapur,
Nepal, where 58% had correct knowledge [6].
Similarly, Basnet S [18] reported higher
awareness (82.3%) in Biratnagar, Nepal.
Variations in knowledge levels may be linked
to differences education, access to
healthcare, study  environments, and
participation in awareness programs. By
contrast, Yao et al. [21] found that awareness
was lower in Tibet, where fewer than one-
third of participants were able to report the
normal blood pressure range.

in

Regarding the diagnostic threshold for
hypertension (blood pressure =140/90
mmHg), 55% of males and 44.4% of females
correctly identified the hypertensive blood
pressure value. However, 54.5% of males and
45.4% of females responded incorrectly.
Similar findings were reported in a tertiary
care hospital-based study from Jharkhand,
India, where nearly 40% of adults had
inadequate knowledge of hypertension [22].
In contrast, Basnet S reported a higher level
of awareness, with 82.3% of participants
correctly recognizing hypertension as blood
pressure above the normal range [18]. These
variations may be due to differences in study
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settings, educational status, and exposure to
health education programs.

Our study revealed that most participants had
inadequate  knowledge the
misconception that people with hypertension

regarding

can behave abnormally. Of the incorrect
responses, 71.4%
28.5% were from females. In contrast, 54.7%
of the correct responses were from males and
45.2% were from females. Overall, 38.7% of

males and 61.2% of females gave incorrect

were from males and

responses. These findings indicate persistent
misconceptions about hypertension
manifestations.  Similar  findings
reported in rural South India, where only
31% of participants knew the adverse effects
of hypertension and 48% could not identify
any risk factor [23]. Likewise, an analysis of
the National Family Health
conducted by Grover et al. [24] also showed
that awareness of hypertension was low

were

Survey-4

among both men and women in India, with
only 34.7% of men and 53.6% of women
demonstrating adequate awareness. These
gaps may reflect limited health literacy and
the need for effective community-based
health education.

In this study, among participants who
correctly responded that antihypertensive
medication should be continued despite
regular exercise, 59.2% were males and
40.7% were females. However, 60.1% of
males and 39.8% of females gave incorrect
responses, while 56.2% of males and 43.7%
of females uncertain, suggesting
persistent misconceptions regarding
hypertension treatment. Similar knowledge

were

gaps were reported in eastern Saudi Arabia,
where only 10.3% of hypertensive patients
demonstrated a high level of hypertension-
related knowledge, with drug compliance
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being the least understood domain [25].
Likewise, Thirunavukkarasu et al. reported
inadequate knowledge among 49.2% and
poor medication adherence among 40.8% of
hypertensive patients in the Aljouf region of
Saudi Arabia [26]. These findings suggest
that patient education should emphasize that
regular supports hypertension
management but does not replace prescribed
antihypertensive medication.

exercise

In our study, most participants correctly
identified cigarette smoking as a risk factor
for hypertension, with 63.6% of males and
36.3% of females providing the correct
response. Awareness was also observed
regarding other modifiable risk factors,
including excessive salt intake, fast food
consumption, and caffeine intake, while only
a few participants of
hypertension risk factors. Similar findings
were reported in Morang, Nepal, where
86.3% of respondents recognized excessive
salt intake, and 74.7% identified tobacco and
alcohol consumption as risk factors [18].
Likewise, a study from Ethiopia found that
80.0% recognized excessive salt intake and
67.5% identified smoking as major risk
factors [27]. These findings suggest that
smoking and salt intake are commonly
recognized risk factors, although awareness
of other lifestyle-related factors varies among
populations.

were unaware

The present study depicted that 60.4% of
males and 39.5% correctly
identified that consumption of fruits,
vegetables, whole grains, and low-fat dairy
products can help lower blood pressure.

of females

However, misconceptions regarding the
of red wine, herbal tea,
avoidance of spicy foods were also observed.

Similar evidence from the DASH trial showed

benefits and
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that a diet rich in fruits, vegetables, whole
grains, and low-fat dairy products reduced
systolic blood pressure by 5.5 mmHg and
diastolic blood pressure by 3.0 mmHg
compared with a control diet [28]. The DASH-
Sodium trial further demonstrated additional
blood pressure reduction with combined
DASH diet and reduced sodium intake [29].
These findings emphasize the importance of
nutrition education to improve awareness
promote dietary
practices for hypertension management.

and evidence-based

Most respondents believed that the target
blood pressure for a 70-year-old man with
hypertension should be <120/80 mmHg. This
response was given by 68.3% of males and
38.6% of females. However, only about one-
third of the participants selected the
recommended target of <130/80 mmHg. This
suggests that many participants confused
normal blood pressure values with treatment
The 2023 European Society of
Hypertension (ESH) guideline recommends
individualized blood pressure targets, with an
initial goal of <140/90 mmHg followed by
<130/80 mmHg if tolerated [30]. Similarly,
the 2017 ACC/AHA guideline recommends a
target of <130/80 mmHg for most adults
receiving antihypertensive therapy [31].
These findings suggest the need for improved
awareness regarding evidence-based blood

goals.

pressure targets.

In our study, 53.0% of females and 46.9% of
males believed that blood pressure readings
of 148/78 mmHg at a pharmacy, 144/66
mmHg at a physician's office, and 132/74
mmHg at home represent the normal blood
pressure. Many participants also assumed
that the lowest blood pressure reading is
always  the These
misconceptions highlight gaps in participants’

most accurate.
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understanding of blood
interpretation across different measurement
settings. Current guidelines emphasize that
office, home, and ambulatory blood pressure
measurements have different diagnostic
thresholds and should be interpreted based
on repeated standardized measurements
rather than a single or lowest value [30,31].
Home blood pressure monitoring
improves diagnostic accuracy and helps
identify white-coat and masked hypertension
[32]. These findings suggest the need for
community education to improve awareness
regarding proper blood pressure
measurement and interpretation.

pressure

also

In this study, most respondents correctly
identified uncontrolled hypertension as a
cause of kidney failure, with 68.7% of males
and 31.2% of females providing the correct
response. misconceptions
regarding high cholesterol and lung cancer as
direct complications of hypertension were
observed, suggesting confusion between
complications and risk factors. Uncontrolled
hypertension can cause progressive vascular
and renal damage and is associated with
complications such as stroke, coronary artery
disease, heart failure, chronic kidney disease,
and hypertensive retinopathy [30,31,33].
These findings indicate the need for targeted
health education to improve awareness of
hypertension complications.

However,

Our study demonstrated that no significant
association was observed between blood
pressure status educational
(p=0.86), indicating that hypertension
prevalence did not differ across educational

and level

categories. Although education may influence
health awareness and behaviours, blood
pressure status is also affected by factors
such as age, obesity, dietary habits, physical
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inactivity, socioeconomic status, and
healthcare access. Similar findings have been
reported from community-based studies in
Bangladesh and Ethiopia, where multiple
demographic and lifestyle factors contributed

to hypertension risk [34,35]. Global evidence

also suggests that socioeconomic and
educational inequalities influence
hypertension awareness, treatment, and

control [36].

Similarly, no significant association was found
between blood pressure status and gender (p
= 0.183). This indicates that blood pressure
status did not differ significantly between
men and women in this study. Although
population-based studies have reported sex
differences in hypertension prevalence,
hypertension is influenced by multiple
biological, behavioural, and environmental
factors. Therefore, the lack of a significant
association in the present study should be
interpreted with caution and may reflect the
characteristics of the study population
[1,8,30,36]. Although this study provides
various useful insights, limitations such as
cross-sectional design, convenience sampling,
single-ward setting, small sample size, self-
reported data, use of student interviewers,
and lack of formal questionnaire validation
should be considered. Therefore, the findings
may have limited generalizability to the wider
population.

CONCLUSIONS

The study found that knowledge of
hypertension among the participants was
satisfactory, with several misconceptions

about its causes, symptoms, treatment, and
complications. Although some participants
were aware of common risk factors and
preventive measures, important knowledge
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gaps remained. These findings highlight the
need for community-based health education
to improve awareness and promote better
prevention and management of hypertension
at local as well as national levels.
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