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ABSTRACT

Introduction: Hypertension is growing among the population of Nepal. We aimed to determine
the current knowledge, attitude and practice of hypertension among hypertensive patients taking
antihypertensive medication in the community of Central Nepal.

Methods: A cross-sectional study was conducted among the hypertensive patients in Bharatpur,
Chitwan, Nepal from July 2015 to September 2015 using clustered sampling technique. Suitably
designed and validated questionnaire of knowledge, attitude and practice on hypertension consisting
of 27 questions were used to determine the KAP scores. The difference in the median KAP scores
between sex, level of education and duration of hypertension were assessed using Mann-Whitney
U test.

Results: A total of 200 patients met the inclusion criteria and majority of them were male (60%), had
received primary education (36%) and had hypertension for =5 years (46.5%). The blood pressure
ranged from 100-180/60-110 mmHg. The median K, A and P scores were 8 (6), 5 (1) and 6 (3)
respectively. K and A were statistically associated with sex both at p<0.001 and level of education (K
at p<0.001 and A at p=0.016).

Conclusions: The current knowledge, attitude and practice among hypertensive patients using
antihypertensive medication can be improved.

Keywords: attitude; hypertension; knowledge; practice.

INTRODUCTION

Hypertension globally contributes to nearly 7.5 million
annual deaths' and affecting a huge population, mostly in
low- and middle-income countries, with its consequences
such as heart disease, stroke, peripheral vascular
diseases, kidney failure, and premature disability.??
The prevalence of hypertension in Nepal, including
those under medication is 25.7%.* Hypertension can
be management by pharmacological approaches and
non-pharmacological approaches.>®’ Studies have
demonstrated that good knowledge on hypertension
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is associated with better control of hypertension.®®
However, community based studies have shown
inadequate knowledge and, poor attitude and practice
among patients with hypertension in Western Nepal®,
Pakistan®'®and USA."" Such level of knowledge, attitude
and practice affect the control of high blood pressure
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despite of appropriate treatment.® Furthermore, a study
in per-urban area of Nepal with cardiovascular diseases
(CVD) suggests that the community awareness of
such diseases is poor.'> Therefore, we aimed to
assess the baseline knowledge, attitude and practice
of hypertension among hypertensive patients taking
antihypertensive medication from Central Nepal. This
baseline assessment will allow opportunities to develop
interventional strategies that can create community
awareness about hypertension.

METHODS

Study design and site: A community based descriptive
study on knowledge, attitude and practice of
hypertensive patients under antihypertensive medication
was carried out in Bharatpur Sub-metropolitian city,
Nepal from July 2015 to September 2015. The approval
for this research was obtained from the Committee of
Pharmaceutical Research (Shree Medical and Technical
College), Bharatpur, Nepal and a written consent was
taken from each patient before participating them for
the study.

Inclusion and exclusion criteria: Participants who have
been taking antihypertensive medication for more than
6 months due to diagnosis of hypertension, with or
without concurrent disease, aged > 30 years, both sex
and willing to participate in the study were included
in the study. Pregnant women and unresponsive
participants were excluded.

Sample size and sampling: A sample size of 200 was
taken to determine the pre-existing knowledge, attitude
and practice (KAP) of the patients with hypertension
taking antihypertensive medication using cluster
sampling method. The 29 wards of Bharatpur sub-
metropolitan city were considered as clusters. Since
the sampling frame was unknown the recent population
census of 2010 (199867) provided by the Bharatpur
Municipality'® was used to determine required sample
from each ward.

Data collection: The data on pre-existing KAP of
200 patients were collected using 27-itemed pre-
validated®'#'® questionnaire through an interview
method and blood pressure (BP) was measured using
sphygmomanometer and stethoscope. A standard
patient profile form was built for collecting data on
sociodemographic information. There were 13 questions
for assessing knowledge, 5 questions for assessing
attitude and 9 questions for assessing practice. The
English form of the questionnaire was translated into
Nepali and pilot tested on 10 hypertensive patients
(5 males and 5 females) who met our inclusion and
exclusion criteria and the reliability using Cronbach’s
alpha test was 1=0.708. Patients involved in pilot were
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not included in the main study.

Data measurements: Knowledge and attitude answers
were scored one for correct and zero for incorrect
whereas, the practice answer was scored two for
frequent adherence towards the guidelines, one for
occasional adherence and zero for non-adherence
(never) for all the questions except question 4, 7 and 8
in which never was scored two, occasional was score
one and frequent was scored zero. The total score for
each outcome variable was obtained by adding the
score obtained from each question.

Statistical analysis and software used: The descriptive
statistics were performed with IBM-SPSS version 20
(IBM Corporation, Armonk, NY, USA).

RESULTS

There were total of 200 hypertensive patients
including 120 (60.0%) males and 80 (40.0%) females.
Age ranged from 30 to 98 years [mean +standard
deviation (SD)=49.31+13.95 vyears], weight was
between 40 to 95 kg [mean+SD=63.84+10.99 kgl,
systolic blood pressure (SBP) of 100 to 180 mmHg
[median(interquartile range or IQR)= 140(10) mmHg],
and diastolic blood pressure (DBP) of 60 to 110 mmHg
[median (IQR)=90(10) mmHgl. Among the total
participants, 41 (20.5%) of them had never gone to
school and majority of patients 72 (36.0%) had received
only primary level of education. More than three fourth
177 (88.5%) of the participants were married followed
by 15 (7.5.5%) widows. Similarly, 129 (64.5%) were
employment and 71 (35.5 %) were unemployed. A large
part of those interviewed 72 (36.0%) had hypertension
for more than 5 years. Most of the patients in our study
had diabetes 47 (23.5%) followed by visual impairment
17 (8.5%) and heart problem 11 (5.5%) (Table 1).

The median(IQR) knowledge (total score 13), attitude
(total score=5) and practice (total score =18) scores

were 11 (4), 3(3) and 9 (2) respectively (Table 2).

The statistics shows that none of the patients gave
100% correct answer in each of the question and
only 66 (33.0%) patients knew that antihypertensive
medicines may sometimes cause hypotension (Table 3).
Most patients identified that excessive salt intake (186,
93.0%), alcohol (181, 90.5) and being overweight
(177, 88.5%) are the risk factors of hypertension.

More than 50% patients gave correct answer to all the
attitude questions exceptonerelated to (14, 35%) before
intervention (Table 4). However, all of the questions
were correctly answered by all the participants after
the educational intervention but a 100% result was still
not achieved to the attitude question related to exercise
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(33, 82.5%).

Table 1. Baseline socio-demographic characteristics

Table 2. Knowledge, Attitude and Practice scores
(N=200).

Variables Median(IQR) Minimum Maximum
score score score
Knowledge 11(4) 1 13
Attitude 3(3) 0 5
Practice 9(2) 4 17

Table 3. Correct response of the patients towards
knowledge (N =200).

Questions n (%)
Do you know the normal BP reading? 154 (77.0)
Do you know what the high BP is? 140 (70.0)
Do you know what complications can
arise if BP is not controlled? 124 (62.0)
Is high BP hereditable? 113 (56.5)
Is excessive salt intake one of the risk
factors for developing high BP? 186 (93.0)
Is excessive alcohol intake one of the
risk factors for developing high BP? 181 (90.5)
Is being overweight one of the risk
factors for developing high BP? 177 (88.5)
Do you know about the symptoms of
high BP? 182 (91.0)
Do you know about the symptoms of
low BP? 165 (82.5)
Do you know how high BP is managed? 164 (82.0)
Do you have to take antihypertensive
medicines for life long? 191 (95.5)
Do antihypertensive medicines
sometimes lower you BP below normal? 66 (33.0)
Is regular BP measurement necessary
for high BP patients? 111 (55.5)

Table 4. Correct response of the patients towards
attitude (N =200).

Questions n(%)
houl It intak

Should we reduce.sat intake to 190 (95.0)
prevent hypertension?
!30 you think regular checking of BP is 143 (71.5)
important?
Should k in touch with th

ou. : we keep in touch wi e 157 (78.5)
physician regularly?
D hink | ication i
: oyout |.n regular mledlcatlon is 107 (53.5)
important in hypertension?
Should we exercise regularly for 83 (41.5)

healthy life?

(N=200).
Characteristics  Categories n (%)
Age (years) 30 to 98 200 (100.0)
SBP(mmHg) 100 to 180 200 (100.0)
DBP (mmHg) 60 to 110 200 (100.0)
Weight (kg) 40 to 95 200 (100.0)
Sex Male 120 (60.0)
Female 80 (40.0)
Never married 5 (2.5)
Married 177 (88.5)
Marital Status Divorced 2 (1.0)
Separated 1 (0.5)
Widowed 15 (7.5)
Never went 41 (20.5)
Primary school 72 (36.0)
ot peEdy e 310199
10 ( 5.0)
school
University 46 (23.0)
Government 15 (7.5)
employee
Non-government
. emplgyee 25112.5)
Occupation Self-employed 70 (35.0)
Student 1 (0.5)
Unemployed 71 (35.5)
Other 18 (9.0)
<1 year 28 (14.0)
Duration of 1-2 year 30 (15.0)
hypertension 3-4 years 49 (24.5)
>b5 years 93 (46.5)
Heart Problem Yes 11 (5.5)
E’aralyms of Yes 6 (3.0)
limb
Visual Yes 17 (8.5)
impairment
Kidney Problem Yes 8 (4.0)
Diabetes Yes 47 (23.5)
1 148 (74.0)
:‘;Z’igfr::f % 45 (22.5)
3 7 (3.5)
Smoker Yes 58 (29.0)
None 131 (65.5)
>once per day 10 (5.0)
Once per day 14 (7.0)
loalel Gl o TGS [T 14 (7.0)
week
Once a week 6 (3.0)
<once a week 14 (7.0)
Seldom 11 (5.5)
JNMA | vOL 55 | NO. 2

Most patients frequently-measured their BP (170,
85.0%) and consulted their healthcare providers (134,
67.0%); occasionally-moderated their salt intake (129,
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64.5%), avoided fatty foods (160, 80.0%), measured

body weight

alcohol

(118, 59.0%),

(156, 78.0%);

and never consumed
performed physical exercise

(103, 51.5%), never smoked (134, 67.0%), never
missed their medication (92, 46.0% (Table 5)). There
were also higher number individuals who occasionally

miss their medication (84, 42.0%).

Table 5. Response of the patients towards the practice (N=200).
Never
Questions Frequent n (%) Occasional n (%)
n (%)
How often do you measure your BP? 170 (85.0) 29 (14.5) 1 (0.5)
How often do you moderate your salt intake? 65 (32.5) 129 (64.5) 6 (3.0)
How often do you avoid fatty food consumption? 29 (14.5) 160 (80.0) 11 (5.5)
How often do you consume alcohol? 27 (13.5) 55 (27.5) 118 (59.0)
How often do you perform physical exercise? 22 (11.0) 75 (37.5) 103 (51.5)
How often do you check your body weight? 19 (9.5) 156 (78.0) 25 (12.5)
How often do you smoke? 24 (12.0) 42 (21.0) 134 (67.0)
How often do you miss the dose of your medication? 24 (12.0) 84 (42.0) 92 (46.0)
How often do you consult your healthcare provider? 134 (67.0) 50 (25.0) 16 (8.0)
Table 6. Association of KAP scores and demographic variables (N =200).
Variables Knowledge Attitude Practice
Score P-value Score P-value Score P-value
Male 11(3) 4(2) 9(2)
Sex* <0.001" <0.001t 0.114
Female 9(3) 3(2) 8(3)
Never went 9(4) 3(3) 8(3)
Primary 9.5(4) 3(2) 8.5(3)
Level of
- Secondary 11(3) <0.001" 3(2) 0.016* 9(3) 0.367
education
Postsecondary 11(3) 4(3) 9.5(b)
University 12(2) 4(2) 9(3)
<1 year 11(3) 4(3) 10.5(5)
i 1-2 years 10(5) 3.5(2) 8(3)
Duration of Y 0.673 0.185 0.001*
hypertension 3-4 years 10(4) 4(2) 8(3)
>5 years 11(3) 3(2) 9(3)

*p<0.05, 'p<0.001, *Mann-Whitney U test

There was statistically significant association of
knowledge and attitude with both sex (p<0.001
and p<0.001 respectively) and level of education
(p<0.001 and p=0.016 respectively) as depicted in
table 6. Higher median scores of knowledge (K) and
attitude (A) were seen in male (K=11 and A=4) and

those with university level education (K=12 and A=4).
DISCUSSION

The current status of knowledge, attitude and practice
of hypertension among the hypertensive patients
taking antihypertensive medication in the community
of Bharatpur (Central Nepal) was explored. Our study
showed that the overall KAP scores was found to be
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medium except knowledge seems to be at a better
position than the other two scores. The knowledge
and practice of our study population contradicts with
the study population of Western Nepal.® However,
they had not assessed the attitude. A cross-sectional
study in South India, a neighbouring country of Nepal,
showed poor attitude scores than our study population.
Bharatpur is growing as a medical city and it consists
of citizens migrating from various parts of Nepal. The
variation in the findings among different studies might
be due to variation in education levels, influence of
education and awareness available to them.

Majority of the participants in our study had a better
understanding and attitude towards the risk of
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excessive salt intake to prevent hypertension. Salt
reduction has been suggested as a possible adjunct to
pharmacologic treatment to enhance blood pressure
control. Several studies have investigated this issue and
found that, for hypertensive patients who are receiving
antihypertensive medication; salt restriction provides
additional benefits in terms of blood pressure control.'®
However, the practice of salt moderation of our study
population was not very impressive. This shows that
patients know that they have to moderate their salt
intake but they may not have adequate knowledge on
total daily intake, dietary plan or even management
aspect of their salt intake. This also applies to other
dietary habits such as fatty food consumption and
alcohol intake. Our study had similar result with that
of Western Nepal, except that the patient in our study
group had poorer alcohol moderation practice.® There
were nearly one fourth patients who were smokers and
the same number were also alcohol drinkers which is
slightly higher than that depicted by the STEPS survey
2013 by NHRC.* Smoking is a strong risk factor for
cardiovascular diseases including hypertension'”'® and
alcohol intake is strongly associated with smoking.'®
However, independently moderation of alcohol (10-
20 g for men and up to 10 g for women) has been
cardiovascular protective but consumption beyond
these levels in hypertension is risky.?° It is also true
that an increased prevalence of hypertension in groups
with high alcohol consumption has been recognized for
a number of years. Majority of studies have reported
small but significant elevations in blood pressure
in those consuming three or more drinks per day in
comparison with non-drinkers. In multivariate analyses
the association was shown to be independent of a
variety of potential confounding factors, including age,
relative body weight, exercise, and smoking status,
that are known to be or are likely to be related to both
blood pressure and alcohol consumption.?' A detailed
history of alcohol consumption should be obtained from
patients with hypertension. Such patients should be
encouraged to reduce their consumption and be referred
for treatment of alcohol dependence.

Our study found that the attitude and practice of the
hypertensive patients in the community of Bharatpur
with regard to the medication adherence was at inferior
position. Medication non-adherence has been found to
be higher in males?? due to side effect of impotence
caused by some antihypertensive medication that in-
cludes thiazides, beta-blockers and alpha-blockers.?®
But our study population had 20% higher number of
males than females which might have contributed to
the number of individuals missing the dose of medica-
tion occasionally or frequently. Polypharmacy can have
an impact on the medication non-compliance and hence
contribute to hypertension prevalence. However, ma-

JNMA | VOL 55 | NO. 2

jority of our study population were prescribed single
medication and about one fourth were prescribed two
medications. Medication adherence in ambulatory pa-
tients can be improved by decreasing the frequency of
dosing and prescribing at the same time?* without alter-
ing the efficacy.

The attitude and practice of exercise was found poor
in our study. Most patients occasionally checked
their body and there were also individuals who never
checked their body weight. There is consistent evi-
dence that regular dynamic physical exercise (including
walking, cycling, non-competitive swimming and other
equivalent leisure activities) decreases both systolic and
diastolic blood pressure by 5-7 mmHg independent of
weight loss, alcohol intake or salt intake. There is also
evidence that moderate intensity exercise, in sessions
of 50-60 minutes, 3 or 4 times per week, may be more
effective than vigorous exercise in decreasing blood
pressure in hypertensive patients. Physical activity has
often been used in conjunction with weight reduction
strategies for the treatment of hypertension. Increased
physical activity, together with a reduction in caloric in-
take alone or in combination with a reduction in alcohol
intake and with or without a reduction in sodium intake
reduces the relative risk of hypertension.?

We observed a high statistically significant (p<0.001)
differences in the knowledge and attitude scores
between male and female. A cross sectional study in
Pakistan had shown that men had better knowledge
than female at p=0.03.° The reasons of better scores
in men might be due to limited opportunities available
to women in a society with deep rooted gender bias
against female.?® However, a KAP study on hypertension
by Sharma et al. (2014) suggest that gender is not
associated with awareness and practice of patients.®
But the KAP score differences among male and female
from our study depicts that female are in higher need for
educational intervention to improve their current KAP on
hypertension in our community. Similarly, a statistically
significant difference was also observed in the level
of education and KA scores and those with higher
education scored better KAP values than those with
lesser education level. A similar community based study
in Western Nepal also showed influence of education
on knowledge and practice score (p=0.01) indicating
that literate patients score better than their illiterate
counterparts.® A statistically significant association
was also observed with the duration of hypertension
and practice score which was not observed in the
study of Western Nepal.® Interestingly, in our study a
decline in the practice score was observed after one
year of hypertension. This suggest an intervention at
early stage of hypertension might be beneficial than the
latter stages.
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The accuracy of the KAP scores may vary with the
reluctance of study population to avoid negative
impression. Though Bharatpur consist of people
migrating from various geographical places and of
various ethnicity, we did not consider this while taking
the sample.

CONCLUSIONS

The prevalence of hypertension has an increasing
trend globally. Often problem of poor medication of
antihypertensive patient is due to the poor knowledge,
attitude and practice of patient regarding their
treatment and disease. The status of overall KAP
on hypertension among antihypertensive users of

Conflict of Interest: None.

Bharatpur need improvement to reduce the burden.
A proper educational intervention is essential on the
aspect of dietary habits that would rather improve
their practice. Our study also highlights the necessity
to focus such intervention related to knowledge and
attitude on women, and practice oriented intervention
to all the patient groups. Patients with earlier onset of
hypertension might respond to the intervention better.
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