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ABSTRACT 
 

Hypertension is becoming one of the major public health issues both in developed and 

developing countries. Prevention strategies for hypertension mainly based on 

modification of behavioral risk factors, which actually developed in young age and 

become established behavior in adult stage of life. Knowledge and belief can play in 

important role in determining and modifying the health related behavior. The 

objective of this study was to assess the knowledge and health belief about 

hypertension among selected university students in Dhaka city, Bangladesh. 

Descriptive type of cross-sectional study was conducted among undergraduate 

university students (17 to 25 years). A total 816 samples were selected through 

systematic random sampling technique. Data were collected through face-to-face 

interview by using pre-tested semi structured questionnaire. Ten knowledge questions 

(each contain 1 mark) and 20 health belief questions based on Health Belief Model 

(HBM) (assessed by five point likert scale) were used to assess the knowledge and 

health belief of the respondents. Study found, among 816 respondents, about 45.5% 

were female. The mean (± SD) age was 21.42 (± 1.85) years. About 56% respondents 

know the normal blood pressure level but only 18% know the high blood pressure 

level of the body. About 60%, 58% and 30% reported that Stress, Unhealthy diet and 

Overweight were the risk factors of hypertension respectively. However, about 93% 

respondents don’t know that hypertension is asymptomatic and about 49% don’t 

know that it is a lifelong diseases and have to take drugs for lifelong. About 68% and 

58% said that Stroke and Heart attack are the complications of hypertension. About 

65%, 58% and 54% reported that avoid unhealthy diet, reduce stress and regular 

physical activity can prevent hypertension. In case of health belief the mean (± SD) 

belief on Perceived susceptibility, severity, benefits and barriers about hypertension 

was 3.51 (± 0.54), 3.48 (± 0.51), 3.89 (± 0.46) and 3.40 (± 0.58) respectively. Study 

found very week positive significant correlation (r = 0.0256; p = 0.000) between total 

knowledge and health belief about hypertension. In conclusion, study revealed the 

insufficient knowledge about hypertension and has very weak positive significant 

correlation among knowledge and health belief of the university students. Therefore, 

knowledge should be improved about hypertension among young people and further 

investigate the relationship between knowledge and health belief about hypertension 

in large scale.   
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INTRODUCTION 

 

1.1. Introduction  

 

Globally hypertension or high blood pressure is now becoming one of the serious 

public health issues. It is one of the major risk factors for premature mortality and 

morbidity. It is also becoming more prevalent in developing countries like Bangladesh 

where limited health care resources are available. Hypertension is not only a disease 

of ageing people but also can develop among young or child as well. Although the 

actual cause of hypertension (secondary hypertension) is unknown but several risk 

factors are responsible for the development of this condition. The risk factors can be 

categorized into two broad spectrums. One is genetic or hereditary (can‟t change) and 

another is behavioral factors. The behavioral risk factors can be change or modify 

through the modification of human behavior by improving knowledge, attitude and 

belief. Therefore prevention strategies for hypertension have given more efforts to the 

modification of behavioral risk factors among the general population.  

 

Basically most of the lifestyle related behaviors are adopted during teen and young 

age and become established behavior at the adult stage of life. The lifestyle or 

behavior practiced in university life may persist or lasts for later stage of life. 

Therefore university settings are a very vital place where prevention program for 

hypertension can be started, where more chance to develop different kinds of risky 

and unhealthy behavior. In Bangladesh like a low middle income countries unhealthy 

life style is common among young people. There are also lack of health care facilities 

and educational programs as well. Study found lack of knowledge about hypertension 

among general people. Although hypertensive patient have some level of knowledge 

about hypertension but their practice is very low. Studies related to knowledge and 

beliefs about hypertension among young people especially university students are 

rarely found. Therefore it is very crucial to assess the level of knowledge and health 

belief about hypertension among this vulnerable group of people, in order to 

determine and modify the health behavior for the prevention of hypertension.   
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1.2. Background 

 

Hypertension, also known as high or raised blood pressure of the body is now 

becomes a global public health issue and the leading risk of premature mortality and 

morbidity
 (1). It is reported that, hypertension affects over one billion (1 billion) people 

globally, where about seven million (7 million) of them die annually as a direct result 

from hypertension
 (2)

. Almost three-quarters of those who are suffering from 

hypertension (about 639 million people) live in developing countries with limited 

health care resources and have very low level of knowledge 
(3)

. In case of mortality, 

every year approximately 17 million deaths occur from cardiovascular diseases 
(4)

 

where about 9.4 million death account for the complications of hypertension
 (5)

. Study 

found that hypertension is responsible for at least 45% of deaths due to heart disease 

and 51% of deaths due to stroke
 (4)

. 

 

Traditionally, a high burden of hypertension and its adverse consequences has been 

mistakenly thought to be an affliction of only economically developed countries
 (6,7)

. 

However, studies over the past two decades have reported that majority of people in 

many economically developing countries have blood pressure above the levels 

considered optimal with a high prevalence of hypertension present 
(8,9,10)

. Although a 

high prevalence of hypertension in all world regions has been previously reported, a 

recent publication from the „Global Burden of Disease (GBD) Study‟ has placed a 

renewed focus on the heavy toll of high blood pressure 
(3,11,7)

. 

 

Even though hypertension is considered the disease of elderly, different study 

reported that it also developed among the adolescents and young people as well 
(12)

. 

The cause of uncontrolled hypertension is multifactorial
 (13)

. Experts still don't fully 

understand the exact cause of hypertension but the things that are linked to high blood 

pressure include: aging, drinking more alcoholic, eating a lot of sodium (salt), being 

overweight or obese, inadequate physical activity, being under a lot of stress, eating a 

diet low in potassium, magnesium, and calcium and being insulin-resistant 
(14)

. The 

majority of the risk factors of hypertension are related to behavior and lifestyle. 

Several studies throughout the world have shown that lifestyle, such as physical 

activity and nutrition, plays an important role in preventing and controlling 
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hypertension and as well as preventing its long-term complications
 (15)

. However 

hypertension in children or adolescents also related to their lifestyle. So in order to 

prevent early development of hypertension it is necessary to change the lifestyle 

factors among them
 (16)

 

 

To actively improve the lifestyle, individuals must have knowledge and understanding 

about hypertension, potential health risks associated with this condition and as well as 

potential positive effects of lifestyle modification
 (17)

. Additionally, health belief is 

one determinants which can influence and modify health related lifestyle and 

behavior. Study has found inadequate knowledge and belief about blood pressure 

(BP) are also potential causes for non-adherence to taking antihypertensive drugs, and 

consequently, high rates of uncontrolled blood pressure (BP) 
(18)

. Therefore people 

should have the knowledge they need to take care of themselves, to be able to define 

their condition, to evaluate risk factors, and to appreciate the significance of lifelong 

medical control
 (19,20,21)

. 

 

Although several measures have taken to control the hypertension among adults 

population but young adults with hypertension are less likely to have their condition 

under control compared with middle-aged and older adults. Uncontrolled 

hypertension in young adults can increase risk for chronic kidney disease and strokes, 

especially among people with diabetes 
(22)

. It is found that the risk factors for non-

communicable disease begin early at the young age 
(23,24)

. Studies among university 

students showed that students are also at risk of developing non-communicable 

diseases, specially CVD and hypertension 
(25,26)

.
 

However there was no study 

conducted that examined knowledge and health beliefs about hypertension among 

university students. University years represent a major transition for students because 

they are living away from home for the first time and have to make lifestyle decisions 

regarding personal health without their parents. Students begin adopting unhealthy 

behaviors like binge drinking, smoking, using illicit drugs, and poor dietary choices
 

(27,28,29)
. Thus, university setting offers an excellent platform to study Hypertension 

among young adults. University health care providers need to include NCD health as 

part of their regular assessment in order to make students aware of Hypertension. 
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1.3. Rationale 

 

Although hypertension is the most commonly diagnosed condition in the world
 (30)

, 

but different surveys demonstrated that till now it is substantially underdiagnosed 
(31)

 

and poorly controlled 
(32)

. Especially in developing countries like Bangladesh where 

health care facilities are limited. Evidence showed that most of the risk factors of 

hypertension are related to behavior and can be prevented through the modification of 

unhealthy behavior in early stage of life. Moreover knowledge and beliefs about any 

health condition are useful for determining and modifying the unhealthy behavior of 

an individual 
(33,34)

. Many psychosocial theoretical models are used by health 

educators to change or explain behavior. The health belief model is one of them and 

has been used to explain and predict health behavior for more than 50 years 
(34)

. It is 

one of the most widely used models in the world
 (35)

. Therefore knowledge and health 

belief about hypertension are crucial for the prevention and control of hypertension. 

So far literature reviews, studies related to knowledge, belief and practice about 

hypertension mostly done among hypertensive population
 (36,37)

. Studies related to 

knowledge and beliefs about hypertension among general population especially young 

people are rarely found. 

 

Freedman et al (1999) said behaviors that are learned and started in adolescence will 

carry over to adulthood 
(38)

. So, unhealthy behavior developed in early stage of life 

and become established behavior in later stage of life. University students are 

vulnerable in developing different kinds of unhealthy behavior. Therefore, a 

university setting provides a unique opportunity to reach many young adults through 

disseminating hypertension risk reduction information 
(39,40)

. Usually, poor 

compliance, decisions and knowledge among young people influence them to develop 

healthy behavior. Poor understanding of hypertension is also based on their personal 

lay beliefs and lack of knowledge 
(41,42,43,44)

. Good knowledge of hypertension 

motivates individual for lifestyle modification, such as weight loss, alcohol reduction, 

regular aerobic exercise and increased consumption of fruit and vegetables. Petrie et 

al (1996) demonstrated that patients‟ perceptions of their illness accounted for a 

significant proportion of the variance between clinical disease severity and outcome
 

(45)
. Certain beliefs should be viewed as maladaptive because they act as barriers to 
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adherence or predict higher levels of disability and reduced quality of life. Therefore 

for the prevention of hypertension a sound understanding of people‟s knowledge and 

beliefs are required in this regard 
(46,47)

. 

 

Several studies have done in different countries in different settings but so far 

literature review, no studies have found in Bangladesh related to knowledge and 

belief about hypertension among young people specially university students, who are 

vulnerable. We actually don‟t know about level of knowledge, belief and perception 

on hypertension of our young university students.  Therefore it is very important to 

explore the level of knowledge and belief on hypertension and determine whether 

there is any association between knowledge and belief on hypertension among young 

people especially university students.  
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1.4. Research question 

 

What are the overall levels of knowledge and health beliefs about hypertension among 

selected university students in Dhaka city: Bangladesh? 

 

1.5. Research objective 

 

1.5.1. General objective 

To assess the levels of knowledge and health belief about hypertension among 

selected university students in Dhaka city, Bangladesh. 

 

1.5.2. Specific Objectives 

1. To assess the level of knowledge about hypertension among the respondents. 

2. To assess the health belief about hypertension among the respondents. 

3. To assess the socio-demographic characteristics of the respondents.  

4. To ascertain the association between knowledge and health belief about 

hypertension of the respondents. 

5. To determine the relationship between knowledge about hypertension and socio-

demographic characteristics of the respondent. 

6. To determine the relationship between health belief about hypertension and socio-

demographic characteristics of the respondent. 
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1.6. Operational Definition 

 

1.6.1. Knowledge 

 

Knowledge is a part of cognitive domain which involves recalling data or 

information. For example identifying the symptoms of a disease or knowing safety 

procedures. 

 

1.6.2. Hypertension knowledge 

 

To assess the hypertension knowledge study use ten questions. These are: meaning of 

hypertension, normal blood pressure level, high blood pressure level, risk factors of 

hypertension, knowledge about feeling symptom of hypertension when it develop, 

knowledge about duration of becoming cure from hypertension, knowledge about 

duration of taking hypertensive drugs, complications of hypertension, prevention of 

hypertension and specific age for the development of hypertension.   

 

1.6.3. Health belief 

 

Beliefs are convictions that a phenomenon is true or real. In other words beliefs can 

be explained as statements of perceived fact or impressions about the world, which 

are neither correct nor incorrect. 

 

1.6.4. Health Belief Model (HBM) 

 

The Health Belief Model (HBM) was used as a theoretical framework for this study. 

HBM is one of the most widely used conceptual frameworks in health behavior 

research and it is designed to explain health behavior by better understanding beliefs 

about health. There are four main construct of HBM. These are: perceived 

susceptibility, perceive severity, perceived benefits, and perceived barriers.  
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1.6.5. Perceived susceptibility 

 

Perceived susceptibility refers to “beliefs about the likelihood of getting a disease or 

condition” 

 

1.6.6. Perceived severity/seriousness 

 

Perceived severity/seriousness refers to “feelings about the seriousness of contracting 

an illness or of leaving it untreated include evaluations of both medical and clinical 

consequences and possible social consequences”. 

 

1.6.7. Perceived benefits 

 

The construct of perceived benefits is a person‟s belief of the value or usefulness of a 

new behavior while trying to reduce the risk of developing a disease. 

 

1.6.8. Perceived barrier 

 

Perceived barrier is an individual‟s own evaluation of the obstacles in the way of him 

or her adopting a new behavior. 

 

1.6.9. Hypertension/ high blood pressure 

 

High blood pressure (HBP) or Hypertension (HTN) is a condition in which the blood 

vessels have persistently raised pressure. When pressure of the blood on blood vessels 

stays elevated beyond the normal over time called high blood pressure/ hypertension. 

In this study the normal blood pressure level was considered as less than equal 120/80 

mm of Hg and high blood pressure level was more than equal 140/80 mm of Hg.  

 

1.6.10. University student 

 

Students who are currently studying at undergraduate level in the university were 

considered as population of this study. 
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LITERATURE REVIEW 

 

2.1. Blood pressure 

 

In human body, blood is carried from the heart to all parts through the blood vessels. 

Each time when the heart beats, it pumps blood into the vessels. Blood pressure (BP) 

is the pressure exerted by circulating blood upon the walls of blood vessels when the 

heart beats. A human body needs blood pressure to move the blood throughout the 

body so that every part of the body can get the oxygen it needs 
(48,49,50)

. It is one of the 

principal vital signs measured to assess general health condition. Generally the higher 

the pressure the harder the heart has to pump in the body 
(1)

. 

 

The measurement/reading of blood pressure gives two numbers and measured in 

millimeters of mercury (mm Hg). The top number is called the „systolic blood 

pressure‟ and the bottom number is „diastolic blood pressure‟ 
(51)

. When heart beats, it 

contracts and pushes blood through the arteries to the rest of the body. This force 

creates pressure on the arteries. This is called systolic blood pressure. The normal 

systolic blood pressure is below 120 mmHg. The diastolic blood pressure number or 

the bottom number indicates the pressure in the arteries when the heart rests between 

beats. The normal diastolic blood pressure number is less than 80 mmHg 
(52,53)

. 

 

Healthy arteries (the blood vessels that carry oxygen-rich blood from the heart to the 

rest of the body) in the body are elastic. They can stretch to allow more blood to push 

through them. How much they stretch depends on how hard the blood pushes against 

the artery walls. To stay healthy, it‟s important that human blood pressure should be 

within a healthy range
 (48)

. But blood pressure can vary depending on situation, 

activity and disease states, and is regulated by the nervous and endocrine systems. 

Usually blood pressure that is pathologically low is called hypotension, and pressure 

that is pathologically high is called hypertension. Both have many causes, risk factors 

and can range from mild to severe, with both acute and chronic forms. 
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2.2. Hypertension (HTN) or High blood pressure (HBP) 

 

High blood pressure (HBP) or Hypertension (HTN) is a condition in which the blood 

vessels have persistently raised pressure 
(1)

. According to American heart association, 

when pressure of the blood on blood vessels stays elevated beyond the normal over 

time called high blood pressure. High blood pressure is "the silent killer" because it 

usually has no symptoms
 (54)

. Some people may not find out they have it until they 

face any troubles. Once high blood pressure has developed, it usually lasts for 

lifetime. However, the good news is that it can be treated and controlled. If not 

treated, hypertension/high blood pressure can have deadly health consequences 
(53,55)

. 

Normal blood pressure in a healthy adult is the pressure of the blood below or equal to 

120 mm Hg when the heart beats (systolic) and the pressure of the blood below or 

equal to 80 mm Hg when the heart relaxes (diastolic). If the systolic blood pressure is 

equal to or above 140 mm Hg and the diastolic blood pressure equal to or above 90 

mm Hg, it is considered to be high blood pressure or hypertension 
(1,53)

. Sometimes 

hypertension causes symptoms such as headache, shortness of breath, dizziness, chest 

pain, palpitations of the heart and nose bleeds. However, most people with 

hypertension have no symptoms at all. Therefore, high blood pressure (HBP) or 

hypertension is a widely misunderstood medical condition. The truth is, anyone can 

be a calm, relaxed person and still have high blood pressure
 (53)

. 

 

There are two main types of high blood pressure/hypertension. One is „Essential or 

Primary hypertension‟ and another is „Secondary hypertension‟. Essential 

hypertension is the term for high blood pressure with unknown cause and there is no 

specific disease process involved. This is the type of high blood pressure that most 

people have. It accounts for about 95% of cases. „Secondary hypertension‟ is the term 

for high blood pressure when the change in blood pressure comes as a result of (or 

secondary to) a specific disease or defect. This is rare and is caused by conditions 

such as kidney disease, problems with glands that produce hormones, and congenital 

problems affecting a blood vessel near the heart or brain 
(56,57)

. 
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2.2.1. Epidemiology of Hypertension 

 

Hypertension is now become an important public health challenges worldwide 

because of its high prevalence and concomitant increase in risk of disease 
(58,59)

. It is 

the most important modifiable risk factor for cardiovascular, cerebrovascular and 

renal diseases. The comparative Risk Assessment Collaborating Group has identified 

hypertension as the leading global risk factor for mortality and as the third leading 

risk factor for disease burden 
(60)

. According to WHO report, globally hypertension 

causes 7.5 million deaths which are the 12.8% of the total of all deaths. It is estimated 

that hypertension accounts for 57 million disability adjusted life years (DALYS) or 

3.7% of total DALYS. The overall prevalence of raised blood pressure/hypertension 

in adults aged 25 and over was around 40% in 2008. The proportion of the world‟s 

population with high blood pressure, or uncontrolled hypertension, fell modestly 

between 1980 and 2008. However, because of population growth and ageing, the 

number of people with uncontrolled hypertension rose from 600 million in 1980 to 

nearly 1 billion in 2008 
(61)

. Study found that, in case of mortality, every year 

approximately 17 million deaths occur from cardiovascular diseases globally
 (4)

 where 

about 9.4 million death account for the complications of hypertension
 (5)

. Study found 

that hypertension is responsible for at least 45% of deaths due to heart disease and 

51% of deaths due to stroke 
(4)

. Analysis of the global hypertension burden reveals 

that over 25 % of the world‟s adult population in 2000 suffered from hypertension and 

this proportion is expected to increase to 29 % by 2025 
(62)

. 

 

Hypertension is now becoming an important public health concern in developing 

countries. The trends of prevalence of hypertension suggest that it has increased in 

economically developing countries in recent years while remaining stable or having 

decreased in developed countries 
(63)

. However across the WHO regions, the 

prevalence of raised blood pressure/hypertension was highest in Africa, where it was 

46% for both sexes combined. Both men and women have high rates of raised blood 

pressure in the Africa region, with prevalence rates over 40%. The lowest prevalence 

of raised blood pressure was in the WHO Region of the Americas at 35% for both 

sexes. Men in this region had higher prevalence than women (39% for men and 32% 

for women). In all WHO regions, men have slightly higher prevalence of raised blood 

pressure than women. Across the income groups of countries, the prevalence of raised 
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blood pressure/hypertension was consistently high, with low, lower middle and upper 

middle countries and, all having rates of around 40%. The prevalence in high income 

countries was lower, at 35% 
(61)

. 

 

In the South-East Asia Region it is estimated that the prevalence of hypertension of 

adult is 36%. WHO reported that high blood pressure is the leading risk factor for 

death claiming 1.5 million lives each year in the Region. One in three adults in this 

region has high blood pressure and males have a slightly higher prevalence of high 

blood pressure than females. The prevalence of high blood pressure in SEAR ranged 

from 19% in Democratic People‟s Republic of Korea to 42% in Myanmar. However, 

prevalence of hypertension is increasing in many countries in the Region. In India, 

raised blood pressure increased from 5% in the 1960s to nearly 12% in 1990s, to more 

than 30% in 2008. In Indonesia, the percentage of adult population with raised blood 

pressure increased from 8% in 1995 to 32% in 2008. In Myanmar, the Ministry of 

Health reported an increase in high blood pressure prevalence, from 18% to 31% in 

males, and from 16% to 29% in females during 2004–2009 
(64,65)

. 

 

Bangladesh is passing through a phase of epidemiological transition from 

communicable diseases to non-communicable disease (NCDs) and currently has a 

double burden of disease 
(66)

. This means that the prevalence of hypertension is 

modest now but will show a rising trend. The estimated prevalence of hypertension 

from 1976 to 1994 was 11.3% 
(67)

. Meta-analysis from 1995 to 2009 the prevalence of 

hypertension among the Bangladeshi adult population (age ≥ 15 years) was 13.5% 

(with 95% CIs ranging from 12.7% to 14.2%)
 (68)

. 

 

2.2.2. Causes and Risk factors of Hypertension 

 

In many people with high blood pressure, a single specific cause is not known. This is 

called essential or primary high blood pressure 
(55)

. However, as of 90% cases high 

blood pressure cause is unknown but there are several factors can increase the risk of 

developing the condition 
(69)

. Basically, risk factors are conditions or behaviors that 

increase the chances of developing any disease/condition. Therefore when someone 

has more than one risk factor, the risk of developing any condition/disease greatly 

multiplies. Some risk factors are related to behavior and lifestyle and can be 
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controlled and, some are not (e.g: age, family history) 
(70)

. Risk factors of high blood 

pressure fall into two categories: those you can control, and those that are out of 

control. Risk factors that can be controlled are: Overweight/obesity, Unhealthy diet: 

especially high in sodium, Lack of physical activity, drinking too much alcohol, 

Smoking and tobacco use, Stress, Sleep apnea. Risk factors that can‟t be controlled 

are: Family history, Age, Gender, Race 
(48)

.  

 

2.2.3. Sign and symptoms of Hypertension 

 

High blood pressure (hypertension) usually has no obvious symptoms. Many people 

have high blood pressure/hypertension, for years without knowing it. That‟s why high 

blood pressure is called the „Silent killer‟. The only way to know if someone has high 

blood pressure is to measure the blood pressure periodically. All adults should get 

their blood pressure checked at least once every five years. However in some rare 

cases, where a person has very high blood pressure, they can experience symptoms, 

including: a persistent headache, blurred or double vision, nosebleeds, shortness of 

breath
 (71)

 but no significant strong evidence has found till now.  

 

2.2.4. Complications of Hypertension 

 

Healthy arteries in human body are made of muscle and a semi-flexible tissue that 

stretches like elastic when the heart pumps blood through them. The more forcefully 

that blood pumps, the more the arteries stretch to allow blood to easily flow. Over 

time, if the force of the blood flow is often high, the tissue that makes up the walls of 

arteries gets stretched beyond its healthy limit and damaged. This creates problems in 

several ways. First, the overstretching creates weak places in the blood vessels, 

making them more prone to rupture. Second, the overstretching can cause tiny tears in 

the blood vessels that leave scar tissue on the walls of arteries and veins. These tears 

and the scar tissue are like nets, and can catch debris such as cholesterol or blood cells 

traveling in the bloodstream. Trapped blood can form clots that can narrow (and 

sometimes block) the arteries. These clots sometimes break off and block vessels and 

the blood supply to different parts of the body and causes heart attacks or strokes. 

Damage to the vessels that supply blood to the kidneys and brain may negatively 

affect these organs 
(53)

.  
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2.2.5. Diagnosis of Hypertension 

 

As there are no specific obvious symptoms of detecting high blood pressure therefore 

to find out if someone have high blood pressure, need to test the blood pressure by a 

healthcare professional. Blood pressure test is very simple, quick and painless 

method. Healthcare professionals use a medical instrument called a 

sphygmomanometer, which in layman's terms is known as a blood pressure monitor. 

Optimal blood pressure is less than 120/80 mm Hg (systolic pressure is 120 mm of Hg 

and diastolic pressure is less than 80 mm of Hg). American Heart Association 

recommended the high blood pressure level for adult person is more than equal 

140/90 mm Hg mercury
 (72)

. 

 

2.2.6. Management of Hypertension 

 

Hypertension is already a highly prevalent cardiovascular risk factor worldwide 

because of increasing longevity and prevalence of contributing factors such as 

obesity. The treatment of hypertension has been shown to prevent cardiovascular 

diseases and enhance lifestyle. However hypertension remains inadequately managed 

everywhere. Multiple guidelines for the more effective management of hypertension 

have been published. However, guidelines to be useful in clinical practice, must be 

evidence-based and up-to-date
 (73)

.  

 

The overall objectives of antihypertensive treatment are to prevent the occurrence of 

cardiovascular disease due to damage to the heart and blood vessels caused by 

sustained high blood pressure, and consequent functional impairment and death. In 

patients who have already developed cardiovascular disease, treatment is aimed at 

preventing progression or recurrence, reducing mortality and, thus, helping patients 

with hypertension to lead their lives as do healthy people 
(74)

. The results of 

randomized case–control comparative studies provide the best scientific basis for 

evaluating the effects of antihypertensive treatment which is based on lifestyle 

modifications and drug therapy. The time of initiating antihypertensive drug therapy 

should be determined according to the level of blood pressure and the presence or 

absence of risk factors for cardiovascular disease and organ damage. In principle, 

antihypertensive drug therapy should be started with a low dose of a long-acting drug 



[17] 
 

once a day
 (74)

.  Lifestyle modification is indicated for all patients with hypertension, 

regardless of drug therapy. It may reduce, or even abolish, the need for 

antihypertensive drugs. Lifestyle modifications include restriction of salt intake, do 

adequate physical exercise, restriction of alcohol intake, promotion of fruit and 

vegetable consumption, restriction of intake of saturated fatty acids and total lipids, 

and cessation of smoking 
(75)

. 

 

2.3. Knowledge about Hypertension 

 

Bloom (1956) identified six categories of cognitive learning. The first or very basic of 

these categories is knowledge, which involves recalling data or information, for 

example identifying the symptoms of a disease or knowing safety procedures. The 

second level is comprehension (lowest level of understanding), third level is 

application (using learned material), fourth level is analysis (ability to analyze learned 

material), fifth level is synthesis (creating from learned material), and sixth level is 

evaluation (ability to judge the value). As we move through these levels, higher level 

of mental functioning is required
 (76)

. Knowledge can be tested as being correct or 

incorrect. The usual methods by which knowledge is tested are true/false questions or 

multiple choice questions or matching and short essay questions 
(77,78)

. 

 

In order to prevent hypertension it is very essential to have adequate knowledge and 

awareness about it among the general people. Although it is well-defined the 

preventive strategies of hypertension through lifestyle and dietary modifications, but 

it is not clear whether the public has access to this knowledge and services. An insight 

into the communities‟ knowledge and perceptions on hypertension is important as 

prevention requires a life-long adoption of healthy lifestyles. Also, it is essential to 

gather such information from different communities in order to develop community-

specific information, education and communication (IEC) and appropriate strategies 

to bring about behavioral change. Aubert et al. emphasized the need to gather 

epidemiological and knowledge, attitude and practices (KAP) data on hypertension 

(79)
.  

 



[18] 
 

Most of the literatures related to the knowledge and awareness of hypertension have 

done among the hypertensive patients. However a limited study have found among 

healthy population especially among the young people. Although the level of 

awareness about hypertension among hypertensive patients range from mild to 

moderate but still now people are less aware regarding this facts, especially in 

prevention and management 
(80)

.  However, awareness about hypertension varies 

considerably between countries and regions. In developed countries there are one half 

to two third of hypertensive patients in the general population aware of their diagnosis 

and one third to one half receiving treatment. The level of awareness and treatment in 

most developing countries tend to be lower than those reported in developed countries
 

(81)
. Another review said from different national and regional surveys that 

hypertension is common in developing countries, particularly in urban areas, and that 

rates of awareness, treatment, and control are low 
(82)

. In African region study found 

that there are low levels of awareness and treatment of hypertension and even lower 

levels of control in different part of African region
 (83,84)

. However, one systematic 

review showed that the prevalence, awareness, treatment and control of hypertension 

in developing countries are coming closer to those in developed countries
 (85)

. 

 

A systematic review in India reported that the awareness of HTN in India is low with 

suboptimal control rates 
(86)

. Another systematic review and meta-analysis showed 

that about 33% urban and 25% rural Indians are hypertensive. Of these, 25% rural and 

42% urban Indians are aware of their hypertensive status, which is quiet low
 (87)

. 

Different studies showed that the level of awareness regarding hypertension among 

the hypertensive population is insufficient and situation among non-hypertensive 

especially young people is not known 
(88,89)

. A joint study in Bangladesh and India 

revealed that only 45 % of the hypertensive subjects were aware of their elevated 

blood pressure status. However, only about 10% of hypertensive subjects were having 

their blood pressure controlled according to current JNC–VI recommendations. Study 

also demonstrated that women were more aware of their hypertensive status and more 

likely than men to be treated 
(89)

. 
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2.4. Health Belief about Hypertension 

 

Beliefs are convictions that a phenomenon is true or real
 (90)

. In other words beliefs 

can be explained as statements of perceived fact or impressions about the world, 

which are neither correct nor incorrect. For example, a student enters into the 

classroom and says that the classroom is big. For that student the classroom seems big 

because she might have been used to smaller classroom and from her perspective this 

classroom is big for her. Another student enters the same classroom and says that the 

classroom is small. That student might have been used to bigger classrooms and from 

her perspective the classroom is small. Both the student‟s statements about the class 

are right, but their beliefs are different. 

 

A very common health belief is that going outside with wet head causes pneumonia. 

Modern medicine tells us that pneumonia is a bacterial disease and can happen from 

many causes but wet head is not one of them. However, if people belief that wet head 

causes pneumonia, then they might not go out with the wet head. An elderly woman 

might not go to get pneumonia vaccine because her beliefs are staying indoor until her 

hair get dry keeps her away from getting pneumonia. Some people‟s belief about 

smoking is that it is dirty, expensive, and can cause cancer while others might belief 

that smoking is relaxing and sociable. There is no one definitive scale to measure 

health beliefs as health belief tends to change and beliefs are different from individual 

to individuals and from one behavior to another behavior
 (90)

. Various researches that 

were completed using HBM constructs have used Likert scales from “strongly agree 

to strongly disagree” to measure health beliefs
 (91,92)

. 

 

Study showed that perceptions may be important in compliance and performance 

improvement 
(93)

. However, if someone thinks that hypertension is a controllable 

disease, therefore this perception influence individual for healthy behavior (94). A 

study reported that the respondents who perceived high susceptibility, severity, 

benefit had better adherence compared to moderate and low susceptibility, severity, 

and benefit 
(95)

. Several study have found about health belief on hypertension 

however, related study is rarely done in developing countries. 
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2.5. Health Belief Model 

 

The Health Belief Model (HBM) was used as a theoretical framework for this study. 

HBM is one of the most widely used conceptual frameworks in health behavior 

research and it is designed to explain health behavior by better understanding beliefs 

about health 
(96)

. This model was originated from a group of social psychologists who 

worked in the U.S. Public Health Service in the 1950s: Godfrey Hochbaum, Stephen 

Kegels, and Irwin Rosenstock. These psychologists were concerned about why people 

were not participating in free tuberculosis screening program offered by Public Health 

Service. To explain this phenomenon, and help recruit more people on screenings 

programs, these psychologists developed HBM
 (77)

. 

 

The HBM is based on value expectancy theory developed by Kurt Lewin
 (97)

, who 

explained that behavior change depends on two things: i) the desire to avoid illness or 

get well (value); and ii) the belief that a specific health action available to a person 

would prevent illness (expectancy). The expectancy was further described in terms of 

the individual‟s approximations of personal susceptibility to and perceived severity of 

an illness, and likelihood of being able to reduce that threat through personal action. 

Initially, the HBM was used to address preventive health behaviors, later it was 

applied to illness behaviors, and behaviors related to chronic illness 
(98)

. 

 

The following perceptions: perceived susceptibility, perceive severity, perceived 

benefits, and perceived barriers are the main four constructs of HBM. Each of these 

perceptions, individually or in combination, are used to explain health behaviors. 

Additional constructs such as cues to action, motivating factors, and self-efficacy 

have been added to the model. This study will be based on the four main constructs of 

HBM 
(90)

.  

 

Perceived susceptibility refers to “beliefs about the likelihood of getting a disease or 

condition”
 (91)

. For example, college students must believe that there is possibility of 

getting CVD if they do not practice healthy behaviors. Perception of susceptibility 

vary among individuals to any given illness or disease. There are some people on one 

extreme who completely deny any possibility of getting the disease, whereas other 
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people might admit the possibility of acquiring the disease but believe that it is not 

likely to happen to them
 (77)

. The last groups of people are very much fearful of 

getting the disease but still believe that they will not acquire it. According to HBM, 

the more susceptible a person feels the greater likelihood of his or her taking 

preventive measures
 (91,77)

. Perceived susceptibility has a strong cognitive component 

and is partly dependent on knowledge 
(90)

. 

 

Perceived severity/seriousness refers to “feelings about the seriousness of contracting 

an illness or of leaving it untreated include evaluations of both medical and clinical 

consequences and possible social consequences”
 (91)

. This perception also differs from 

person to person. Some people might perceive the disease purely from medical 

perspective and are mostly worried about signs and symptoms, while others might 

look from social perspective like adverse effects on the job, family, and relationships
 

(77)
. Rosenstock (1974) explained that like perceived susceptibility, perceived severity 

also has strong cognitive component which depends on knowledge 
(90)

. According to 

HBM, health educators need to build perceived severity by explaining the severity of 

the disease and personalizing those to participants. For example, college students 

might be explained that consumption of large amount of saturated fats may lead to 

development of CVD and might also share an example of community member who 

had a heart attack
 (77)

.  

 

The construct of perceived benefits is a person‟s belief of the value or usefulness of a 

new behavior while trying to reduce the risk of developing a disease
 (91)

. People tend 

to engage in a behavior when they believe that there is benefit of doing it. For 

example, smokers will never quit if they do not believe that quitting is beneficial to 

their health or people might not eat enough fruits and vegetables if they do not know 

the benefits of eating five servings of fruits and vegetables a day. Even though 

procedure of mammogram and colonoscopy is uncomfortable, people still go for 

screening knowing the benefits of reducing breast and colon cancer. 

 

Perceived barrier is an individual‟s own evaluation of the obstacles in the way of him 

or her adopting a new behavior 
(91)

. An individual may believe that taking preventive 

action is good to reduce perceived susceptibility and perceived severity, but may 

consider the action to be expensive, inconvenient or upsetting
 (90)

. In order for a new 
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behavior to be adopted, a person should believe that benefits of adopting a new 

behavior should outweigh the consequences of continuing old behavior. This enables 

to change old behavior and adopt new behavior. Among all the constructs of HBM, 

perceived barriers are the most significant in determining behavior change
 (91) 

. 
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METHODOLOGY 

 

3.1. Study design 

 

This study was descriptive type of cross-sectional study conducted among university 

students in Dhaka city, Bangladesh. Cross-sectional study defines „the study that 

involves observations of a sample or a population or a phenomenon at one point in 

time‟ 
(99)

. Therefore, in this study the university students (samples) were tested at one 

particular time.  

 

3.2. Study settings 

 

Selected two reputed public universities in Dhaka city, named Dhaka University and 

Jagannath University were the settings of this study.  

 

 The University of Dhaka also known as Dhaka University is the oldest university 

in modern Bangladesh and established in 1921. Today, it is the largest public 

university in Bangladesh, with a student body of 33,000 and a faculty of 1,800. 

Students from different parts of Bangladesh come here to study in this university.  

 

 Jagannath University is another Public University in Dhaka (the capital of 

Bangladesh) situated in the southern part of Dhaka city called Sadarghat near the 

river Buriganga. Jagannath University was established in 2005. It is one of the 

first growing public university having around 20,000 students.  

 

3.3. Study period 

 

The total period of this study was one year. Protocol writing was done in the first 

three months. One month was required for developing questionnaire and pretesting. 

The data collection period was 3 months. Rest of the time was required for data entry, 

analysis, literature review and report writing. 
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3.4. Study sample 

 

University students age between 17 to 25 years and studying in undergraduate level of 

the Dhaka and Jagannath University were the sample of this study.  

 

3.5. Inclusion criteria 

 

 University students studying in undergraduate level (first year to fourth year) 

 University students age between 17 to 25 years old 

 Students wish to participate in this study 

 

3.6. Exclusion criteria 

 

 Students who have cognitive and visual problem 

 Students who don‟t want to participate in this study 

 

3.7. Sample size 

 

Sample size was adopted based on unknown prevalence and with a required error 

totaling ± 5% units and a 95% confidence level. Then multiply by design effects and 

considering 10% non-response rate.  

 

  
          

  
 

Where, n   = Minimum sample size 

Z   = The standard normal deviate (e.g.: usually set at 1.96 for 95%  

   confidence level) 

P   = 0.05 (The proportion of the target population) 

1 – P   = 0.05 

e   = 0.05 (5% absolute precision) 

Design effects = 2 

Non response rate = 10% 
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Therefore, 

  
               

       
 

  
         

      
 

      

 

                             

Considering 10% non-response rate, the sample size: 844 

 

3.8. Sampling technique  

 

A systematic random sampling technique was adopted to select university students 

from selected universities for the study. At first universities were selected 

„purposively‟ from Dhaka city then from the universities, sample were selected 

systematically from science, arts and business faculties. These diverse groups of 

students are representative of total university students. Majority of these students may 

not be aware of hypertension. This young population can have a significant impact on 

hypertension prevention efforts. 

 

3.9. Tools and techniques of data collection 

 

A pre tested knowledge and health belief related semi structured questionnaire was 

used to collect data. A 10 items hypertension knowledge related questionnaire and 20 

items health belief on hypertension related questionnaire was used to assess the 

knowledge and health belief on hypertension of the respondents. The knowledge 

questions were developed from Aubert et al. (1998), Schapira et al. (2012), Oliveria et 

al. (2005), Han et al. (2011), Li, et al. (2013), Erkoc et al. (2012) and Almas et al. 

(2012), and necessary changes were made after pre-test 
(100-106)

. The knowledge 

questions contained five open ended, three multiple responses and two close ended 

questions. These are (1) meaning of hypertension/high blood pressure, (2) normal 

blood pressure level, (3) high blood pressure level of the body, (4) risk factors of 

hypertension/ high blood pressure (multiple responses), (5) duration of 
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hypertension/high blood pressure to cure, (6) feeling symptoms of hypertension/high 

blood pressure when it develops, (7) duration of taking hypertensive drugs, (8) 

complications of hypertension/high blood pressure (multiple response), (9) 

preventions of hypertension/high blood pressure (multiple response), (10) specific age 

for the development of hypertension/high blood pressure. Each knowledge question 

contains 1 mark and the total knowledge score was 10 marks. The Health belief 

questions were designed based on health belief model (HBM) where health belief 

contains four construct as „perceived susceptibility‟, „perceived severity‟, „perceived 

benefits‟ and „perceived barriers‟. Each construct contains 5 statements and a total 20 

statements were incorporated
 (107-110)

. Every health belief statement was measured by 

five point „Likert scale‟ [Strongly agree (SA), Agree (A), Neutral (N), Disagree (D) 

and Strongly disagree (SD)]. Descriptive statistics (frequencies, percentages) of each 

sub group and summary of the Health Belief Model (HBM) constructs with the 

calculated grand mean of the subscales. Face to face interview method was used to 

collect the data from the respondents. Trained professional data collectors were 

recruited to conduct the interview and collect the data.  

 

3.10. Quality control 

 

Quality control of data was ensured by chain. The team leader was always present in 

the field and monitored the data collectors. After completing the data collection team 

leader check the all collected questionnaire on the spot and if found anything mistake, 

immediately correct it. Data was randomly again rechecked by the researcher after 

getting from team leader and final random checked by supervisor.  

 

3.11. Data analysis 

 

Each survey items were coded by the researcher and entered into the Statistical 

Package for the Social Science (SPSS) software. Data will be analyzed using the 

SPSS version 16.0. Descriptive statistics including frequencies, percentages, measures 

of central tendency, and dispersion were calculated for each item of the survey and for 

all demographic variables. Total knowledge, total health belief and all health belief 

subscales (perceived susceptibility, severity, benefits, and barriers) were calculated by 
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using descriptive statistics. Pearson correlation coefficient was conducted with total 

knowledge score and with total and individual subscales scores on health beliefs. 

Inferential statistics (independent t-test and one way ANOVA test) was conducted to 

determine the relationship between knowledge and health belief with socio-

demographic characteristics of the respondents.  

 

The knowledge part of the survey contains 10 items. The knowledge questions 

contained five open ended, three multiple responses and two close ended questions. 

10 knowledge questions were coded as categorical variables where “correct” = 1, and 

“not correct” and “do not know” = 0. Total 10 questions were summed to create a 

total knowledge score. Therefore total knowledge scores ranged from 0 to 10. Health 

beliefs part of the survey contains 20 items in four subscales: perceived susceptibility, 

perceived severity, perceived benefits, and perceived barriers. These items had a five-

point Likert-type scale response format where 1 = “strongly disagree” (SD), 2 = 

“disagree” (D), 3 = “neutral” (N), 4 = “agree” (A), and 5 = “strongly agree” (SA). 

Total 20 items were summed to create a total health belief score. Total health belief 

score ranged from 20 to 100. 

 

3.12. Ethical considerations 

The research protocol was first approved by Bangladesh Institute of Health Sciences 

(BIHS) and then ethical clearance was obtained from ethical review committee of 

Bangladesh Diabetic Association (BADAS). International ethical guidelines for 

biomedical research involving human subjects were followed throughout the study. 

Written informed consent was taken at the time of enrolling the respondents. However 

verbal consent was also taken when required. In consent form, the aim and 

confidentiality of the study was informed. All respondents were informed that they 

were free to leave or to refuse to take part in this study at any time. The information 

given by the respondents were analyzed using code number so that nobody can 

identify them.   
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3.13. Variables 

 

3.13.1. Demographic variables (Independent) 

 Age  

 Gender 

 Education in year 

 Educational Background 

 Parental level of education 

 Living place 

 Family history of chronic disease 

 

3.13.2. Knowledge about hypertension (Dependent) 

 Meaning of hypertension 

 Normal blood pressure (BP) level 

 High blood pressure (HBP) level 

 Risk factors of hypertension 

 Symptoms of hypertension 

 Duration of  hypertension 

 Duration of taking hypertensive drugs 

 Complications of hypertension 

 Preventions of hypertension 

 Specific age for the development of hypertension 

 

3.13.3. Health belief about hypertension (Dependent) 

 Perceived susceptibility 

 Perceived severity 

 Perceived benefits 

 Perceived barriers 
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3.14. Conceptual framework 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Socio-demographic 

Characteristics 

 

 Age  

 Gender 

 Education in year 

 Educational Background 

 Parental education 

 Living place 

 Family history of chronic 

disease 

  

Knowledge about Hypertension 

 Meaning of hypertension 

 Normal blood pressure (BP) level 

 High blood pressure (HBP) level 

 Risk factors of hypertension 

 Symptoms of hypertension 

 Duration of hypertension 

 Duration of taking  medication 

 Complications of hypertension 

 Preventions of hypertension 

 Specific age for the development 

of hypertension 

 

Health Belief about Hypertension 

 Perceived susceptibility: Beliefs 

about the likelihood of getting a 

disease or condition 

 Perceived severity: Feelings about 

the seriousness of contracting an 

illness 

 Perceived benefits: Belief of the 

value or usefulness of a new 

behavior while trying to reduce the 

risk of developing a disease 

 Perceived barriers: Own 

evaluation of the obstacles in the 

way of him or her adopting a new 

behavior 

 

Dependent Variables Independent Variables 
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RESULTS 

 

A total 830 undergraduate university students (age between 17 to 25 years) were 

interviewed during the data collection period. The collected data were coded and 

entered into the SPSS software program version 16.0 and checked the data entry error 

by the researcher. Finally after all data cleaning process, 816 data were analyzed. The 

findings of the study are given below.  

 

4.1. Socio-demographic characteristics of the respondents 

 

4.1.1. Gender composition 

 

Among the all (N = 816) respondents 54.5% (n = 445) were male and rest of 45.5% (n 

= 371) were female as shown in Table 1. 

 

4.1.2. Age distribution 

 

The mean (± SD) age of the respondents was 21.42 (± 1.85) years. In this study the 

ages were categorized into three groups. These are ‘17 to 19 years’, ‘20 to 22 years’ 

and ‘23 to 25 years’. Study showed that more than half of the respondents (52.1%; n 

= 425) were in age between „20 to 22 years old‟.  The second highest respondents 

(29.4%; n = 240) were in age group „23 to 25 years old‟ and the remaining 18.5% (n = 

151) were in age group „17 to 19 years old‟ (Table 1). 

 

4.1.3. Education in year 

 

Study found the highest proportion (34.7%; n = 283) of the respondents were in 

„Fourth year‟, the second highest (27.8%; n = 227) respondents were in „First year‟ 

and remaining 22.8% (n = 186) and 14.7% (n = 120) were in „Third year‟ and 

„Second year‟ respectively (Table 1).  
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Table 1: Frequency distribution of Socio-demographic characteristics of the 

respondents (N = 816). 

 

Variables Frequency (N) Percentage (%) Mean (±SD) 

Gender 

     Male 

     Female 

 

445 

371 

 

54.5 

45.5 

 

Age (years) 

     17 – 19 years 

     20 – 22 years 

     23 – 25 years 

 

151 

425 

240 

 

18.5 

52.1 

29.4 

 

 

21.42 (1.85) 

Education in year 

     1
st
 Year 

     2
nd

 Year 

     3
rd

 Year 

     4
th
 Year 

 

227 

120 

186 

283 

 

27.8 

14.7 

22.8 

34.7 

 

Educational Background 

     Science 

     Business 

     Arts 

 

311 

223 

282 

 

38.1 

27.3 

34.6 

 

Father’s level of Education    

     Graduation/Post Grad 

     Secondary/SSC/HSC 

     Primary 

     No formal education 

402 

313 

57 

44 

49.3 

38.4 

7.0 

5.4 

 

Mother’s level of Education    

     Graduation/Post Grad 

     Secondary/SSC/HSC 

     Primary 

     No formal Education 

147 

494 

121 

54 

18 

60.5 

14.8 

6.6 

 

Living place 

     Family 

     Relatives 

     Mess 

     Hostel 

 

322 

34 

211 

249 

 

39.5 

4.2 

25.9 

30.5 

 

History of Chronic diseases in the family (Multiple response)*    

     Hypertension 

     Heart disease 

     Diabetes 

     Stroke 

     Others 

     None 

260 

96 

251 

19 

88 

314 

31.9 

11.8 

30.8 

2.3 

10.8 

38.5 

 

* 100% will not match as it is multiple responses 
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4.1.4. Educational background 

 

The educational backgrounds of the respondents were categorized into three groups as 

„Science faculty‟, „Business faculty‟ and „Arts faculty‟. Study showed that about 

38.1% (n = 311) respondents were in „Science‟ faculty, 27.3% (n = 223) were from 

„Business faculty‟ and rest of 34.6% (n = 282) respondents were in „Arts faculty‟ as 

shown in Table 1.  

 

4.1.5. Parental level of education 

 

The parental level of education was categorized into four groups as, ‘No formal 

education’, ‘Primary’, ‘Secondary/SSC/HSC’ and ‘Graduation/Post graduation’. 

Study found about half of the (49.3%; n = 402) respondent‟s father had completed 

‘graduation and post-graduation’ level of education. More than one third (38.4%; n = 

313) respondent‟s father had completed ‘Secondary/SSC/HSC’ level of education. 

Rest of 7% (57) and 5.4% (44) respondent‟s father had completed ‘Primary’ level of 

education and ‘No formal education’ respectively. In case of mother‟s level of 

education, the highest proportion of the (60.5%; n = 494) respondent‟s mother 

completed ‘Secondary/SSC/HSC’ level of education. The second highest (18%; n = 

147) respondent‟s mother completed ‘Graduation and post-graduation’ level of 

education.  The rest of 14.8% (121) and 6.6% (54) respondent‟s mother had 

completed ‘Primary’ level of education and ‘No formal education’ respectively. As 

shown in Table 1. 

 

4.1.6. Living place 

 

Living place of the respondents were categorized into „Family‟, „Relatives‟, „Mess‟ 

and „Hostel‟. The highest proportion (39.5%; n = 322) of the respondents were live 

with their ‘parents or family’. About 30.5% (249) respondents live in ‘Hostel’, 25.9% 

(211) live in ‘Mess’ and rest of 4.2% (34) respondents live with their ‘Relatives’ 

(Table 1). 
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4.1.7. Family history of chronic diseases 

 

Family history of chronic diseases of the respondents was incorporated through 

multiple responses. Study found 31.9% (n = 260) respondent‟s family has history of 

‘Hypertension’. About 30.8% (n = 251) respondent‟s family have history of 

‘Diabetes’. Rest of 11.8% (n = 96), 2.3% (n = 19) and 10.8% (n =88) respondents 

have history of ‘Heart diseases’, ‘Stroke’ and ‘Others’ conditions respectively where 

38.5% (n = 314) respondents reported that they don‟t have any history of any chronic 

diseases (Table 1).   
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4.2. Knowledge about Hypertension (HTN) of the respondents 

 

 

Table 2: Frequency distribution of knowledge about the meaning of 

‘hypertension’ of the respondents (N = 816). 

 

 

Responses 

 

Frequency (n) 

 

Percentage (%) 

     

     Increase blood pressure 

     Others 

     Don‟t know 

 

694 

58 

64 

 

85 

7.1 

7.8 

     Total 816 100 

 

 

 

Based on the questions „please tell me in short: what do you mean by 

hypertension/high blood pressure?‟ study found about 85% (n = 694) respondents 

know the meaning of hypertension or high blood pressure. About 7.1% (n = 58) gave 

wrong answer and rest of 7.8% (n = 64) respondents said that they don‟t know the 

meaning of hypertension/high blood pressure (Table 2). 
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Table 3: Frequency distribution of knowledge about the normal blood pressure 

(BP) level of the body (N = 816). 

 

 

Responses 

 

Frequency (n) 

 

Percentage (%) 

     

     120/80 or less 

     Others 

     Don‟t know 

 

462 

112 

242 

 

56.6 

13.7 

29.7 

     Total 816 100 

 

 

Table 3 shows the respondent‟s knowledge about normal blood pressure level of the 

body. The correct answer of normal blood pressure level was considered as 120/80 

mm of Hg or less 
(53)

 in this study. If someone is able to mention the two (systolic and 

diastolic) values exactly or more close to the reference value, only then the answer 

was considered as correct. Therefore study found about 56.6% (n = 462) respondents 

know the normal blood pressure level of the body. About 13.7% (n = 112) 

respondents gave other answers and rests of 29.7% (n = 242) respondents reported 

that they don‟t know the normal blood pressure level of the body. 
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Table 4: Frequency distribution of knowledge about high blood pressure (HBP) 

level of the body (N = 816). 

 

 

Responses 

 

Frequency (n) 

 

Percentage (%) 

     

     140/90 or more 

     Others 

     Don‟t know 

 

151 

367 

298 

 

18.5 

45 

36.5 

     Total 816 100 

 

 

Table 4 shows the knowledge about high blood pressure level of the body. In this 

study high blood pressure level was considered as 140/90 mm of Hg or more 
(53)

. If 

someone is able to mention the two (systolic and diastolic) values exactly or more 

close to the reference value, only then the answer was considered as correct. 

Therefore study found that about 18.5% (n = 151) respondents know the high blood 

pressure level of the body. About 45% (n = 367) said other answers and rest of 36.5% 

(n = 298) answered that they don‟t even know the high blood pressure level of the 

body.  
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Table 5: Frequency distribution of knowledge about risk factors of hypertension 

(N = 816) 

 

 

Responses 

 

Frequency (n) 

 

Percentage (%)* 

     

     Ageing 

     Unhealthy diet 

     Smoking/SLT 

     Over weight/ Obesity 

     Tension/ Depression 

     Heredity 

     Extra salt intake 

     Inadequate Physical Activity 

     Don‟t know  

 

46 

477 

220 

246 

494 

86 

196 

178 

74 

 

5.6 

58.5 

27.0 

30.1 

60.5 

10.5 

24.0 

21.8 

9.1 

*100% will not match as it is multiple responses question  

 

 

Table 5 shows the knowledge about risk factors of hypertension of the respondents. 

From multiple responses study found about 5.6% (n = 46) respondents answered that 

ageing is the risk factors for developing high blood pressure. About 58.5% (n = 477), 

27% (n = 220), 30.1% (n = 246), 60.5% n = (494), 10.5% (n = 86), 24% (n = 196) and 

21.8% ( n = 178) answered that „Unhealthy diet‟, „Smoking or smokeless tobacco‟, 

„Over weight‟, „Stress/tension‟, „Hereditary factor‟, „Extra salt intake‟ and 

„Inadequate Physical activity‟ are the possible causes to increase the risk of 

developing high blood pressure respectively. 
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Table 6: Frequency distribution of knowledge about symptom of hypertension 

(N = 816) 

 

 

Responses 

 

Frequency (n) 

 

Percentage (%) 

     

     No 

     Yes 

     Don‟t know 

 

56 

642 

118 

 

6.9 

78.7 

14.5 

     Total 816 100 

 

 

Table 6 shows that about 6.9% (n = 56) respondents know that hypertension/high 

blood pressure is asymptomatic (correct answer) when it develops. About 78.7% (n = 

642) respondents reported that hypertension has symptoms and rest of 14.5% (n = 

118) respondents don‟t know the answer. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



[41] 
 

 

Table 7: Knowledge about duration of hypertension (N = 816) 

 

 

Responses 

 

Frequency (n) 

 

Percentage (%) 

     

     Lifelong disease 

     Few years 

     Others 

     Don‟t know 

 

415 

22 

64 

315 

 

50.9 

2.7 

7.8 

38.6 

     Total 816 100 

 

 

 

Table 7 shows that about 50.9% (n = 415) respondents said hypertension/high blood 

pressure is a lifelong disease, where 2.7% (n = 22) respondents answered 

hypertension lasts for „few years‟, about 7.8% (n = 64) answered others answers and 

rest of 38.6% (n = 315) answered that they don‟t know the duration of hypertension. 
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Table 8: Frequency distribution of knowledge about duration of taking 

hypertensive drugs (N = 816) 

 

 

Responses 

 

Frequency (n) 

 

Percentage (%) 

     

     Lifelong  

     1 to 2 years 

     Others 

     Don‟t know 

 

404 

9 

70 

333 

 

49.5 

1.1 

8.6 

40.8 

     Total 816 100 

 

 

Study found about 49.5% (n = 404) respondents know that drugs for 

hypertension/high blood pressure should be taken for life-long. About 1.1% (n = 9) 

answered 1 to 2 years, 8.6% (n = 70) replied others answer and rest of 40.8% (n = 

333) reported that they don‟t know the answer (Table 8). 
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Table 9: Frequency distribution of knowledge about complications of 

hypertension (N = 816) 

 

 

Responses 

 

Frequency (n) 

 

Percentage (%)* 

     

     Heart attack 

     Stroke 

     Kidney diseases 

     Visual problem 

     Don‟t know 

 

374 

441 

62 

31 

171 

 

57.9 

68.4 

9.6 

4.8 

21.0 

*100% will not match as it was multiple response question 

 

 

Table 9 shows that about 45.8% (n = 374) respondents answered that „Heart Attack‟ is 

the complications of high blood pressure. About 54% (n = 441), 7.6% (n = 62) and 

3.8% (n = 31) reported that „Stroke‟, „Kidney diseases‟ and „Visual Problem‟ are the 

complications of high blood pressure respectively (from multiple responses).  
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Table 10: Frequency distribution of knowledge about prevention of hypertension 

(N = 816) 

 

 

Responses 

 

Frequency (n) 

 

Percentage (%)* 

     

    Avoid unhealthy diet 

     Avoid Smoking/SLT 

     Maintain body weight 

     Reduce stress/ tension 

     Regular Physical Activity 

    Reduce Extra salt intake 

    Don‟t know 

 

480 

215 

213 

428 

398 

195 

76 

 

64.9 

29.1 

28.8 

57.8 

53.8 

26.4 

9.3 

*100% will not match as it was multiple response question 

 

 

Table 10 shows the knowledge about hypertension of the respondents from multiple 

responses. Study found about 58.8% (n = 480) answered that „Avoid unhealthy and 

fatty food‟ is one of the preventative measures of hypertension. About 26.3% (n = 

215), 26.1% (n = 213), 52.5% (n = 428), 48.8% (n = 398) and 23.9% (n = 195) 

respondents answered that „Stop smoking/SLT‟, „Reducing body weight‟, „reducing 

tension and depression‟, „regular physical activity‟ and „reduce extra salt intake 

consumption‟ are the prevention of hypertension respectively. 
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Table 11: Knowledge about specific age for development of hypertension (N = 

816) 

 

 

Responses 

 

Frequency (n) 

 

Percentage (%) 

     

     False 

     True 

     Don‟t know 

 

576 

196 

44 

 

70.6 

24.0 

5.4 

     Total 816 100 

 

 

Respondents were asked like „hypertension/ high blood pressure does not develop 

among young people; the statement is True/False?‟ Study found about 70.6% (n = 

576) respondents answered that hypertension/high blood pressure can develop in 

young people (correct answer). About 24% (n = 196) respondents answered that 

hypertension does not develop among young people and rest of 5.4% (n = 44) 

answered that they don‟t know (Table 11). 
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Table 12: Hypertension knowledge score of the respondents (N = 816) 

 

HTN Knowledge level Total Score Mean SD Range 

 

HTN Knowledge level  

 

10 

 

4.35 

 

1.80 

 

0 - 9 

 

 

Study found the mean (± SD) of total knowledge about hypertension among the 

university undergraduate students was 4.35 out of 10 with standard deviation 1.80 and 

range from 0 to 9 marks as shown in Table 12.  
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4.3. Health belief about hypertension of the respondents 

 

 

Table 13: Frequency distribution of ‘Perceived susceptibility’ about 

hypertension of the respondents (N = 816) 

 

 

Perceived Susceptibility 

SA A N D SD 

n % n % n % n % n % 

I feel there is a chance that I 

will have HBP in future 

 

114 

 

14 

 

513 

 

62.9 

 

111 

 

13.6 

 

59 

 

7.2 

 

19 

 

2.3 

At my age I probably will 

not develop HBP 

 

67 

 

8.2 

 

256 

 

31.4 

 

123 

 

15.1 

 

316 

 

38.7 

 

54 

 

6.6 

I am worried about 

becoming affected from 

HBP 

 

130 

 

15.9 

 

283 

 

34.7 

 

189 

 

23.2 

 

182 

 

22.3 

 

32 

 

3.9 

I am a healthy person, so I 

will not have HBP 

 

49 

 

6.0 

 

123 

 

15.1 

 

161 

 

19.7 

 

398 

 

48.8 

 

85 

 

10.4 

HBP is a disease of aged 

people, so I should not 

worried about this now 

 

21 

 

2.6 

 

63 

 

7.7 

 

62 

 

7.6 

 

477 

 

58.5 

 

193 

 

23.7 

SA = Strongly Agree, A = Agree, N = Neutral, D = Disagree, SD = Strongly Disagree 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



[48] 
 

 

In perceived susceptibility, majority of the participants (62.9%; n = 513) agreed and 

secondary majority (14%; n = 114) were strongly agreed that „they feel, there is a 

chance that they will have high blood pressure/hypertension in future‟. More than one 

third (38.7%; n = 316) reported that they were disagreed with the statement that „at 

my age I probably will not develop HBP‟ however 31.4% (n = 256) reported that they 

were agreed with this statement. The highest proportion of respondents (34.7%; n = 

283) reported that they were agreed and the second highest (23.2%; n = 189) 

respondents reported that they were neutral about the statement of „I am worried 

about becoming affected from HBP‟. About half (48.8%; n = 398) of the respondents 

were disagreed and about 19.7% (161) were neutral about statement that „I am a 

healthy person, so I will not have HBP‟. Finally more than half (58.5%; n = 477) of 

the respondents reported that they were disagreed and about 23.7% (n = 193) were 

strongly disagreed about the statement that „HBP is a disease of aged people, so I 

should not worried about this now‟ (Table 13). 
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Table 14: Frequency distribution of ‘Perceived severity’ about hypertension of 

the respondents (N = 816) 

 

 

Perceived Severity 

SA A N D SD 

n % n % n % n % n % 

I think that HBP is a life 

threatening disease  

 

151 

 

18.5 

 

254 

 

31.1 

 

128 

 

15.7 

 

230 

 

28.2 

 

53 

 

6.5 

HBP is a simple Ageing 

problem 

 

31 

 

3.8 

 

143 

 

17.5 

 

155 

 

19.0 

 

393 

 

48.2 

 

94 

 

11.5 

Having HBP could cause to 

have chronic disease 

 

234 

 

28.7 

 

458 

 

56.1 

 

76 

 

9.3 

 

36 

 

4.4 

 

12 

 

1.5 

 

HBP is a fully curable disease 

 

24 

 

2.9 

 

107 

 

13.1 

 

211 

 

25.9 

 

387 

 

47.4 

 

87 

 

10.7 

If I have HBP than my next 

generation may develop HBP 

 

52 

 

6.4 

 

290 

 

35.5 

 

212 

 

26.0 

 

209 

 

25.6 

 

53 

 

6.5 

SA = Strongly Agree, A = Agree, N = Neutral, D = Disagree, SD = Strongly Disagree 

 

 

Regarding individual statement on perceived severity about „HBP is a life threatening 

disease‟, „HBP could cause to have chronic disease‟, „If I have HBP, it can affect my 

next generation‟ the highest proportion of them [31.1% (n = 254), 56.1% (n = 458) 

and 35.5% (n = 290)] were agreed with the statement respectively. In case of 

statement „HBP is a simple Ageing problem‟ and „HBP is a fully curable disease‟ the 

highest proportion [48.2% (n = 393) and 47.4% (n = 387)] were disagreed with the 

statement respectively (Table 14).  
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Table 15: Frequency distribution of Perceived benefits about hypertension of the 

respondents (N = 816) 

 

 

Perceived Benefits 

SA A N D SD 

n % n % n % n % n % 

Taking regular drugs can 

cure HBP fully  

 

30 

 

3.7 

 

197 

 

24.1 

 

221 

 

27.1 

 

328 

 

40.2 

 

40 

 

4.9 

HBP is a lifelong disease so 

there is nothing to do 

 

19 

 

2.3 

 

103 

 

12.6 

 

91 

 

11.2 

 

470 

 

57.6 

 

133 

 

16.3 

HBP can be control through 

taking regular medication, 

healthy diet and physical 

activity  

 

 

381 

 

 

46.7 

 

 

381 

 

 

46.7 

 

 

26 

 

 

3.2 

 

 

18 

 

 

2.2 

 

 

10 

 

 

1.2 

To control HBP need to stop 

smoking and take extra salt 

during meal 

 

201 

 

24.6 

 

481 

 

58.9 

 

70 

 

8.6 

 

55 

 

6.7 

 

9 

 

1.1 

If I will take healthy diet and 

do physical activity than I 

can prevent HBP 

 

252 

 

30.9 

 

491 

 

60.2 

 

43 

 

5.3 

 

24 

 

2.9 

 

6 

 

0.7 

SA = Strongly Agree, A = Agree, N = Neutral, D = Disagree, SD = Strongly Disagree 

 

 

Regarding individual questions on perceived benefits about „Taking regular drugs can 

cure HBP fully‟ and „HBP is a lifelong disease so there is nothing to do‟ the highest 

proportion of them [40.2% (n = 328) and 57.6% (n = 470)] were disagreed with the 

statement respectively. In case of statement „HBP can be control through taking 

regular medication, healthy diet and physical activity‟, „To control HBP need to stop 

smoking and take extra salt during meal‟ and „If I will take healthy diet and do 

physical activity than I can prevent HBP‟ the highest proportion of them [46.7% (n = 

381), 58.9% (n = 481) and 60.2% (n = 491)] were agreed with the statement 

respectively (Table 15). 
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Table 16: Frequency distribution of ‘Perceived barriers’ about hypertension of 

the respondents (N = 816) 

 

 

Perceived Barriers 

SA A N D SD 

n % n % n % n % n % 

Taking regular drugs for 

HBP is a painful task 

 

57 

 

7.0 

 

314 

 

38.5 

 

173 

 

21.2 

 

213 

 

26.1 

 

59 

 

7.2 

I have no enough time to do 

regular physical exercise for 

HBP 

 

36 

 

4.4 

 

263 

 

32.2 

 

119 

 

14.6 

 

340 

 

41.7 

 

58 

 

7.1 

Healthy diet is costly, so I 

can‟t manage it 

 

20 

 

2.5 

 

104 

 

12.7 

 

81 

 

9.9 

 

446 

 

54.7 

 

165 

 

20.2 

Avoiding fast food is a easy 

task for me 

 

131 

 

16.1 

 

327 

 

40.1 

 

110 

 

13.5 

 

202 

 

24.8 

 

46 

 

5.6 

Avoiding extra salt intake is 

easy task for me 

 

257 

 

31.5 

 

344 

 

42.2 

 

63 

 

7.7 

 

120 

 

14.7 

 

32 

 

3.9 

SA = Strongly Agree, A = Agree, N = Neutral, D = Disagree, SD = Strongly Disagree 

 

 

Regarding individual questions on perceived barriers about „Taking regular drugs for 

HBP is a painful task‟, „Avoiding fast food is a easy task for me‟ and „Avoiding extra 

salt intake is easy task for me‟ the highest proportion of them [38.5% (n = 314), 

40.1% (n = 327) and 42.2% (n = 344)] were agreed with the statement. In case of the 

statement „I have no enough time to do regular physical exercise for HBP‟ and 

„Healthy diet is costly, so I can‟t manage it‟ the highest proportion of them [41.7% (n 

= 340) and 54.7% (n = 446)] were reported that they were disagreed with the 

statement (Table 16).  
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Table 17: Summary table of Health belief score about hypertension of the 

respondents (N = 816) 

 

Health belief Construct Grand Mean Standard Deviation 

Perceived Susceptibility
1 

3.51 0.54 

Perceived Severity
2 

3.48 0.51 

Perceived Benefits
3 

3.89 0.46 

Perceived Barriers
4 

3.40 0.58 

1The higher the score, the greater the tendency to feel susceptible to hypertension 
2The higher the score, the greater the tendency to feel seriousness to hypertension 
3The higher the score, the greater the tendency to get benefits from health behavior of hypertension 
4The lower the score, the higher the tendency to face barriers from health promotion activities of 

hypertension 

 

 

According to Health Belief Model (HBM) health belief contains the combination of 

four perceptions: perceived susceptibility, perceived severity, perceived benefits, and 

perceived barriers. The grand total mean of every four categories are described below.  

 

Perceived susceptibility measured participants of belief about personal susceptibility 

to hypertension/ high blood pressure and the higher the score, the greater the tendency 

to feel susceptible to hypertension. Grand mean score on the perceived susceptibility 

subscale was 3.51 with the standard deviation of 0.54. Considering mean of 2.5 as 

central mean, the participant‟s susceptibility to HTN was above the central mean. This 

indicates that majority of the participants feel themselves susceptible to hypertension 

(HTN)/ high blood pressure (HBP).  

 

Perceived severity measured participant's belief about seriousness of developing 

hypertension/ high blood pressure. The higher the score the greater the tendency to 

perceive seriousness of hypertension. Study found the grand mean scores on the 

perceived severity subscale was 3.48 with the standard deviation of 0.51. Considering 

mean of 2.5 as central mean, the participant‟s severity to hypertension/high blood 
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pressure was above the central mean. This indicates that majority of the participants 

feel themselves seriousness to hypertension (HTN)/ high blood pressure (HBP).  

 

Perceived benefit measured the participant's belief about the getting benefits of 

healthy behaviors in order to prevent HTN; the higher the score, the greater tendency 

to perceive benefits as good for preventing HTN. As shown in Table 18, overall grand 

mean score on the perceived benefit scale was 3.89 and the standard deviation was 

0.46. Considering mean of 2.5 as central mean, the participant‟s severity to 

hypertension/high blood pressure was above the central mean. This indicates that 

majority of the participants feel themselves getting benefits from hypertension (HTN)/ 

high blood pressure (HBP) of healthy behaviors in order to prevent HTN.  

 

Finally, perceived barriers measured participant‟s belief about the barriers towards 

health promoting behaviors preventing HTN; the lower the score, the higher the 

perceived barriers. Grand mean score on perceived barrier subscale was 3.40 and 

standard deviation was 0.58. Considering mean of 2.5 as central mean, the 

participant‟s perception of barrier to hypertension/high blood pressure in health 

promotion activities was above the central mean. This indicates that majority of the 

participants do not feel themselves getting barriers during health promotion activities 

of hypertension/ high blood pressure (Table 17). 
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4.4. Association between knowledge and health belief about 

hypertension of the respondents 

 

 

Table 18: Association between knowledge and health belief about hypertension 

of the respondents (N = 816) 

 

 

Health Belief constructs 

Association with total HTN knowledge 

Correlation coefficient  

(r) 

P value 

Perceived Susceptibility 0.098 0.005 

Perceived Severity 0.246 0.000 

Perceived Benefits 0.273 0.000 

Perceived Barriers 0.030 0.396 

Total Health Belief 0.256 0.000 

 

 

 
Figure 1: Association between knowledge and health belief about hypertension of 

the respondents (N = 816) 
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To assess the association between knowledge and health belief about hypertension of 

the respondents „Pearson correlations‟ were done among total knowledge score, 

individual knowledge questions (meaning of HTN, normal blood pressure level, high 

blood pressure/ hypertension level, risk factors of HTN, symptoms of HTN, duration 

of HTN, duration of medication of HTN, complications of HTN, preventions of HTN, 

specific age for development of HTN), total Health Belief and four subscales of 

Health Belief Model (perceived susceptibility, perceived severity, perceived benefits, 

and perceived barriers) about Hypertension (HTN). 

 

Study found very week positive statistically significant correlation (r = 0.256; p = 

0.000) between total knowledge and total health belief of the respondents. Study also 

found very week positive statistically significant correlation between total knowledge 

about hypertension and every subscale of health belief [perceived susceptibility (r = 

0.098; p = 0.005), perceived severity (r = 0.246; p = 0.000), perceived benefits (r = 

0.273; p = 0.000) and perceived barriers (r = 0.030; p = 0.396)] as shown in Table 18 

and Figure 2. 

 

Study found week positive statistically significant correlation between total 

knowledge with each knowledge questions [Meaning of HTN (r = 0.49), Normal BP 

level (0.53), HBP level (0.47), Risk factors of HTN (0.57), Duration of HTN (0.09), 

Duration of Medication of HTN (0.64), Complication of HTN (0.59), Prevention of 

HTN (0.57) and Specific age for the development of HTN (0.42)]. However among 

the total health belief with each health belief constructs (susceptibility, severity, 

benefits and barriers) found strong positive statistically significant correlation with r = 

0.57, 0.59, 0.63, 0.62 respectively (Table 19).  
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Table 19: Correlation between total knowledge, each knowledge questions, health belief constructs and total health belief about 

hypertension of the respondents (N = 816) 

 

Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

1. Total HTN Knowledge                 

2. Meaning of HTN 0.49**                

3. Normal BP level 0.53** 0.20**               

4. High BP level 0.47** 0.12** 0.38**              

5. Risk factors of HTN 0.57** 0.27** 0.19** 0.18**             

6. Symptoms of HTN  0.09** 0.01 -0.03 0.07* -0.07*            

7. Duration  of HTN 0.64** 0.09** 0.09* 0.07* 0.27** -0.04           

8. Duration of Medication 0.59** 0.08* 0.07* 0.05 0.17** -0.02 0.76**          

9. Complication of HTN 0.54** 0.21** 0.22** 0.19** 0.46** -0.05 0.28** 0.19**         

10. Prevention of HTN 0.57** 0.30* 0.20** 0.15** 0.82** -0.08 0.24** 0.18** 0.46**        

11. Specific age for HTN 0.42** 0.29** 0.08* 0.09* 0.24** -0.07 0.02 0.00 0.12** 0.23**       

12. HB of P. Susceptibility 0.09* 0.04 0.08* 0.08* 0.07 0.04 0.02 0.00 0.07 0.04 0.08*      

13. HB of P. Severity 0.25** 0.14** 0.11** 0.04 0.18** 0.01 0.19** 0.15** 0.15** 0.17** 0.11* 0.13**     

14. HB of P. Benefits 0.27** 0.16** 0.16** 0.12** 0.23** 0.03 0.13** 0.12** 0.15** 0.26** 0.12** 0.12** 0.25**    

15. HB of P. Barriers 0.03 0.05 0.03 0.05 -0.03 0.04 -0.04 -0.06 -0.02 -0.02 0.11** 0.09* 0.07* 0.24**   

16. Total Health Belief 0.26** 0.15** 0.15** 0.12** 0.18** 0.05** 0.11** 0.08** 0.14** 0.17** 0.17** 0.57** 0.59** 0.63** 0.62**  

* Correlation is significant at the 0.05 level (two tailed). ** Correlation is significant at the 0.01 level (two tailed).
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4.5. Relationship between hypertension knowledge and Socio-

demographic characteristics of the respondents 
 

 

Table 20: Relationship between level of knowledge about hypertension with 

socio-demographic characteristics of the respondents (N = 816) 

 

Socio-demographic characteristics Knowledge score P value 

Mean SD 

Gender* 

     Male 

     Female 

 

4.06 

4.70 

 

1.81 

1.73 

 

0.000 

Age** 

     17 – 19 years 

     20 – 22 years 

     23 – 25 years 

 

4.24 

4.23 

4.64 

 

1.99 

1.77 

1.68 

 

 

0.012 

Education in year** 

     1
st
 year 

     2
nd

 year 

     3
rd

 year 

     4
th
 year 

 

3.94 

4.19 

4.62 

4.57 

 

1.92 

1.79 

1.65 

1.74 

 

 

0.000 

Educational Background** 

     Science 

     Business 

     Arts 

 

4.89 

4.13 

3.93 

 

1.65 

1.74 

1.85 

 

 

0.000 

Living place** 

     Family 

     Relative‟s house 

     Mess 

     Hostel 

 

4.71 

3.99 

3.54 

4.62 

 

1.63 

2.17 

1.69 

1.83 

 

 

0.000 

History of HTN in Family** 

     Yes 

     No 

 

4.90 

4.09 

 

1.81 

1.73 

 

0.000 

* independent t- test; ** one way ANOVA test 
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Table - 20 shows the bivariate analysis to find out the relationship between 

knowledge about hypertension and socio-demographic characteristics of the 

respondents. Study used independent t- test to determine the relationship between 

knowledge about hypertension and gender and found significant difference (p = 

0.000) of knowledge about hypertension among male and female respondents. From 

one way ANOVA test study found knowledge about hypertension significantly differ 

with age (p = 0.012), educational level (p = 0.000), educational background (p = 

0.000) and living place (p = 0.000) of the respondents. Finally, study found 

knowledge about hypertension significantly differ (p = 0.000) with history of having 

hypertension in family among the respondents. 
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4.6. Relationship between Health belief on hypertension and Socio-

demographic characteristics of the respondents 

 

 

Table 21: Relationship between Health belief on hypertension and Socio-

demographic characteristics of the respondents (N = 816) 

 

 

Socio-

demographic 

Characteristics 

 

Health Belief of HTN 

Susceptibility Severity Benefits Barriers Total HB 

Mean SD Mean SD Mean SD Mean SD Mean SD 

Gender* 

     Male 

     Female 

 

3.54 

3.48 

 

0.55 

0.54 

 

3.46 

3.50 

 

0.53 

0.49 

 

3.88 

3.90 

 

0.49 

0.42 

 

3.40 

3.39 

 

0.59 

0.56 

 

3.57 

3.57 

 

0.32 

0.30 

t/p 1.63/0.104 -1.17/0.241 -0.63/0.531 0.31/0.755 0.14/0.888 

Age** 

     17 – 19 Y 

     20 – 22 Y 

     23 – 25 Y 

 

3.44 

3.49 

3.59 

 

0.52 

0.54 

0.55 

 

3.40 

3.48 

3.52 

 

0.46 

0.53 

0.51 

 

3.80 

3.91 

3.90 

 

0.44 

0.46 

0.46 

 

3.35 

3.41 

3.41 

 

0.57 

0.60 

0.55 

 

3.49 

3.57 

3.61 

 

0.31 

0.32 

0.29 

F/p 4.58/0.011 2.46/0.086 3.09/0.046 0.53/0.588 5.55/0.004 

E. in year** 

     1
st
 year 

     2
nd

 year 

     3
rd
 year 

     4
th
 year 

 

3.47 

3.55 

3.50 

3.53 

 

0.51 

0.54 

0.52 

0.58 

 

3.41 

3.51 

3.46 

3.53 

 

0.49 

0.55 

0.51 

0.51 

 

3.82 

3.89 

3.90 

3.93 

 

0.48 

0.45 

0.43 

046 

 

3.37 

3.41 

3.35 

3.45 

 

0.58 

0.62 

0.54 

0.59 

 

3.52 

3.59 

3.55 

3.61 

 

0.31 

0.35 

0.28 

0.31 

F/p 0.81/0.487 2.32/0.074 2.74/0.042 1.26/0.289 3.96/0.008 

E. Background 

     Science 

     Business 

     Arts 

 

3.51 

3.50 

3.52 

 

0.58 

0.54 

0.50 

 

3.54 

3.44 

3.46 

 

0.53 

0.48 

0.51 

 

3.96 

3.87 

3.82 

 

0.47 

0.39 

0.48 

 

3.41 

3.38 

3.39 

 

0.56 

0.59 

0.59 

 

3.60 

3.55 

3.55 

 

0.32 

0.39 

0.32 

F/p 0.120/0.887 1.87/0.155 7.22/0.001 0.19/0.829 2.68/0.069 

Living place** 

     Family 

     Relative 

     Mess 

     Hostel 

 

3.48 

3.52 

3.55 

3.51 

 

0.58 

0.37 

0.54 

0.51 

 

3.52 

3.44 

3.37 

3.51 

 

0.53 

0.53 

0.51 

0.49 

 

3.89 

3.85 

3.88 

3.89 

 

0.45 

0.36 

0.49 

0.44 

 

3.42 

3.36 

3.34 

3.43 

 

0.57 

0.54 

0.60 

0.58 

 

3.58 

3.54 

3.54 

3.58 

 

0.31 

0.27 

0.33 

0.31 

F/p 0.76/0.515 4.12/0.007 0.12/0.950 1.21/0.307 1.11/0.343 

Family History 

of HTN** 

     Yes 

     No 

 

 

3.59 

3.47 

 

 

0.51 

0.56 

 

 

3.51 

3.46 

 

 

0.51 

0.52 

 

 

3.91 

3.88 

 

 

0.46 

0.46 

 

 

3.40 

3.40 

 

 

0.54 

0.59 

 

 

3.60 

3.55 

 

 

0.29 

0.32 

t/p -2.79/0.005 -1.34/0.182 -0.78/0.439 -0.01/0.995 -2.04/0.042 

* independent t- test; ** one way ANOVA test 
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To assess the relationship between health belief on hypertension and gender of the 

respondents study use independent t- test and found no statistical significant 

differences (t = 0.14; p = 0.0888) of the respondents. One way ANOVA test was done 

to assess the relationship between total health belief and all health belief constructs 

with age, educational level, educational background, living place and family history 

of hypertension. Study found statistically significant differences (F = 5.55; p = 0.004) 

between total Health belief and age of the respondents. In educational level of the 

respondents, study found significant differences (F = 3.96; p = 0.008) with total 

Health belief on hypertension. In case of educational background (F = 2.68; p = 

0.069) and living place (F = 1.11; p = 0.343) of the respondents no significant 

differences had found with the total Health belief on hypertension. From independent 

t-test found significant difference (t = -2.04; p = 0.042) between family history of 

hypertension and total health belief on hypertension of the respondents (Table 21). 
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CHAPTER V: 

DISCUSSIONS 
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DISCUSSIONS 

 

Demographic data of this study provided descriptive overview of the participants. 

Almost half of the respondents of this study were female and more than half of them 

were in age group 20 to 22 years old. The mean (± SD) age of the respondent was 

21.42 (± 1.85). More than one third respondents were studying in 4
th

 year and second 

most were studying in 1
st
 year. In case of educational background, more than one third 

respondents were in science faculty and second most were in business faculty. Almost 

half of the respondent‟s father completed graduation/ masters level of education and 

more than half of the respondent‟s mother completed „Secondary/SSC/HSC‟ level of 

education. Study also found that more than one third respondents live with their 

parents and second most respondents live in hostel. In case of having chronic diseases 

in family members, study found about one third respondents‟ family members (at 

least one) are suffering from „hypertension‟ and the second most were from diabetes 

(Table 1).  

 

The overall hypertension knowledge score was 4.35 (± 1.80) out of 10 and range from 

0 to 9 which is lower than the central mean. Study found, the majority of the 

respondents know the meaning of hypertension. Study conducted among hypertensive 

population in Karachi, Pakistan and found about half of the hypertensive patient 

knows the meaning of hypertension
 (101)

. However, study among young people 

especially university students have rarely found to match the findings. Study found 

more than half of the respondents know the normal blood pressure (BP) level of 

human body.  However, only minor proportion knows the high blood pressure level of 

the body. So far there are no similar findings have found but one studies among 

hypertensive population showed that more than half of them know the normal and 

high blood pressure level 
(102,101,103)

.  

 

 In case of knowledge about risk factors of hypertension, more than half of the 

respondents reported that unhealthy diet and tension/depression were the risk factors 

of hypertension/ high blood pressure. About one third reported that overweight/ 

obesity was the risk factors of high blood pressure/ hypertension and minimal 

proportion said that smoking, extra salt intake, inadequate physical activity, heredity 
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and ageing were the risk factors of hypertension/ high blood pressure. However, one 

study identified some gaps in knowledge regarding both modifiable and non-

modifiable risk factors of hypertension among fresh undergraduate medical students 

even 
(112)

. A study related to knowledge about risk factors of cardiovascular diseases 

reveled that knowledge as well as positive attitude towards major risk factors of 

cardiovascular diseases among the adolescent students is unsatisfactory in Kathmandu
 

(113)
.  

 

More than two third respondents reported that hypertension/ high blood pressure has 

no specific symptoms. This is almost similar to the findings among hypertensive 

people in Pakistan
 (101)

. About half of the respondents reported that hypertension/ high 

blood pressure is a lifelong disease and should take medication for life long
 (101,103)

. In 

case of complication of hypertension/high blood pressure about half of the 

respondents reported that high blood pressure causes heart attack. But majority were 

don‟t know the other complications of hypertension 
(103)

. In case of prevention of 

hypertension/ high blood pressure, about half of the respondents know that avoid 

unhealthy diet, reducing depression and regular physical activity are the prevention of 

hypertension/ high blood pressure but most of them don‟t know the other preventions 

of hypertension/ high blood pressure. Majority respondents reported that hypertension 

can causes even in young people. Study conducted about awareness on cardiovascular 

diseases among young students in developed countries and found that the overall 

knowledge and awareness of cardiovascular diseases was low among them 
(114,115)

.  

Even, lack of awareness about CVDs and high prevalent of CVD risk behavior have 

found among first year medical students in India
 (116)

.  

 

The grand mean of four components of health belief about hypertension/ high blood 

pressure were more than central mean value. That means majority respondents 

perceived about the four components of hypertension/ high blood pressure. As per 

literature review studies related to health belief on hypertension among young 

students have rarely found. However, findings from developed countries about health 

belief on CVD reported that young adults have moderate to low belief on 

hypertension. Vanhecke (2006) and Smalley (2004) showed that younger adults do 

not feel personally vulnerable to CVD 
(114,117)

. Study by Cohen, Mansoor, Langut, & 

Lorber (2007) found that perceived severity was the significant contributor to health 
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related quality of life among adolescents with heart disease
 (118)

. Mahlik (2011) and 

Folta et al. (2008) explained about the perceived barrier beliefs as significant 

contributors to the prevention of CVD
 (119,120)

. 

 

Study found very week positive statistically significant correlation between 

knowledge and health belief about hypertension of the university students. This means 

that health belief did not have strong relationships with hypertension knowledge 

score. However, this finding is not consistent with the other partially related findings. 

Previous literature on HBM suggested that perceived susceptibility beliefs were good 

for preventive behaviors (121), while perceived benefits beliefs were good for sick 

role behaviors 
(90)

, however for this study it was found that relationship between 

health belief and hypertension knowledge scores were weak, which means knowledge 

is affected by variables other than health belief. 
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CHAPTER VI: 

CONCLUSION 
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CONCLUSION 

 

 

Findings of this study showed that the university students have insufficient knowledge 

about hypertension. Especially they have very limited knowledge about the 

complications and preventions of hypertension. Study found most of the respondents 

have good  belief about hypertension but still now a considerable portion have lack of 

belief about hypertension. Study also revealed that knowledge and health belief of 

hypertension was weekly correlated. That means knowledge is affected by variables 

other than health belief. Therefore, it is necessary to explore the other factors 

influencing knowledge. As the hypertension is now becoming more prevalent in both 

developed and developing countries, therefore it is necessary to prevent hypertension 

through the modification of unhealthy behavior. Preventative measures should be 

taken at the beginning stage of life where high chance of the development of 

unhealthy behaviors through improvement of knowledge. Additionally focus should 

be taken about which factors are responsible for influencing behavioral factors other 

than health belief. 
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CHAPTER VII: 

LIMITATION 
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LIMITATION 

 

The following limitations are considered in this study: 

 

 In this study the universities are selected purposively, therefore the samples 

are not representative to the all university students. 

 Knowledge and health belief questions were not validate 

 During interview some students may have class or some other tasks, therefore 

the answers may be under or over reported. 
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CHAPTER IX: 

RECOMMENDATION 
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RECOMMENDATION 

 

The following recommendation can carried out from the study as: 

 

 To prevent hypertension need to change unhealthy behavior among the 

university students. Therefore need educational intervention program about 

hypertension in educational institutes. 

 Further study should be done in large scale to test the association between 

knowledge and health belief about hypertension.  
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Bangladesh Institute of Health Sciences (BIHS) 

[An enterprise of Bangladesh Diabetic Somity (BADAS)] 
 

 

Consent form 

 

Welcome to you in a research work related to hypertension. My name is…………. 

I am a data collector of M.Phil researcher Md Rijwan Bhuiyan in Bangladesh Institute 

of Health Science.  

 

In this research work you will be asked regarding personal and hypertension related 

questions. Your answer is very important for us. So answer all the questions very 

carefully and taking time. Please answer each question from your own knowledge.  

Attending this research work you will not face any physical, mental and social risks.  

 

All information provided by you will be treated as confidential (that means that your 

friends and your family will not learn about your answers) and in the event of any 

report or publication it will be ensured that source of information remains anonymous.  

The researchers assure you that your identity as well as the provided information will 

be kept confidential and will not be used unless the purpose of the particular study. 

Your participation in this study is voluntary and you may withdraw yourself at any 

time during this study without any negative consequences. You also have the right not 

to answer a particular question that you don’t like or do not want to answer during 

interview. 

 

Having informed of all the objectives, risk factors and benefits I hereby give my 

consent to response. 

. Name & Signature of the respondent :     Date: 

 

………………………………………… 

 

2. Name & Signature of the Researcher :     Date: 

 

………………………………………… 

(Md Rijwan Bhuiyan) 

 

3. Name & Signature of the Data collector :     Date: 

 

 

………………………………………… 
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Section - A 
(Socio-demographic Information) 

 

Question Coding category 
Code 

No 

1. How old are you? 
 

________________Year 
  

 

2. Gender 
0 = Male 

1 = Female 
 

 

3. In which year are you studying? 

1 = 1st  

2 = 2
nd

 

3 = 3rd  

4 = 4th  

 
 

4. What is your study subject?  ……………………  

5. What is your father’s level of 

education? 

0 = Illiterate 

1 = Able to sign name 

2 = Primary 

3 = Secondary/SSC/HSC 

4 = Graduate/Masters 

  
 

6. What is your mother’s level of 

education? 

0 = Illiterate 

1 = Able to sign name 

2 = Primary 

3 = Secondary/SSC/HSC 

4 = Graduate/Masters 

  
 

7. With whom are you living 

1 = With family 

2 = Relatives 

3 = Mess 

4= Hostel 

 
 

8. What is your family income  ………………….. Tk  

9. Do you have any personal income? 
0 = No 

1 = Yes (……………Tk) 
 

 

 
 

 
 

Anis
Typewritten text
Dhaka University Institutional Repository



[86] 
 

10. Is there any family members in your 

family are suffering from any 

chronic diseases? 

0 = None 

1 = Hypertension 

2 = Heart diseases 

3 = Diabetes 

4 = Stroke 

5 = Others………………… 

 
 

11. How you pass your leisure time? 

1 = Reading books 

2 = Games in Computer 

3 = Gossiping 

4 = Playing 

5 = Others 

 
 

 

 

 

Section – B 

(Hypertension knowledge question) 

 

Code Question Answer 
Answer 

Code 

B0 

12. Have you ever heard the term 

Hypertension/ High blood 

pressure 

0 = No 

1 = Yes 
 

 

B1 

13. Please tell me in one sentence: 

What do you mean by 

hypertension/high blood 

pressure? 

1 = Increase blood pressure in  

       the body 

2 = Increase blood volume in  

       the body 

3 = Others…………………. 

0 =  Don’t know 

 
 

B2 

14. Please tell me, what is the 

normal blood pressure (BP) 

level of our body? 

1 = 120/80 or less 

2 = Others…………………. 

0 = Don’t know 

 
 

B3 

15. Which blood pressure values 

are considered as high blood 

pressure value of the body? 

1 = 140/90 or less 

2 = Others…………………. 

0 = Don’t know 
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B4 

16. In which causes do you think 

increase the risk of developing 

high blood pressure?  

(Multiple response) 

1 = Ageing 

2 = Unhealthy diet 

3 = Smoking/SLT 

4 = Overweight 

5 = Tension/depression 

6 = Overweight 

7 = Extra salt intake 

8 = Others…………….. 

0 = Don’t know 

 
 

B5 

17. If someone develops 

hypertension, usually does he 

feel any symptom? 

1 = No 2 = Yes 

0 = 

Don’t 

know 

 
 

B6 

18. If someone develops 

hypertension, usually how long 

do you think it takes to cure 

fully? 

1 = Whole life 

2 = Several years 

3 = 5 to 10 years 

4 = Others 

0 = Don’t know 

 
 

B7 

19. How long do you think 

hypertensive drug should be 

taken? 

1 = Whole life 

2 = 1 to 2 years 

3 = 5 to 10 years 

4 = Others 

0 = Don’t know  

 
 

B8 

20. What types of complications 

do you think may develop due 

to neglecting hypertension?  

(Multiple response) 

1 = Heart attack 

2 = Stroke 

3 = Kidney disease 

4 = Visual problem 

5 = Others 

0 = Don’t know 
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B9 

21. What do you think; we should 

do for the prevention of 

hypertension/ high blood 

pressure? (Multiple response) 

1 = Avoid fatty food 

2 = Avoid smoking/SLT 

3 = Reduce weight  

4 = Reduce depression 

5 = Do Physical Activity 

6 = Avoid extra salt intake 

7 = Others 

0 = Don’t know 

 
 

B10 

22. Hypertension/ high blood 

pressure does not develop 

among young people. 

      The statement is-  

1 = True 
2 = 

False 

0 = 

Don’t 

know 

 
 

 

 

Section - C 

(Health Belief on Hypertension) 

 

 

Health Belief 

Strongly 

Agree 

Agree Neutral Disagree Strongly 

Disagree 

Perceived Susceptibility      

1 I feel there is a chance that 

I will have HBP in future 

     

2 At my age I probably will 

not develop HBP 

     

3 I am worried about 

becoming affected from 

HBP 

     

4 I am a healthy person, so I 

will not have HBP 

     

5 HBP is a disease of aged 

people, so I should not 

worried about this now 
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Perceived Severity      

6 I think that HBP is a life 

threatening disease 

     

7 HBP is a simple Ageing 

problem 

     

8 Having HBP could cause 

to have chronic disease 

     

9 HBP is a fully curable 

disease 

     

10 If I have HBP than my next 

generation may develop 

HBP If I have HBP than 

my next generation may 

develop HBP 

     

Perceived Benefits      

11 Taking regular drugs can 

cure HBP fully 

     

12 HBP is a lifelong disease 

so there is nothing to do 

     

13 HBP can be control 

through taking regular 

medication, healthy diet 

and physical activity 

     

14 To control HBP need to 

stop smoking and take 

extra salt during meal 

     

15 If I will take healthy diet 

and do physical activity 

than I can prevent HBP 
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Perceived Barrier      

16 Taking regular drugs for 

HBP is a painful task 

     

17 I have no enough time to 

do regular physical 

exercise for HBP 

     

18 Healthy diet is costly, so I 

can’t manage it 

     

19 Avoiding fast food  is an 

easy task for me 

     

20 Avoiding extra salt intake 

is easy task for me 
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Appendix: II 

Questionnaire (Bangla) 
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Bangladesh Institute of Health Sciences (BIHS) 

[An enterprise of Bangladesh Diabetic Somity (BADAS)] 
 

 

 

 

঳ম্মতি ঩ত্র 

 

উচ্চ যক্তচা঩ ঳ম্পতও িি এওটি কবফলনা ওবভ ি াঅ঩নাবও স্বাকিভ। াঅভায নাভ  ...............................। 

াঅতভ ফাাংরাবে঱ াআতনতিটিউট া঄প হ঴রথ ঳াবেন্স এয এভ তপর কবফলও, হভাাঃ তযজ্঑োন ভূাআোয কবফলনা 

ওবভ িয িথ্য গ্র঴নওাযী।  

 

এাআ কবফলনা ওবভ ি াঅ঩নাবও তওছু ব্যতক্তকি এফাং উচ্চ যক্তচা঩ ঳ম্পতও িি প্রশ্ন ওযা ঴বফ। াঅ঩নায উত্তযগুবরা 

াঅভাবেয ওাবে খুফাআ গুরুত্তপূর্ ি। িাাআ প্রতিটি প্রশ্ন বুবে ঳ভে তনবে উত্তয তেবফন। প্রতিটি উত্তয াঅ঩নায 

ব্যতক্তকি ধাযনা হথবও ফরবফন। 

 

এাআ কবফলনাে াঅাং঱গ্র঴বন াঅ঩নায হওান ঱াতযযীও, ভানত঳ও তওাংফা ঳াভাতিও ঝুতওয m¤¢vebv নাাআ। াঅ঩নায 

প্রতিটি উত্তয হকা঩ন যাঔা ঴বফ। াঅ঩নায ঩তযফায ঩তযিন ঑ ফন্ধু ফান্ধফ াঅ঩নায উত্তয ঳ম্পবও ি তওছুাআ িানবফ 

না। এাআ কবফলনা ওবভ ি াঅ঩নায া঄াং঱গ্র঴ন ঳ম্পুর্ ি ঐতিও। াঅ঩তন চাাআবর হম হওান প্রবশ্নয উত্তয না঑ তেবি 

঩াবযন া঄থফা কবফলনা ওবভ ি া঄াং঱ গ্র঴ন না঑ ওযবি ঩াবযন। GB m¤§wZc‡Î ¯^v¶i cÖ`v‡bi gva¨‡g Avcwb 

m¤§wZ cÖ`vb Ki‡jb †h, Avcwb †m”Qvq GB M‡elYvq AskMÖnb Ki‡Z m¤§Z Av†Qb। 

 

঳ম্মতিাঃ  

Avwg †¯^িাq GKRb Z_¨ cÖ`vbKvix wn‡m‡e Avgvi gZvgZ w`‡Z m¤§Z AvwQ।  

 

 

১। AskMÖnYKvixi bvg I ¯^vÿit    ZvwiL t 

 

 

.................................   হভাফাাআর নাম্বাযাঃ  
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Sl. No.:  

University Code:  

‘ও’ তফবাক 

 

প্রশ্ন 

হওাড 

প্রশ্ন হওাড ঩দ্ধতি হওাড 

A1 ১।  াঅ঩নায ফে঳ ওি? 

 

........................ফেয 

 
 

A2 ২।  তরঙ্গ 

১ =    পুরুল 

২ =    ভত঴রা 

 
 

A3 ৩।  াঅ঩তন এঔন হওান ফবল ি ঩ড়াব঱ানা ওযবেন? 

১ =    ১ভ ফল ি  

২ =    ২ে ফল ি 

৩ =    ৩ে ফল ি 

৪ =    ৪থ ি ফল ি    

 
 

A4 ৪।  াঅ঩নায া঄ধ্যেবনয তফলে? 

 

................................................ 

 
 

A5 ৫।  াঅ঩নায ফাফায ত঱ক্ষাকি হমাগ্যিা তও? 

০ =    া঄ক্ষয জ্ঞান঴ীন 

১ =    নাভ তরঔবি ঩াবযন 

২ =    প্রাথতভও (৫ভ হের্ী ঩ম িন্ত) 

৩ =    তনম্ন ভাধ্যতভও/SSC/HSC 

৪ =    স্নািও/ স্নািবওাত্তয (BA, MA) 

 
 

A6 ৬।  াঅ঩নায ভাবেয ত঱ক্ষাকি হমাগ্যিা তও? 

০ =    া঄ক্ষয জ্ঞান঴ীন 

১ =    নাভ তরঔবি ঩াবযন 

২ =    প্রাথতভও (৫ভ হের্ী ঩ম িন্ত) 

৩ =    ভাধ্যতভও/SSC/HSC 

৪ =    স্নািও/ স্নািবওাত্তয (BA,MA) 

 
 

A7 
৭।  াঅ঩তন ফি িভাবন ওায ঳াবথ থাবওন/ ফ঳ফা঳ 

ওবযন? 

১ =    ঩তযফাবযয ঳াবথ 

২ =    াঅত্নীবেয ফা঳াে 

৩ =    হভব঳ থাতও 

৪ =    হ঴াবেবর থাতও 

 
 

A8 ৮।  াঅ঩নায ঩তযফাবযয ভাত঳ও াঅে ওি? 

 

.......................................টাওা। 

 
 

A9 
৯।  াঅ঩নায তও হওান ব্যতক্তকি াঅবেয উৎ঳ 

াঅবে? 

০ =    না 

১ =    হ্াাঁ।(.........................টাওা/ভা঳) 

 
 

A10 

১০।  াঅ঩নায ঩তযফাবযয হওউ তও হওান িটির 

হযাবক  

        ভুকবেন? 

(এওাতধও উত্তয ঴বি ঩াবয) 

০ =    না, হওউ ভুকবেন না 

১ =    ঴াাআবপ্র঱ায/ উচ্চ যক্তচা঩ 

২ =    ঴াবট িয ঳ভস্যা 

৩ =    ডাোবফটি঳  

৪ =    হরাও/ প্যাযরাাআত঳঳ 

৫ =    া঄ন্যান্য.................................. 

 
 

A11 ১১।  াঅ঩নায া঄ফ঳য ঳ভে তওবাবফ ওাবট? 

১ =    ফাআ ঩বড় 

২ =    ওতম্পউটায/বকভ঳ হঔবর/মুতব হেবঔ 

৩ =    াঅড্ডা/কল্প ওবয 

৪ =    হঔরা ধুরা ওবয 

৫ =    া঄ন্যান্য................................ 
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‘ঔ’ তফবাক 

 

প্রশ্ন 

হওাড 
প্রশ্ন উত্তয 

উত্তয 

হওাড 

B0 ১৪। াঅ঩তন তও ওঔবনা ঴াাআবপ্র঱ায/উচ্চ 

যক্তচা঩ ওথাটি শুবনবেন? 

১ =    হ্াাঁ 

০ =    না 

 
 

B1 

১৫। এও ওথাে ফলুনবিাাঃ  

঴াাআবপ্র঱ায/ উচ্চ যক্তচা঩ ফরবি াঅ঩তন তও 

হফাবেন? 

১ =    ঱যীবয যক্তচাব঩য ঩তযভান হফবড় মা঑ো 

২ =    ঱যীবয যবক্তয ঩তযভান হফবড় মা঑ো 

৩ =    া঄ন্যান্য ...................................... 

০ =    াঅভায ধাযনা হনাআ 

 
 

B2 
১৬। াঅ঩তন ফলুনবিাাঃ  

াঅভাবেয ঱যীবযয স্বাবাতফও ব্লাডবপ্র঱ায/ 

যক্তচাব঩য ঩তযভান ওি? 

১ =    ১২০ / ৮০ এয তনবচ ঴বর 

২ =    া঄ন্যান্য ........................................ 

০ =    াঅতভ িাতন না 

 
 

B3 
১৭। ঱যীবযয যক্তচাব঩য ঩তযভান ওি ঴বর 

িাবও ঴াাআবপ্র঱ায/উচ্চ যক্তচা঩ ত঴ব঳বফ কণ্য 

ওযা ঴ে? 

১ =    ১৪০ / ৯০ ফা িায উ঩বয ঴বর 

২ =    া঄ন্যান্য ........................................ 

০ =    াঅতভ িাতন না 

 
 

B4 

১৮। তও তও ওাযবন ঴াাআবপ্র঱ায/ উচ্চ যক্তচা঩ 

঴঑োয ঝু াঁতও ফাবড় ফবর াঅ঩তন ভবন ওবযন?  

 

(এওাতধও উত্তয ঴বি ঩াবয) 

১ =    ফে঳ ফাড়ায ঳াবথ ঳াবথ 

২ =    া঄তিতযক্ত হির, চতফ ি িািীে ঔাফায হঔবর 

৩ =    ধূভ঩ান/ িে িা/ ঳াো ঩ািা হঔবর 

৪ =    ঱যীবযয ঑িন ফাড়বর (সু্থরিা বৃদ্ধী) 

৫ =    া঄তিতযক্ত ভানত঳ও দুতিন্তাগ্রস্থ থাওবর 

৬ =    ফাং঱কি ওাযবন (ভা/ফাফায থাওবর) 

৭ =    তনেতভি ঩াবি রফন হঔবর 

৮ =    া঄ন্যান্য ........................................ 

০ =    াঅতভ িাতন না 

 
 

B5 
১৯। এওিন সু্বস্থয ভানুবলয নতুন ওবয 

঴াাআবপ্র঱ায হযাকটি ঴বর, হ঳ তও হওান রক্ষন 

া঄নুভুি ওবয? 

১ =   না ২ =   হ্াাঁ 

০ =   িাতন 

না 

 
 

B6 
২০। ওাবযা ঴াাআবপ্র঱ায/ উচ্চ যক্তচা঩ এও 

ফায ধযা ঩ড়বর িা, ঳াধাযনি িা ওি তেন 

঩ম িন্ত স্থােী  ঴ে ফবর াঅ঩তন ভবন ওবযন? 

১ =    ঳াযা িীফন 

২ =    ওবেও ফেয 

৩ =    ৫ হথবও ১০ ফেয 

৪ =    া঄ন্যান্য......................................... 

০ =    াঅতভ িাতন না 

 
 

B7 
২১। ঴াাআবপ্র঱ায/ উচ্চ যক্তচাব঩য ঒লধ  ওি 

তেনব঳ফন ওযবি ঴ে ফবর াঅ঩তন ভবন 

ওবযন? 

১ =    ঳াযা িীফন 

২ =    ১ হথবও ২ ফেয 

৩ =    ৫ হথবও ১০ ফেয 

৪ =    া঄ন্যান্য ........................................ 

০ =    াঅতভ িাতন না 

 
 

B8 

২২। ঴াাআবপ্র঱ায/ উচ্চ যক্তচা঩ হও া঄ফব঴রা 

ওযবর, তও তও ধযবনয ঱াতযযীও িটিরিা/ 

া঄ন্য হযাক হেঔা তেবি ঩াবয ফবর াঅ঩তন ভবন 

ওবযন? 

(এওাতধও উত্তয ঴বি ঩াবয) 

১ =    হ্রে হযাক/ ঴াট ি এটাও 

২ =    হরাও/ প্যাযারাাআত঳঳ 

৩ =    তওডতনয ঳ভস্যা 

৪ =    দৃতি ঱তক্তয ঳ভস্যা  

৫ =    া঄ন্যান্য ........................................ 

০ =    াঅতভ িাতন না 
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B9 

২৩। ঴াাআবপ্র঱ায/ উচ্চ যক্তচা঩ প্রতিবযাবধয 

িন্য াঅভাবেয তও তও ওযা উতচৎ ফবর াঅ঩তন 

ভবন ওবযন? 

(এওাতধও উত্তয ঴বি ঩াবয) 

১ =    হির,চতফ ি িািীে ঔাফায হথবও তফযি থাওা 

২ =    ধূভ঩ান/ িে িা ঔা঑ো হথবও তফযি থাওা। 

৩ =    ঱যীবযয ঑িন তনেন্ত্রন ওযা 

৪ =    ভানত঳ও দুতিন্তা মুক্ত থাওা 

৫ =    তনেতভি ঱যীয চচ িা/ ব্যোভ ওযা 

৬ =    ঩াবি রফন ঔা঑ো হথবও তফযি থাওা 

৭ =    া঄ন্যান্য ...................................... 

০ =    াঅতভ িাতন না 

 
 

B10 ২৪। যুফও ফেব঳ উচ্চ যক্তচা঩ ঴ে না। 

উতক্তটিাঃ 

১ =   ঳িয 

২ =   

তভথ্যা 

০ =   িাতন 

না 

 
 

 

 

 

 

‘ক’ তফবাক 

 

তনবম্নয ঴াাআবপ্র঱ায/উচ্চ যক্তচা঩ ঳ম্পতও িি উতক্ত গুবরা ঳ম্পবওি াঅ঩নায ভিাভি [হকার (O)]  তেন। এঔাবন হওান ভুর 

ফা শুদ্ধ উত্তয হনাআ। াঅ঩নায ব্যতক্তকি উ঩রতি হথবওাআ উত্তয তেবফন। 

 

 

 

উতক্ত 

প্রফরবাবফ 

঳ভথ িন 

ওতয 

঳ভথ িন 

ওতয 

তনযব঩ক্ষ 

া঄ফস্থান 

঳ভথ িন 

ওতয না 

প্রফরবাবফ 

঳ভথ িন ওতয 

না 

Strongl

y Agree 

Agree Neutra

l 

Disagre

e 

Strongly 

Disagree 

C1 াঅতভ ভবন ওতয, বতফষ্যবি িীফবনয হম হওান 

঳ভে াঅতভ  উচ্চ যক্তচাব঩ াঅক্রান্ত ঴বি 

঩াতয। 

 

⧠ 
 

⧠ 
 

⧠ 
 

⧠ 
 

⧠ 

C2 াঅতভ ভবন ওতয, াঅভায এাআ ফেব঳ উচ্চ 

যক্তচাব঩ াঅক্রান্ত ঴঑োয হওান ঳ম্ভাফনা 

নাাআ। 

 

⧠ 
 

⧠ 
 

⧠ 
 

⧠ 
 

⧠ 

C3 উচ্চ যক্তচাব঩ াঅক্রান্ত ঴঑োয হফ঩াবয াঅতভ 

এঔন হথবওাআ খুফ ঳বচিন থাতও। 

 

⧠ 
 

⧠ 
 

⧠ 
 

⧠ 
 

⧠ 

C4 াঅতভ এওিন স্বুস্থয ঳ফর ভানুল, সুিযাাং 

াঅভায উচ্চ যক্তচা঩ ঴঑োয ঳ম্ভাফনা হনাআ। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C5 উচ্চ যক্তচা঩ এওটি ফড়বেয ঳ভস্যা, সুিযাাং 

এ তনবে াঅভায এঔন তচতন্তি ঴ফায হওান 

ওাযন হনাআ। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C6 উচ্চ যক্তচা঩ এওটি ভযনখািী হযাক। ⧠ ⧠ ⧠ ⧠ ⧠ 
C7 উচ্চ যক্তচা঩ এওটি ঳াধাযন ফে঳ িতনি 

঳ভস্যা। 

⧠ ⧠ ⧠ ⧠ ⧠ 

C8 উচ্চ যক্তচাব঩য ওাযবন াঅভায িটির ধযবনয 

঱াতযযীও ঳ভস্যা হেঔা তেবি ঩াবয। 

 

⧠ 
 

⧠ 
 

⧠ 
 

⧠ 
 

⧠ 

C9  

উচ্চ যক্তচা঩ হযাকটি ঳ম্পূর্ িরূব঩ বার ঴বে 

মাে। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C10 এওফায উচ্চ যক্তচা঩ ঴বর, াঅভায ঩যফিী 

ফাং঱ধযযা ঑ এাআ ঳ভস্যাে ভুকবি ঩াবয। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C11 তনেতভি ঒লধ হ঳ফন ওযবর উচ্চ যক্তচা঩ 

঳ম্পুন িরূব঩ বার ঴বে মাে। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 
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C12 উচ্চ যক্তচা঩ এওটি ঳াযািীফবনয হযাক, 

সুিযাাং এাআ হযাক ঴বর তফব঱ল তওছু ওযায 

হনাআ। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C13 তনেতভি ঒লধ হ঳ফন, স্বাস্থয঳ম্মি ঔাফায 

গ্র঴ন এফাং ঱াতযযীও ব্যোবভয ভাধ্যবভ উচ্চ 

যক্তচা঩ হও তনেন্ত্রন ওযা মাে। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C14 ধূভ঩ান ঑ ঩াবি রফন ঔা঑ো ফন্ধ ওযবর উচ্চ 

যক্তচা঩ হও তনেন্ত্রন ওযা ঳ম্ভফ।  

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C15 মতে াঅতভ তনেতভি স্বাস্থয঳ম্মি ঔাফায ঔাাআ 

এফাং ঱াতযযীও ব্যোভ ওতয িা঴বর াঅতভ 

তনবিবও উচ্চ যক্ত চা঩ থবও তফযি যাঔবি 

঩াযফ। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C16 উচ্চ যক্তচাব঩য িন্য তনেতভি ঒লধ হ঳ফন 

খুফাআ তফযতক্তওয ওাি। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C17 প্রতিতেন তনেতভি ঱াতযযীও ব্যোভ ওযায ভি 

঳ভে াঅভায ঴াবি হনাআ। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C18 সুলভ ঔাফায ব্যেফহুর, সুিযাাং িা াঅভায 

঩বক্ষ তনেতভি ঔা঑ো ঳ম্ভফ না। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C19 হওারা/পাে ফুড িািীে ঔাফায ঩তয঴ায ওযা 

াঅভায িন্য খুফ ঳঴ি। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

C20 ঩াবি রফন ঔা঑ো ঩তয঴ায / ফন্ধ ওযা াঅভায 

঩বক্ষ খুফ ঳঴ি। 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 

 
⧠ 
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Appendix: III 

Health Belief Model (HBM) 
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Health Belief Model (HBM) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure: Health Belief Model [Adopted from Champion and Skinner (2008)] 

 

 

 

 

Perception of 

Students 
Modifying Factors Likelihood of 

health action 

Risk Factors (modifiable) 

Tobacco use 

Sedentary lifestyle 
Stress 

Obesity/Overweight 

  

Risk Factors (non-modifiable) 
Age 

Family history 

Ethnicity 

Cues to action 

Mass media campaigns 

TV commercial 
Advice from others 

Illness of family/friend 

Reminder post cards from 
health care provider 

Newspaper/magazine article 

Socio-demographic 

Variables 
Age, Gender, Race 

 

Structural Variables 
Knowledge and Prior 

contact of Hypertension 

Perceived benefits of 

recommended 

preventive action 
 

Minus 

 

Perceived barriers to 

Preventive action  

Perceived Susceptibility 

of Hypertension 

 

Perceived Severity of 

Hypertension 

Perceived Threat of 

Hypertension 

 Likelihood of taking 

recommended 

preventive health 

action 
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Appendix: IV 

Work schedule 
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Sl.No Task June, 

2014 

July-

August, 

2014 

September, 

2014 

October, 

2014 

November, 

2014 

December, 

2014 – 

February, 

2015 

March, 

2015 

April 

– 

May, 

2015 

June, 

2015 

01 Prepare and translate manuals, 

study materials, obtain approval 

         

02 Literature review           

03 Setting objectives, Develop 

questionnaire 

          

04 Recruitment of project personnel           

05 Training of data collector            

06 Pre-testing            

07 Sampling           

08 Data Collection            

09 Data cleaning, entry and analysis          

10 Report writing          

11 Submission of Thesis         * 

 


