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Abstract 
 

Background. Hypertension is a major public health problem 

now a days. It plays a major etiologic role in the 

pathogenesis of coronary artery disease, stroke, heart failure 

and renal failure.  

Subjects and Methods. A cross-sectional survey was carried 

out among subjects aged18 years and above at Rangpur 

division, of Bangladesh from 1
st
 July, 2012 to 30

th
 April, 

2013. After written informed consent and approval from 

ethic committee, subjects were selected (total n=481, 52.8% 

female, males 47.2%) randomly based on voters list. The 

sampling frame consisted of the total final population of the 

Rangpur city according to the 2011 census of Bangladesh. 

Evaluation was by a physician and a dietitian administered 

questionnaire, a physical examination and using a 

sphygmomanometer. The diagnosis of prehypertension and 

hypertension were based on modified JNC-VII criteria. 

Results. The prevalence of hypertension and pre-

hypertension in the study population were 33.3% and 

29.9% respectively without any gender difference. 

Prevalence of hypertension in 18-29 year age group was 

9.35% and ≥70 years age group 53.84% (P value 

0.00016134). Majority of the study subjects were illiterate 

(48.6%). Risk factors of hypertension and prehypertension 

were; age, obesity, added salt, diabetes mellitus, physical 

inactivity, prolonged use of contraceptive. Only 25.2% of 

the study populations had knowledge (high blood pressure 

is hypertension) of hypertension. Among the previously 

diagnosed hypertensive patients, 46.67% (n=28) took the 

antihypertensive drugs regularly and blood pressure was at 

controlled level (<140/90 mm of Hg) in 36.06%. Only 

61.66% patients were coming for regular follow up and 

ignorance and poverty were the main causes of irregular 

follow up.  

Conclusions. Prevalence of hypertension and its risk factors 

in Rangpur division of Bangladesh is high. Co-ordinated 

approach from local and Government level may be needed 

to combat this situation. 
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Introduction 
 

Non-communicable diseases (NCDs) are already 

of major health importance in developed countries 

and are rapidly becoming a major public health threat 

in the developing world [1]. NCDs were estimated to 

have contributed to almost 60% of deaths in the world 

and among them about 80% occurred in the 

developing countries. [2] Like many other countries, 

Bangladesh has been experiencing an epidemiological 

transition from poverty to affluence and from 

communicable disease to NCDs [3] due to economic 

development and better control and treatment of 

infectious diseases. [4] Of total number of deaths, 

51% of deaths in Bangladesh occur due to NCDs and 

other chronic health conditions. [5] 

Among the NCDs, hypertension is the major risk 

factor for developing ischemic heart disease, stroke, 

heart and renal failures and peripheral vascular 

diseases. [4] Hypertension has been reported to be 

responsible for 57 per cent of all stroke deaths and 24 

per cent of all cardiovascular deaths in East Asians. 

[6] Although, blood pressure is easily measurable it 

has taken several decades to realize that hypertension 

is a frequent worldwide health disorder. [7] 

Hypertension affects nearly 26 per cent of the adult 

population worldwide. 

Kearney and colleagues estimated that the 

prevalence of hypertension in 2000 was 26% of the 

adult population globally and that in 2025 the 

prevalence would increase by 24% in developed 

countries and 80% in developing countries. [8] 

The prevalence of cardiovascular diseases and 

hypertension is rapidly increasing in developing 

countries. [9] However, representative national level 

data on prevalence of hypertension and their risk 

factors are still inadequate in Bangladesh [10-13].  

In addition, pre-hypertension is associated with 

increased risk of developing hypertension and major 

cardiovascular events, independent of other 

cardiovascular risk factors. [14,15] This study was 

undertaken to determine prevalence, awareness and 

control status of hypertension at Rangpur division of 

Bangladesh. 

 

 

 

 

Subjects and Methods 
 

A community-based cross-sectional survey was 

carried out among the population of Rangpur division, 

from 1
st
 July, 2012 to 20

th
 April, 2013. Among the 8 

divisions of Bangladesh, Rangpur, northern division, 

consists of 8 districts and 59 sub-districts, which is 

further divided into unions and ward/villages, and has 

a population of 15,665,000. The study population 

included individuals of 18 years and above of both 

sexes, residing in Rangpur division. 

 

 

Sampling methods and Sample size 

 

A multistage sampling procedure was used to 

select the study subjects. At the first stage, Rangpur 

division was divided into 8 sectors according to its 

administrative districts on a geographical map. In the 

second stage two sub-districts were taken by random 

sampling from each district and then 2 unions from 

each sub-district were selected further by random 

sampling. Finally, one village was chosen from each 

union by random sampling, from among the villages 

of the union.  

In our study, village was the smallest sampling 

unit. From each village, study sample was taken by 

random sampling based on voter list. In places where 

the selected individual from voter list remained 

outside the village or not found during data collection, 

we have taken another individual by random sampling 

instead of that individual. Finally door to door survey 

was carried out to collect data from the selected 

people.  

Assuming unknown prevalence of hypertension 

in Rangpur division, a sample size of 385 was 

calculated to give the true prevalence with a precision 

of 5% with 95% confidence level. Accounting non-

response rate of 25% (96), finally the sample size was 

determined to be 481. 

Exclusion criteria were: age below 18 years. (As 

18 years age is the lower limit to enter into the voter 

list), those who refused to take part in the study, any 

acute illness of patient. 
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Data Collection 

 

An informed written consent was obtained before 

measuring the blood pressure in all the subjects. 

Blood pressure was measured by auscultatory method 

(according to JNC-7), using the validated aneroid 

sphygmomanometer. All the participants were 

requested to take rest for ten minutes before 

measuring the blood pressure. The individual was 

seated in a chair with his back supported and his arms 

bared and supported at heart level and was refrained 

from the use of tobacco in any form or ingestion of 

caffeine 30 minutes preceding the measurement. Two 

separate readings were taken at an interval of 

minimum three minutes. If systolic blood pressure 

differ >10 mm of Hg and diastolic >5 mm of Hg, then 

more 2 readings were taken. The average of the two 

or 4 readings were used to classify the blood pressure. 

Systolic blood pressure measured at the appearance of 

the Korotkoff sounds (Phase I) and diastolic BP was 

taken at the point of disappearance of the sounds 

(Phase V).  

Socioeconomic status, tobacco and alcohol 

consumption and salt intake were assessed by 

questionnaire. Clinical data; demographic characteris-

tics, weight, height, (for body mass index (BMI), 

waist and hip circumference for waist-hip ratio, were 

measured in all the subjects. Data on knowledge about 

hypertension, treatment of hypertension, follow up 

and causes of irregular follow up (in diagnosed 

hypertensive) were collected in a pre-designed, 

pretested questionnaire. Random blood sugar (by 

glucometer), urine strip test for proteinuria, 12 lead 

ECG and fundoscopic examination (tropicamide eye 

drop was given 10 minutes before the procedure) was 

done in all the study population. 

 

 

Criteria 

 

Hypertension 
Systolic or diastolic blood pressure or both 

≥140/90 mm of Hg (according to NICE guideline). Or 

any individual diagnosed as hypertension and 

currently taking antihypertensive drugs. 

Smoker: Those who currently smoke or have 

smoked tobacco in any form (cigarette, birri etc.) in 

last 6 months.  

Ex-smoker; Ex-smoker who gave up smoking at 

least 6 months before. 

Smokeless Tobacco (SLT): SLT are raw tobacco 

leafs taken other than inhalation route (usually taken 

with betel nut or use in inner aspect of lower lip). 

Physical inactivity was diagnosed in presence 

sedentary occupations such as business and service, 

without any spare time activity. 

Obesity: BMI level ≥30Kg/M
2
 (according to 

WHO);  

Central obesity: The absolute waist 

circumference >102 centimeters in men and >88 centi 

-meters in women and the waist-hip ratio >0.90 for 

men and >0.85 for women. 

 

 

Statistical Analysis 

 

The interested variables are processed, edited and 

analyzed by SPSS windows version 17.0. The socio-

demographic data of the study population were 

expressed in frequency distribution and their observed 

difference was tested by one sample ‗t‘ test and ‗chi 

square‘ test. P value <0.05 was considered as 

statistically significant with the 95% confidence 

interval. The results were presented in tables. 

 

 

Results 
 

In this study, we examined a total of 481 people 

of both sexes. Female were slightly more common 

than males (52.8% vs 47.2%). Mean age of the study 

population was 47.75 years (SD 15.52). Table 1 

shows the socio-demographic characteristics of the 

study population. 

In this study we have found 23.9% current 

smoker and 7.3% ex-smoker. Average duration of 

smoking was 15.63 pack year (range 0.30-75, SD 

14.56). Smokeless tobacco (SLT) was taken by 36.6% 

(176) people for mean duration of 7.65 years 

(minimum 0.50-40, SD 6.08). (Table 2 shows 

frequency of use of different form of SLT). Among 

the SLT users majority 74.43% used to take jorda 

(Raw leaf of tobacco that people usually used to take 

with betel nut), and 23.68% used to take gul (Those 

are also raw tobacco leaf in powder form that people 

used to take inner side of the lower lip or 
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undersurface of tongue). Among the current and ex-

smoker majority were male 89.3%, female were 0.7%. 

But SLT intake was found to be equal in male and 

female. 

 

Table 1. Socio-demographic characteristics of the study subjects (n=481) 

 

Variables Frequency Percentage (%) 

Mean age 47.75 years (SD 15.52) (age range 20-110 years) 

Sex Male 

Female 

227 

254 

47.2% 

52.8% 

Level of education 

Illiterate 

≤10 class 

>10 

234 

202 

45 

 

48.6% 

42% 

9.4% 

Occupation 

Housewife 

Agriculture 

Business 

Service 

Others 

 

230 

 156 

29 

21  

45  

 

47.8% 

32.4% 

6% 

4.4% 

9.35% 

Monthly income 

<5000 taka* 

5001-10000 taka 

>10000 taka 

 

416  

49  

16  

 

86.5% 

10.2% 

3.3% 

*1 dollar = 82 taka. 

 

Table 2. Prevalence of hypertension in both sexes by age group 

 

Age group Male Female Total 

Screened Prevalence Screened Prevalence Screened Prevalence 

18-29 26 3.84% 38 13.15% 64 9.35% 

30-39 38 21.05% 49 10.20% 87 14.94% 

40-49 49 28.57% 56 35.71% 105 32.38% 

50-59 45 31.11% 46 36.95% 91 34.06% 

60-69 45 55.56% 37 62.16% 82 58.53% 

≥70 24 58.33% 28 50% 52 53.84% 

Total 227 33.48% Total 254 33.07% Total 481 33.26% 

P value 0.006 P value 0.000 P value 0.000 

 

Only 25.2% (121) of the study people had 

knowledge (knows high blood pressure is 

hypertension) about hypertension and among them 

57.8% (70) had knowledge about factors related to 

hypertension. 28.6% reported stress and 24.3% 

reported excess salt intake is risk factor of 

hypertension. Family history of hypertension was 

present in 22.6% (109). In this study we have found 

that 50.1% (241) people took added salt and 36% 

(173) people were physically inactive. 

Among 481 people screened for hypertension, 

160 were hypertensive, giving the prevalence rate of 

33.3%. Prevalence of pre-hypertension was 29.9% 

(143). An upward trend in prevalence was observed 

with increase in age, especially in male. In females, 

prevalence of hypertension was increased after 40 

years up to 70 years, thereafter prevalence was 

observed to be decreased but still higher than pre 40 

years level (Table 2 and Figure 1). 

Prevalence of hypertension was significantly 

higher among those having family history of 

hypertension (41.3% vs 30.9%, p value 0.012) as 

given in Table 3. Among the hypertensive only 11.9% 

taking regular 30 minutes exercise, 9.4% taking 

irregularly exercise and 78.8% did not taking any 

exercise.
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Figure 1. Linear chart showing prevalence of hypertension by age in male and female. 

 

Table 3. Frequency of risk factors among hypertensive people 

 

Variable Frequency Percentage 

Age (years)  

Mean  

 

55.21 (SD 13.74)  

Sex (M:F) 76 : 84 47.5% : 52.5% 

Current smoking  31 19.4% 

SLT  56 35% 

History of taking added salt  74 46.3% 

Family history of hypertension  45 28.12% 

Contraceptive use 15 17.85% 

Sedentary lifestyle  48 30% 

Obese (≥30 Kg/M2)  29 18.12% 

Central obesity 100 62.5% 

Mean Random Bood Sugar (mmol/L) 7.25(SD 3.58) 

 

Table 4. Showing different grade of hypertension 

 

Grading of hypertension Percentage Male Female 

Grade 1 13% (18) 61.1% (11) 38.9% (7) 

Grade 2 29% (40) 52.5%(21) 47.5% (19) 

Systolic hypertension 

Grade 1 

Grade 2 

 

30.4% (42) 

17.4% (24) 

 

40.5% (17) 

37.5% (9) 

 

59.5% (25) 

62.5% (15) 

Diastolic hypertension 10.1% (14) 64.3% (9) 35.7% (5) 
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Among 254 female study population, 34.6% (87) 

were taking (oral and injectable) contraceptives and 

among them 83.90% (73) taking oral contraceptive 

pills and 16.09% (14) taking injectable 

contraceptives. Mean duration of use of contraceptive 

was 6.32 years. The prevalence of hypertension was 

significantly higher among those using contraceptive 

for more than 5 years (20.9% vs 14.3%, P<0.05)). 

The majority of the hypertensives (30.4%) had 

grade 1 systolic hypertension, followed by grade 2, 

both systolic and diastolic hypertension (29%) and 

10.1% who had only diastolic hypertension. (Table 4). 

Mean age of the population with isolated systolic 

hypertension, isolated diastolic hypertension and both 

systolic and diastolic hypertension were 58.69 (SD 

14.35) years, 43.21 (SD 10.61) years and 54.70 (SD 

13.29) years respectively. Isolated systolic 

hypertension was more prevalent in ≥50 years of age 

(80.30%). On the other hand diastolic hypertension 

more prevalent in ≤50 years of age (64.28%). 

Among the hypertensive patients previously 

diagnosed (those who were on antihypertensive 

drugs) case was 38.12% (61). Mean duration of 

hypertension was (6.85 years, SD 6.93). 46.67% (28) 

previously diagnosed hypertensive patients used to 

take the drugs regularly; regular adaptation of life 

style modification was found in 16.67% (10). Blood 

pressure was in controlled level (<140/90 mm of Hg) 

in 36.06% (22). Complications of hypertension are 

given in Table 5. Among the hypertensive heart 

disease LVH, ischemia, and MI was found in 10.62%, 

10% and 1.3% respectively. Grade 2 hypertensive 

retinopathy was the maximum 11.9% followed by 

grade 3 (2.5%), grade 1 (1.3%) and grade 4 (0.6%). 

Among the previously diagnosed hypertensive 

patients, 78.34% (47) patients did not come for 

regular follow up. (Table 6 showing causes of 

irregular follow up).  

 

Table 5. Complications among hypertensive population 

 

 

Variables 

 

Newly diagnosed 

hypertensive (n=99) 

Previously diagnosed hypertensive Total hypertensive 

(n=160) 

Controlled 

hypertensive 

(n=22) 

Uncontrolled 

hypertensive 

(n=39) 

 

Hypertensive heart 

disease 

(Ischaemia, LVH, MI) 

20.20% (20) 18.18% (4) 28.20% (11) 21.87% (35) 

Retinopathy 13.13% (13) 13.63% (3) 25.64% (10) 16.25% (26) 

Proteinuria 5.05% (5) 4.5% (1) 7.69% (3) 5.625% (9) 

LVH= left ventricular hypertrophy, MI= myocardial infarction. 

 

Table 6. Causes of irregular follow up (n=47) 

 

Variables Frequency 

Ignorance 27.65% (13) 

Poor motivation 27.65% (13) 

Economical problem 12.76% (6) 

Lack of faith to the physician 8.51% (4) 

Migration 2.12% (1) 

Patient‘s busy schedule 2.12% (1) 

Combination of above factors 9 (19.14%) 

 

In our study prevalence of diabetes mellitus was 

4.78%. Newly diagnosed 3.32% (RBS ≥11.1 mmol/L; 

capillary blood testing by glucometer), and previously 

diagnosed (those were on treatment of diabetes 

mellitus) diabetes was 1.45%. Among the 

hypertensives, 7.5% were diabetic. Among the study 
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population diabetes and hypertension co-exist in 

2.49%. 

 

 

Discussion 
 

Hypertension is a major public health problem in 

developing countries like Bangladesh. According to 

WHO scientific group, 10-20 percent of adults in the 

world have hypertension based on the criteria 

suggested by their expert committee [16]. In the 

developing countries [17] the prevalence rate of 

hypertension varied from 15 to 33 percent. [18] Only 

a few studies have so far reported prevalence of 

hypertension in Bangladesh. A marked increase in 

prevalence of hypertension (from 11.3% to 17.9%) 

was observed in Bangladesh from 1999 to 2010. 

[10,11] According to one estimate in Bangladesh, 12 

million people suffer from hypertension. [12] Persons 

with blood pressure above optimal levels, but not 

clinical hypertension (systolic blood pressure of 120-

139 mm Hg or diastolic blood pressure of 80-89 mm 

Hg), are defined as having ―prehypertension.‖ [13] 

Persons with pre-hypertension have a greater risk of 

developing hypertension than do those with lower 

blood pressure levels [14]. The prevalence of 

hypertension and pre-hypertension in this study 

population, were 33.3% and 29.9% respectively 

without any gender difference. 

In most developing countries, hypertension has an 

increasing trend in both urban and rural areas. The 

prevalence of hypertension in this study was higher 

than other studies conducted in the country. [10, 11]
 

However Rahim et al. [19] found similar high 

prevalence (30.64%) of hypertension in rural people 

of Joldhaka, Nilphamari of Rangpur division. In one 

study
19

 they have taken only newly diagnosed cases 

of hypertension and the patients those were currently 

on hypertensive medication were excluded from the 

study. Singh et al. [20] examined the prevalence and 

determinants of hypertension among 6940 subjects 

aged 25 years and above. They also reported higher 

prevalence of hypertension in south (W 31.9%; M 

35.5%) and west India (W 29.1%; M 35.6%) 

compared to north, east and central India (20).
 
II 

Meshram reported similar high prevalence (40%) of 

hypertension in Kerala state of India [21]. Recently a 

meta analysis done in Bangladesh revealed the 

prevalence of hypertension to be 13.5% (12.7%–

14.3%) [22]. Therefore, from different studies, 

conducted across the country including ours, it is 

evident that prevalence of hypertension is increasing 

with time. Causes of increase in prevalence of hyper-

tension may be multifactorial, rapid urbanization, 

ageing of population, sedentary behavior, increased 

consumption of fatty foods, less intake of vegetables, 

fruits and more common use of contraceptives, may 

be the contributory factors (20). Joshi et al. [23] in a 

study in Mumbai observed that there was an 

increasing trend of hypertension as age advances and 

even in post menopausal women, as the prevalence 

rate rose from 4% among young to 17.2% in 60 years 

of age group. Similar findings were also contributed 

by Chockalingam [24] among both Sexes. In our 

study, we have found similar results (prevalence of 

hypertension 9.35% in <29 years age group and 

53.84% in >70 years age group). Thus, from our 

study, it is evident that increasing age has significant 

impact in development of hypertension. However, in 

females the prevalence increased after 40 years up to 

70 years, after that the prevalence decreased; the 

cause of this variation needs to be examined by 

further studies. Singh et al. [25] observed that guava 

fruit intake can decrease blood pressures and blood 

lipids due to increased intake of potassium. 

Tobacco intake may increase sodium absorption 

among smokers and tobacco chewers as compared to 

non-tobacco users. In our study, current smokers were 

lower (23.9%) than other [11] study (26.2%)
 

conducted across the country. This may be due to 

different steps taken by the Government to reduce 

smoking; increased awareness regarding harmful 

effects of smoking etc. Guidelines [26] indicate 

significant role of smoking in development of 

hypertension, our study did not find any significant 

co-relation. In our study prevalence of hypertension 

was more in non-smoker (32.6% vs 26.95%). 

Obesity is one of the important risk factor for 

hypertension. Friedman et al. [27] carried out a 6-year 

follow-up study on hypertension and obesity, and 

found that obesity and weight gain were clear 

precursors of hypertension. In our study, obesity was 

found to be more common than observed in another 

study [11] from Bangladesh (15.8% vs 3.6%). 

Prevalence of hypertension was significantly higher 

among obese (38.2%) and overweight (37.7%) 
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population compared with those having normal BMI 

(30%) (P value 0.000). It seems that limit of higher 

BMI (>25 Kg/M 2) considered in our study for obese, 

is greater compared to other studies from South Asia 

[27, 28]. Populations in South Asia have increased 

susceptibility to central obesity and metabolic 

syndrome which are risk factors for hypertension and 

coronary artery disease and type 2 diabetes [28, 29]. 

Diet and lifestyle guidelines developed by Indian 

Consensus indicate that people of South Asian origin 

develop central obesity as soon as their BMI goes 

beyond 23Kg/M 2. Therefore, it has been suggested 

that subjects having BMI >23 to 25 Kg/ M2 should be 

considered obese and those having BMI 25-30 Kg/M 

2 should be considered to have obesity [28, 29]. It is 

possible, that if the data are analyzed following these 

criteria, the prevalence of obesity among subjects 

above BMI 23 Kg/M 2 would be quite high and below 

this limit would be low. Singh et al. [20] has shown 

among 6940 subjects, that subjects with central 

obesity, sedentary lifestyle and family history of 

hypertension had increased risk of hypertension. Our 

study result is also consistent with this result. 

In our study prevalence of hypertension was more 

in non-contraceptive user group than those using 

contraceptive. The impact of contraceptive as a risk 

factor of hypertension is not significant in our study 

which may be due to lesser duration of use of 

contraceptive in our study. Oral contraceptive usage 

was found to be a significant risk factor in causation 

of hypertension in other countries [30, 31]. Our study 

revealed that prevalence rate of hypertension was 

significantly higher with long term usage of oral 

contraceptive and the mean systolic and diastolic 

pressure in groups on oral contraceptive pills were 

higher by 6.5 mm of Hg and 3.24 mm of Hg 

respectively as compared to blood pressure readings 

in control group. The Five City Study in India among 

6,940 subjects, aged 25 years and above, also found 

that oral contraceptive intake was a significant risk 

factor of hypertension [20]. 

Prevalence of diabetes mellitus in our study was 

higher than previous study [11] from our country. 

This may be due to the differences in criteria for 

labeling diabetes. The earlier study [11] taken only 

the self reported cases, but in our study we have taken 

the self reported cases (those who were on treatment 

of diabetes mellitus) as well as whose blood glucose 

was ≥11.1 mmol/L. Singh [31] et al. carried out a 

study among ethnic groups of rural and urban 

population of North India and showed that diabetes 

mellitus was a risk factor of hypertension. Our study 

results are also consistent with this study. Among the 

diabetes 52.17% were hypertensive in our study.  

Studies from Southeast Asian and African 

Regions have shown that DM and HTN coexist in 

type 2 DM ranging from 20.6% in India to 78.4% in 

Thailand in the SEA region and ranging from 9.7% in 

Nigeria to 70.4% in Morocco in the AFR region [32]. 

Though in our study diabetes and hypertension co-

exists only in 2.49% of the study population, study 

with large sample size will be needed to get a true 

picture of the twin diseases. The awareness 

(knowledge about hypertension), regular drug intake 

and control of hypertension (among treated 

hypertensives) in this study were low (25.2%, 46.8%, 

and 36.06%, respectively). In a study in Kerala, it was 

39%, 29%, and 10%, respectively, in the urban 

elderly population. [33] In a study in USA, control 

was only in 24% of all hypertensives and 45% of the 

treated hypertensives. [34] 

In Assam about 4% of all hypertensives and 

18.1% of treated hypertensives had controlled blood 

pressure. [35] The low awareness and treatment of 

hypertension in our study might be due to competing 

health priorities with many communicable diseases 

and other important services. There is no free or 

subsidized treatment for non-communicable diseases 

(NCDs) through the public health system in 

Bangladesh but the incentivized programs exist for 

some communicable diseases and maternal and child 

health. Besides availability, accessibility, and lack of 

private services in rural areas and the silent nature of 

the problem plays an important role. Other factors like 

lower socioeconomic status, health perception and 

low level of education can also be cited. The low rates 

of awareness, treatment and control of hypertension 

are a matter of concern for the already outstretched 

public health facilities. Despite ignorance about 

awareness and treatment of hypertension and poverty, 

population may be educated about diet and lifestyle 

changes for prevention of NCDs via education, 

agriculture, food and health ministry of the 

governments and voluntary organizations [28,29].  

A randomized, controlled intervention trial, among 

120 subjects with hypertension, on effects of guava 
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intake on serum total and high density lipoprotein 

cholesterol levels and on systemic blood pressure in 

India reported significant benefits [25]. Fruits, 

vegetables, legumes and fish rich in potassium, 

magnesium, flavanols and w-3 fatty acids may 

advised in general along with increased physical 

activity and weight loss for prevention of 

hypertension in any country of the world 

[20,25,26,28]. 

In brief, hypertension and prehypertension have 

become public health problems in Bangladesh. 

Obesity and central obesity, diabetes mellitus, added 

salt, physical inactivity, prolonged use of oral 

contraceptive may be the risk factors of hypertension, 

although multivariate regression analysis should have 

been done to demonstrate such association. Tobacco 

intake was not associated with hypertension. Most 

patients with a diagnosis of hypertension have poor 

adherence to treatment and follow up. Ignorance and 

poor motivation was the main cause of irregular 

follow up. 

 

Limitation. Failed to determine whether the high 

blood pressure was persistent or not. Multivariate 

analysis could not be conducted. 

 

Future direction. Causes of increase prevalence 

of hypertension need to be studied. 
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