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CHAPTER |

INTRODUCTION

1.1. Background and Rationale

In the 21st century, non-communicable diseases (NCDs) continues to be one
of the major public health challenges threatening social and economic development
of the countries throughout the world(WHO, 2017a). Hypertension or raised blood
pressure is one the chronic non-communicable diseases with fatal serious
complications if left untreated. Emerging Non-communicable diseases burden move
United Nations for prevention and control of NCDs through the 9 global NCDs
targets which is adopted during the high level meeting of UN general Assembly in
2011 calling for a 25% relative reduction in hypertension prevalence by the year
2025, according to the national circumstances.(WHO, 2015b).

Hypertension is affecting more than one fifth of adults globally. Among the
total world population of seven billion, over one billion people have hypertension
according to WHO 2015 data. The prevalence of hypertension in adult was expected
to be increased by 60% or 1.56 billion by the year 2025. Two-thirds of hypertension
cases are in developing countries. Prevalence is high in low income and middle
income countries and lowest in the Region of the Americas. Approximately one in
three adult has high blood pressure in the South East-Asia Region (WHO, 2013c) In
Myanmar, prevalence of hypertension is 24.9% in male and 24.2% in female
according to 2015 NCDs country profile, WHO. In Thailand, prevalence of raised
blood pressure is 24.2% in male and female 20.3 in female total 22.3% according to
2015 NCDs country profile, WHO.

Hypertension kills almost 9.4 million people every year globally and nearly
1.5 million people each year in the South-East Asia (SEA) Region accounting for one



of the most important causes of premature death worldwide. It is a major risk factor
for coronary heart disease and ischemic as well as hemorrhagic stroke responsible for
around fifty percent of all deaths from heart disease and stroke. Although the cause
is unknown for about 95% of cases of hypertension, most of the cases share the
common behavioral risk factors such as tobacco use, harmful use of alcohol, physical
inactivity and unhealthy diet. The burden of the disease is further increased by rapid

urbanization, globalization, population growth and population aging.

The disease complications occur mainly in the adulthood although most of
the risk behaviour has adopted since early life. Mortality impact of the NCDs can be
prevented through government policies by delivering universal health care and
increasing public awareness of hypertension, enhancing avoidance of tobacco,
moderation of alcohol, eating of healthy diets and physical activity. Effective
interventions for preventing the occurrence and management of the non-
communicable diseases has proved the reduction in the burden of diseases. Early
detection and management of individuals with hypertension or people at high risk
improves survival and quality of life. Owing to better access to services for
prevention and treatment of NCDs, mortality from cardiovascular disease has

declined in high-income countries (Nissinen A et al., 2001).

In developing countries, many people with high blood pressure do not aware
of their disease and encounter difficult access to treatments to control their blood
pressure.(WHO, 2013b). Weak health services are one of the barrier for prevention
and control of hypertension. Difficult access to health service results in delay for
early detection and getting treatment. Lack of good environment which enhance
healthy lifestyle adoption is one of the major barriers to prevention and control of
hypertension. (WHO, 2013c)

Health is recognized is a fundamental human right and migrants are of no
exception. Thailand has estimated migrant population of 3.7 million according to
Thailand migration report 2014, IOM. Some 3.25 million of people from neighboring
countries come and work in the Thailand. Thailand’s largest migrant population are

Burmese 86% and other countries composed of Cambodia 10% and Laos 4%.



Samutsakhon is the central province of thailand where about 300,000 Burmese
migrants are living. Only one third of the migrant populations are registered which
makes them Access to health and other social services are poor among migrant
especially when they are undocumented (Migration, 2009). A corer challenge for
expending health services includes difficulties in accessing health status of migrant’s

population due to high mobility and illegal status of living in Thailand (Jitthai, 2010).

Regarding Thailand health insurance, migrants are provided with compulsory
scheme for registered migrants and optional health insurance scheme for irregular
migrants with enrollment fee 2800 baht and 30 baht per hospital visit.(IOM, 2014)
Health screening is also included in Insurance scheme. In some areas of Thailand,
health facilities are provided with relevant language facilitators in order to have better
accessibility for migrants. According to Thailand Migration Report 2014, the
improvements were seen in provision of education, health care accessibility, and the
enrolment in Social Security Fund. (IOM, 2014). However, migrants who registered
for the scheme often practice self-medication or not seeking medical care until they
encounter very severe health problems as a result of reluctance to access government

medical facilities. (Srithamrongsawat, 2009).

Effective prevention and control of NCDs is a national public health priority
for Thailand nowadays. (IOM, 2014). Data for non-communicable diseases status of
migrants are even sparser although some evidence for migrants’ health seeking
behaviour for cardiovascular diseases has been noted in hospital inpatient care data.
(Ministry of Public Health, 2011)

1.2. Research Gap

Increasing trend of hypertension prevalence in all over the world needs
awareness and prevention in the community and migrants are no exception.
Hypertension status of the migrant population in the Samutsakhon province is not
known previously. Data for non-communicable diseases status of migrants are even
sparser although some evidence for migrants’ health seeking behaviour for
cardiovascular diseases has been noted in hospital inpatient care data. (Ministry of

Public Health, 2011). Little have been studied about the hypertension among migrant



population in Thailand. This study assesses the knowledge, attitude and preventive
behavior towards raised blood pressure among Myanmar migrants in Samutsakhon
Province, Thailand. Understanding of knowledge, attitude and practice level
regarding hypertension of the migrant population will enhance the knowledge base
for expansion of national health services and interventions to migrant population and
will also guide in decision making and enable objective evaluation of migrant health

policies to expand programs targeting prevention and control of hypertension.
1.3. Research Questions

1. What are the socio-demographic characteristics of Myanmar migrants in
Samutsakhon Province?
2. What are the level of knowledge and attitude towards hypertension among

Myanmar migrant adult in Samutsakhon Province?

3. What are the level of practice of preventive behaviour towards hypertension

among Myanmar migrants in Samutsakhon Province?

4. Is there association between socio-demographic factors, level of knowledge,
attitude and practice of preventive behaviour towards hypertension?

1.4. Research Objectives

1.4.1. General objective-To identify the level of knowledge, attitude and practice
of preventive behavior towards hypertension among Myanmar migrants of studied
population in Samutsakhon Province, Thailand.

1.4.2. Specific objective

1) To identify the socio-demographic characteristics of Myanmar migrants in
studied population in Samutsakhon province, Thailand.

2)  To measure the level of knowledge and attitude towards hypertension
prevention among Myanmar migrant in studied population in Samutsakhon
Province, Thailand.

3)  Toassess the level of preventive behaviour on hypertension among Myanmar

migrants in studied population.



4)  To identify the association between socio-demographic characteristic, level
of knowledge and attitude and hypertension preventive behaviour among Myanmar

migrants in studied population.
1.5. Research Hypothesis

1. Socio demographic characteristic is associated with preventive behaviour of
hypertension.

2. Knowledge of Hypertension is associated with preventive behaviour towards
hypertension.

3. Attitude of Hypertension is associated with preventive behaviour towards

hypertension.



1.6. Conceptual Framework

Independent Variables

Socio-demographic
Characteristics

-Age Gender

-Ethnicity, Marital status
-Education, Occupation
-Income, Begistration status
-Health Insurance

-Personal history of HTIV
-Famuly history of HTIN
-Presence of DM

Knowledge of

Hypertension

Nommal BP, Symptoms,

Diagnosis and treatment,
Faisk factor, Prevention,

Source of health mformation.

Dependent Variable

Attitude towards
Hypertension

-Rizk

Severity,

Preventive behaviour

k4

Practice of Preventive

Behaviours of
Hypertension

-Physical activity

-Healthy Diet {low salt, low fat
more fruits and vegetables)

Mdoderation of Alcohol
Drinking

-Avoidance of Smoking
-Stress management

-Checling of blood pressure

Figure 1 Conceptual Framework




1.7. Operational Definitions

o Myanmar migrants in this study refers to any Myanmar Nationalities who
has moved across the international border from Myanmar to Thailand regardless of
the person’s legal status and the causes for the movement.

o Undocumented Migrant in this study refers to non-Thai nationals who enter
and stay in Thailand without legal documentation or, after legally entering, those
staying beyond the authorized time.

. Premature death —refers to death that occurs before the average age of death
in a certain population.

. Age — refers to the last completed birthday of the respondent at the time of the
interview.

o Ethnicity- refers to the ethnic origin of the respondent which is categorized
into Burma, Mon, Karen, Shan and others.

o Marital Status- means the status of marriage of the respondents at the time of
interview. It was categorized as single, married, divorced, separated, widow and
others.

o Education Level - refers the self-report highest attained level of education of
the respondents and it is measured in five categories, “No Education, Primary or
monastery education (grade 1-4), Secondary education (grade 5-8), Higher education
(grade 9-10) and University graduate and above.

o Occupation - refers to the respondent’s current occupational status. It is
classified into factory worker, construction worker, agriculture worker (including
fishery and livestock), general worker and unemployed”.

. Income- Refers to respondent’s average income in baht per month.

o Registration status refered to the respondent’s self-reported current
registeration status of work in Thailand. It was categorized into registered and
unregistered.

o Personal history of hypertension- Referred to respondents’ status of
hypertension whether he or she is diagnosed as hypertensive patient by professional

healthcare providers in the past or receiving treatment for hypertension.



o Family history of hypertension- refers to the medical history of the
respondents’ family whether they have history of hypertension.

o Knowledge on Hypertension in this study means, the understanding of the
respondents about hypertension regarding the risk factors, preventive behaviour,
symptoms and complication.

. Attitude on hypertension in this study means, the respondent thoughts and
beliefs about the hypertension.

- Risk: means that the opinions of the respondents on getting Hypertension.

- Severity of the complication of hypertension: means that the opinions of the
respondent on how severe the complications of hypertension.

- Preventive behaviour: mean that the opinions of respondents on the prevention
of hypertension.

. Practice of Preventive Behaviours of Hypertension in this study refers to
the respondents’ activities to prevent hypertension through primary preventive
strategies for hypertension.

- Physical activity

- Healthy diet

- Moderation of alcohol

- Avoidance of smoking

- Management of stress

- Checking of blood pressure

. Healthy diet means balanced diet that are low in salt content, saturated animal
fat, total fat and rich in fruits and vegetables.

o Participants will be asked how frequently they choose to eat fruits and
vegetables, (5 portion of fruit and vegetables during most of the day in a week)
choosing of healthy food over unhealthy food whenever available (processed food,
canned food, deep fried and salty food).

o Physical activity refers to exercise as well as other activities which involves
bodily movement and are done as part of playing, working, active transportation and

house chores and recreational activities. (WHO)



o Vigorous physical activity- any physical activity that cause heavy sweating
or large increases in breathing or heart rate. e.g. fast cycling, Carrying heavy loads

o Moderate alcohol consumption in this study refers to respondent’s activity
in reducing daily amount of alcohol intake to be not more than 1 standard drink per
day for women and up to 2 drinks per day for men.

. One standard drink means a bottle of beer, a glass of wine and a shot of hard

liquor (Gin, whiskey)

1 standard drink =

——

= Y Y

1 standard boltle 1 single measure 1 medium size 1 measure of
of regular beer of spirits (30ml) glass of wine aperitif (60ml}y
(285ml) (120ml})

Note: net alcohol content of a standard drink is approximately 10g of ethanol.

Figure 2. One Standard Drink (WHO STEP Survey)

o Avoidance of tobacco refers to the status of the respondents’ action in relation
to cessation or avoidance of smoking.

o Managing stress-refers to participant’s strategy of controlling stress in order
to reduce its impact by means of changing the source of stress or changing the

reaction to it.

o Checking of Blood Pressure refers to the respondents’ action of measuring

their blood pressure.
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CHAPTER II

LITERATURE REVIEW

2.1. Hypertension

2.1.1 Hypertension Definition

Hypertension is a long-term medical condition where there is persistent
elevation of the systolic blood pressure of 140 mmHg or greater and diastolic blood
pressure of 90 mmHg or greater. Blood pressure is the force of blood pumped by the
heart through the arteries to the rest of the body with every heartbeat. It has two
measurements; systolic and diastolic blood pressure. Systolic blood pressure is the
pressure during the contraction of heart muscle and diastolic blood pressure when the

heart is in relaxation state between each contraction.

Table 2. 1. Classification of High Blood Pressure for Adult

Blood Pressure SBP DBP
Classification mmHg mmHg
Normal <120 and < 80
Prehypertension 120-139 80-89
Stage | hypertension 140-159 90-99
Stage Il hypertension >160 >100

Table 1.1 Classification of High Blood Pressure for Adult(JNCVII, 2004)
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2.1.3 Types and Causes

There are two types; primary or essential hypertension and secondary
hypertension.
Primary Hypertension- When the cause is unknown, it is called primary
hypertension. About 95% of hypertension cases diagnosed are essential.(Eskridge,
2010.)
Secondary hypertension —When there is a known cause or diseases such as chronic
kidney disease (CKD), diabetes mellitus (DM), thyroid disease, endocrine disease,
malformations of blood vessels and medications such as prednisolone. About 5% of

hypertensive patients are diagnosed with secondary hypertension (AHA, 2014.).

2.1.4. Risk Factor
2.1.4.1. Unmodifiable risk factor
Age, gender and race are unmodifiable risk factor for hypertension.

The risk of hypertension increases as the blood vessel gradually loses its’
elasticity and becomes stiffen as people grow older.(AHA, 2014.) According to
NHANES survey, the approximate 5% rise in age specific prevalence of hypertension
is seen in every 10 year increase in age of the population.(Dreisbach, 2014)

High blood pressure is more prevalent in men until age 64. After 64 years,
women are more likely to get hypertension (AHA, 2014.). In the United States, the
National Health and Nutritional Examination Survey reported that the prevalence of
hypertension was lower in women than in men between the age of 18-49 years.(5%
in women and 12% in men ) However, the age-related BP rise for women exceeds
that of men after 70 years of age and older(50% for white men and 55% for white
women) (Vicki L. Burt et al., 1995).

Estimated 30 percent of cases of essential hypertension are contributed by
genetic factors. Not all the risk is attributed to the genetics but because of the thing
that family share the same lifestyle. In the United States, high blood pressure develops
more commonly in African-Americans rather than people of any other racial
background. Compared to non-Hispanic Whites, they tend to have hypertension in
early age of life. Some may present with more severe clinical sequel and some

treatment are less effective for them(AHA, 2014.). Risk for developing hypertension
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for an adult 45 years of age without hypertension is greater in African,Hispanic (93%
and 92% ) than Whites and Chinese adults(86% for whites and 84% for Chinese
adults.)(Paul K. Whelton et al., 2017).

2.1.4.2 Behavioural Risk Factors

The major behavioural risk factors for the development of hypertension include
Sedentary life-style, unhealthy dietary pattern (excess salt and saturated animal fat,
low amount of vegetables and fruits), alcohol drinking, cigarette smoking and
engaging in stressful conditions. People’s working and living conditions such as
housing, income, education and employment and rapid unplanned urbanization leads
to promote the development of hypertension as a result of unhealthy environments
that encourage sedentary behavior, consumption of fast food, harmful use of alcohol
and tobacco use. (JNC VII 2004)

2.1.4.3. Metabolic Risk Factors

Metabolic risk factors for hypertension includes high cholesterol, being
overweight and diabetes. More than half of people with hypertension also have high
cholesterol. Being overweight and high cholesterol level increase individual risk of
cardiovascular complication as it can put extra strain on heart and circulatory system.
There are increasing population of people who have both diabetes and hypertension
and their cardiovascular risk is higher because of the strong linkage of the diseases
with all cardiovascular diseases. Diabetes occurs two and a half-time more commonly
in hypertensive patients are more likely to develop diabetes within five years.

Hypertension is also disproportionately higher in the diabetics. (JINCVII, 2004)


http://www.heart.org/HEARTORG/Conditions/Cholesterol/AboutCholesterol/What-Your-Cholesterol-Levels-Mean_UCM_305562_Article.jsp
http://www.heart.org/HEARTORG/Conditions/Cholesterol/AboutCholesterol/What-Your-Cholesterol-Levels-Mean_UCM_305562_Article.jsp
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Globalization Unhealthy diet High blood pressure Heart attacks

Urbanization Tobacco use Obesity Strokes

Ageing Physical inactivity Diabetes Heart failure

Harmful use of alcohol Raised blood lipids

\ Metabolic risk factors

Income
Education

Housing

Social determinants

and drivers

Figure 3. Factors contribute to the development of hypertension and its
Complications (JNC VI1 2004)

Other factors

Pre-eclampsia or pregnancy induced hypertension- Some pregnant women has raised
blood pressure when measured which resolves usually after giving birth. Women who
experience preeclampsia have more chance to develop hypertension in later life and
it can sometimes remain.

White Coat Hypertension- Temporary increase in the blood pressure which is caused
by anxiety of visiting a doctor or hospital setting. They may increase their blood
pressure than usual when measured and it is known as white coat hypertension (WHO,
2013a).

2.1.5 Symptoms

Hypertensive people rarely have symptoms. Sometimes it causes symptoms
such as headache, anxiety, shortness of breath, dizziness, chest pain, palpitations of
the heart and nose bleeds. Such symptoms are not to be ignored, but neither can they
be relied upon to signify hypertension. Hypertension, the silent killer, is a serious
warning sign that significant lifestyle changes are required and it is important for
everybody to know their blood pressure reading (WHO, 2013a).
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2.1.6 Diagnosis and Treatment of hypertension

Diagnosis of hypertension is made when the blood pressure readings shows
consistent high results in more than two separate occasions (SBP 140 mmHg or more
and DBP 90 mmHg and more). As the diagnosis is confirmed, it is also important to
determine the extent of cardiovascular risk and complications by blood test, urine test,
electrocardiogram, ultrasound and echocardiogram.

Treatment of hypertension include long-term antihypertensive medication as
well as life style modification. Common medications for hypertension include single
or combination therapy of calcium channel blockers, angiotensin Il receptor blockers,
angiotensin-converting enzyme (ACE) inhibitors, beta blockers and diuretics. Pre-
hypertensive and high risk individual are also encouraged to adopt healthy life style
behaviour such as losing weight for overweight persons, exercising at least 30
minutes a day, eating a low-sodium, low-fat diet that’s rich in potassium and fiber,

quitting smoking, limiting of alcohol intake and reducing stress levels.

2.1.7. Complications

Persistent elevation of blood pressure gives rise to damage of the major
target organs such as brain, heart and kidney resulting in fatal serious complication
to premature death. For each increase in 20/10 mmHg of blood pressure, the
cardiovascular risk becomes doubled. Uncontrolled hypertension can give rise to a

wide variety of complications;

1)heart attack,

2)enlargement of the heart and eventually heart failure due to increased workload

from high blood pressure

3)stroke resulting from rupture of blood vessels or aneurysms

4) kidney failure,

5) Visual impairment and blindness
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6)cognitive impairment.
7)Sexual dysfunction

8)Peripheral artery disease (PAD) — Atherosclerosis caused by high blood pressure

can cause a narrowing of arteries in the legs, arms(ESCESH, 2013).

2.1.8 Prevention of Hypertension

Adoption of healthy lifestyle is important for prevention as well as
management of hypertension. (JNC 2004.) Preventive behaviours adopted early in
life provide the greatest potential for avoiding the unhealthy habits that give rise to
hypertension and its related burden of complications.(NIH, 2002)
The odds of developing high blood pressure and its adverse consequences can be

minimized by:

o Eating of healthy diet- reducing salty diet and fat intake

. Regular physical activity -30 minutes a day most of the day in a week
. Avoidance of smoking and tobacco

o Moderation of alcohol- not more than one standard drink a day

o Stress management- meditation, from social support.(WHO, 2015c¢)
2.1.8.1. Physical activity

WHO defines physical activity is defined as any movement of the body produced
by skeletal muscles that requires energy expenditure. It includes activities undertaken

during playing, working, doing house chores, travelling and recreational activities.

There are two types;

a. Moderate Physical Activity

Moderate Physical Activity requires a moderate amount of effort and noticeably
accelerates the heart rate. Examples -brisk walking, dancing, gardening, housuework

and domestic chores, general building task, carrying/moving moderate loads


http://www.heart.org/HEARTORG/Conditions/VascularHealth/PeripheralArteryDisease/About-Peripheral-Artery-Disease-PAD_UCM_301301_Article.jsp
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b. Vigorous Physical Activity

Vigorous Physical Activity requires a large amount of effort and cause rapid
breathing and substantial increase in heart rate. examples -running, walking up a hill,
fast cycling, aerobic, competitive sports and games e.g. football, basketball,

carrying/moving heavy loads

Regular and adequate levels of physical activity reduce the risk of hypertension
and other non-communicable diseases and depression. It helps improve muscular and
cardiorespiratory fitness, and weight control. Regular aerobic physical physical
activity for at least 30 minutes a day for most of the day has been recommended for
prevention of hypertension. (Krousel-Wood et al., 2004)

The relationship between blood pressure and physical activity has been
proved in many studies. A meta-analysis of 27 randomized controlled trials by
Whelton et al. proved that there is significant reduction in SBP of the respondents
who assigned to take regular aerobic exercise. The study identified a 4.04 mmHg
reduction in systolic blood pressure of 1108 normotensive respondents when
compared to the control group to determine the effect of aerobic exercise on blood
pressure(SP Whelton et al., 2002).

The risk of hypertension in physically active individuals is greatly reduced by 30
% to 50% compared to less active and less fit persons. Some environmental factors
such as use of passive transportations, sedentary job nature, lack of sport and
recreational facilities, high density traffic and fear of outside crime and violence

impose people to become less active in more urbanized world.(WHO, 2017b) .

2.1.8.2. Healthy Diet

Hypertension can be prevented by modification of dietary pattern by eating a
diet rich in fruits and vegetables, and low fat and dairy products together with
restriction of sodium content. A healthy diet protects against malnutrition in all its
forms, as well as non-communicable diseases (NCDs), including hypertension,

diabetes, heart disease, stroke and cancer. People are now consuming more foods high
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in energy, fats, free sugars or salt/sodium, and many do not eat enough fruit,
vegetables and dietary fibre such as whole grains. A shift in dietary patterns and
change in lifestyle of people driven by the rapid urbanization, increased production
of processed food.

Higher salt intake has a dose-dependent association with incidence of strokes and
total cardiovascular events. Most people consume too much sodium through salt.
Countries in Eastern Europe and Asia are rated as the highest salt consuming
countries. The average salt consumption is 9 grams in many countries which is above
the WHO recommended level of 5 g.(Powles et al., 2013) A meta-analysis of dietary
survey in 2010 shows that a Thai and Myanmar adult consumes 13.5 g salt per day
and 11.5 g salt per day respectively. (Powles et al., 2013)WHO recommend salt
restriction by avoiding extra added salt or soy sauce to the food on the table and during
the food preparation, reducing the eating of salty snacks and to choose low sodium
content food.(WHO, 2015a)

The meta-analysis of 17 studies strongly supports other evidence for reduction in
salt intake reduce in blood pressure of 4.96/2.73 mm Hg in hypertensives and 3.6/1.6
mm Hg in normotensives that could avert more than a million deaths from stroke and

almost three million deaths from cardiovascular disease worldwide (He et al., 2013).

Reduction in sodium consumption by about 30% has greatly reduced the
cardiovascular disease in in Finland in those less than 65 years and the stroke rates
have fallen by more than 70% in Japan.(Dobe, 2013).

The Dietary Approaches to Stop Hypertension (DASH) trial demonstrated
that dietary approaches are effective for prevention and control of hypertension.
Substantial decrease of blood pressure was detected in both hypertensive and
normotensive individuals taking DASH diet that emphasizes fruits, vegetables, and
low- amounts of total and saturated fat and cholesterol, only small amounts of red
meat, sweets, and sugar compared with a typical diet in the United States. Low

sodium DASH diet lowered a mean systolic blood pressure of 7.1 mm Hg in
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participants without hypertension, and 11.5 mm Hg in participants with hypertension

compared with the high sodium control diet.(Frank M. Sacks et al., 2001).

2.1.8.3.Avoidance of Tobacco

There are now 1.3 billion cigrette smoker worldwide , majority of them are
from developing countries. It is the major risk factor for cardiovascular diseases
killing more than seven million people every year. It is responsible for 10% of all

death from cardiovascular diseases. (WHO, 2014a)

Smoking stimulate sympathetic nervous overactivity, which increases
myocardial oxygen consumption through a rise in blood pressure, heart rate, and
myocardial contractility.(Norman M Kaplan, Clinical Professor of Internal Medcinie
University of Texas Southwestern Medical Centre). Cigarette smoking causes
transient increase in blood pressure which is seen especially with the first cigarette of
the day. Elevation of SBP is noted in the study of patients with mild essential
hypertension(Groppelli A et al., 1992). Chronic sympathetic activation which plays
an important role in arterial compliance, contributes to the well-established
association between arterial stiffening and hypertension.(Adel E. Berbari and Mancia,
2012).

2.1.8.4. Moderation of Alcohol Drinking

More than three million people in the world are dying every year due to
harmful use of alcohol. There is a causal relationship between harmful use of alcohol
and a range of mental and behavioural disorders, other non-communicable conditions
as well as injuries.(WHO, 2014b)

One standard drink of alcohol equals to a glass of wine, a bottle of beer, cider
or cooler and a shot of hard liquor. Moderation of alcohol means limiting alcohol
consumption to have not more than one standard drink per day for women and two
drinks per day for men. Blood pressure increase is not seen when alcohol is consumed
less than two drinks per day (<30 grams of ethanol a day). Larger amounts of
alcohol ingestion have A dose-related BP effect is seen in both normotensive and
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hypertensive and individuals with large amont of alcohol consumption (Krousel-
Wood et al., 2004). The harmful use of alcohol is strongly discouraged in
hypertensive individuals. (JNC VII). In one prospective cohort study of 28848 women
and 13455 men, the result shows that light to moderate consumption of alcohol
decrease risk of hypertension in women and increase in men.The threshold above
which alcohol become deleterious for hypertension risk emerged at more than or
equal 4 drinks per day in women versus a moderate level of more than equal 1 drink
per day in men.(D.Sesso et al., 2008)

2.1.8.5. Stress Management and hypertension

Stress is a concern of a strong emotional tension. It is involuntary physiological
response or flight or fight reaction to a threat. Chronic activation of fight or flight
response increase hypertension. Stress management refers a strategy of reducing stress
and its effect. Stress management includes;

Relaxation: Breathing exercise, meditation.

Detecting the source of the problem: The most population of the world not understand
of the happening for feeling tension or stressed. Identifying this case is necessary to

prevent occurrence over once more.

Addressing the problem by making a change or accepting the problem is out of one’s
restrict without stressing concern it anymore (Greenberg, 2006)

Persons who display often, large increases in blood pressure (BP) during stress
are at risk of increasing blood pressure which is proved by CARDIA study. The BP
interact to 3 psychological issue in a test of 4100 normotensive males and females
whom were studied during 13 years of follow-up. The person who grown up a large
reaction to psychological tension were shown to be at threat for hypertension as they
come up to midlife.(Karen A. Matthews et al., 2004)

The hypothesis that stress raises hypertension prevalence is supported by the
observation that the average blood pressures of African Americans living in high-

stress areas where unemployment, crime, and crowded conditions are ongoing
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features of the environment are higher than those residing in low stress

neighborhoods. (Stress and Hypertension 1990)

2.2. Hypertension Situation

Among the total world population of seven billion, over one billion people
have hypertension according to WHO 2015 data. of these, two-thirds are in

developing countries. More than 1 in 5 adults worldwide have raised blood pressure.

Prevalence is high in low income and middle income countries and lowest in
the Region of the Americas (18%). In contrast, low-income countries have the highest
prevalence of raised blood pressure. The average blood pressure levels in Africa
region are much higher than global averages. More than 30% of adults in many
countries of WHO Africa region are estimated to have high blood pressure and this
proportion is increasing.

One in three adults in the SEA region has hypertension (WHO, 2013c) In
Myanmar, prevalence of Raised blood pressure (2008) is 24.9% in male and female
in 24.2% in female according to 2015 country profile, WHO. In Thailand, NCDs are
estimated to account for 71% of total deaths among total population of 66785000.
Prevalence of Raised blood pressure (2008) is 24.2% in male and female 20.3 in
female according to 2015 NCDs country profile, WHO.

The prevalence of hypertension among Myanmar migrant workers is
unknown. Samutsakhon province has a registered population of 545,454 according to
provincial health report, 2016(NSO, 2016).The estimated population of Myanmar
migrant in Samutsakhon is 300,000 according to The 2014 Statistical Journal of
Foreign Workers in Thailand who Hold Work Permits, Department of Employment,
Ministry of Labor.(Department of Employment, 2014).The estimated population is
based on the number of workers who have work permit. A study done in
Thasongyang, Thailand revealed an ethnic group of Myanmar, Karen, has
hypertension in more than 27% of population and are hypertensive. (Myo Nyein Aung
etal., 2012)
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2.3. Migration

A United Nations report “Trends in total migrant stock” reported that
international migration in the world becomes doubled from 75 million to 191 million
between 1960 and 2005. Annually migration is running 3% according to IOM.
Irregular immigrations occur around 15- 30 million internationally according to ILO.
There were an estimated 244 million migrated internationally in 2015,.(3.3% of the
world’s population)(IOM, 2017)

Along with migration, there has been a concern about spread of infectious diseases.
Not only spread of communicable disease, but also the poor health status of the
migrants is the uprising issue. Irregular migrants and asylum seekers encounter

difficult access to health care services in many countries.(WHO, 2008a)

2.4. Background of Myanmar Migrant Workers in Thailand

Seventy percent or 1.4 million of Burma's overseas population are living in
Thailand according to the 2014 Burma Census. Thailand’s largest migrant population
are Burmese.(Census, 2015). Thailand has all immigrant population of 3000000
which represents approximate seven per cent of the country’s population. Largest
migrant population are Burmese 86% and other countries composed of Cambodia
10% and Laos 4%. Thailand migration report stated that the estimated of registered
and unregistered Myanmar migrant workers will be around 2.3 million. The majority
of approximate 76 % of registered migrant workers are Myanmar according to
Thailand’s’ Ministry of labor (IOM, 2013). Myanmar migrants are largely occupied
in the fisheries sector, seafood processing, storage, transportation and trade and the
construction sector.(IOM, 2014).

Most of the Burmese migrants migrate due to family poverty, unemployment,
low earning and lack of qualification for employment and experiences such as forced
labor. Migrants move from every states and regions of Myanmar, the greater number
of them are from five states and regions bordering Thailand namely, Mon State, Shan
State, Thanintharyi Region, Kayin State and Kayah State. The Bamar were the major

ethnic sort in the middle of the migrants, representing 43.5 per cent of the total


https://en.wikipedia.org/wiki/2014_Burma_Census
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number, adhere to by the Shan (18.3%), the Mon (15.1%), the Karen (12.5%) and
others.(IOM, 2014).

Samutsakhon is the first in Thailand for seafood processing and wholesaling.
There are about 5000 factories in the province. Samutsakhon province has a registered
population of 545,454 according to provincial health report (NSO, 2016). The
estimated population of Myanmar migrant in Samutsakhon is 300,000 according to
Ministry of Labor.(Department of Employment, 2014)The estimated population is
based on the number of workers who have work permit. Total of 1,186,805 migrants
from Myanmar had been registered in Thailand in 2012. Other large Burmese
communities reside in Mae Sot, Ranong and Bangkok, Tak, Chonburi, Phuket,
Songkla, SuratThani, Pathum Thani, Samutprakan (Ndegwa, 2016).

Previous study among myanmar migrant workers in Samutsakhon province
revealed prevalence of cigarette smoking is quite high 35.2% (59.2%in male and 8%
in females )which is higher than smoking prevalence in Myanmar. The prevalence is
associated with Mon ethnicity,male gender and attitude towards smoking behaviour
among migrant worker population. More than half of the migrants tried to quit
somking.(Zaw et al., 2009)

Another study in 2005 showed the widespread use of cigarette and alcohol,
and moderate high physical activity among between Myanmar migrant workers in
Samut Sakhon Province . Among them, 25.4 % were currently drinking alcohol. More
than half of the drinkers started drinking since the age of 18 tto 20 years. A
considerable 60% proportion of the youth population do not take part in vigorous or
less vigorous physical activity.Only a few participants described that they had job
stress (Howteerakul et al., 2005)

A study that determine upon alcohol consumption pattern with drinking
consequences among 347 male adult Myanmar migrant workers in Ratchaburi
Province, Thailand reported that 73.8% of the respondents were current drinkers and
more than half of the Myanmar migrants workers abusively consumed alcohol(Soe et
al., 2012).


https://en.wikipedia.org/wiki/Mae_Sot
https://en.wikipedia.org/wiki/Ranong
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2.5. Migrants and Health Care

Utility of health service among undocumented migrants are poor. They work
under limited social protection and out of pocket payment for health services is the

option for uninsured migrant(Migration, 2009).

In Thailand, Ministry of Public Health provide compulsory migrant health
insurance scheme for registered migrants and optional health insurance scheme for
irregular migrants with enrollment fee 2800 baht and 30 baht per hospital visit.(IOM,
2014) Improvements of migrant involvements in education, healthcare access and
social security fund were reported in Thailand according to Thailand Migration
Report 2014 (IOM, 2014) In some areas of Thailand, health facilities are provided
with relevant language facilitators in order to have better accessibility for migrants.
However, migrants who registered for the scheme often practice self-medication or
not seeking medical care until they encounter very severe health problems as a result
of reluctance to access government medical facilities. (Srithamrongsawat, 2009).
Barriers encountered by unregistered migrants include fear of discrimination, lack of
knowledge about provided healthcare, language barriers and fear of being arrested.
(I0M, 2014)

2.6. Related Research

A community based cross-sectional study in Bahir Dar City of Ethiopia
showed that level of knowledge and practice toward hypertension were associated
with education, marital status, occupation and health information concerning for
hypertension. The level of knowledge and practice were poor in majority of the
respondents. More than half of the participants do not recognize the severity of
hypertension and could not answer normal blood pressure level. One third of the
population reported regular physical exercise of less than half hour a day.(Kasa and
Shifa, 2017).

A study carried out on in patients of Samarkand medical institute, Uzbekistan
showed that the knowledge and blood pressure control is significantly associated.

Despite the participants considered regular checking of blood pressure as important,
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only 44% had checked their blood pressure. Majority of the respondents had little
knowledge about the duration of treatment and asymptomatic nature of
hypertension(MALIK et al., 2014).

Previous study done in 298 Karen ethnic group residing at Thasongyang,
Thailand showed that those with primary education and currently smoking people
have more awareness than those who do not have primary education and non-smoker.
More than 27% of the population had hypertension where 12% were in pre-
hypertensive stage. Awareness of hypertension is more likely to be seen in people
who have primary education or more(OR 6.5, Cl 1.9-22.24) and those who are not
currently smoke(OR 0.53, CI1 0.29-0.97)(Myo Nyein Aung et al., 2012).

In the study of Martin D et al., the mean score of hypertension knowledge is
high (83.1%) in urban African-American community.  Personal history of
hypertension and higher level of education is significantly associated with knowledge
of hypertension. (P =.009 and P = .002) There were difference between sub-groups
with variable, level of hi,.gh blood pressure knowledge associated with level of
education and/or a personal history. (Martins D et al., 2011).

Another study was conducted on a church-based population of African
Americans to investigate the relationship between diet- and blood pressure-related
knowledge and hypertension prevalence, and attitudes. The Study 55.9% of
participants had hypertension. The mean knowledge score was 76.1 (+/- 10.6). There
was no statistically significant difference in mean knowledge score by hypertension
status (P = .665). Attitudes were not significantly related to knowledge and
hypertension prevalence, despite apparent trends. However, logistic regression
analyses revealed that age, occupation, and church site were significantly correlated
with the knowledge(Carter-Edwards et al., 2002).

A study done in the Seychelles Islands (Indian Ocean) revealed that only
small proportion from a sample population of 1067 adults (aged 25 to 64 years)
engaged in positive attitude and practice of healthy lifestyle although they have good

knowledge score. The prevalence of hypertension was 36% in men and 25% in
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women aged 25 to 64 years. The whole sample population represented a good
knowledge about hypertension regarding determinants and long term effects. Despite
good knowledge, practice of healthy lifestyle and attitude were poor with little
difference in normotensive and hypertensive individuals.(both aware and
unaware)(Line Aubert et al., 1998).

A study was done to assess knowledge and perception about hypertension
among neo and settled migrants in India. It was done in 453 migrants aged 20 years
and above. This study showed that knowledge about hypertension was moderate and
comprehensive knowledge was lacking in these migrant populations despite the
higher prevalence of hypertension. Around 62% of respondents had heard of blood
pressure. Women had comparatively more awareness than men. Seriousness and
complications of hypertension is perceived in less than half of the respondents’
population. Little is known about preventive and control measures describing that
lessening tension and anger followed by reducing salt intake/dietary changes, and a
very small proportion knew exercise would help. Only 10% considered the
importance of lifestyle changes along with medications (Kusuma et al., 2013).

A study by Demaio et al., in the general population of Mongolia address the
knowledge, attitude and practice of Mongolia population regarding hypertension in
3450 participants from households across Mongolia. lower levels of knowledge and
risk perception regarding hypertension are associated with young age, less education
and rural population. Nearly twenty percent of the participants had never heard of the
term hypertension and it was associated with male gender. Urban population, old age
and more educated participants associated with higher level of risk awareness.
Employed groups showed higher perceived effectiveness of the prevention.
Participants perceived exercise and medication as the only interventions to be

moderately effective. (Demaio et al., 2013)

Poor attitude and practice score despite good knowledge towards hypertension
are noted in a study done in general population of Gandhingar, India. General
knowledge for hypertension is good regarding risk factor and complication. But

specific knowledge scores were less which is associated with unemployment, men,
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less education and younger age. Attitude score and practice score are poor in the
sample population of Gandhingar although they obtained high knowledge. In last one
year, only 20 % of the population checked their blood pressure. (Pragnesh Parmar et
al., 2014)

Another study assessing knowledge, attitude and practice score of
hypertension and diabetes study among general population in Guntur showed
majority of participants had good knowledge about hypertension regarding risk
factors, symptoms, complications and benefits of prevention. 70% of the participants
knew normal BP level. 44% of the participants rated regular exercise can make them
healthier. But attitude and practice score were poor despite good knowledge. Practice
score is poor regarding exerciser, regular medical check-ups and blood, and urine
examination(Mounica, 2015).

A study done in 500 general adult population of Ambala showed that the
attitude and practice towards hypertension are poor despite good knowledge. The
knowledge is good regarding causes, symptoms and complications. The majority of
the population received information from family physician (28%), newspaper (30%)
and television (32%) and followed by friends and relatives (10 %). Less than half of
the respondents had positive attitude towards exercise. The blood pressure was

checked only in 20.6% of the respondents (Sandeep Kumar et al., 2016).

To determine knowledge, attitude and practice on 200 hypertensive patients
in Bharatpur, Chitwan, Nepal, Knowledge and Attitude were statistically associated
with sex and level of education. Regarding to knowledge, nearly 90% of the patients
identified being overweight, excess salt and alcohol as risk factors 85% of the patients
measure blood pressure frequently and practice of physical exercise and diet and
alcohol moderation was seen in more than half of the population. Male and university
level education were statistically associated with higher level of knowledge and
attitude score. The overall score for knowledge, attitude and practice score were
median for the population(Shakti Shrestha et al., 2016).
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A study on 6142 Canadian hypertensive populations in Canada showed men,
younger patients, and those with lower socioeconomic status were least likely to
report adherence to preventive lifestyle behaviors for blood pressure control. Age >
65 years and women tend to practice dietary changes to eat more fruit and vegetables,
restrict salt and saturated fat and cessation of smoking. Those with fewer years of
education were less adherent to preventive lifestyle behaviours.(Marianne E. Gee et
al., 2012)
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CHAPTER Il METHODOLOGY

3.1. Study Design

The study design of this research is a cross-sectional study.

3.2. Study Area

The study area is Mahachai Sub-district, Samutsakhon Province, which is in

the central province of Thailand.
3.3. Study Population

The study population is Myanmar migrants (age >20 years) who are residing

in in Samutsakhon Province, Thailand.

3.4. Duration of the study

The study will be conducted from April 2018 to May 2018.

3.5. Sample Size

The sample size for this study is calculated by using the Cochran formula.
The estimated knowledge level of Myanmar Migrant p=0.5(50%) is used since the
knowledge of hypertension of the study population is unknown. The sample size in

this study will be 422 after taking into account of 5% missing rate.

n = Z2p(1—p)
(d)?
(1.96)* 0.5 (1 —0.5)
n —
(0.05) 2
= 384 +38(10% missing rate)
= 422

Where,
n = required minimum sample size.

p =unknown population (Estimated 50%)
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d = desired level of precision or error allowance=0.05

z = reliability coefficient, standard value for 95% confidence interval is 1.96

3.6. Sampling Technique

The researcher selected the Samutsakhon province purposively since
Samutsakhon province is the place where large populations of Myanmar migrants
occupy due to abundant industries and being area of large amount of seafood
processing factories. Then Mahachai sub district is purposively selected where a
migrant youth association doing voluntary social work and they are already familiar
with household of Myanmar migrants. The researcher used that link to reach the
samples with the help of voluntary youths. Randomization is not possible due to high
mobility of the migrant population. Convenient sampling method was used to collect
the required samples.

a. Inclusion criteria of study sample

o Both male and female age more than 20 years.
. Myanmar migrants who are residing in Samutsakhon province, Thailand for
more than one months.

o Myanmar migrants who can communicate well with Myanmar language.

b. Exclusion criteria of study sample

o Respondents who are not giving consent to participate in the research.

o Respondents who were severely ill or have mental disorder with medical
evidence at the time of conduction of survey.

3.7. Measurement Tools

Researcher used the interviewer administered semi-structured questionnaires.
Structured questionnaire has four parts;

1. Socio Demographic Characteristic

2. Knowledge of hypertension

3. Attitude towards hypertension
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4. Practice of preventive behaviour towards hypertension

3.7.1. Socio Demographic Characteristic

This section include the questions aimed to find out the socio-demographic
characteristics of the respondents such as age, gender, ethnicity, marital status,
education, occupation, income level, registration status, personal history of
hypertension, family history of hypertension and history of diabetes. There are 16

questions in this section.
3.7.2. Knowledge of hypertension

This section included the knowledge about hypertension which included
source of knowledge about hypertension and normal value for blood pressure. There
are total 17 questions from four main stems of knowledge about general knowledge
for normal values for blood pressure, symptoms of hypertension, treatment and
diagnosis, risk factor and specific knowledge about preventive measures. Another
question about source of information for hypertension is also include in the
knowledge section which will not be included in the scoring. The answers will be
categorized into true, false and don’t know. The score is “1” for correct answer and
‘0’ for incorrect and “don’t know” answers. After conducting the interview, the
correct answers about the knowledge of hypertension will be given to the participant

by the interviewer.

The scores vary from 0 to 17 and all the individual answer will be summed up
for total score. Bloom’s cut off point 60-80% will be used for classification of scores

into 3 level as follows.

Good Knowledge (0-59%) - 0-9 score
Moderate Knowledge (60-80%) — 10-13 score
Poor Knowledge (80-100%) - 14-17 score
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3.7.3. Attitude on Hypertension

This section aimed to find out the attitude about hypertension in the sample
population which include susceptibility, severity, and benefits of prevention towards
hypertension. There are 13 questions in this section. The answers were categorized as
‘strongly agree’, agree’, ‘Unsure’, ‘Disagree’ and ‘Strongly Disagree’. The score will
be calculated as below. The negative questions will be rated oppositely.
Positive statement (Strongly agree-5, Agree-4, Unsure-3, Disagree-2, Strongly
Disagree- 1) Negative statement (Strongly agree -1, Agree-2, Unsure-3, Disagree-
4, Strongly Disagree -5). The score varies from 0 to 65 and all the individual answer
will be summed up for total score.
Positive attitude-score more than mean +SD
Neutral attitude- the mean score +SD
Negative attitude- score below mean-SD
(SD-standard Deviation)

3.7.4. Practice on hypertension prevention

The question in this section aimed to find out the practice of hypertension prevention
behaviour during the past six month among the sample population. There are total of
13 questions. The answer will be categorized mto “Regularly”, “Sometimes “and
“Never”.

The negative questions will be rated oppositely.

Positive practice (Always-3, Sometimes-2, Never-1)

Negative practice (Always-1, Sometimes-2, Never-3)

The score varies from 0 to 36 and all the individual answer will be summed up for
total score

Good practice -score more than (mean +SD)

Median- mean score £SD

Poor practice - score below (mean-SD)

3.8. Validity and Reliability Test

The KAP questionnaire was developed from a range of sources including:
already established clinical assessment tools for hypertension self-care practice(Hae-
Ra Han et al., 2014), Hypertension knowledge level scale(Erkoc et al., 2012)
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KAP survey construction guides; (sybille Gumucio et al., 2011)

KAP surveys on hypertension and other NCDs
WHO STEP Surveillance Manual(WHO)
Existing KAP surveys on other health topics (WHO, 2008b)

The content validity of the questionnaire was tested by reviewing the previous
literatures and consulting with three experts; Dr. Nanta Aumkul, Dr. Ratana
Somrongthong (Assoc. Prof, Ph. D, M. A) and Prof. Aung Cho Myint (Prof of
Medicine, University of Medicine (1), Yangon). The validity of the instrument is
tested using the Item Objective Congruence index (IOC). IOC is 0.9 after revising
some questionnaire according to experts’ opinion. Translation and back translation
were done by another expert from Myanmar.

Before data collection, a pilot test was conducted with 30 Myanmar migrants
(10% of sample population) in Samutprakan where the characteristics of respondents
is similar to that in Samutsakhon. Regarding reliability, the internal consistency of
the rating scales was tested using the Cronbach’s alpha coefficient for practice and
attitude sections and the result of alpha value is 0.86. Kuder-Richerson test was used

for analysis of knowledge questions and the result was 0.7.

3.9. Data Collection

The data collection was conducted from April to March. The researcher hired
three research assistants who are volunteers from the Ce-Lone-In-Ar library at
Mahachai sub district. They are Myanmar people who are familiar with the Myanmar
migrant community as they had been providing many social work within the
Myanmar migrant community. The research assistants have previous experience in
data collection during the last year research of the Myanmar students from the
universities. In order to ensure the quality of data collection, the principal researcher
gave training to the research assistants three days before the data collection. The
duration of training is three hours per one section. The principal researcher explained
the nature of the research, the research objectives, methodology, details about
questionnaires and ethical concern. The documents such as consent form, research
objectives, hypothesis and questions, papers for ethic approval, and questionnaires

were given to the research assistants to be clear about the research. They were also
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trained how to conduct interview and how to build trust with the interviewee. The
researcher clarified the points and questions which the assistants want to know more
or confuse. Training included role play section to assess the understanding and
performance of the each of the research assistants. When one research assistant made
interviewer, another research assistant had to act as an interviewee. To be familiar
with the questionnaire and to minimize the interviewer’s bias, every researcher had
to do role-play as an interviewer at least two times. Finally, the field testing was done
with three Myanmar migrant by using the questionnaire in order to access the research
assistants’ performance. After being trained, data were collected by the principal
researcher and 3 research assistants through interviewer administered face to face
interview. Approach to the community was mainly through the link of the three
research assistance by going directly to the community during off-days of the week
when the Myanmar migrant workers are free and by interviewing at the workplace at
lunch and free time during weekdays and at the library by advertising with poster with
contact number. Data collection was carried out at the household level, at the
workplace at lunch time and at the library of Myanmar migrant association according
to the available time of the participant. The interviewer administered interview was
done at the place where there is privacy for the participant with strict confidentiality.
The interviewer explained the selected participant about about consent, anonymity,
freedom to participation, right to withdraw, confidentiality, access to final report and
no use the data for other purposes including the right to refuse to participate in the
research. The participants who choose to participate needed to sign the consent form
to participate in the research. The participants were informed that the written consent
form which includes participant’s sign will be kept confidentially and separately from
the questionnaires, and it cannot be traced back the answer. During the data collection,
the principal researcher encouraged research assistances not to intervene or influences
the interviewees’ answers and try to get correct and accurate data as much as possible.
Data completeness was monitored on the daily basis. After the interview, the
questionnaire was put in envelope and close in front of the respondent. The
participants were provided with the correct information about knowledge and

attitudes and preventive behaviour.
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3.10. Data analysis

The collected data was numerically coded and entered to SPSS version 22 to

do the analysis with appropriate tests with p value 0.05 considered as significant level.

3.10.1. Univariate Analysis
For Socio demographic background, level of knowledge, attitude and Practice
of preventive behaviour, frequency, percentage, mean and standard deviation were

calculated.

3.10.2. Bivariate Analysis

For bivariate analysis (hypothesis testing), Pearson’s Chi square test will be
used to find the possible association between;
a. Socio-demographic characteristics and practice of preventive behaviour of
hypertension

b. knowledge level and practice of preventive behaviours of hypertension

c. attitude level and practice of preventive behaviours of hypertension

For socio-demographic characteristics variable, each of the independent
variable is coded into categorical variables for bivariate analysis using Chi-square
test. For those with frequency less than 5 in more than 20% of cells, Fisher’s exact
test was used to find the associations. Every independent categorical variable (age,
gender, ethnicity, marital status, education, occupation, registration status, level of
knowledge and attitude level) and dependent variable (practice of preventive

behaviour towards hypertension) were analyzed by separate bivariate analysis.



Table 3. 3 Variables, Measurement Scale and Descriptive Statistics

Variables

Measurement

Scale

Dezcriptive Statiztics

I Beco-Demographie Charactanshic

Aga Centinuous 2cale | Mumber, Percentage , Mean,
s
Crender MNominal Scale Wumber, Parcentaga
Ethmerty HNominal Scale Wumber, Parcentaga
Marital Status Mommal Scale Wumber, Parcentags
Education Ordmal Scale Wumber, Parcentaga
Oecupation HNominal Scale Wumber, Parcentaga
Income Ordinal Scale Parcentage
Fagistration Status Mommal Scale Number, Parcentaga
EMI Ordmal Seale Wumber, Parcentaga
History of HTH MNominal Scale Wumber, Parcentaga
History of DM HNominal Scale Wumber, Parcentaga
II. Enowledge of HTIY | Ordmal Scale Frequency, Percentaze
IT1. Attitnde towards Ordmal Scale Fraguency, Parcentags, Iiean,
HTH™ sD
IV. Practice of Ordmal Seale Fraguency, Parcentaga Miean,

Praventrve behaviour
towards HTH

3D
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Table 3. 4Variables, Measurement Scale and Inferential Statistics

Independent Variables Dependent Bivariate Analyzis
Variable

Sociodemographic Enowledze, Chi-square or Fisher

Characteristics attrtude and Exact Test.

Age (render, Practice of (Frequency more than <

Ethmerty, Praventive 20%% of 0 eell)

Manital status, Behaviour towards

Education, Hypertenzion

Occupation,

Income,

Eezistration status,

Health Inzurance

Perzonal lnstory

Family history of HTL,

Prezenca of DM
Enowledze,

Receiving Hypertenzion attitude and Chi-square or Fisher

Information Practice of Exact Test.
Preventrve (Frequency more than <
Behaviour towards | 20% of 0 cell)
Hypertenzion
Attrtude and
Practice of

Knowledze of hypertenzion | preventve Chi-square or Fizher
behaviour Exact Test.

(Frequency more than <

Practice of 20%%0 of 0 cell)
Preventrve

Attitude towardz behaviour

bypertanzion

36
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3.11. Ethical consideration

Approval from the Ethical Committee of Chulalongkorn University was
obtained before conducting the research (COA. NO 093/2018). The research ethic is
served during and after data collection. During conducting the research, clear verbal
explanation about the purpose and procedure of the research was done prior to data
collection. Then written consent was obtained from the voluntary participants
describing the respondent’s right to withdraw at any time, autonomy and self-
determination. The findings from the research were kept with strict confidentiality.
The questionnaires were kept by principle researcher in a locked drawer. Any
questionnaires could not be traced back to any participants. Names or other
identifications were included in the report or summaries of this study. All

questionnaires and data will be destroyed after the thesis has finished.

3.14. Expected benefits and and application

The result of this study will help
1. Better understanding of the problem regarding basic knowledge, attitude and
practice regarding hypertension among migrant community
2. Government and non-government sectors can use findings from this study to
develop strategies for prevention and control of hypertensions in Samutsakhon
province.
3. Planning knowledge factors that are relevant to health promoting behaviour in
prevention of hypertension.
4. Facilitating the favorable environment for adoption of preventive health
behaviour regarding NCDs among migrant population.
5. Other investigators can base on the result of this study to study other aspect of

hypertension.
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CHAPTER IV

RESULTS

4.1 Background Information of the Study Area

This study aimed to describe the socio-demographic characteristics,
knowledge, attitude and practice of preventive behaviour regarding hypertension
among Myanmar migrant workers in Samutsakhon province, Thailand. The study
population consisted of 422 migrants from Mahachai sub district, Samutsakhon
province, Thailand.

First section of the result part focuses on describing all the socio-demographic
characteristics, knowledge, attitude and practice of preventive behaviour towards
hypertension. Then, the second section concentrates on the bivariate analysis between
independent variables and dependent variables. Dependent variable is practice of
preventive behaviour towards hypertension. Independent variables are age, gender,
marital status, education, occupation, income, type of income and sufficiency, health
insurance and medical history of his/herself for hypertension and DM plus family
history of hypertension, level of knowledge and level of attitude. The analysis is also
made to find the association between the knowledge, attitude and sociodemographic

characteristics of the participants.



39

4.2 Socio-demographic Characteristics

Table 4.1 shows the socio-demographic characteristics of the Myanmar
migrant population living in the Samutsakhon province, Thailand. The mean age of
the respondent is 30 years. By categorizing into four age groups, 18-24,25-34, 35-44
and 44 and above years. Around half of the respondents were included in 25-34 years’
age group. Male and female were almost equally distributed in the study population.
Fifty-two percent of the respondents were male, and about 48 % were females.
Majority of the respondents are Burma ethnic (74%) followed by Mon, Karen as a
small proportion. 75% of the participants are married where 19 % were single. For
level of Education, most of the respondents have attained secondary education level.
Only 3 % had never gone to school. Some of the respondents (18.5 %) had high school

level education.

For occupation as shown in Table 4.1, most of the respondent were employed
in factories (53 %) and construction sites (39%). Fourteen people were from
agricultural sectors (2.1%) and one answered he is employed in an NGO. Regarding
income, 97% of the respondents answered that they have own income. 91 % of the
participants received their income as daily wage. 84% rated their income as sufficient

where 12% said not sufficient.

96% are registered Myanmar migrant and 88% have their health insurance.
Among the 422 participant, most of them (95%) do not know their own blood pressure
where remaining 5% can present their blood pressure with correct number. Seven
percent of the study population has medical history of hypertension diagnosed by
health worker and 41.9% of them took treatment regularly. 27 % of the study
population had hypertension in their family and 6.4% had DM.

Table 4. 1Frequency and Distribution of Socio-demographic Characteristics

Sociodemographic Number o
Characteristics (n=422) Percentage(%)
Age in Years

18-24 112 26.5
25-34 206 48.8

35-44 95 22.5



45 and above
Mean Age 29.5, SD 6.9

Gender
Male
Female

Ethnicity
Burma
Shan
Mon
Karen
Others

Marital Status
Single

Married

Widow
Divorced/separate

Education

Never went to school
Primary or monastery
Secondary

High education
University level

Occupation
Unemployed
Construction worker
Agriculture worker
Factory worker
General worker
Other

Income
Have
Don’t have

Type of income
Daily wage
Salary

Other

Income status
Sufficient

219

203

312

58
39

82
317

17
13
58

268
78

14
163

224
11

410
12

383
21

353

2.1

51.9
48.1

73.9
1.7
13.7
9.2
1.4

194
75.1
1.4
4.0

3.1
13.7
63.5
18.5

1.2

3.3
38.6
2.1
53.1
2.6
0.2

97.2
2.8

93.4
5.1
1.5

83.6

40
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Not sufficient, no debt 49 11.6
Not sufficient, in debt 8 1.9

Registration Status

Registered 404 95.7
Unregistered 18 4.3
Health Insurance

Insured 373 88.4
Not insured 49 11.6

Knows own blood pressure
No 401 95.0
Yes 21 5.0

Hypertension history
Yes 31 23
No 301 92.7

Took regular Treatment for

hypertension

Yes 13 41.9
No 18 58.1

Family history of
hypertension

Yes 113 26.8
No 224 53.1
Do not know 85 20.1

History of DM
DM (+) 27 6.4
DM(-) 395 93.6

4.3. Knowledge of Hypertension

Three fifth of the participant answered correctly about the non- communicable
nature of the hypertension and normal blood pressure. Majority of the study
population thinks that hypertension always give symptoms (91%). Nearly half of the
participants knows 140/90 mmHg or higher can be diagnosed as hypertension.
Seventy-four percent of the population thought that hypertension can be treated by
medication only. More than half of the participants know the lifelong nature of

hypertensive medication.
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In the statement about risk factors, around 60 % of the population can

differentiate that being diabetic, overweighed and physical inactivity are at risk of

getting hypertension but only 37% knows that family history of hypertension is also

a risk factor.

More than half of the participants gave correct answer about the physical

activity as being a preventive behaviour. Around sixty percent of the population can

point out the correct answer about salty and high fatty food (63%), eating vegetables

and fruits (61%) and smoking (64%). One third of the population does not know that

reducing alcohol and coping with stress can prevent hypertension.

Table 4. 2Frequency and distribution of knowledge of hypertension

Statement( n = 422) Number (%)
Correct  Incorrect

Hypertension is a non-communicable disease.  257(61) 165(39)

Normal blood pressure of a person is 120/ 80

mmHg. 252(60) 170(40)

Sign and symptoms

Persons with high BP always feel symptoms.*  39(9) 383(91)

Nose bleeding and headache can be a sign of

very high blood pressure. 155(36) 267(63)

Diagnosis and Treatment

A person is diagnosed as hypertension if their

systolic blood pressure is 140 or higher or

their diastolic is 90 or higher on two separate

occasions. 206(49) 216(51)

Hypertension can be treated by medications

only.* 111(26) 311(74)

Hypertensive patients need to take

medications for life long. 191(45) 231(55)

Following persons are at risk of Hypertension

Diabetic patient 258(61) 164(39)

Overweight persons 270(64) 152(36)

Those with family history of hypertension 158(37) 264(63)

Those who took regular physical exercise* 243(58) 179(42)

Hypertension can be prevented by

Physically inactivity* 218(52) 204(48)

Eating salty food and high fatty food* 267(63) 155(37)
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Large consumption of vegetables and fruits 256(61) 166(40)
Reducing the amount of alcohol drinking 303(72) 119(29)
Cessation of smoking 268(64) 154(36)
Reducing stress by meditation 291(69) 131(31)

Knowledge Level Scores

This section describes the sum of score for each question given by the
respondents. The total score ranges from 0 to 17. Bloom’s criteria were used as cut
off point for different knowledge levels. The score was classified as poor knowledge
(0-9 scores), moderate level of knowledge (10-13 scores) and good knowledge (14-
17 scores). Among the 422 respondents, majority (58%) had poor level of knowledge,
36% had moderate knowledge and only 6% has good knowledge. Table 4.3 show
three levels of knowledge among the respondents.

Table 4. 3Frequency and distribution of knowledge level regarding
hypertension

Knowledge Level Number Percentage
Poor Knowledge(0-9 score) 243 58.0
Moderate (10-13 score) 154 36.0
Good Knowledge(14-17 score) 25 6.0

4.4. Source of Information

Table 4.4 Shows that more than half of the participants (54%) received
information about hypertension. Analysis is made for those who received the
information. The percentage exceeds 100% because of the multiple response
statements. The source of information is mostly from television and radio (75%)
followed by health workers (70%), family and friends (41%).



Table 4. 4Frequency and distribution of Source of hypertension information

Source of Information Number Percentage(%)
Recelve any 999 54%
information
Didn't receive 193 46%
TV/Radio

Yes 171 75
No 58 25
Newspaper and
Magazine
Yes 48 21
No 181 79

Billboard /Poster/

Brochure
Yes 27 12
No 202 88
Health Worker
Yes 159 70
No 70 30
Family, friends,
colleagues
Yes 93.0 41
No 136 59
Religious leader
Yes 1 0.4
No 228 99.6
Others
Yes 8 3.5

No 221 96.5
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4.5. Attitude towards Hypertension

Table 4.5 shows the scores for the attitude statement for total 13 questions.
Forty-seven percent of the participant answered uncertain about the individual risk of
getting hypertension. More than half of the respondent are uncertain about the genetic
risk. More than forty percent are unsure about the stroke and heart attack as
complication of hypertension. Nearly half of them agreed that prevention is
important. Majority of them agreed on the preventive behaviour towards

hypertension.



Table 4. 5Frequency and distribution of attitude regarding hypertension

Number(?)
Attrtude Questions Strongly : : Strongly
Apree Agree Uncertain Dizagree Disagree

: : 66 126 201 20 9
1. I think I can get hypertension. (156)  (299) (47.6) @7 2.1
Itk thatifparents are 50 yqy 933 p g
hypertenzive, children will have 1) G (552) (5.2) (14)
high rizk of having dizease. ' - ' '
susceptible to hj;p-eftensin:un. (21.6) (42.4) (34.1) (1.4) (0.3)
4.1 think that hypertension iz a
chronic dizease and thazstobe 62 227 Do 32 3
treated and controlled (147 (33.8) (22.7) (7.6) (1.2)
throughout the entire life.
5. I think hypertenzion can lead 68 186 133 12 1
to fatal serious complications. (161} (44.1}) (367 (2.8) (0.2)
6. I think untreated hypertension 26 76 182 112 26
does not cause stroke (6.2) {18y  (43.1) (26.53) (6.2)
7. I think untreated hypertension 66 153 177 18 ]
can give rise to heart attack . (13.8) (36.7) (41.9) (4.3 (1.4}
ooy opuon prevetion of gy o1 4 0175
ii“;n ot (33) (216 (97 (476 (178)
9.1 believe that less eating of
deep fried food and salty food 04 264 38 23 3
can help us prevent (22.3) (62.8) (™) (5.3) (0.7)
hypertenzion.
Dfﬁ}'p ctenuen (238) (64 (9 (2.8
11. Hypertension can be

47 240 97 32 G
revented by = ge of -

?;mﬂﬂg_ by stoppag (1.1} (369) (23) (16) (14
o behevelimfugamontol 45 2 105 A4 3
hyp mﬂﬂd:m’”hﬂﬂ pret (109)  (573) (49 (37 (2
13. In my opinion, reducing
stress by meditation 15 not 32 167 3B 130 35
effective way for preventing (7.6) (35.6) (13.7) (30.8) (830)

hypertension. ®

Total Attitude Scores
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Table 4.6 Shows the the attitude level of the respondents which is categorized

into poor(mean-SD), fair (Mean £SD) and good attitude(Mean+SD). The mean score
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of the 422 respondents is 46.63 and standard deviation 2.98. The poor attitude score
range from 1-40 score, fair attitude from 41 to 53 and good attitude from 54 to 65.
The majority of the respondents (82.7%) has fair attitude towards hypertension. One
out of ten participant has good attitude and 6.9% presented with poor attitude levels.

Table 4. 6 Frequency and distribution of attitude level regarding hypertension

Attitude Level Number Percentage(%)
Poor attitude ( score< Mean -
SD) 29 6.9
Fair attitude (Mean £SD) 349 82.7
Good attitude (score > Mean
+SD) 44 10.4

Mean 46.63 SD 2.98
4.6. Practice of Preventive behaviour regarding hypertension

Table 4.7. Shows the detail of the frequency and percentage distribution of the
respondents practice regrading prevention of hypertension. Regarding physical
activity, 58.3 % of the respondent sometimes do moderate physical activity and 41.9
% never do vigorous physical activity. 50.5% choose fresh food over processed food.
65.4% sometimes eat salty food. Forty-four percent said they ate various types of fruit
and vegetables regularly. 14.7% are daily smoker and 7.1% drink more than one
standard drink daily. More than half of them (59.2%) practice meditation sometimes.

65.2% of the respondents never checked their blood pressure within last six months.
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Table 4. 7Frequency and percentage distribution of practice of Preventive behaviour

regarding hypertension

Number(Percentage)
Statement ~ Some-
Regularly times Never
I take part in moderate phvsical activity (e.g.
30 mun of brisk walking. Gardening most of 81(19.2) 246(58.3)  93(21.3)
the dav 1n a typical week).
I take part in vigorous physical activity (e.g.
10 minutes of fast cycling, Carrving heavy T4(17.3) 171{40.5) 177(41.9)
loads most of the day in typical week ).
I choose fresh food rather than processed
foods (e.g. canned or frozen goods)when 142(33.6) 213(50.5)  67(15.9)
available.
I eat high salt foods.(Salty snack, salted - -
Dried Fish.).* 64(15.2) 276(65.4)  B2(19.4)
I eat less food that contain high fat (Red
meat, Butter). 86(20.4) 207(63.3) 69(16.4)
I add extra salt or sov sauce to the meal right n n n
before eating it * 53(12.6) 174(41.2) 195(46.2)
I choose boiled, baked or steamed instead of - .
deep fried food. 20{6.9) 286(67.8) 107(254)
izﬁ:;:armus types of fruits and vegetables in 187(44.3) 22(52.6)  1202.8)
I smoke at least 1 cigarette per day.™ 62(14.7) 4199y  276(654)
I drink more than one standard alcohol daily.
*(2 glass or less for men 1 glass or less for 30(7.1) 136(32.2) 256(60.7)
women).
I try to stay away from anything or anybody -
that causes anv kind of stress. 163(38.6) 207(39.1) - 52123
I practice meditation . 23(5.5) 250(59.2) 149(353)
I check my blood pressure within last six 20(6.9) 11828) 275(65.2)

month.

Level of practice scores regarding preventive behaviour towards hypertension

Table 4.8 shows the practice level of the respondents regarding preventive

behaviour towards hypertension. Mean practice score was 26.98 and SD was 3.74.

The level of practice was categorized into poor (score less than mean-SD), moderate

(Mean £SD) and good (score more than Mean +SD). Poor practice score range from

1 to 22 score, moderate practice level is from 23 to 31 and good practice from 32 to

39. Most of the respondents has moderate practice level (83.2%).



Table 4.

8Frequency and distribution of practice levels regarding hypertension
Practice Level Number Percentage(%)

Poor Practice ( score< Mean

-SD) 30 7.1

Moderate Practice (Mean

+SD) 351 83.2

Good practice(Score>Mean

+SD) 41 9.7

Mean

26.97 SD 3.7

4.7. Relationship between sociodemographic characteristics and Knowledge of
hypertension

Table 4.9 Shows

the association

between
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the sociodemographic

characteristics and knowledge of the respondents. Knowledge is significantly

associated with age, gender, marital status, education, occupation, knowing of own

blood pressure, Hypertension history, family history of hypertension and having DM.

Table 4. 9Relationship between sociodemographic characteristics and Knowledge of
hypertension

Chi- P-
sociedemographic Knowledge level square  value
Characteristics Poor Moderatz Good
Number(%:) Number(%) Number{%a)
Agein
Years(n=422) 33.029  0.000%
18-24 16(67.9) 36(32.1) 0
25-34 128(62.1)  61(29.6) 17(8.3)
35-44 35(36.8) 52(54.7) B(8.4)
=43 H44 4y 5(55.6) 000
Gender 24547 0.000*
Male 101(46.1) 101(46.1) 17{7.8)
Female 142{70) 53(26.1) 8(3.9)



Ethmerty
Burma

Shan

bion
Karan
Othars

Miarital Status
Smgle
Marmed
Widow
Drvorced/
Separated

Education
Mevar went to
school
Primary or
monastery
education
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Salary 9429 10(47.6)
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Status
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Toock regular treatment for hypertenzion
Yes 3230 10(76.9)
No 327.8) 11(61.1)
Family history of HTH

Ve 23(27.1) 48(36.3)
No 153(68.3) 64(13.6)
Don't know 67(35.3) 237.2)
Dhabataz Mallituz history

DM+ 8(29.6) 18(66.7)
DM-) 235(39.5) 136(34.4)

2(9.3)
00y
0.792 0.362
13(3.7) Fisher-exact
S(1E4)
3(37.5)
233 0.81% 0.632
2(11.1)
21(3.6) 0.718 0.6938
4(8.2)
11908  0.000%
6(28.6)
19(4.7)
14 836 0.001%
2(5.9)
23(6.3)
1438 0603
00y
2(11.1)
51.449 0.000%
14(16.3)
HERY
4(3.3)
11.351 0.003=
1(3.7)
2406.1)

51



52

4.8. Relationship between sociodemographic characteristics and Attitude regarding
hypertension

Table 4.10. Shows the association between the sociodemographic characteristics
and attitude level of the respondents regarding hypertension. Respondents attitude is
found to be significantly associated with age, occupation and income.

Table 4. 10. Relationship between sociodemographic characteristics and Attitude

regarding hypertension

) . Attinde level Chi- P-value
Sociodemographic Number(%) square
Characteristics st - 4
Poor  Moderate Good
Agein
Years(n=422) 21.041 0.002*
18-24 8 (8) 9483 orE)
25-34 18 (8.7) 175(83) 13(6.3)
35-44 2 21y 73768y 20{21.1%
=45 o [ T (778 2221
Gender 4.709 0.095
Male 11(5) 180{82.2) 28(12.8)
Female B8O 169(83.3) 146(7.%
Ethnicity §.103 0.325
Burma 2407 25481.4)  34010.97 Fisher-exact
Shan 1143y 4037.1) 2(28.8)
Mon 234 31(87.0) 3(8.6)
Karen 1(2.8) 3589 (7.7
Others 167y 3(83.3) 000y
Miarital Status 10.649 0.066
Single 337 TO{8S 4 a(11) Fisher-exact
Mlarried JB(8.2) 282(82.46) 29(9.1)
Widow ) ETatr) LTy
Divorced/Separated 0(0) 1482 4) (17.68)
Education 4.674 0.733
Never went to
school (7.7 10{76.9%  2(13.4) Fisher-exact
Primary or

monastery 4(6.9) 48(82.8) 6(10.3)
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Salary 2(9.5)
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2(11.1)

39(10.5)
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Fisher-exact
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1.585 0777
Fisher-exact

2.635 0.539

Fisher-exact

0.171 1.0040
Fisher-exact

0.145 0.950
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Hypertension history 4.704 0.087
HTN(+) 5(16.1)  22(71) 4(12.9)  Fisher-exact
HTN(-) 24(6.1) 327(83.6) 40(10.2)

Took regular treatment for hypertension 0.009 0.924
Yes 3(23.1)  §(61.5) 2154

No 1LYy 140778 2(11.1)

Family history of HTN 6.638 0.156
Yes 2(24) T1(83.3)  12(14.1)

No 17(7.6)  182(81.3) 25(11.2)

Don't know 10(8.8)  96(83) 7(6.2)

Diabetes Mellitus history 5.144 0.066
DM(+) 0() 21(778)  6(22.2)  Fisher-exact

DM(-) 20(73)  328(83) 38(9.6)

4.9. Relationship between sociodemographic characteristics and practice of

hypertension prevention

Table 4.11 describe the association between the socio-demographic
characteristics and practice of preventive behaviour towards hypertension.
Independent variables are age, gender, ethnicity, marital status, education,
occupation, income, type of income, income sufficiency, registration status, health
insurance status, medical history of hypertension and DM and family history of
hypertension. Dependent variable is practice of preventive behaviour towards
hypertension. Chi-square and fisher exact test were used to analyze the association
between the two categorical variables. Variable which had the frequency of less than
5 in more than 20% of the cell were calculated with fisher exact test.

In the table, practice of preventive behaviour towards hypertension is
significantly associated with age(P-0.044), ethnicity (P_ 0.000), education (P-0.045),
Occupation (P_0.000), medical history of hypertension(P-0.001) and family history
of hypertension(P_0.000). There were no association with other sociodemographic

variables.
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Table 4. 11 Relationship between sociodemographic characteristics and practice of

hypertension prevention

Encindemng.m.phi-: mﬁi:,lgj:;] Chi-zsquare  P-value
Charactenisties 570 Moderate  Good

Are m yrs(n=422) 12.911 0.044#

18-24 545 100{89.5) T(6.3)

25-34 11(3.3) 174(84.5) 2L010.2)

15.44 12(12.6) TL(T4.7T) A12.6)

=43 2 221 S(66.T) 1i11.1)

Gender 0.954 0.621

hiale 18 (8.2) 179(81. T 201

Femala 2(3.5) 172(84.7 1394

Ethnicity 36.B02 0.000#

Burma 10032 269(86.2) 33(10.6)  *Fishar-exact

Shan 342w 4(37.1) 0im

hicm 13022.4) 41707 4(6.5)

Earen WD AHRTH 25D

Othars 1{16.7 30500 333

hiartal Status B.449 0.146

Smgle 36D TI(E&.8) 6(7.5) ¥*Fishar-exact

hiarried 21(6.6) 26408315 10.1)

Widow 00 S(1007) 000

Dirvorced’

Separated 4023.3) 10{58.E) 17.8)

Education 14.44 0.045%

Mever went to

school 23D 20691 1{(7.7) ¥*Fishar-exact

Primary or

monastery

education 10(17.1) 44(75.9) 4(6.9)

Secondary or

middle schoel 1452 2270847 27(10.1)

High 3chool lewel  3(3.3) G5(E4.6) 9113

University leval 0] 3(100) )]



Oecupation

Unemploved 3214) 10(71.4)
Conztruction

worker 7(4.3) 154054 3)
Apnenltural

waorker 0 B(BED
Factory workar 15(8.5) 170{75.9)
General worker 1i8.1) 9(81.8)
Orthars gy gLy
Income

Have mcome 27(6.6) 343(83.7)
No meome 325 E(66.T)
Type of Income

Daily Wage 26(6.8) 21(83.8)
Salary 1{4.8) 16(76.2)
Othar gy &(100)
Income

Sufficiency

Sufficient 26(74) 2597(84 1)
Insufficiant, no

dabt 1(2) 400E1.8)
meufficient, m

dabt a0 8(7%)
Eegistration

Status

Eegistered 27(6.7) 339(33.9)
Unregistered 1e.T) 2(66.7)
Health Inzurance

Insured 24(6.4) 114034.2)
Mot insured 6(12.2) 37735
Enows hiz'her own blood pressure

Can present the

correct mumber 29(7.2) 336(83.8)
Do not kmow 1{4.8) 15(71.4)
Hypertenzion

hiztorv

HTH{+) B(23.8) 21067.7)

HTH(-) 22(5.6) 1307344

1{7.1}
2(1.2)
1{11.1)
35(13.6)

1(5.1)
1{100)

40(3.8)
1(8.3)

16(9.4)
4(19)
00y

IMES

E(16.3)

2(6.5)
15(10)
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41.735 0.000=
*Fizshar-exact

43514 0.077
#*Fizsher-exact

2548 0623
*Fizshar-exact

63517 0122
#*Fizsher-exact

4414 0072
#*Fizher-exact

1096 0194
#*Fizsher-exact

434 0092
¥Fizhear-

axact

12380 0.001%
Fisher axact
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Tock regular treatment for hypertenzion 2358 0.343
Yes 3383 8i61.3) 1y Fisher exact

Mo 3(16.7) 13(72.2) A11.1)

Family history of HTH 20.125 0.000%
Yes 4(4.T) 63(76.5) 16(18.8)

Mo 11749 199(38.8)  14(6.3)

Dion't know 15(13.3) B7(TT) 11(5.7)

Dizbates Mellitus history 0.923 0.713
DM{+) 2(7.4) 24(83.9) 1(3.T) Fisher axact

DM{-) 287.1) 327(82.8)  40(10.1)

4.10. Relationship between receiving hypertension information and Knowledge of
Hypertension

Table 4.12 describe that knowledge of hypertension is not associated with receiving
information about hypertension (P value 0.325).

Table 4. 12. Relationship between receiving hypertension information and
knowledge of hypertension

Chi- P-value
Received Knowledge level square
. HTN . Poor Moderate Good
information
Number(%)  Number(%)  Number(%)
2.250 0.325

Yes 125(54.6) 88(38.4) 16(7)

No 118(61.1) 66(34.2) 9(4.7)

4.11. Relationship between receiving hypertension information and Attitude

regarding Hypertension

Table 4.13 describe that attitude regarding hypertension is not associated with

receiving information about hypertension (P value 0.119).
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Table 4. 13. Relationship between receiving hypertension information and attitude

of preventive behaviour

Received Attitude level Chi- P-
HTN Poor Moderate Good square  value
information  Number(%) Number(%)  Number(%)

4,251 0.119
Yes 14(6.1) 197(86) 18(7.9)
No 15(7.8) 152(78.8)  26(13.5)

4.12. Relationship between receiving hypertension information and practice of

preventive behaviour

Table 4.14 describe that practice of preventive behaviour regarding hypertension is
significantly associated with receiving information about hypertension (P value
0.021). Good practice level is seen in people who received hypertension information.
Table 4. 14 Relationship between receiving hypertension information and practice of
preventive behaviour

Received Practice level Chi- P-value
HTN Poor Moderate Good square
information  Number(%) Number(%) Number(%)
7.770  0.021*
Yes 9(3.9) 196(85.6) 24(10.5)
No 21(10.9) 155(80.3) 17(8.8)

4.13. Relationship between source of hypertension information and practice of

preventive behaviour

Practice of preventive behaviour is significantly associated with source of
information from newspaper and magazine, Billboard/poster and healthcare worker

and others.
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Table 4. 15 Relationship between source of hypertension information and practice

of preventive behaviour

Source of Practice Level P
information Poor Moderate ~ Good ChiSquare  value
TV/Radio

Yes 4(2.3) 150(86.2)  20(11.5) 5.648 0.059
No 5(7.9) 46(83.6) 4(7.3)

Newspaper/Magazine

Yes 1(2.1) 34(70.8) 13(27.1) 18.045 0
No 8(4.4) 162(89.5)  11(6.1)

Billboard/Poster

Yes 2(7.4) 17(63) 8(29.6) 11.545 0.002
No 7(3.5) 179(88.6)  16(7.9)

Health worker

Yes 1(0.6) 142(88.8)  17(10.6) 15.39 0.000
No 8(11.4) 54(77.1) 7(10.1)

Family, friends and

colleagues

Yes 5(5.4) 74(79.6) 14(15.1) 4,622 0.099
No 4(2.9) 122(89.7)  10(7.4)

Religious

Leader

Yes 0(0) 1(100) 0(0) 2.292 1
No 9(3.9) 195(85.5)  24(10.5)

Other

Yes 2(25) 4(50) 2(25) 9.152 0.007
No 7(3.2) 192(86.9)  22(10)

4.14. Relationship between Knowledge and attitude of hypertension

Table 4.16 revealed that there is significant association between the level of
hypertension attitude and knowledge (P value 0.000). Poor attitude is associated with
poor knowledge level (96.6%) Respondents with good attitude has good knowledge
level (6.8%).
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Table 4. 16 Relationship between Knowledge and attitude of hypertension

Attitude level ]
Knowledge Poor Moderate Good Chi- P-value
Level square
Number(%) Number(%) Number(%)
Poor 28(96.6) 202(57.9) 13(29.5) 35.081  0.000*
Moderate 1(3.4) 125(35.8) 28(63.6)
Good 0(0) 22(6.3) 3(6.8)

4.15. Relationship between knowledge and practice of preventive behaviour

regarding hypertension

Table 4.17 revealed that there is significant association between the level of
hypertension knowledge and practice regarding hypertension prevention (P value
0.000). Poor knowledge is associated with poor practice level (7.8%) Respondents
with good knowledge has good practice level (32%).

Table 4. 17 .Relationship between knowledge and practice of preventive behaviour

regarding hypertension

Knowledge Practice level Chi- P-
Level Poor Moderate Good square  value
(n=422)  Number(%) Number(%) Number(%)
Poor 19(7.8) 214(88.1) 10(4.1) 25.64  0.000*
Fisher-
Moderate 11(7.1) 120(77.9) 23(14.9)  exact
Good 0(0) 17(68) 8(32)

4.16. Relationship between attitude and practice of preventive behaviour regarding

hypertension

Table 4.18 revealed that there is significant association between the level of
hypertension attitude and practice regarding hypertension prevention (P value 0.046).
Poor attitude is associated with poor practice level (10.3%) Respondents with good

attitude has good practice level (22.7%).



Table 4. 18 Relationship between attitude and practice of preventive behaviour

regarding hypertension

) Practice level )
Attitude Chi- P-
Level Poor Moderate Good square value
Number(%) Number(%) Number(%)
Poor 3(10.3) 25(86.2) 1(3.4) 8.966 0.046*
Fisher-
Moderate 25(7.2) 294(84.2) 30(8.6) exact
Good 2(4.5) 32(72.7) 10(22.7)




62

CHAPTER YV

DISCUSSION, CONCLUSION AND RECOMMENDATION

This chapter describes discussion about the result and finding of the study,
conclusion, limitation and strength of the research. This study is cross-sectional,
descriptive analytical study based on finding from the 422 participants (Male 219 and
female 203 respondents). The study objective is to assess the sociodemographic
characteristics, level of knowledge, attitude and preventive practice regarding
hypertension among the Myanmar migrant population in Maharchai sub-district,
Samutsakhon Province. It also aimed to acknowledge the association between the
practice of preventive behaviour and socio-demographic factors, knowledge and
attitude towards hypertension among the study population. The data was collected

using the interviewers administered structured questionnaire.

Discussion

Sociodemographic Characteristics

The study population included 422 Myanmar migrants who were in age range
from 18 to 52 years, and categorized into 4 groups as 18-24, 25-34, and 34-44 and 45
above. Mean age of the study population is 30 years and 206 (49%) of the respondents
were between 25 and 34 years of age which is consistent with the 2017 UN migration
report which stated that majority of international migrants are working age group.
(age between 20 to 64). Most of the international migrants are largely presented in
15-34 years of age. (IOM 2014).

Age is significantly associated with practice of hypertension prevention with
p value 0.044. Younger age group were least to practice preventive life style
behaviour which is consistent with the previous studies done in Canadian population
(p<0.05) (Marianne E. Gee et al., 2012)
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Young age is significantly associated with low level of knowledge of hypertension
with p value 0.000 which is consistent with the previous studies done in general
African- American community.(Carter-Edwards et al., 2002).Similar findings were
also seen in general population of Mongolia.(P value < 0.05)(Demaio et al., 2013)
and India (Pragnesh Parmar et al., 2014). Most of the respondents are young age
group (76% are between 18-34 years of age) this may explain their low attention to
the hypertension.

Among 422 participants, 52 percent of the respondents were male, and about
48 percent were female. Majority of the respondents are Burma ethnic followed by
Mon, Karen, Shan and others. This finding is consistent with another study done in
Myanmar migrant population in Mae Sok, Tak province.(Aung, 2013). Migration
report also stated that Bamar ethnic were the major ethnic sort in the middle of the
migrants.(IOM, 2014).

Knowledge is significantly associated with gender at P value 0.000. Male has
the better knowledge score than female. The similar finding was seen in the study
among hypertensive patients in Nepal(p value <0.001).(Shakti Shrestha et al.,
2016).A cross sectional study in Pakistan also showed that male has better knowledge
than female(P 0.03).(Aysha Almas, 2012).

In this study, there is significant association between the ethnicity and practice
score for hypertension preventive behaviour (P 0.000). Previous study for Diabetes
prevention practice among Myanmar Migrants has similar result where Rakhine
ethnic group has association with ethnicity P value 0.044.

Majority of the participants are married, attained secondary educational level
and worked mainly at factories and construction sites. These features are consistent
with the previous studies done among Myanmar migrants in Bang Khun Thian district
(Win, 2014) and Mae Sok (Aung, 2013).

Participants with high level of education is found to have good practice level
than the less educated ones which is significant at at p value 0.045. This finding is
also consistent with previous studies done in Ethiopia. (Kasa and Shifa, 2017).Similar
findings of association between education and preventive life-style behaviour was

seen in a canadian population.(Marianne E. Gee et al., 2012)
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Practice level is also different with different occupation in this study with p
value 0.000. Previous studies also revealed that practice of hypertension is
significantly associated with occupations. (Kasa and Shifa, 2017)

Education and occupation is significantly associated with knowledge of
hypertension with both at p value 0.000 which is consistent with the previous studies
done in Ethiopia.(Kasa and Shifa, 2017).Previous study done in Karen ethnic group
living in Thailand showed that people with primary education has better knowledge
than those with no educational attainment.(Myo Nyein Aung et al., 2012).A study
done in America among African-American community also support that higher
education is significantly associated with knowledge of hypertension.(p value
0.002)(Martins D et al., 2011)Another study done in general population of Mongolia
support the fact with p value <0.05.(Demaio et al., 2013).Less specific knowledge is
associated with less education among general population of India (p<0.05).(Pragnesh
Parmar et al., 2014)University level education was significantly associated with
higher level of knowledge score in Nepalese hypertensive patients at P value
<0.001.(Shakti Shrestha et al., 2016)

Marital status has also significant relationship with knowledge of
hypertension (p value 0.025) which is supported by the study done in Ethiopia (Kasa
and Shifa, 2017)

Among the 422 participants, 96% are registered Myanmar migrant.
Unregistered population(4%) is much lower than the previous studies done in
conducted in Hua Fai(69.4% ) Phuket(64.6%) and Phangnga(61%)(Aung, 2013).
Sharp decrease in number of unregistered migrants can be explained by open
registration policy in 2001 and opportunity for renewed registration. 88% of the
migrants reported that they have health insurance. This is because most of the workers
in the Samutsakhon province are mostly documented registered workers.
Samutsakhon is the central province and number of registered migrants is supposed
to be highest in Samutsakhon province.(Migration, 2009)

Seven percent of the study population has medical history of hypertension and
6.4% had DM. 41.9% of them took treatment regularly for hypertension. Among the
422 participant 401 (95%) do not know their own blood pressure where remaining

5% can present their blood pressure with correct number. 27 % of the study
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population had hypertension in their family. The prevalence of hypertension in
Myanmar was 22% in previous studies which can be explained by that this study only
focus on preventive behaviour and do not measure the blood pressure so hidden
undiagnosed population and unresponsive ones might have hypertension and may be
under presented.

Family history of hypertension has association with practice of hypertension
prevention behaviour (P 0.000) and knowledge of hypertension. (P 0.000). To the
authors knowledge, there is still no detailed analysis of the association between family
history of hypertension with practice of prevention. In this study, there is association
between these two variables. Studying family history of hypertension and other risk
factors in healthy individuals provides a unique opportunity to explore factors leading
to elevated blood pressure, long before a diagnosis of hypertension is made. Positive
family history therefore can be considered as an opportunity for involving direct
family members in health education, as well as for early interventions and improved
control of hypertension.

Personal history of hypertension is significantly associated with knowledge of
hypertension with P value 0.001. The same result is seen in the hypertension study
among African American community (p value 0.009). In that study, the participants
exhibited a high, 83% but variable, level of high blood pressure knowledge having a
significant association with a personal history of hypertension.(Martins D et al.,
2011). In some studies, hypertension status is not associated with knowledge
level.(Carter-Edwards et al., 2002, Kusuma et al., 2013)Individuals with a history of
hypertension /diabetes /cardiovascular disease were no more likely to be adherent to
a healthy lifestyle than people without these conditions.(Everett, 2009).

More than half of the respondents said they received information about
hypertension. The source of information is mostly from television and radio (75%)
followed by health workers (70%), family and friends (41%). The similar findings for
source of information is seen in a study done in a general population of India. The
major source of knowledge for the general population was television (32 %) and
newspaper (30 %) followed by family physician and friends and relatives.(Pragnesh
Parmar et al., 2014)
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Practice of preventive behaviour regarding hypertension is significantly
associated with receiving information about hypertension. (P value 0.021). Good
practice level is seen in people who received hypertension information. These result
is also consistent with the previous hypertension study in general population of
Ethiopia. (Kasa and Shifa, 2017) Practice of preventive behaviour is significantly
associated with source of information from newspaper and magazine(P value- 0.000),
Billboard/poster(0.002) and healthcare worker(0.000) and others(0.007).(Kasa and
Shifa, 2017)

Poor practice score range from 1 to 22 score, moderate practice level is from
23 to 31 and good practice from 32 to 39. Most of the respondents has moderate
practice level (83.2%). Regarding physical activity, 58.3 % of the respondent
sometimes do moderate physical activity and 41.9 % never do vigorous physical
activity. This can be explained by that most of the participants are engaged in the
construction and factories and their work nature is not sedentary. This finding is
supported by the previous study done in Samutsakhon province.(Howteerakul et al.,
2005).50.5% choose fresh food over processed food. 65.4% sometimes eat salty food.
Forty-four percent said they ate various types of fruit and vegetables regularly. This
is because Asian population is high in sodium consumption. Among the 422
participants, 35% are smokers and 39% drink alcohol. Among them, 14.7% are daily
smoker and 7.1% drink more than one standard drink daily. These smoking and
alcohol drinking rate are consistent with the previous finding done among Myanmar
migrant workers in Samutsakhon province..(Zaw et al., 2009, Howteerakul et al.,
2005) More than half of them (59.2%) practice meditation sometimes. 65.2% of the
respondents never checked their blood pressure within last six months.

Among the 422 respondents, majority (58%) had poor level of knowledge,
36% had moderate knowledge and only 6% has good knowledge. Poor knowledge
can be explained by their low educational attainment and lack of proper health
education program regarding hypertension. Three fifth of the participant answered
correctly on the non- communicable nature of the hypertension and normal blood
pressure. Majority of the study population thinks that hypertension always give
symptoms. Nearly half of the participants knows 140/90 mmHg or higher can be

diagnosed as hypertension. Seventy-four percent of the population thought that
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hypertension can be treated by medication only. More than half of the participants
know the lifelong nature of hypertensive medication.

In the statement about risk factors, around 60 % of the population can
differentiate that being diabetic, overweighed and physical inactivity are at risk of
getting hypertension but only 37% knows that family history of hypertension is also
a risk factor.

More than half of the participants gave correct answer about the physical
activity as being a preventive behaviour. Around sixty percent of the population can
point out the correct answer about salty and high fatty food (63%), eating vegetables
and fruits (61%) and smoking (64%). One third of the population does not know that
reducing alcohol and coping with stress can prevent hypertension.

The majority of the respondents (82.7%) has fair attitude towards
hypertension. One out of ten participant has good attitude and 6.9% presented with
poor attitude levels. Forty-seven percent of the participant answered uncertain about
the individual risk of getting hypertension. More than half of the respondent are
uncertain about the genetic risk. More than fourty percent are unsured about the stroke
and heart attack as complication of hypertension. Nearly half of them agreed that
prevention is important. Majority of them agreed on the preventive behaviour towards
hypertension. Respondents attitude is found to be significantly associated with age (P
0.002) and occupation (0.05). Employed group showed higher perceived
effectiveness in the study among Mongolia general population.(Demaio et al., 2013)
The older age group perceived the risk to be higher than younger age groups (p
<0.05)(Demaio et al., 2013).

Association between Knowledge, attitude and Practice

This study revealed that there is significant association between the level of
hypertension knowledge and practice regarding hypertension prevention (P value
0.000). Poor knowledge is associated with poor practice level (7.8%) Respondents
with good knowledge has good practice level (32%).There is significant association
between the level of hypertension attitude and knowledge (P value 0.000). Poor
attitude is associated with poor knowledge level (96.6%) Respondents with good
attitude has good knowledge level (6.8%). There is significant association between

the level of hypertension attitude and practice regarding hypertension prevention (P
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value 0.046). Poor attitude is associated with poor practice level (10.3%) Respondents
with good attitude has good practice level (22.7%). These findings are consistent with
athe study done in Malaysia where there were significant association between attitude
and knowledge, practice and knowledge and practice and attitude (Ranimah Yahya,
2012). Alfred Adler in theory of individual psychology emphasized that a person’s
attitude toward the environment had a significant influence on his or her
behaviour.(Pickens, 2005)

Conclusion

Hypertension has become more than 20% prevalence in Myanmar and Thailand.
Thailand has significant population of migrants and Myanmar is the largest
population. Infectious diseases research among migrants are more abundant than
NCDs data. Increasing trend of hypertension prevalence in all over the world needs
awareness and prevention in the community. This study revealed the general socio-
demographic characteristics of the Myanmar migrants and assess the knowledge,
attitude and practice levels among the general population.

Among the 422 participants (male 219, female 203), they are in working age and
mean age is 30 years. Major ethnic is Burma followed by Shan, Karen and others.
Majority of the participants are married, attained secondary educational level and
worked mainly at factories and construction sites. 96% are registered migrants. 88%
of the migrants have health insurance. Seven percent of the study population has
medical history of hypertension and 6.4% had DM. 54% received information about
hypertension.

In this study, age(P-0.044) ethnicity (P_ 0.000), education (P-0.045), Occupation
(P_0.000), medical history of hypertension(P-0.001) and family history of
hypertension(P_0.000), knowledge of hypertension and attitude are significant
associated with practice of preventive behaviours regarding hypertension.

Regarding knowledge, poor level of knowledge is observed in 58% of the study
population. Knowledge is significantly associated with age, gender, marital status,
education and occupation, personal history and family history of hypertension and

diabetes status and attitude towards hypertension.
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Regarding attitude, the majority of the respondents (82.7%) has fair attitude towards
hypertension. One out of ten participant has good attitude and 6.9% presented with
poor attitude levels. Attitude of hypertension is associated with age and occupation
of the participants.
Limitation of the studies

High mobility and limited available time of the respondents are a big challenge
for the interviewers. The interview will be carried out during the most convenient
time of the participant depending on the off day of the migrant workers. The main
limitation of this study is lack of adequate similar studies, which made comparison
difficult for the reference. In addition, the data was self-report from the participants;
there may be the denial of poor practices from the respondents, which affects the
result of the study. Since the researcher use convenient sampling method, the finding
might not be representative enough for Myanmar migrants who are living in Thailand.
Recall bias or information bias can be present. In conducting perception
questionnaires, the respondents may give the answers which are socially acceptable
which do not reflect the actual practice over time. Actual prevalence of hypertension
may be more than the obtained results due to asymptomatic individuals who have not

been diagnosed yet.
Public Health Implications

Epidemiological and KAP data on hypertension is important as crucial steps
in the design of sound prevention and control programs of hypertension as it is
emerging as a major public health problem in many countries. According to the
author’s knowledge, no other study has comprehensively assessed patient
hypertension knowledge, attitudes and practice on the hypertension preventive
behaviours among Myanmar migrant’s population in Thailand. The author hopes that
this study’s results could be acted on by the Department of Health and other
authorities.

Better understanding of the problem regarding basic knowledge, attitude and
practice regarding hypertension among migrant community can help the development
of community-based educational efforts in the Province. Government and non-

government sectors can use findings from this study to develop strategies for
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prevention and control of hypertensions in Samutsakhon province. Appropriate
information, education and communication strategies should also be designed and
implemented to avoid unhealthy lifestyles and promote healthy practices.

Planning knowledge factors that are relevant to health promoting behaviour
and facilitating the favorable environment for adoption of preventive health behaviour
regarding hypertension among migrant population. Knowledge regarding the normal
blood pressure, symptomless nature of hypertension and their risk factor should be
given to the community.

Positive relationship between knowledge, attitude and practice will encourage
basic health staff or health workers to take this challenge to educate, motivate
community and provide full support to healthy lifestyle habits. Maintenance of
current positive attitude and practice is also important for prevention of hypertension.

Further development of relevant public policies, including development of
more facilities and opportunities for the public to engage in leisure physical exercise,
improved food labeling and other incentives to promote a healthy diet, regulatory
measures to promote a smoke-free society, and the policy for adults to have annual
BP checks.

Recommendation for further research

Although the practice and attitude were fair, knowledge of hypertension is
poor across the population which reflect the need for health educating program.
Intervention program based on the result of this study can also be encouraged. The
prevalence may be more than the reported value as this study is not actually measuring
the blood pressure. Prevalence of hypertension should be assessed in the future

studies and specific barriers for preventive behaviour should be identify.



3.15. Time Schedule

Project Procedure

Oct |Nov |Dec |Jan

Feb

Mar

Apr

May

Ju

Ju

1. Literature
Review

2. Writing thesis
proposal

3.Consult with
Advisor

4. Proposal exam

5.Approval from
Ethic Committee

6. Field Preparation

7. Data collection

8. Data Analysis

9.Thesis article
writing

10. Final thesis
exam

11. Submission of
Thesis
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3.16. Budget estimation

List Cost Unit | Price (in Thai Total
Baht)(per/unit) Budget
1. Questionnaire (Photocopy) | 460 12 THB 5,520 THB
+ Consent sheet
2. Correct answer 460 1 THB 460 THB
(Photocopy)
460 50 THB 23,000 THB
3. Food and snack
4,000 THB 4,000 THB
4. Transportation and lodging
related to project
2,000 THB 2,000 THB
5. Stationary items
. o 5,000 THB 5,000 THB
6. Printing and binding of the
thesis paper
7. Hiring Volunteer cost - 2580 THB 7,500 THE
8. Miscellaneous 2,000 THB 2,000 THB
Total 49,480 THB
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APPENDIX

Appendix: Questionnaires

Knowledge, Attitude and Practice of Preventive Behaviour towards
Hypertension Among Myanmar Migrant Population

In Samutsakhon Province, Thailand
Participant code no. ................
SECTION 1 SOCIODEMOGRAPHIC CHARACTERISTICS

Please make the mark in the provided blanks for the answer. e.g. [ [ ] Please
write down the answers in the provided spaces if necessary. E.g. .....XXXXXX.......

1. How old are you now? (Completed years)

................. Years
2. Gender

[ ] Male

[ ] Female

3. What is your ethnicity?

] Burma

] Shan

] Mon

] Karen

] Others .................. (Please Specifiy)

— ———

4. What is your marital status?
[ ]Single

[ ] Married

[ ]Widow

[ ] Divorced /Seperated

5. What is your level of education?

[ ] Never gone to school

[ ] Primary School or Monastery education
[ ] Secondary Education

[ ]High School Level

[ ] University Level

6. What is your current occupation?
[ ] Unemployed

[ ] Construction worker

[ ]Agriculture worker
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[ ] Factory worker
[ ] General worker
[ JOthers.......cccooevviiiiinnin.. (Please specify)

7. Do you have income?
1.[ ]Yes 2] ] No (Please goto Q.10)
8. What is your type of income?
[ ] Daily Wager
[ ]Salary
[ ]Others................ (Please specify)

9. Is your income enough for your living?
[ ] Sufficient

[ ] Not sufficient but no debt

[ ] Not sufficient and in debt

10.What is your migration status?
[ ] Registered
[ ] Unregistered

11. Do you have health insurance?
1.[ ]Yes 2] ] No
12. What is your average blood pressure on the most two recent occasion?
[  ]Don’t Know
[ ] Yes(D)............ /T mmHg(2)............ [eviviinin. mmHg

13. Have you ever diagnosed as hypertensive patient or have history of taking anti-
hypertensive treatment provided by professional care provider? (Doctor or nurses)

1] ]No (If No, Goto Q.15)
2] ] Yes

14.1f Yes, are you taking treatment regularly as prescribed by the health
professional?

1] ]No
2] ] Yes

15. Do your immediate family members have hypertension?
(Grandparents/Parents/sibling)

[  ]Don’t Know
[ ] No
[ ] Yes



16. Have you ever diagnosed as Diabetes patient or have history of taking anti-
Diabetic treatment provided by professional care provider? (Doctor or nurses)

[ 1No
[ ] Yes

SECTION 2: KNOWLEDGE ON HYPERTENSION
Please make the mark in the provided space for the answer.
(T=True, F= False, DK=Don’t Know)

82

Statement T F

17 Hypertension is a non-communicable disease.

18 Normal blood pressure of a person is 120/ 80 mmHog.

Sign and symptoms

19.1 | Persons with high BP always feel symptoms.*

19.2 | Nose bleeding and headache can be a sign of very high
blood pressure.

Diagnosis and Treatment

20.1 | A person is diagnosed as hypertension if their systolic
blood pressure is 140 or higher or their diastolic is 90 or
higher on two separate occasions.

20.2 | Hypertension can be treated by medications only.*

20.3 | Hypertensive patients need to take medications for life
long.

Following persons are at risk of Hypertension

21.1 | Diabetic patient

21.2 | Overweight persons

21.3 | Those with family history of hypertension

21.4 | Those who took regular physical exercise*

Hypertension can be prevented by

22.1 | Physically inactivity*

22.2 | Eating salty food and high fatty food*

22.3 | Large consumption of vegetables and fruits
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Knowledge of hypertension T F |D
Statement(Continues..) K
22.4 | Reducing the amount of alcohol drinking
22.5 | Cessation of smoking
22.6 | Reducing stress by meditation

Negative Statement*
23.Have you ever receive any information regarding of hypertension?

[ 1No

[ ] Yes (If No, please go to the question 25.)

24. Please specify the common sources from which you received the information
about hypertension? (More than one answer is possible)

] TV/Radio
] Newspaper and Magazine
] Billboard /Poster/ Brochure

] Family, friends, colleagues

] Religious leader

] Others ... 0 A
(Please Specify)

[
[
[
[ ] Health Worker
[
[
[




SECTION 11 ATTITUDE ON HYPERTENSION

Please make the mark in the provided space for the answer.

(SA= Strongly Agree, A = Agree, UC= Uncertain, D=Disagree, SD= Strongly
Disagree)

Attitude Questions

> 0
@)

25. 1 think I can get hypertension.

26. | think that if parents are hypertensive, children will
have high risk of having disease.

27. If | eat a lot of salty snack and processed meat, 1 am
susceptible to hypertension.

28. | think that hypertension is a chronic disease and it has
to be treated and controlled throughout the entire life.

29. | think hypertension can lead to fatal serious
complications.

30. I think untreated hypertension does not cause stroke.*

31. I think untreated hypertension can give rise to heart
attack..

32. In my opinion, prevention of hypertension is not much
important.*

33. | believe that less eating of deep fried food and salty
food can help us prevent hypertension.

34. Exercise regularly has important benefit in prevention of
hypertension.

35. Hypertension can be prevented by stoppage of smoking.

36. I believe limiting amount of alcohol drinking can
prevent hypertension.

37. In my opinion, reducing stress by meditation is not
effective way for preventing hypertension.*

Negative Statement*



SECTION IV PRACTICE OF PREVENTIVE BEHAVIOUR TOWARDS
HYPERTENSION

Th following questions are about practice in preventive behaviour towards
hypertension during the past 6 month.

Please make the mark in the provided space for the answer under Regularly®,
Sometimes (ST)and Never(N).

No | Question T

| take part in moderate physical activity (e.g. 30 min of brisk

38 walking, Gardening most of the day in a typical week).

| take part in vigorous physical activity (e.g. 10 mins of fast
39 | cycling, Carrying heavy loads most of the day in typical
week ).

I choose fresh food rather than processed foods (e.g. canned

40 or frozen goods)when available.

41 | | eat high salt foods.(Salty snack, salted Dried Fish,).*

42 | | eat less food that contain high fat.(Red meat, Butter).

| add extra salt or soy sauce to the meal right before eating

43 it

44 | 1 choose boiled, baked or steamed instead of deep fried food.

45 | | eat various types of fruits and vegetables in a day.

46 | |1 smoke at least 1 cigarette per day.*

I drink more than one standard alcohol daily. *

47
(2 glass or less for men 1 glass or less for women).

| try to stay away from anything or anybody that causes any

48 kind of stress.

49 | | practice meditation .

50 | I check my blood pressure within last six month.

Negative Statement*
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