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ABSTRACT 

Introduction: Coronary and cardiovascular diseases are a leading cause of mortality worldwide, 

with hypertension or high blood pressure being a primary risk factor. Despite being a symptomless 

and incurable ailment, hypertension is often diagnosed in its severe stage with severe symptoms. 

Socioeconomic factors are considered to be one of the causes of hypertension, although various studies 

have yielded conflicting results about the exact relationship between socioeconomic status and 

hypertension. This study aimed to investigate the relationship between hypertension and 

socioeconomic status within our country. 

Aim of the study: The aim of the study was to observe the effects of hypertension and 

socioeconomic status. 

Methods: This was a cross-sectional observational study conducted in the Department of 

Cardiology, Sheikh Hasina Medical College, Habiganj, Bangladesh during the time period of June 

2019 to May 2021 with 160 patients showing stage II and above. The patients were made aware 

of the study, and properly informed consent was taken from the patients about using their personal 

data for the study. Ethical approval was collected from the respected authority. 

Result: The study included more female than male participants, with a ratio of 3 to 5. Three-

fourths of the participants were married, while the rest were unmarried. The youngest participant 

was 35 years old, and the oldest was 73 years old. Participants aged 35-39 years constituted only 

10% of the total sample, whereas 37.5% were older than 60 years. Most of the participants (70%) 

were from rural areas, while the remaining 30% were from urban localities. Nearly half of the 

participants (48.75%) had no formal education, and only a small proportion (6.25%) had 

attained higher education. 

Conclusion: According to the findings of this study, hypertension was more prevalent among 

females than males. The prevalence of hypertension was found to be lower in individuals with higher 

levels of education and higher incomes. Hypertension was more prevalent in rural areas than in 

urban areas, and various socioeconomic factors were believed to impact the mental health and stress 

levels of participants.

INTRODUCTION 

The leading cause of death in practically all 
developed nations is cardiovascular disease. The 
scant information available even in developing 
nations points to the possibility of a comparable 
outbreak there if the current tendencies continue. 
Although treating patients who have 
cardiovascular disease symptoms is a crucial aspect 
of fighting these illnesses, medication by itself 
cannot do much because sudden death is 
frequently the first sign of heart-related illnesses. 
Even when a treatment is available, it is frequently  

 
 

employed as a palliative measure rather than to 
cure the underlying cause of the illness. Deaths 
from coronary and cardiovascular diseases reached 
their pinnacle in the 1960s, but ever then, many 
industrialized nations have praised how scientific 
advances have resulted in a decline in the rates of 
cardiovascular mortality. Regardless of this, there 
were 7.3 million deaths from coronary heart 
disease worldwide in just 2001.1 In developing and 
poor nations, death rates were significantly higher. 
The risk factors in industrialized and developing 
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nations may differ, which could account for this. 
Hypertension, or high blood pressure, is one of the 
key risk factors that is widely present around the 
world. The amount of force that someone's blood 
applies to their blood vessel walls is known as their 
blood pressure.2 One of the most prevalent chronic 
diseases with no cure is it. Because it can only be 
treated with medication, hypertension patients 
must follow specific dietary and lifestyle guidelines 
for the rest of their lives. Another significant 
finding is that because hypertension frequently 
lacks specific symptoms, it frequently goes 
undetected in many patients. So, without regular 
medical checkups, many people frequently go 
without a diagnosis for their hypertension. Nearly 
half of the adult population has high blood 
pressure, even in wealthy nations like the USA.2 
There are three stages of hypertension: stage I 
hypertension (80-89/130-139 mm Hg), stage II 
hypertension (90/140 mm Hg), and hypertensive 
crisis (120/180 mm Hg). Systolic blood pressure 
more than 115 mm Hg is said to be the cause of 
62% of cerebrovascular disease and 49% of 
ischemic heart disease, according to the World 
Health Organization.3 Along with heart disorders, 
it is known to cause stroke, end-stage renal disease, 
and chronic kidney disease.4 5 Additionally, it 
comes in third place among DALY (Disability 
Adjusted LifeStyles) causes.6 Numerous factors, 
which might vary widely based on age, sex, and 
location, can contribute to hypertension.7 
Numerous epidemiological research have shown 
that a variety of environmental factors, including 
early life experiences, socioeconomic level, age, 
sex, race, dietary habits, alcohol intake, physical 
activity, and others, can affect blood pressure.8 9 
The goal of the current study was to determine the 
association between patient socioeconomic level 
and hypertension. 

 

METHODS 
 

This cross-sectional observational study was 
carried out in the Department of Cardiology, 
Sheikh Hasina Medical College, Habiganj, 
Bangladesh during the course of 2 year, from June 
2019 to May 2021 In order to conduct this study, 
250 patients were initially questioned. After 

meeting the inclusion and exclusion requirements, 
160 patients were chosen from among those who 
had been hospitalized with high blood pressure 
and those who had frequent checkups and were 
demonstrating stage II and above hypertension. 
Informed consent was obtained from the patients 
about the use of their personal information for the 
study when they were made aware of the project. 
From the acknowledged authorities, ethical 
approval was obtained. 

Inclusion criteria: 

• Patients diagnosed with high blood pressure 
(stage II and above) 

• Patients who have been hospitalized with high 
blood pressure 

• Patients who have frequent checkups for high 
blood pressure 

• Exclusion criteria: 
• Patients who have already received treatment for 

hypertension 
• Patients with a history of stroke or other 

cardiovascular diseases 
• Patients who are unable to provide informed 

consent for the study  

 

RESULTS 
 

 
Figure 1: Gender Distribution of the participants (n=160) 

Among the participants, 62.5% were female and only 
37.5% were male. The male: female ratio was 3:5 
 

The study's youngest participant was 35 years old, 
while its oldest member was 73. The vast majority 
of participants were older than average. The 
youngest age group of 35 to 39 years represented 
10% of the participants. 13.75% of the participants 
were in the 40-44- and 50-54-year age groups. 

37.5

62.5

Gender Distribution of Participants
Male Female
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Figure 2: Marital Status of the participants (n=160) 

Among the cases 75% where married and 25% were 
unmarried. 

 
Table 1: Age Distribution of the participants (n=160) 

Age % n 

35-39 10 16 

40-44 13.75 22 

45-49 15 24 

50-54 13.75 22 

55-59 10 16 

60-64 18.75 30 

≥65 18.75 30 

 

The age group of 45 to 49 years had the second-
highest number of participants, making about 15% 
of the total. 60–64-year-olds made up 18.75% of 
participants, and people 65 years and over made up 
18.75% of participants. 

 
Table 2: Education level of the participants (n=160) 

Education % n 

No Education 48.75 78 

Primary Education 30 48 

Secondary Education 15 24 

Higher Education 6.25 10 

 

The majority of the participants had not completed 
a basic education. Only 30% of the participants had 
completed elementary school, and 48.75% were 
illiterate. Only 6.25% of the participants had a 
degree or higher education, and only 15% had 
completed secondary school. 
 
Table 3: Locality of the participants (n=160) 

Locality % n 

Rural 70 112 

Urban 30 48 

70% of the participants were from rural areas, and 
only 30% were from urban localities. 
 
Table 4: Income Level of the participants (n=160) 

Financial Status % n 

Lowest Income Level 13.75 22 

Low Income Level 16.25 26 

Middle Income Level 17.5 28 

High Income Level 22.5 36 

Highest Income Level 30 48 

Among the participants, the highest income level 
was observed in a majority of the participants, as 
30% belonged to this group. 22.5% were from 
high-income families, 17.5% were from middle-
income households, 16.25 were from low-income 
levels, and 13.75% were from the lowest income 
levels.  
 

DISCUSSION 
 

One of the main risk factors for cardiovascular 
illnesses is hypertension, also known as high blood 
pressure. Patients with hypertension must take 
medications for the rest of their lives because there 
is no known treatment for the condition. As a 
factor influencing patients' ability to live with a 
disability, it comes in third place. Due to the lack 
of specific symptoms associated with 
hypertension, one of its harmful characteristics is 
that many individuals go their entire lives without 
receiving a diagnosis.2 The only way to deal with 
this is through routine medical exams, which are 
not accessible to everyone in both developed and 
poor countries. Even in the US, hypertension 
affects about half of the adult population.2 
Numerous factors, including urbanization, 
unhealthful eating patterns, age, sex, and others, 
might contribute to hypertension. The effects of 
socioeconomic status on people with hypertension 
have been the subject of numerous studies, 
although the findings from various studies have 
been inconsistent.10 The current study was 
undertaken to determine the relationship between 
hypertension and socioeconomic position in our 
nation. This may be due to differences in 
nationality, race, locale, and environmental factors. 
We only recruited participants in the current study 
who had blood pressure readings of 90 to 140 mm 

25%

75%

Married Unmarried
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Hg or higher. In the current survey, women made 
up 62.5% and men just 37.5%. This study11 , was 
remarkably similar to a previous one conducted in 
Bangladesh, and even globally, women are far more 
likely than men to have hypertension10-13 . This 
contrasts with some other data, where menopause 
was a factor and hypertension prevalence was 
significantly higher in obese males than in 
women.14 15 The current study also took into 
account marital status. Only 20 participants were 
single, making up 3/4 of the study's participants. 
This greater frequency of hypertension in married 
participants may be due to the mental strain of 
providing for a family as well as other family issues. 
The world over, mental stress is acknowledged as 
a cause of hypertension.16 17 Another important risk 
factor for hypertension was getting older. The 
majority of our study's participants were older than 
average in age. A total of 18.75% of the 
participants were between the ages of 60 and 64, 
while another 18.75% were over the age of 64. 
Only 8 of the participants were between the ages 
of 35 and 39, making up a very small percentage of 
the youngest age group. This is consistent with 
earlier research' findings that showed the incidence 
of hypertension rose with age.11 18 19 Even while 
young adults can develop hypertension, a far 
higher prevalence has been seen in the elderly, 
particularly those over the age of 60.18 The majority 
of the elderly patients in our study were in the 
hypertensive stage of hypertension. Another 
determining aspect in the current investigation was 
education level. Literacy rates among the 160 
participants were extremely low, and nearly half 
(48.75%) had not completed a basic education. The 
prevalence of hypertension decreased as education 
level increased. This study was comparable to 
those that found a direct connection between low 
literacy rates and high blood pressure.10 20 When 
compared to the fundamental understanding of 
health and welfare that someone with a high level 
of education would have, this may be because 
those with low levels of education lack awareness 
and information of high blood pressure. The 
disparity in food preferences between various 
groups with various degrees of education may also 
be a contributing factor. Only 30% of the 
participants were from urban regions, with the bulk 
hailing from rural areas. The majority of the 

illiterate population originated in rural areas, which 
is related to the population's degree of education. 
Other studies with comparable findings provided 
more evidence for this.20 The participants in the 
current study were divided into five groups 
according to their degree of income and the study's 
focus was also on the patients' financial situation. 
Similar to comparable research conducted in other 
nations, the prevalence of hypertension was 
directly correlated with the degree of income.21-23 
This may be yet another component that stress has 
an impact on, as patients with high incomes need 
to worry about how to invest and protect their 
wealth, but many low- and middle-income families 
merely need to worry about how to spend their 
income on day-to-day expenses. Everyone can 
develop hypertension or high blood pressure; 
however elderly persons require special attention. 
It is particularly crucial because hypertension is 
incurable and has a variety of long-term 
repercussions on the body. Mental stress is one of 
the main contributors to hypertension, but it can 
also significantly worsen it and result in an 
unsatisfying lifestyle. This is especially true in 
developing nations like our own, where the general 
public still lacks access to the greatest medical care 
and any chronic illness can significantly alter one's 
way of life. 

 

Limitations of The Study 
 

The current study sample size was relatively small, 
which may reduce the statistical power of the 
analysis and limit the precision of the estimates. 

 

CONCLUSION 
 

According to the current study, women are more 
likely than men to have excessive blood pressure. 
The prevalence of hypertension was directly linked 
to income and inversely proportional to education. 
In comparison to metropolitan regions, 
hypertension was significantly more common in 
rural areas, and several socioeconomic factors were 
thought to have an impact on the participants' 
stress levels and mental health. 

 

 



                                        Original Article 

Page | 23                                                               International Journal of Clinical and Interventional Cardiology (IJCIC) 
                ISSN: 0000-0000 (Online); 0000-0000(Print) 
 

Vol. 1 No.1 (2022): July - December 

 

RECOMMENDATIONS 
 

A small sample size was used for the investigation. 
All phases of hypertension might have an impact 
on the findings since only two stages of 
hypertension were used in the study. This study 
involved just one center; to get a more accurate 
picture, other centers and a wider population are 
required. Increased public awareness of 
hypertension and its treatment options is necessary 
to reduce the prevalence of the condition. Patients' 
mental health and wellness must be taken care of, 
and everyone should have access to regular medical 
exams. 

 

Funding: No funding sources  

 

Conflict of interest: None declared 

 

Ethical approval: The study was approved by the 
Institutional Ethics Committee 

 

REFERENCES  
 

1. Gaziano TA, Bitton A, Anand S, Abrahams-Gessel 
S, Murphy A. Growing epidemic of coronary heart 
disease in low-and middle-income countries. Current 
problems in cardiology. 2010 Feb 1;35(2):72-115. 

2. Felman A. Hypertension: Causes, symptoms, and 
treatments [Internet]. Medical News Today. 
MediLexicon International; 2019 [cited 2021May31]. 
Available from: 
https://www.medicalnewstoday.com/articles/15010
9 

3. Chobanian AV, Bakris GL, Black HR, Cushman 
WC, Green LA, Izzo Jr JL, Jones DW, Materson BJ, 
Oparil S, Wright Jr JT, Roccella EJ. The seventh 
report of the joint national committee on 
prevention, detection, evaluation, and treatment of 
high blood pressure: the JNC 7 report. Jama. 2003 
May 21;289(19):2560-71. 

4. Staessen JA, Fagard R, Thijs L, Celis H, Arabidze 
GG, Birkenhäger WH, Bulpitt CJ, De Leeuw PW, 
Dollery CT, Fletcher AE, Forette F. Randomised 
double-blind comparison of placebo and active 
treatment for older patients with isolated systolic 
hypertension. The Lancet. 1997 Sep 
13;350(9080):757-64. 

 

 

5. Coresh J, Wei GL, McQuillan G, Brancati FL, Levey 
AS, Jones C, Klag MJ. Prevalence of high blood 
pressure and elevated serum creatinine level in the 
United States: findings from the third National 
Health and Nutrition Examination Survey (1988-
1994). Archives of internal medicine. 2001 May 
14;161(9):1207-16. 

6. Hendriks ME, Wit FW, Roos MT, Brewster LM, 
Akande TM, De Beer IH, Mfinanga SG, Kahwa 
AM, Gatongi P, Van Rooy G, Janssens W. 
Hypertension in sub-Saharan Africa: cross-sectional 
surveys in four rural and urban communities. PloS 
one. 2012 Mar 12;7(3):e32638. 

7. Londe S. Causes of hypertension in the young. 
Pediatric Clinics of North America. 1978 Feb 
1;25(1):55-65. 

8. Bell ET, Pedersen AH. The causes of hypertension. 
Annals of Internal Medicine. 1930 Sep 1;4(3):227-37. 

9. Whelton PK. Epidemiology of hypertension. Lancet 
(London, England). 1994 Jul 1;344(8915):101-6. 

10. Leng B, Jin Y, Li G, Chen L, Jin N. Socioeconomic 
status and hypertension: a meta-analysis. Journal of 
hypertension. 2015 Feb 1;33(2):221-9. 

11. Chowdhury MA, Uddin MJ, Haque MR, Ibrahimou 
B. Hypertension among adults in Bangladesh: 
evidence from a national cross-sectional survey. 
BMC cardiovascular disorders. 2016 Dec;16(1):1-0. 

12. Beegom R, Beegom R, Niaz MA, Singh RB. Diet, 
central obesity and prevalence of hypertension in 
the urban population of south India. International 
journal of cardiology. 1995 Sep 1;51(2):183-91. 

13. Reckelhoff JF. Gender differences in hypertension. 
Current opinion in nephrology and hypertension. 
2018 May 1;27(3):176-81. 

14. Mohsenin V, Yaggi HK, Shah N, Dziura J. The 
effect of gender on the prevalence of hypertension 
in obstructive sleep apnea. Sleep medicine. 2009 
Aug 1;10(7):759-62. 

15. Van Minh H, Byass P, Chuc NT, Wall S. Gender 
differences in prevalence and socioeconomic 
determinants of hypertension: findings from the 
WHO STEPs survey in a rural community of 
Vietnam. Journal of human hypertension. 2006 
Feb;20(2):109-15. 

16. Pickering TG. Mental stress as a causal factor in the 
development of hypertension and cardiovascular 
disease. Current hypertension reports. 2001 Jun 
1;3(3):249-54. 

 



                                        Original Article 

Page | 24                                                               International Journal of Clinical and Interventional Cardiology (IJCIC) 
                ISSN: 0000-0000 (Online); 0000-0000(Print) 
 

Vol. 1 No.1 (2022): July - December 

 

17. Esler M, Eikelis N, Schlaich M, Lambert G, 
Alvarenga M, Dawood T, Kaye D, Barton D, Pier 
C, Guo L, Brenchley C. Chronic mental stress is a 
cause of essential hypertension: presence of 
biological markers of stress. Clinical and 
Experimental Pharmacology and Physiology. 2008 
Apr;35(4):498-502. 

18. Agyemang C, Bruijnzeels MA, Owusu-Dabo E. 
Factors associated with hypertension awareness, 
treatment, and control in Ghana, West Africa. 
Journal of human hypertension. 2006 Jan;20(1):67-
71. 

19. Bennet NE. Hypertension in the elderly. The 
Lancet. 1994;344(8920):447-9. 

20. Pandit AU, Tang JW, Bailey SC, Davis TC, 
Bocchini MV, Persell SD, Federman AD, Wolf MS. 
Education, literacy, and health: Mediating effects 
on hypertension knowledge and control. Patient 
education and counseling. 2009 Jun 1;75(3):381-5. 

21. Vathesatogkit P, Woodward M, Tanomsup S, 
Hengprasith B, Aekplakorn W, Yamwong S, Sritara 
P. Long-term effects of socioeconomic status on 
incident hypertension and progression of blood 
pressure. Journal of hypertension. 2012 Jul 
1;30(7):1347-53. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

22. Sabri S, Bener A, Eapen V, Azhar AA, Abdishakure A, 
Singh J. Correlation between hypertension and income 
distribution among United Arab Emirates population. 
Medical Journal of Malaysia. 2005 Oct 1;60(4):416. 

23. Al-Nozha MM, Abdullah M, Arafah MR, Khalil MZ, 
Khan NB, Al-Mazrou YY, Al-Maatouq MA, Al-
Marzouki K, Al-Khadra A, Nouh MS, Al-Harthi SS. 
Hypertension in saudi arabia. Saudi medical journal. 
2007 Jan 1;28(1):77. 

 

 

                 Access this article online 
 

 

Website: ijcic.com 

 

Copyright (c) 2022 Journal of Clinical and 
Interventional Cardiology. Volume 01, Issue 01 
January 2022. This work is licensed under a Creative 
Commons Attribution 4.0 International License 


