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Objective To determine the proportion of adults with hypertension who reported: (i) having been previously diagnosed with hypertension;
(ii) taking blood pressure-lowering medication; and (jii) having achieved hypertension control, in five health and demographic surveillance
system sites across five countries in Asia.

Methods Data were collected during household surveys conducted between 2016 and 2020 in the five surveillance sites in Bangladesh, India,
Indonesia, Malaysia and Viet Nam. We defined hypertension as systolic blood pressure > 140 mmHg, diastolic blood pressure > 90 mmHg or
taking blood pressure-lowering medication. We defined hypertension control as systolic blood pressure < 140 mmHg and diastolic blood
pressure < 90 mmHg. We disaggregated hypertension awareness, treatment and control by surveillance site, and within each site by sex,
age group, education, body mass index and smoking status.

Findings Of 22 142 participants, 11137 had hypertension (Bangladesh: 211; India: 487; Indonesia: 1641; Malaysia: 8164; and Viet Nam:
634). The mean age of participants with hypertension was 60 years (range: 19-101 years). Only in the Malaysian site were more than half
of individuals with hypertension aware of their condition. Hypertension treatment ranged from 20.8% (341/1641; 95% Cl: 18.8-22.8%) in
the Indonesian site to 44.7% (3649/8164; 95% Cl: 43.6-45.8%) in the Malaysian site. Less than one in four participants with hypertension
had achieved hypertension control in any site. Hypertension awareness, treatment and control were generally higher among women and
older adults.

Conclusion While hypertension awareness and treatment varied widely across surveillance sites, hypertension control was low in all sites.

Abstracts in LS5 H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

We established the Asian Health and Demographic Surveil-
lance Systems Noncommunicable Diseases Network to begin
harmonizing data collection efforts and synthesize evidence
on noncommunicable diseases across health and demographic
surveillance system sites in Asia. Health and demographic
surveillance systems are research sites that conduct ongoing
detailed demographic and health surveillance of a geographically
defined population.’ These sites could play an important role in
guiding the response of Asian countries to the growing burden
of noncommunicable diseases.” Their regular surveillance of an
entire geographically defined population could allow for unique
and detailed insight into epidemiological and health services
changes, including the effects on individuals, households and
entire communities. In addition, their routine long-term follow-
up and often rich data linkage to health system and adminis-
trative data could provide the ideal infrastructure for trialling
interventions to prevent or treat noncommunicable diseases.
This joint analysis of the Asian Health and Demographic
Surveillance Systems Noncommunicable Diseases Network
focuses on the management of hypertension. Hypertension is a

major cause of morbidity and mortality globally and increasingly
in low- and middle-income countries.’ Diagnosing hypertension
does not require expensive equipment or a laboratory,* and the
condition can be effectively treated using inexpensive medica-
tions with few side-effects.>® Monitoring and improving the
diagnosis and management of hypertension should, thus, be a
priority for health systems in low- and middle-income countries.

Understanding where individuals are lost in the care pro-
cess from diagnosis to successful hypertension control can help
inform which step in the care process should be prioritized
for improvement. In addition, evidence on which population
groups are more likely to achieve each of these care steps could
inform the targeting of appropriate interventions. Therefore,
this study aimed to determine: (i) the proportion of adults with
hypertension living in each of the five health and demographic
surveillance systems in our network (located in Bangladesh,
India, Indonesia, Malaysia and Viet Nam) who were aware of
their hypertension (i.e. had been previously diagnosed), reported
taking medication to lower blood pressure, and had achieved
control of their hypertension; and (ii) how these proportions
varied within the population of each surveillance site by age,
sex, body mass index (BMI) and smoking status.
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All the surveillance systems obtained
approval from the relevant local research
ethics committees before data collection.
Hanoi University of Public Health gave
approval for the Chililab surveillance
system (017-352/DD-YTCC); the Eth-
ics Review Committee of the Interna-
tional Centre for Diarrhoeal Disease
Research, Bangladesh, gave approval
for the Chakaria surveillance system
(ACT00230); the Monash University
Human Research Ethics Committee gave
approval for the SEACO surveillance
system (2018-13142-45226); the Medical
and Health Research Ethics Committee
of the Universitas Gadjah Mada gave ap-
proval for the Sleman surveillance system
(KE/FK/0434/EC/2018); and the KEM
Hospital Research Centre Institutional
Ethics Committee gave approval for the
Vadu surveillance system (KEMHRC/
RVM/EC/733).

Outcome variables

In line with the World Health Organi-
zation’s (WHO) HEARTS guideline, '
hypertension was defined as having
a systolic blood pressure of at least
140 mmHg or a diastolic blood pressure
of atleast 90 mmHg, or reporting taking
blood pressure-lowering medication. As
recommended by the WHO STEPwise
approach to noncommunicable disease
risk factor surveillance manual,” we dis-
carded the first blood pressure measure-
ment and used the mean of the last two
blood pressure measurements for each
participant to define hypertension. We
defined awareness of hypertension status
as the participant reporting that they had
been told they had hypertension by a
health-care worker before the household
survey. We defined hypertension treat-
ment as self-reporting to be currently
taking blood pressure-lowering medi-
cation. Lastly, we defined hypertension
control as having a systolic blood pres-
sure < 140 mmHg and a diastolic blood
pressure <90 mmHg. We again used
the mean of the last two blood pressure
measurements for each participant to
define hypertension control. The Cha-
karia surveillance system did not ask
participants whether they had ever been
told they had hypertension by a health-
care worker; therefore, we excluded this
site from the analyses on hypertension
awareness.

Independent variables

We included four sociodemographic
characteristics in our analysis - age, sex,
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education and marital status - as these
were collected in all five surveillance sys-
tems. We categorized education into four
groups: no formal education; at least some
primary schooling; at least some second-
ary schooling; and at least some tertiary
education. We categorized marital status
into three groups: unmarried; married;
and widowed, divorced or separated.
Only the Chililab, SEACO and Vadu sur-
veillance systems measured participants’
height and weight and collected data on
smoking. We therefore excluded the Cha-
karia and Sleman sites from the analyses
that included BMI or smoking. We cat-
egorized BMI into three groups: normal
(<25.0 kg/m?); overweight (25.0-29.9 kg/
m?); and obese (=30.0 kg/m?*). We defined
smoking as reporting ever having smoked
cigarettes on a regular basis.

Statistical analysis

We calculated the proportion of partici-
pants with hypertension who: were aware
of their hypertension; were being treated
for their hypertension; and had achieved
hypertension control. To reach each care
step, a participant must have reached the
preceding care step, that is, every par-
ticipant who was treated was considered
to also be aware of their hypertension,
and participants could not have achieved
hypertension control if they were not
aware and treated. We calculated these
proportions separately for each surveil-
lance system. Within each surveillance
system sample, we further disaggregated
the data by age group, sex, education,
marital status, BMI and smoking status.
We used sampling weights to adjust for
the survey sampling strategy in each site
in all analyses except when showing the
sample characteristics. We adjusted stan-
dard errors for clustering at the highest
sampling unit level: the village for the
Chakaria, Chililab, SEACO and Vadu
surveillance systems, and the household
for the Sleman surveillance system. We
used Stata version 13 (StataCorp. LP,
College Station, United States of America)
for data cleaning and R statistical software
version 3.6.0 (R Foundation for Statistical
Computing, Vienna, Austria) for statisti-
cal analyses.

Results
Sample characteristics

Across the five health and demographic
surveillance system sites, 22 142 adults
participated in the household surveys, of
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whom 11 137 had hypertension (Table 1).
The response rate across the five sites
ranged from 81.6% in the Sleman sur-
veillance system to 98.0% in the Vadu
surveillance system. The mean age of
survey participants varied from 38.5 years
in the Chakaria surveillance system to
57.8 years in the SEACO surveillance
system. The sample size for our analyses,
i.e. the number of participants with hy-
pertension, was largest for the SEACO
surveillance system (8164 participants)
and smallest for the Chakaria surveillance
system (211 participants).

Of the participants with hyperten-
sion, 53.6% (5915/11045) were 60 years
and older and 57.0% (6351/11 136) were
women (Table 2). Educational attainment
among the participants with hyperten-
sion varied widely across the surveil-
lance system sites. In the Chakaria and
Vadu sites, 50.2% (106/211) and 53.7%
(261/486), respectively, of the partici-
pants with hypertension had no formal
education, whereas this proportion was
only 4.4% (28/634) in the Chililab site,
9.6% (778/8079) in the SEACO site and
10.9% (179/1636) in the Sleman site. Of
the three sites that measured height and
weight, BMI was highest among partici-
pants with hypertension in the SEACO
surveillance system. About one in four
participants with hypertension in the
SEACO and Sleman sites reported ever
having smoked, 25.3% (2067/8163) and
28.0% (459/1641), respectively, while
only 6.5% (30/463) of participants with
hypertension in the Vadu surveillance
system reported doing so.

Hypertension care measures

Participants’ awareness of their hy-
pertension was highest in the SEA-
CO surveillance system, where 66.0%
(5391/8164; 95% confidence interval, CI:
65.0-67.1) of the participants reported
having been diagnosed, compared with
49.9% (819/1641; 95% CI: 47.5-52.4) in
the Sleman, 44.2% (280/634; 95% CI:
40.3-48.0) in the Chililab and 36.8%
(179/486595% CI: 32.5-41.1) in the Vadu
surveillance systems (Fig. 1). At 44.7%
(3649/8164; 95% CI: 43.6-45.8) and
42.7% (90/211; 95% CI: 36.0-49.3), re-
spectively, the proportion of treated par-
ticipants for hypertension in the SEACO
and Chakaria surveillance systems was
about twice as high as the proportion
in the Sleman (20.8% (341/1641); 95%
CI: 18.8-22.8), Vadu (22.8% (111/486);
95% CI: 19.1-26.5) and Chililab (23.0%
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(146/634); 95% CI: 19.8-26.3) sur-
veillance systems. The proportion of
participants achieving hypertension
control, however, was low across all five
surveillance system sites, ranging from
11.5% (189/1641; 95% CI: 10.0-13.0)
in the Sleman site to 20.4% (43/211;

95% CI: 14.9-25.8) in the Chakaria site.
Female participants with hypertension
were more likely to be aware of and
treated for their hypertension and have
achieved hypertension control in each
surveillance system site. An exception
was the SEACO site for treatment and
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hypertension control and the Chakaria
site for hypertension control.

Variation across population
groups

Although there was some variation across
surveillance systems, older age groups

Table 2. Characteristics of participants in demographic surveillance sites; Bangladesh, India, Indonesia, Malaysia, Viet Nam, 2016-2020

Variable No. (%)
Al All participants Participants with hypertension in:

participants  with hypertension Chakaria Chililab SEACO Sleman Vadu

(n=22142) (n=11137) (n=211) (n=634) (n=28164) (n=1641) (n=487)
Age group, years
18-29 650 (3.0) 45(0.4) 24 (11.4) 10 (1.6) 0(0.0) 11(0.7) 0(0.0)
30-39 2482 (11.4) 550 (5.0) 48(22.7) 40 (6.3) 328 (4.0) 127 (7.7) 7(1.8)
40-49 4459 (204) 1619 (14.7) 42 (19.9) 116 (18.3) 1042 (12.8) 345 (21.0) 74 (18.7)
50-59 5522 (25.3) 2916 (26.4) 54 (25.6) 233(36.8) 2048 (25.1) 486 (29.6) 95 (24.1)
60-69 5584 (25.6) 3598 (32.6) 26(12.3) 228 (36.0) 2817 (34.5) 392 (23.9) 135 (34.2)
>70 3133 (14.4) 2317 (21.0) 17 (8.1) 7(1.1) 1929 (23.6) 280 (17.1) 84 (213)
Missing 312 (NA) 92 (NA) 0 (NA) 0 (NA) 0 (NA) 0 (NA) 92 (NA)
Sex
Male 9346 (42.2) 4785 (43.0) 64 (30.3) 339 (53.5) 3515 (43.1) 652 (39.7) 215 (44.2)
Female 12793 (57.8) 6351 (57.0) 147 (69.7) 295 (46.5) 4649 (56.9) 989 (60.3) 271 (55.8)
Missing 3 (NA) 1 (NA) 0 (NA) 0 (NA) 0 (NA) 0 (NA) 1 (NA)
Marital status
Single 1174 (5.3) 483 (4.4) 10 (4.7) 19 (3.0) 394 (4.8) 57 (3.5) 3(0.7)
Married 16434 (74.8) 8185 (74.0) 168 (79.6) 518 (81.7) 5995 (73.4) 1238 (75.5) 266 (63.6)
Widowed, 4373 (19.9) 2398(21.7) 33(15.6) 97 (15.3) 1774 (21.7) 345 (21.0) 149 (35.6)
divorced or
separated
Missing 161 (NA) 71 (NA) 0 (NA) 0 (NA) 1 (NA) 1 (NA) 69 (NA)
Education
No formal 2582 (11.8) 1352 (12.2) 106 (50.2) 28 (4.4) 778 (9.6) 179 (10.9) 261 (53.7)
education
At least some 7178 (32.7) 4319 (39.1) 86 (40.8) 96 (15.1) 3662 (45.3) 437 (26.7) 38(7.8)
primary
schooling
At least some 10584 (48.3) 4791 (43.4) 18 (8.5) 438 (69.1) 3363 (41.6) 810 (49.5) 162 (33.3)
secondary
schooling
At least 1585 (7.2) 584 (5.3) 1(0.5) 72 (11.4) 276 (3.4) 210(12.8) 25 (5.1)
some tertiary
education
Missing 213 (NA) 91 (NA) 0 (NA) 0 (NA) 85 (NA) 5 (NA) 1 (NA)
BMI, kg/m?
<25 (normal) 7324 (42.8) 2830 (31.7) NCP 470 (74.2) 2104 (26.9) NCP 256 (55.3)
25t0 <30 5849 (34.1) 3431 (38.5) NCP 154 (24.3) 3122 (39.9) NCP 155 (33.5)
(overweight)
>30 (obese) 3959 (23.1) 2657 (29.8) NCP 9(14) 2596 (33.2) NCP 52(11.2)
Missing 522 (NA) 367 (NA) NA 1 (NA) 342 (NA) NA 24 (NA)
Ever smoked
No 14108 (74.1) 7711 (75.1) NCP NCP 6096 (74.7) 1182 (72.0) 433 (93.5)
Yes 4933 (25.9) 2556 (24.9) NCP NCP 2067 (25.3) 459 (28.0) 30 (6.5)
Missing 71 (NA) 25 (NA) NA NA 1 (NA) 0 (NA) 24 (NA)

BMI: body mass index; NA: not applicable; NC: not collected.

@ We calculated percentages based on all non-missing observations for each variable.

® Data not collected at site.
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tended to have a higher proportion of
awareness, treatment and control of
their hypertension (Fig. 2). Of our five
surveillance system sites, the absolute dif-
ferences in the proportion of awareness,
treatment and control between different
age groups tended to be greatest in the
SEACO surveillance system. We saw no
clear pattern in hypertension awareness,
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treatment and control by educational
attainment or by BMI (available from
the data repository)." Participants with
hypertension who reported never hav-
ing smoked tended to be more aware of
their hypertension, being on treatment
and achieving control (data repository),"
particularly in the Sleman and Vadu sites.
Generally, the absolute differences in

hypertension awareness, treatment and
control by educational attainment, BMI
and smoking status were substantially
smaller than those by age group.

Discussion

Hypertension control was low in all five
sites in the Asian Health and Demographic

Fig. 1.
demographic surveillance systems

Hypertension awareness, treatment and control among participants with hypertension, by sex in the five health and
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Note: The Chakaria health and demographic surveillance system did not collect data on hypertension awareness.

Fig. 2. Hypertension awareness, treatment and control among participants with hypertension, by age group in the five health and
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Surveillance Systems Noncommunicable
Diseases Network. However, we saw im-
portant variation in the proportion of
hypertension awareness and treatment
across the sites. Notably, with two thirds
of participants with hypertension being
aware of their condition, the population
in the SEACO surveillance system has a
similar proportion of hypertension aware-
ness as has been estimated for some high-
income countries.”” We also observed large
differences in hypertension awareness,
treatment and control by age group within
each surveillance system site, with older
individuals having a substantially higher
level of awareness, treatment and control.
Opverall, the prevalence of hypertension
diagnosis, treatment and control in our
five sites, and their wide variation across
sites, is broadly similar to rates reported
from nationally representative surveys in
low- and middle-income countries.'®

Our study also showed a gender
difference in hypertension care in our
surveillance system sites. Despite hav-
ing a higher prevalence of hypertension,
male participants were less likely than
female participants to reach each step
of the hypertension care pathway. This
discrepancy by sex has been previously
reported in low- and middle-income
countries.'®"” It is, in fact, an observa-
tion that is not unique to hypertension
but appears to apply to chronic disease
care more broadly, including human im-
munodeficiency virus infection and dia-
betes.'®* The reasons for this discrepancy
may include: the fact that blood pressure
measurements are a core component of
antenatal care visits;* that in general men
use health-care services less often than
women and thus have fewer chances for
opportunistic screening for hypertension
by the health system;* and that gendered
social norms and cultural beliefs dis-
courage men from seeking preventive
services.”®

Given their population-based longi-
tudinal design, health and demographic
surveillance systems are a unique resource
for monitoring the rise of noncommuni-
cable diseases in low- and middle-income
countries and establishing the population-
level effects of epidemiological changes
and interventions. Population-based
cohort studies are able to determine
individual-level risk factors of noncom-
municable diseases. However, unless such
studies are truly representative of an entire
population, they are unable to determine
what changes at the population level drive
population-level changes in noncom-
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municable disease epidemiology. An ad-
ditional unique advantage of health and
demographic surveillance systems is that
their data can be used to assess so-called
spillover effects of epidemiological changes
and health service interventions on entire
households and communities.”** For ex-
ample, the prescription of antihypertensive
medications to individuals may affect the
behaviour of their household members
or neighbours through various channels.
Seeing others obtain free medications that
prevent adverse health outcomes may in-
fluence household members or neighbours
to visit a health care facility for hyperten-
sion screening. Conversely, being asked to
take medications despite not having any
symptoms may dissuade these individu-
als from seeking hypertension screening.
These spillover effects, which can be sub-
stantial,”” are usually ignored in studies
that focus on individual patients or cohort
study participants. Furthermore, given
that health and demographic surveillance
systems conduct routine follow-up of their
surveillance population, they may also be
an ideal setting for trialling interventions
because ascertainment of the long-term
outcome is assured.

Our study has some limitations. First,
we conducted a cross-sectional rather than
alongitudinal assessment of hypertension
care. Each step of the care process therefore
includes a different set of individuals who
are unlikely to be exchangeable with each
other. As such, we cannot assume that
the proportion of people who achieved
hypertension control among those diag-
nosed would remain the same if all those
with hypertension were diagnosed. In
addition, the cross-sectional nature of
our study prevented us from determining
how long individuals take to transition
from diagnosis to treatment and control,
and to what degree they move backward,
i.e. from being controlled to becoming
uncontrolled or being treated to being
untreated. A recent analysis showed that
such backward movement is common for
hypertension care in China, Indonesia,
Mexico and South Africa.”® Second, de-
spite our efforts to harmonize the data,
typically by mapping similar questions and
grouping similar answers, variation in data
collection methods (e.g. how participants
were sampled and how questions were
asked and responses categorized) across
sites could account for some of the varia-
tion between the sites that we observed
in this analysis. We see the Asian Health
and Demographic Surveillance Systems
Noncommunicable Diseases Network as
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an important first step to improved harmo-
nization of data collection efforts and col-
laboration across health and demographic
surveillance systems in Asia. Third, health
and demographic surveillance systems
only survey a geographically restricted
population. As such, they are not designed
to be representative of an entire country’s
population.' Similarly, while the countries
in which our five surveillance systems
are located represent 61% of the popula-
tion in Asia outside of China (and 42%
when China is included),” they are not
representative of Asia as a whole. There-
fore, our results should be interpreted as
applying to the specific setting in which
each surveillance system is located. Lastly,
the surveys were not all conducted in the
same year. Time trends in hypertension
awareness, treatment and control may
therefore explain some of the differences
that we observed between surveillance
system sites.

In conclusion, this first collaborative
analysis of the Asian Health and Demo-
graphic Surveillance Systems Noncom-
municable Diseases Network found that
hypertension control is low across all
five health and demographic surveillance
systems. However, the proportions of
participants being aware of their hyper-
tension and treated vary widely between
sites and among population groups
within each site. Health and demographic
surveillance systems in general, and our
collaboration in particular, could serve
as a unique resource to monitor the rise
of noncommunicable diseases in Asia
and to assess the population-level effects
of epidemiological changes and health
service interventions. ®
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Résumé

Prise en charge de I'hypertension sur les sites de surveillance démographique: étude transversale au Bangladesh, en Inde, en

Indonésie, en Malaisie et au Vietnam

Objectif Déterminer le pourcentage d'adultes souffrant
d'hypertension qui ont indiqué: (i) avoir déja été diagnostiqués
hypertendus; (i) prendre des antihypertenseurs; et enfin, (iii) avoir
réussi a garder leur hypertension sous controle. Et ce, dans cing

sites de surveillance démographique et sanitaire a travers cing pays
différents en Asie.

Méthodes Des données ont été récoltées lors d'enquétes menées
aupres des ménages entre 2016 et 2020, sur les cing sites de
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surveillance au Bangladesh, en Inde, en Indonésie, en Malaisie et au
Vietnam. Nous avons fixé divers criteres pour définir I'nypertension:
une pression artérielle systolique > 140 mmHg, une pression artérielle
diastolique >90 mmHg ou la prise d'hypertenseurs. L'hypertension était
considérée comme sous controle lorsque la pression artérielle systolique
<140 mmHg et la pression artérielle diastolique < 90mmHg. Enfin, nous
avons ventilé la sensibilisation a I'hypertension, son traitement et son
controle selon les sites de surveillance et, pour chaque site, selon le sexe,
la tranche d'age, le niveau d'éducation, I'indice de masse corporelle et
un éventuel tabagisme.

Résultats Sur 22 142 participants, 11 137 souffraient d'hypertension:
211auBangladesh; 487 en Inde; 1641 en Indonésie; 8164 en Malaisie; et
634auVietnam.'age moyen des participants souffrant d'hypertension

Pascal Geldsetzer et al.

s'élevait a 60 ans (plage comprise entre 19 et 101 ans). Le site malaisien
était le seul site ou plus de la moitié des individus hypertendus étaient
conscients de leur état. Le traitement de I'hypertension allait de 20,8%
(341/1641; IC de 95%: 18,8-22,8%) sur le site indonésien a 44,7%
(3649/8164: IC de 95%: 43,6—45,8%) sur le site malaisien. Moins d'un
participant sur quatre atteint d'hypertension était parvenu a la maintenir
sous contréle. Les femmes et les adultes plus 4gés étaient généralement
davantage sensibilisés a I'hypertension, ainsi qu'a son traitement et
son controle.

Conclusion D'importantes variations ont été observées en matiere
de sensibilisation et de traitement de I'hypertension d'un site de
surveillance a l'autre. En revanche, quel que soit le site, rares étaient
celles et ceux chez qui I'hypertension était sous controle.

Peslome

JleyeHue runepTeH3nm B LLeHTpax Aemorpaduyeckoro sNMAHAA30pPa; KPOCC-CEKLMOHHOE UCCNeloBaHNe B

banrnagew, BbetHame, UHanu, UHgoHe3sun n Manansunm

LUenb Onpenenvts 400 B3POCIOrO HaceneHus C runepTeHsnei,
KOTopoe CoobLLmno: (i) 0 paHee AMarHOCTUPOBAHHOM M1MepTeH3NY;
(i) o Nprieme NpenapaToB ANA CHUXEHVA apTePUANbHOMO AaBNEHNS;
(ii)) 0 LOCTVKEHNM KOHTPONA Haf rvnepTeH3uert. CoobLeHus Gbinm
NoyYeHbl B NATU YUPEXAEHNUAX CUCTEMbI 34PaBOOXPAHEHNA U
nemorpaduueckoro Haa3opa B NATH CTPaHax A3nu.

MeTogbl [JaHHble GbiNM CcobpaHbl B xoae 0bCneaoBaHun
[IOMOX03ANCTB, NpoBefeHHbIX B Nepunod ¢ 2016 no 2020 roa B
NATU UeHTpax anvaHaa3opa B baHrnagew, BoetHame, MHanK,
NHaoHe3nn 1 Manan3nn. ABTOpbl onpefenuiv runepteH3nio
Kak cuctonmyeckoe aptepuanbHoe fgasnexHue > 140 MM PT. CT,
OVacTonnyeckoe apTepunanbHoe aasnenune > 90 MM pPT. CT. U
npuvem NpenapaToB ANA CHUXEHWA apTepranbHOro AaBneHus.
ABTOPbI ONPEAENMAN KOHTPOSb MMNEPTEH3MN KaK CUCTONMYECKOe
apTepuanbHoe aasnexve < 140 MM PT. CT. ¥ AnACTONMYECKOe
apTepuanbHoe gasneHne < 90 Mm PT. CT. ABTOPbI Ae3arperviposanm
OCBEOMMIEHHOCTb O TUNePTEH3NM, ee NeYeHne n KOHTPONb
NO LeHTpam 3NMAHAA30Pa B PaMKax KaxAoro LeHTpa no nony,

BO3paCTHOW rpynne, 06pa3oBaHwmio, MHAEKCY MacChl Tena 1 CTaTycy
KypeHus.

Pe3ynbratbl /13 22 142 yuacTHmnkos 11 137 CTpagany rmnepteHsmei:
baHrnagew: 211; BoeTHam: 634; NHans: 487; VIHOooHe3uns: 1641;
Manansmna: 8164. CpegHnin BO3PaCT YYaCTHWUKOB C rMnepTeH3nei
cocTasnan 60 net (aunana3oH: 19-101 roa). ToNbKo B Manan3ninckom
LieHTpe 6onee NONOBWHbI MIIOAEN C rMnepTeH3nel 3Hann o CBoem
cocToAHnN. [1oKasaTenb NeYeHns rmnepTeHsnn BapbpoBanca
o1 20,8% (341/1641; 95%-1 [IN: 18,8-22,8%) B NHOOHE3MNINCKOM
LueHTpe 10 44,7% (3649/8164; 95%-1n [1V: 43,6-45,8%) B
Manarsnnckom LeHTpe. MeHee OHOrO 13 YeTbipex YYaCTHUKOB
C runepTeH3uelt AobUINCbL KOHTPONS rMnepTeH3nn B Miobom 13
LieHTpoB. OCBEAOMAEHHOCTb O TMNEPTEH3WK, €€ NIeUeHIe 1 KOHTPOSb
B LIe/IOM Obl/IN BbILIE CPEAV >KEHLLMH 1 MOXUMBIX JIOAEN.

BbiBog X0OTA OCBEAOMIIEHHOCTb O TMAEPTEH3UM 1 ee feyeHme
3HAUYNTENbHO Pa3MyannChb B PasHblX LIEHTPax 3NWAHAA30pa,
KOHTPOSb MMMepTEH3MM Obifl HU3KMM BO BCEX LIEHTPAX.

Resumen

Gestion de la hipertension arterial en sitios de vigilancia de la poblacion: un estudio transversal en Bangladesh, India,

Indonesia, Malasia y Vietnam

Objetivo Determinar el porcentaje de adultos con hipertensiéon
arterial que informaron: (i) haber sido diagnosticados previamente con
hipertension; (i) tomar hipotensores; y (i) haber logrado el control de
la hipertension, en cinco sitios del sistema de vigilancia sanitaria sobre
la poblacion de cinco paises en Asia.

Métodos Los datos se recopilaron durante las encuestas de hogares
que se realizaron entre 2016 y 2020 en los cinco sitios de vigilancia
en Bangladesh, India, Indonesia, Malasia y Vietnam. Se defini¢ la
hipertension arterial como una tension arterial sistélica >140 mmHg,
unatension arterial diastolica >90 mmHg o latoma de hipotensores. Se
defini¢ el control de la hipertensién como una tensién arterial sistolica
<140 mmHg y una tensién arterial diastélica <90 mmHg. Se desglosé
el conocimiento, el tratamiento y el control de la hipertension por sitio
de vigilancia, y dentro de cada sitio por sexo, grupo de edad, educacion,
indice de masa corporal y condicién de fumador.

Resultados De los 22 142 participantes, 11 137 tenian hipertension
arterial: Bangladesh: 211; India: 487; Indonesia: 1641; Malasia: 8164;
y Vietnam: 634. La edad media de los participantes con hipertension
era de 60 afos (rango: 19-101 afos). Solo en el sitio de Malasia mas
de la mitad de las personas con hipertension eran conscientes de
su condicion. El tratamiento de la hipertensién oscild entre el 20,8 %
(341/1641;1C del 95 %: 18,8-22,8%) en el sitio de Indonesia y el 44,7 %
(3649/8164; IC del 95 %: 43,6-45,8%) en el sitio de Malasia. Menos de
uno de cada cuatro participantes con hipertension habia logrado el
control de éstaen cualquiera de los sitios. El conocimiento, el tratamiento
y el control de la hipertensién fueron generalmente mayores entre las
mujeres y los adultos mayores.

Conclusién Mientras que el conocimiento y el tratamiento de la
hipertension arterial variaron en gran medida entre los sitios de
vigilancia, el control de la hipertensién fue bajo en todos los sitios.
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