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Abstract: (1) Background: It is essential to increase the awareness of cardiovascular diseases’ symp-
toms and reduce treatment delays among women with hypertension (HTN). This study aimed to
assess the knowledge of cardio-cerebrovascular diseases’ warning signs (KCVDs), according to
awareness of their blood pressure levels (AoBP), and identify the factors associated with KCVDs
and AoBP in women with HTN. (2) Methods: This study used the data from the Korea Community
Health Survey of 2018. A total of 29,832 women with HTN were included in the final analysis.
Data on sociodemographic characteristics, KCVDs, and AoBP were identified. A negative binomial
regression was used to identify factors associated with KCVDs. (3) Results: Of the participants,
42.9% were not aware of their blood pressure level, and 9.1% did not have any knowledge of KCVD
symptoms. Factors associated with KCVDs were AoBP (odds ratio (OR) = 1.121, p < 0.001), middle
age (OR = 1.012, p = 0.008), employment (OR = 1.034, p < 0.017), and being married and living with
a spouse (OR = 1.068, p < 0.001). Lower levels of education (OR = 0.931, p < 0.001) and regular
walking (OR = 0.964, p = 0.015) were also associated with KCVDs. Health-related quality of life
(HRQoL) and subjective health status were associated with increased AoBP. (4) Conclusions: AoBP
was positively associated with KCVDs. It is necessary to include AoBP in public campaigns and
regular policy support to improve KCVDs. In addition, findings in this study can serve as basic data
for developing socio-cultural interventions, aimed at mitigating cardio-cerebrovascular diseases, by
improving levels of KCVDs.
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1. Introduction

Cardiovascular diseases (CVDs) are a leading cause of death worldwide [1–3]. In
South Korea, they are the second-highest cause of death after neoplasms. In 2018, the
mortality rate from CVDs was 122.7 per 100,000 people, which showed a 10.4% increase
from 2008 [4]. In particular, the prevalence of hypertension as a risk factor of CVDs in
women has increased steadily over the past 10 years [5], and women (122.7) had a higher
mortality rate from CVDs than men (112.0) in South Korea in 2019 [6].

CVDs are heart and blood vessel disorders and include cerebrovascular diseases [3].
Heart attack and stroke are representative diseases of CVDs [3,7]. Many studies reported
that women were more likely to experience a higher lifetime incidence of CVDs than
men, because of longer average life expectancy, menopause, and increased prevalence of
CVD risk factors such as HTN, obesity, and diabetes mellitus (DM) [1,2,8]. In addition,
when CVD symptoms occur, rapid hospitalization and immediate treatment are the most
important factors in determining the patient’s prognosis [9,10]. Treatment within the
first 60 min of the stroke onset is associated with the best outcome and early hospital
discharge [9]. Additionally, the goal of treatment in ST-segment elevation myocardial
infarction is to achieve reperfusion within 120 min of onset [11]. Despite the importance of
visiting a hospital for rapid treatment in South Korea, the delay rate of emergency medical
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centers within the ideal timeframe (within 2 h) after acute myocardial infarction onset
was 56.0%, and 1.35 times higher in women than men [12]. The main reason for delayed
hospital arrival in women was a lack of warning sign recognition and understanding of
atypical symptoms without typical symptoms such as chest pain [12–14]. In this regard,
Woodward referred to the female disadvantage [8]. Woodward mentioned that atypical
symptoms are attacks often experienced by women in a different way compared to men,
which may lead physicians to misdiagnose heart attacks because classic medical text-book
models were written according to the male experience of the disease [8]. To minimize
complications and reduce mortality rates due to CVDs, prompt and appropriate treatment
should be administered, and it is important to know CVDs’ warning signs. However,
previous studies showed that less than half the people (15.6% to 48.8%) were aware of
all the warning symptoms [15–18]. As mentioned above, women are more prone to
lack recognition of knowledge of CVDs warning signs (KCVDs) because of experiencing
atypical symptoms; this was reported as the cause of increased treatment delay among
women [12,13]. Considering the increased prevalence of HTN, a prominent risk factor for
CVDs, among South Korean women [5], it is necessary to evaluate the level of KCVDs and
its associated factors in women with HTN.

The factors associated with KCVDs were age, residence, marital status, education level,
income, smoking, alcohol consumption, body mass index (BMI)/obesity, comorbidities
such as DM, (family) history of CVDs, and exercise [1,2,8,15,17–19]. Concerning mental
health, health-related quality of life (HRQoL), depression, and subjective health status
are associated with HTN [20–22]. Urban HTN patients may have a higher HRQoL [20]
and depression is an independent risk factor for HTN [21]. Subjective health status is also
associated with HTN [22]. Since the target population was adult women with HTN, based
on previous studies, it is necessary to include mental health factors affecting HTN.

Increased BP levels are associated with an increased risk of developing CVDs [3]. In
HTN patients, when the BP level exceeded 150 mmHg (versus > 120 mmHg), it increased
the first ischemic stroke incidence by 1.6 times [23]. Additionally, stroke incidence was
1.8 times higher in hypertensive patients who never had a BP measurement throughout
their lifetime [24]. Patients in Asia did not view HTN as a serious condition and ignored
high BP because HTN has no overt physical symptoms [25]. Thus, awareness of their BP
level (AoBP) is more likely to detect uncontrolled BP and might influence health-related
interests such as KCVDs. To the best of our knowledge, no study has been conducted
on this issue in South Korea. In addition, some studies have reported the awareness of
CVD warning signs using the Korean Community Health Survey (KCHS) data [17–19,26];
however, no study has investigated the warning signs of heart attack as well as stroke,
while targeting women with HTN, as one of the risk factors of CVDs. Therefore, this study
aimed to evaluate the level of KCVDs, according to AoBP, in women with HTN, and the
associated factors with KCVDs and AoBP.

2. Methods
2.1. Participants and Data Collection

This cross-sectional study used the KCHS data collected from women diagnosed with
HTN, between August and October 2018 [27]. It is a large-scale sample survey conducted
annually by the Korean Center for Disease Control and Prevention for adults aged 19 years
or older. It was performed through computer-assisted personal interviews conducted
by trained interviewers. The height and weight measurements of the participants were
conducted starting in 2018. The sampling procedures of the KCHS had two stages: (1) the
primary sample unit was extracted proportionally based on the number of households by
housing type in the resident area (street/village/district) using the extraction probability
method considering household size, and (2) the number of households was identified in
the selected sample and then extracted through systematic sampling methods. In 2018,
the questionnaire had 21 categories and 201 questions on demographics, socioeconomic
characteristics, and physical and psychological health. Data were collected by trained
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investigators, who visited each household, explained the purpose of the KCHS to the
participants, and then interviewed them using a notebook, during face-to-face interviews,
after obtaining written consent. The sampling procedures, participants, variables, and
weights are reported on the KCHS website [28]. Of the 228,340 individuals who completed
the KCHS in 2018, the following were excluded: (1) men (n = 102,241), (2) women who
were not medically diagnosed with HTN (n = 89,107), and (3) those with missing data
(n = 7160) about the main variables (AoBP and knowledge of CVDs). Therefore, a total of
29,832 women, who were medically diagnosed with HTN, were included in the analysis.

2.2. Variables
2.2.1. Knowledge of CVDs’ Warning Signs and Awareness of Their Blood Pressure Level

To measure knowledge of CVDs, the Behavior Risk Factor Surveillance System Ques-
tionnaire published in 2009 by the Center for Disease Control and Prevention [29] was
translated by the Korean Disease and Prevention Agency and professionals at regional
cardiovascular disease centers at nine university hospitals and modified according to the
South Korean context. Of the 12 items, 10 related to heart attack and stroke warning signs
were used. The correct answer to each item was one point, and incorrect answers or not
knowing was treated as zero points [27]. The score was the number of correct answers,
and the total score was distributed between 0 and 10 points. This tool’s KR-20 (Kuder
Richardson formula) in another study was 0.85 [30], and 0.908 in this study. AoBP was
assessed through the question, “Do you know your blood pressure level?” Responses to
each item were either yes or no.

2.2.2. Health-Related Quality of Life and Subjective Health Status

To measure HRQoL, the Korean version of the EuroQol-five-dimensions three-level
version (EQ-5D-3L) [31] developed by the EuroQol group [32], was used. The EQ-5D-3L
has five dimensions: mobility, self-care, usual activities, pain or discomfort, and anxiety
or depression, with three different levels: 1, no problem; 2, some problems; and 3, severe
problems. The EQ-5D-3L index was calculated using the Korean value set of the Korean
version of the EQ-5D-3L, where higher scores indicated better overall health status [33]. In
this study, the Cronbach’s alpha for the EQ-5D-3L was 0.817.

To measure subjective health status, participants were asked, “What do you usually
think of your health?” rated on a five-point scale (very poor, poor, average, good, very
good) as self-rated health, which was consistent with objective health status [34].

2.2.3. Depression

Depression was assessed using the Korean version of PHQ-9 [35], developed by
Spitzer, Kroenke, and Williams [36]. This scale comprises nine items rated 0–3 points each
and a total score ranging from 0–27. Higher scores indicate higher levels of depression.
Cronbach’s alpha was 0.844 in this study.

2.2.4. General Characteristics

Socio-demographic variables included age, education, monthly income, occupation,
residence location, marital status, smoking, alcohol consumption, obesity, walking exercise,
and comorbidity. Ages were divided into 19–39, 40–64, and 65 years or older, in accordance
with previous studies [37]. Education was classified as high school graduation or lower.
The monthly average household income was classified as less than two million Korean won.
Occupation was divided into two groups: currently employed or unemployed. Residence
location was classified as rural if the respondent lived in a town/township and as urban
if the respondent lived in a city neighborhood. Marital status was divided into married
and living with a spouse or others, including divorced, separated, widowed, or never
married. Smoking status was assessed using the item, “Are you smoking now?” Responses
to this item were used to categorize participants as non-smokers (including past smokers)
and current smokers. Alcohol consumption was assessed using the item, “Did you drink
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alcohol in the last year?” Responses to the items were either yes or no. Obesity was assessed
using the body mass index (BMI, kg/m2), which was measured by the trained investigators,
in accordance with the Asia-Pacific region criteria [38] and divided into obese (BMI ≥ 25.0)
and normal. Walking exercise was assessed using the item, “How many days have you
walked at least 10 min at a time in the last week?”, and responses were divided into three
groups: <30 min, one day per week or less; <30 min, two to four days per week; >30 min,
five days per week or more. HTN management was assessed as using HTN medication.
DM was also defined as a comorbidity by a medical doctor.

2.3. Statistical Analysis

Data were analyzed using SPSS 22.0 (IBM Corp., Armonk, NY, USA). General charac-
teristics and good KCVDs are presented as frequencies and percentages. Depression, sleep
quality, HRQoL, and level of KCVDs were presented as means and standard errors. In
addition, t-test and Chi-square tests were used to analyze the differences between KCVDs
and psychological factors, according to AoBP. The continuous variables showed a range of
skewness and kurtosis, from −2.125 to 2.257 and from −0.415 to 7.023; therefore, the effect
size was calculated by Cohen’s d and Cramer’s V. Participants with four or five correct
answers for each CVDs’ warning sign were classified as having good KCVDs, and those
with three or fewer as having poor KCVDs, based on previous studies [15,19]. Negative
binomial regression (NBR) was performed to identify the factors associated with KCVDs
because (1) the variance (10.83) of the dependent variable, the KCVDs score was larger than
the mean (7.17), and (2) the KCVDs score was skewed at both ends (Figure 1) [39,40]. The
suitability of the model coefficients for the NBR model was verified using the likelihood-
ratio test. As a result, it was found that the probability of significance in the likelihood-ratio
test was less than 0.001, so the data explained the model well. The statistical significance
was set at p < 0.05.
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3. Results
3.1. General Characteristics According to AoBP

Of the 29,832 women HTN participants, 42.9% did not know their BP level, and among
them, 10,202 (79.7%) were over 65 years old. Of the participants who knew their BP (the
awareness group), a higher proportion were living in urban areas (52.1%) than rural areas
(47.9); were married and living with their spouse (65.2%) than those who were divorced,
separated, widowed, or never married (34.8%); and walked more than five days per week
(50.5%) compared to those who walked less than four days per week. In contrast, the
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non-awareness group showed a higher rate of living in rural areas (64.3%) than urban
areas (35.7%); were divorced, separated, widowed, or never married (53.8%) compared
to those who were married and living with their spouse 46.2%); walked once or less in a
week (42.9%). In both groups, the proportion of those with less than high school education,
less than two million monthly income, unemployed, non-smoker, obese, consumed alcohol
during the previous year, and taking a medication for HTN was higher. Of all participants,
7128 (23.9%) had DM (Table 1).

Table 1. General characteristics according to blood pressure level awareness.

Variables Categories

Awareness Group
(n = 17,039)

Non-Awareness Group
(n = 12,793)

n (Column %) or
M ± SD

n (Column %) or
M ± SD

Age 65.99 ± 10.441 72.84 ± 10.483

19–39 155 (0.9) 65 (0.5)

40–64 7230 (42.4) 2526 (19.7)

Over 65 years old 9564 (56.7) 10,202 (79.7)

Education <High school 11,518 (67.7) 11,240 (88.0)

High school or higher 5491 (32.3) 1538 (12.0)

Monthly income (Korean won) <2 million 8512 (51.6) 8556 (69.0)

≥2 million 7999 (48.4) 3843 (31.0)

Employed Yes 7369 (43.3) 4263 (33.3)

No 9653 (56.7) 8522 (66.7)

Residence location Rural (town, township) 8168 (47.9) 8221 (64.3)

Urban (city) 8871 (52.1) 4572 (35.7)

Marital status Married and living with a spouse 11,087 (65.2) 5902 (46.2)

Other * 5930 (34.8) 6885 (53.8)

Smoking status Non-smoker 16,708 (98.1) 12,455(97.4)

Current smoker 331 (1.9) 338 (2.6)

Alcohol (during the last year) Yes 7971 (46.8) 4580 (35.8)

No 9068 (53.2) 8212 (64.2)

BMI Normal 6882 (40.4) 5953 (46.5)

Obese 10,157 (59.6) 6840 (53.5)

Walking exercise <30 min, 1 day per week or less 5010 (29.4) 5486 (42.9)

>30 min, 2–4 days per week 3517 (20.6) 2584 (20.2)

>30 min, 5 days per week or more 8512 (50.5) 4723 (36.9)

HTN medication Yes 16,428 (96.4) 12,351 (96.6)

No 610 (3.6) 440 (3.4)

Diabetes Mellitus Yes 3895 (22.9) 3233 (25.3)

No 13,140 (77.1) 9558 (74.7)

Data are presented as number (%) or mean ± SD; * divorced, separated, widowed, or never married; BMI: body mass index; HTN:
hypertension; M ± SD: mean ± standard deviation.

3.2. Level of KCVDs in Adult Women with Hypertension

Of all participants, 9.1% (n = 2720) could not identify the 10 KCVDs items (Figure 1).
The percentage who never identified heart attack or stroke warning signs was 11.8%
(n = 3521) and 12.6% (n = 3754), respectively. In addition, participants who identified all of
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the heart attack and stroke, or only heart attack or stroke items were 39.5% (n = 11,777),
52.4% (n = 15,637), and 46.0% (n = 13,714) respectively. As shown in Table 2, the good
KCVDs were higher in the awareness group (χ2 = 701.172, p < 0.001), although effect size
was weak (Cramer’s V = 0.15). The awareness group had significantly higher subjective
health status (t = −15.443, p < 0.001, Cohen’s d = 0.29), lower depressive symptoms
(t = −9.752, p < 0.001, Cohen’s d = −0.19), and higher HRQoL (t = 24.70, p < 0.001, Cohen’s
d = 0.35).

Table 2. KCVDs and psychological factors according to blood pressure level awareness.

Variables

Awareness Group
(n = 17,039)

Non-Awareness
Group (n = 12,793) t or χ2 p

Cohen’s d
or

Cramer’s VM ± SD or n (%) M ± SD or n (%)

Subjective health status 2.76 ± 0.85 2.50 ± 0.90 −15.443 <0.001 0.29

Depression 2.69 ± 3.65 3.42 ± 4.28 −9.752 <0.001 −0.19

HRQoL 0.88 ± 0.152 0.82 ± 0.196 24.700 <0.001 0.35

Good KCVDs 10,140 (64.3) 5635 (35.7)
701.172 <0.001 0.15

Poor KCVDs 6899 (49.1) 7158 (50.98)

Data are presented as number (%) or mean ± SD; statistical significance p < 0.05; abbreviations: HRQoL: health-related quality of life;
KCVDs: knowledge on warning signs of cardio-cerebrovascular diseases.

The percentage of correct answers on the 10 items measuring CVDs knowledge was
higher in the awareness group (Figure 2). Among the five items on cerebrovascular disease,
the item “sudden trouble walking, dizziness, or loss of balance” was the item with the
lowest score in both groups. The item “sudden confusion or trouble speaking” was the
item with the highest score in both groups. Regarding cardiovascular disease knowledge,
“pain or discomfort in arm or shoulder” was the item with the lowest score in both groups,
and “chest pain or discomfort” was the item with the highest score in both groups.
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Figure 2. Percentage of participants who recognized each symptom of the Knowledge of CVDs warning signs.

3.3. Factors Associated with KCVDs and AoBP

Factors associated with KCVDs warning signs are listed in Table 3. Among women
with HTN, more BP level awareness was associated with better KCVDs (OR = 1.121,
p < 0.001). Middle-age (OR = 1.046, p = 0.008), employment (OR = 1.034, p = 0.017), and
married and living with a spouse (OR = 1.068, p < 0.001) were associated with better
KCVDs. In addition, lower levels of education (OR = 0.931, p < 0.001) and regular walking
(OR = 0.964, p = 0.015) were associated with lower KCVDs.

Table 3. Factors associated with knowledge of the cardio-cerebrovascular disease.

Variables Categories OR
95% CI

p
LL UL

Age 19–39 0.976 0.840 1.133 0.747

40–64 1.046 1.012 1.081 0.008

65–79 ref.

Education <High school 0.931 0.899 0.964 0.000

High school or higher ref.

Monthly income (Korean won) <2 million 0.989 0.961 1.019 0.464

≥2 million ref.

Employed Yes 1.034 1.006 1.063 0.017

No ref.

Residence location Rural (town, township) 1.005 0.978 1.033 0.714

Urban (city) ref.

Marital status Married and living with a spouse 1.068 1.039 1.097 0.000

Other * ref.

Smoking status Non-smoker 0.993 0.914 1.080 0.875

Current smoker ref.

Alcohol (during the last year) No 0.983 0.957 1.009 0.196

Yes ref.
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Table 3. Cont.

Variables Categories OR
95% CI

p
LL UL

BMI Normal 0.987 0.962 1.012 0.302

Obese ref.

Walking exercise <30 min, 1 day per week or less 0.964 0.936 0.993 0.015

>30 min, 2–4 days per week 0.987 0.955 1.021 0.454

>30 min, 5 days per week or more ref.

HTN medication Yes 0.974 0.910 1.042 0.442

No ref

Diabetes Mellitus Yes 1.010 0.981 1.041 0.488

No ref.

AoBP Yes 1.121 1.091 1.151 0.000

No ref.

Subjective health status 1.000 0.983 1.016 0.972

Depression 1.000 0.997 1.004 0.799

HRQoL 1.073 0.979 1.175 0.132

It was multiple univariate analysis; statistical significance p < 0.05; * divorced, separated, widowed, or never married; abbreviation: BMI:
body mass index; HTN: hypertension; AoBP: awareness of own BP level; HRQoL: health-related quality of life.

Factors associated with AoBP were middle-aged adults, high education, employment,
living in urban areas, married and living with a spouse, obesity, regular exercise (walking
two days per week or more), and taking medication for HTN (Table 4). Among women with
HTN, the higher the subjective health status, HRQoL, and knowledge of CVDs the better
the AoBP (OR = 1.095, p < 0.001, OR = 2.048, p < 0.001, OR = 1.076, p < 0.001, respectively).

Table 4. Factors associated with blood pressure level awareness.

Variables Categories OR
95% CI

p
LL UL

Age 19–39 1.092 0.795 1.500 0.587

40–64 1.595 1.491 1.706 <0.001

65–79 1

Education <High school 0.542 0.503 0.584 <0.001

High school or higher 1

Monthly income (Korean won) <2 million 0.969 0.914 1.028 0.297

≥2 million 1

Employed Yes 1.111 1.050 1.176 <0.001

No 1

Residence location Rural (town, township) 0.637 0.603 0.673 <0.001

Urban (city) 1

Marital status Married and living with a spouse 1.496 1.418 1.578 <0.001

Other * 1

Smoking status Non-smoker 1.162 0.984 1.373 0.078

Current smoker 1
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Table 4. Cont.

Variables Categories OR
95% CI

p
LL UL

Alcohol (during the last year) No 0.956 0.905 1.008 0.097

Yes 1

BMI Normal 0.832 0.790 0.875 <0.001

Obese 1

Walking exercise <30 min, 1 day per week or less 0.736 0.693 0.781 <0.001

>30 min, 2–4 days per week 0.898 0.839 0.960 0.002

>30 min, 5 days per week or more 1

HTN medication Yes 1.437 1.249 1.653 <0.001

No 1

Diabetes Mellitus Yes 1.024 0.965 1.087 0.426

No 1

Subjective health status 1.095 1.059 1.132 <0.001

Depression 0.994 0.987 1.001 0.088

HRQoL 2.048 1.704 2.462 <0.001

Knowledge of CVDs 1.076 1.068 1.085 <0.001

It was multiple univariate analysis; statistical significance p < 0.05; * divorced, separated, or widowed or never married; abbreviation: BMI:
body mass index; HTN: hypertension; AoBP: awareness of own BP level; HRQoL: health-related quality of life.

4. Discussion

Among Korean female adult patients with HTN, 9.1% were not aware of any of the
10 warning signs of KCVDs, and 39.5% knew all 10 signs. A total of 52.4% and 46.0% knew
all stroke and heart attack warning signs, respectively, suggesting they were less aware of
the latter. There is no study on Korean adult female patients with HTN, which limits the
direct comparison of our results. However, our result was 3.6% higher than those aware of
heart attack warning signs in the 2017 KCHS [18], but it was still less than 50%. In particular,
participants in our study were mostly aware of chest pain and shortness of breath, and
less aware of signs such as feeling weak, lightheaded, or faint, pain or discomfort in the
arm, shoulder, jaw, neck, or back. Studies in Kuwait [16], China [41], and nine European
countries [42], showed the proportion of those aware of heart attack warning signs was
lower than those aware of stroke signs and showed similar tendencies for symptoms. These
findings suggested the general public has low awareness of faint or radiating pain caused
by heart attacks. Patients do not experience all symptoms during a heart attack and may
complain of syncope, weakness [12,13,43], or arm and shoulder pain or discomfort [44]. In
particular, women reported milder symptoms [1] and complained more about back pain
and shoulder blade pain or discomfort [17,44]. Also, atypical symptoms such as abdominal
discomfort, fatigue, cough, fever, and nausea/vomiting were observed [1,12,13,43]. In
our study, 11.8% of participants were unaware of any warning signs, and 52.4% were
aware of all stroke signs. Although a direct comparison is difficult, 11.8% and 48.8% of
diabetes patients with HTN were not aware of any warning signs and were aware of all
signs, respectively, similar to our study. Also, a severe headache with no known cause and
sudden trouble seeing in one or both eyes had the lowest awareness level as a warning
sign of a stroke in our study, similar to other studies [16,17,19,41]. Stroke symptoms experi-
enced by hospitalized patients include dizziness, dysarthria/slurred speech, hemiplegia,
general weakness, facial paralysis, and consciousness disturbance, along with less com-
mon symptoms such as headache, nausea/vomiting, and convulsion [45,46]. Significantly,
women experience atypical symptoms, including cognitive dysfunction, nausea/vomiting,
headache [47], visual disturbance, and diplopia [48], which have low awareness. Warning
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signs and atypical symptoms of heart attack and stroke combined with low awareness
were more common in women. This could lead to delayed treatment, which affects the
patients’ prognosis. Not all CVDs are preceded by any warning signs. However, as HTN is
a risk factor for CVDs, it is necessary to strengthen continuous education, publicity, and
support for policies on CVDs’ warning signs for adult female patients with HTN. Moreover,
education should emphasize that arm and shoulder pain or discomfort and fainting are
heart attack warning signs, and a headache and visual impairment are stroke warning
signs. In addition, women are more prone than men to delay treatment related to their
CVDs because they may be more likely to put their family first [8]. This phenomenon is
especially prominent in Asian women with oriental collectivistic values, who did not want
to bother their family or financially burden their children, and thereby internally coped
with CVD symptoms patiently [43]. Therefore, when educating women with HTN about
KCVDs, it is necessary to encourage seeking immediate help from families or other close
relatives for a better treatment outcome.

In our study, those with AoBP had significantly higher KCVDs than the non-awareness
group. KCVDs increased by 1.121 times in those with BP awareness, and AoBP increased by
1.076 times as KCVDs increased, suggesting KCVDs and AoBP have a significant positive
influence on each other. Additionally, the factors related to KCVDs were consistent with
previous studies [16–19,24,26,41].

Among factors related to KCVDs in adult female patients with HTN, middle age,
higher education level, employment, being married, living with a spouse, and regular
walking exercise were associated with AoBP. BP level awareness increased HTN knowledge
and interest, which promoted active participation in disease management and prevention
of complications [49]. In particular, middle-aged women [50] with a higher level of educa-
tion and occupation [51] were more likely to engage in health-promoting behaviors, and
those with a higher education level were more likely to attempt health-promoting disease
management behaviors [52]. Measuring BP was recommended for HTN management [53].
In our study, middle-aged women with HTN with a high education level and occupation
showed high AoBP and performed more health-promoting behaviors. Furthermore, those
who measured BP and recognized their BP was higher had a greater interaction level with
the medical staff [53]. Consultation and interaction with medical staff acted as a source of
CVDs knowledge [42], which increased knowledge and understanding because of a high
education level. We observed those who lived with a spouse had an AoBP and KCVDs of
1.496 and 1.068 times, respectively. Previous studies showed those who live with a spouse
measured their BP more often, increasing their AoBP [13,54], which is thought to contribute
to KCVDs-related information. As AoBP increased, KCVDs increased in our study, and
higher KCVDs decreased treatment delays, which can lead to a positive prognosis [13].
Therefore, it is necessary to emphasize measuring BP and education on warning signs.
Furthermore, it would be important to encourage immediate medical staff consultation
when BP is outside the normal range. We observed that living alone and low education
were factors that delayed treatment in adult female patients with HTN when symptoms of
CVDs appeared [14]. Therefore, education and policy support on KCVDs should ensure
patients who have a low education level and live alone learn to make emergency calls, and
visit the hospital via ambulance service immediately when warning signs are observed.

Unlike previous studies, this study showed that smoking and alcohol consumption
were not related to KCVDs. This study included only adult female patients with HTN,
whereas, in previous studies using KCHS, both men and women participated, and there-
fore, current smoking and risky/binge drinking were found to be factors influencing
unawareness of warning signs of CVDs [17,19,26]. This inconsistency could be caused
by the difference in the study sample. In Korea, men reported higher smoking and al-
cohol consumption rates, which were approximately 11 and 3 times higher, respectively,
than women [26]. In our study, 98% and 53.2% of adult female patients, with HTN, were
non-smokers and did not consume alcohol, respectively, in the last year. Therefore, it was
believed that smoking and drinking were not factors influencing KCVDs in this study.
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However, smoking and drinking are risk factors for CVDs, and the former has an especially
detrimental impact on CVDs among women than men [1]. Thus, it is necessary to provide
education about warning signs of CVDs for current smokers and drinkers among this
population along with tailored management for smoking cessation and restricted drinking.

Those prescribed with HTN medication had 1.437 times higher AoBP than those
who were not prescribed. This may mean that those diagnosed with HTN and taking
medication, measure their BP more frequently to assess the medication effects [53,55].
Additionally, high BMI, a risk factor for HTN, led to a higher BP measurement rate in a
previous study [55], which is consistent with our study findings.

This study showed that the subjective health status and HRQoL were associated
with AoBP. Additionally, depression was not related to AoBP and KCVDs; however,
those with BP awareness showed significantly lower depression scores in the differential
analysis. No previous study has assessed BP measurement or awareness and psychological
variables including HRQoL in patients with HTN; thus, a direct comparison may be
difficult. However, the purpose of measuring and being aware of BP levels, in women with
HTN, is to prevent complications such as a stroke, and these actions increase confidence in
controlling the BP [56], which helps elevate HRQoL [57] and subjective health status [58]
and reduce depression [59]. The main variable of our study, AoBP, did not necessarily
indicate that BP was controlled. However, based on factors that were associated with AoBP,
the AoBP group was aware of their BP level and performed appropriate health-promoting
behaviors, including taking medications, performing regular activities, and having high
KCVDs. Additionally, factors that were associated with HRQoL in hypertensive patients in
previous studies, such as living in urban areas, high education level, high physical activity,
married and living with a spouse, and having a job [20], were observed in the AoBP group.
These findings suggested AoBP did not directly increase HRQoL, but other socioeconomic
characteristics and health behaviors interacted with and were associated with HRQoL.

The limitations of our study and future directions are as follows: (1) participants’
BP and how they became aware of BP were not assessed. Therefore, other factors, such
as whether BP was controlled and self-monitored at home or measured at a medical
institution were not considered. The author recommends evaluating the differences of
KCVDs according to path aware of one’s BP level in future studies; (2) this was a secondary
data analysis study, and only variables included in the original survey data were analyzed.
Therefore, there were limitations in assessing and analyzing confounding factors related
to BP or KCVDs, such as a history of stroke or heart attack in participants or family
members and psychological variables including HRQoL and depression other than that of
demographic factors. Future studies should consider these factors related to BP or KCVDs;
and (3) awareness of heart attack and stroke warning signs was measured using closed-
ended questions, which may have led to higher awareness. Despite these limitations, this
study was the first to show the relationship between KCVDs and AoBP in adult women
patients with HTN.

5. Conclusions

In South Korean women with HTN, KCVDs increased as AoBP increased, and KCVDs
and AoBP varied as per age group and were influenced by employment, education level,
marriage, living with a spouse, and regular exercise. Additionally, other factors associated
with AoBP were urban residence, obesity, BP prescription medications, high subjective
health level, and HRQoL. Women with HTN, who were aware of their BP levels, possessed
higher KCVDs. This suggests that AoBP should be included in public or educational
campaigns related to CVDs. Currently, in South Korea, the first comprehensive plan
for CVD management (2018–2022), including improvement of public awareness of CVDs’
warning signs, has been established to reduce, prevent, and manage CVDs. In the integrated
management model for chronic diseases including HTN [60], it is necessary to include
the importance of AoBP in counseling and education for hypertensive patients, and to
check whether they measure and are aware of their blood pressure in the evaluation stage.
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Furthermore, public campaigns and regular policy support for improving CVD warning
signs including AoBP are required. Among the factors associated with KCVDs in our study,
living alone and low education were also reported to delay CVD treatment in other studies.
Therefore, education/public campaigns and policy support are important for people living
alone or with a low education level so that they recognize CVDs signs and visit the hospital
through emergency calls and ambulance services. Furthermore, the result of this study can
serve as basic data for developing socio-cultural interventions, aimed at mitigating CVDs,
by improving levels of KCVDs.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: The author declares no conflict of interest in this study.

References
1. Keteepe-Arachi, T.; Sharma, S. Cardiovascular Disease in Women: Understanding Symptoms and Risk Factors. Eur. Cardiol. 2017,

12, 10–13. [CrossRef]
2. Garcia, M.; Mulvagh, S.L.; Bairey Merz, C.N.; Buring, J.E.; Manson, J.E. Cardiovascular disease in women: Clinical perspectives.

Circ. Res. 2016, 118, 1273–1293. [CrossRef]
3. World Health Organization. Cardiovascular Disease (CVDs). Available online: https://www.who.int/health-topics/

cardiovascular-diseases#tab=tab_1 (accessed on 21 December 2020).
4. Statistics Korea. 2018 Annual Report on the Cause of Death Statistics; Statistics Korea: Deajeon, Korea, 2019; pp. 1–40.
5. Ministry of Health and Welfare. Korea Health Statistic 2019: Korea National Health and Nutrition Examination Survey (KNHANES

VIII-1), 1st ed.; Ministry of Health and Welfare, & Korea Disease Control and Prevention Agency: Sejong, Korea, 2020; pp. 1–326.
6. Statistics Korea. Cause of Death Statistics. Available online: http://kostat.go.kr/portal/eng/pressReleases/8/10/index.board?

bmode=read&bSeq=&aSeq=385629&pageNo=1&rowNum=10&navCount=10&currPg=&searchInfo=&sTarget=title&sTxt=
(accessed on 22 December 2020).

7. Smith, S.C., Jr.; Collins, A.; Ferrari, R.; Holmes, D.R., Jr.; Logstrup, S.; McGhie, D.V.; Ralston, J.; Sacco, R.L.; Stam, H. Our time: A
call to save preventable death from cardiovascular disease (heart disease and stroke). Eur. Heart J. 2012, 33, 2910–2916. [CrossRef]
[PubMed]

8. Woodward, M. Cardiovascular disease and the female disadvantage. Int. J. Environ. Res. Public Health 2019, 16, 1165. [CrossRef]
[PubMed]

9. Kim, J.-T.; Fonarow, G.C.; Smith, E.E.; Reeves, M.J.; Navalkele, D.D.; Grotta, J.C.; Grau-Sepulveda, M.V.; Hernandez, A.F.;
Peterson, E.D.; Schwamm, L.H. Treatment with tissue plasminogen activator in the golden hour and the shape of the 4.5-hour
time-benefit curve in the national United States Get With The Guidelines-Stroke population. Circulation 2017, 135, 128–139.
[CrossRef] [PubMed]

10. Arrebola-Moreno, M.; Petrova, D.; Garrido, D.; Ramírez-Hernández, J.A.; Catena, A.; Garcia-Retamero, R. Psychosocial markers
of pre-hospital decision delay and psychological distress in acute coronary syndrome patients. Br. J. Health Psychol. 2020, 25,
305–323. [CrossRef] [PubMed]

11. Kimura, K.; Kimura, T.; Ishihara, M.; Nakagawa, Y.; Nakao, K.; Miyauchi, K.; Sakamoto, T.; Tsujita, K.; Hagiwara, N.; Miyazaki, S.
JCS 2018 guideline on diagnosis and treatment of acute coronary syndrome. Circ. J. 2019, 83, 1085–1196. [CrossRef]

12. Ahn, H.M.; Kim, H.; Lee, K.S.; Lee, J.H.; Jeong, H.S.; Chang, S.H.; Lee, K.R.; Kim, S.H.; Shin, E.Y. Hospital Arrival Rate within
Golden Time and Factors Influencing Prehospital Delays among Patients with Acute Myocardial Infarction. J. Korean Acad. Nurs.
2016, 46, 804–812. [CrossRef]

13. Won, M.-S.; Shin, N.-M.; Kim, E. Gender Differences in Delay Seeking Treatment and Related Experiences in Patients with Acute
Myocardial Infarction. Korean J. Adult Nurs. 2016, 28, 459–469. [CrossRef]

14. Banharak, S.; Prasankok, C.; Lach, H.W. Factors Related to a Delay in Seeking Treatment for Acute Myocardial Infarction in Older
Adults: An Integrative Review. Pac. Rim Int. J. Nurs. Res. 2020, 24, 553–568. Available online: https://he02.tci-haijo.org/index.
php/PRIJNR/article/view/237531 (accessed on 23 December 2020).

15. Aminde, L.N.; Takah, N.; Ngwasiri, C.; Noubiap, J.J.; Tindong, M.; Dzudie, A.; Veerman, J.L. Population awareness of cardiovas-
cular disease and its risk factors in Buea, Cameroon. BMC Public Health 2017, 17, 1–10. [CrossRef] [PubMed]

16. Awad, A.; Al-Nafisi, H. Public knowledge of cardiovascular disease and its risk factors in Kuwait: A cross-sectional survey. BMC
Public Health 2014, 14, 1–11. [CrossRef] [PubMed]

http://doi.org/10.15420/ecr.2016:32:1
http://doi.org/10.1161/CIRCRESAHA.116.307547
https://www.who.int/health-topics/cardiovascular-diseases#tab=tab_1
https://www.who.int/health-topics/cardiovascular-diseases#tab=tab_1
http://kostat.go.kr/portal/eng/pressReleases/8/10/index.board?bmode=read&bSeq=&aSeq=385629&pageNo=1&rowNum=10&navCount=10&currPg=&searchInfo=&sTarget=title&sTxt=
http://kostat.go.kr/portal/eng/pressReleases/8/10/index.board?bmode=read&bSeq=&aSeq=385629&pageNo=1&rowNum=10&navCount=10&currPg=&searchInfo=&sTarget=title&sTxt=
http://doi.org/10.1016/j.jacc.2012.08.962
http://www.ncbi.nlm.nih.gov/pubmed/22988314
http://doi.org/10.3390/ijerph16071165
http://www.ncbi.nlm.nih.gov/pubmed/30939754
http://doi.org/10.1161/CIRCULATIONAHA.116.023336
http://www.ncbi.nlm.nih.gov/pubmed/27815374
http://doi.org/10.1111/bjhp.12408
http://www.ncbi.nlm.nih.gov/pubmed/32065483
http://doi.org/10.1253/circj.CJ-19-0133
http://doi.org/10.4040/jkan.2016.46.6.804
http://doi.org/10.7475/kjan.2016.28.4.459
https://he02.tci-haijo.org/index.php/PRIJNR/article/view/237531
https://he02.tci-haijo.org/index.php/PRIJNR/article/view/237531
http://doi.org/10.1186/s12889-017-4477-3
http://www.ncbi.nlm.nih.gov/pubmed/28583117
http://doi.org/10.1186/1471-2458-14-1131
http://www.ncbi.nlm.nih.gov/pubmed/25367768


Healthcare 2021, 9, 360 13 of 14

17. Jo, M.; Oh, H.; Jang, S.-Y.; Jo, A. Factors Influencing Unawareness of Warning Signs of Stroke among Hypertensive Diabetic
Patients at a High Risk for Stroke: The 2017 Nationwide Community Health Survey in Korea. Korean J. Adult Nurs. 2019, 31,
403–413. [CrossRef]

18. Park, K.S. Factors affecting awareness of myocardial infarction symptoms among the general public in Korea. Epidemiol. Health
2020, 42, e2020032. [CrossRef]

19. Oh, J.; Kim, H.Y.; Kim, Y.S.; Kim, S.H. Variation in Knowledge of Stroke Warning Signs by Age and Presence of Conventional Risk
Factors: A Community Health Survey in Korea. J. Cardiovasc. Nurs. 2020. [CrossRef]

20. Zhang, Y.; Zhou, Z.; Gao, J.; Wang, D.; Zhang, Q.; Zhou, Z.; Su, M.; Li, D. Health-related quality of life and its influencing factors
for patients with hypertension: Evidence from the urban and rural areas of Shaanxi Province, China. BMC Health Serv. Res. 2016,
16, 1–9. [CrossRef]

21. Bergantin, L.B. Depression rises the risk of hypertension incidence: Discussing the link through the Ca2+/cAMP signalling. Curr.
Hypertens. Rev. 2020, 16, 73–78. [CrossRef] [PubMed]

22. Shin, H.-Y.; Shin, M.-H.; Rhee, J.-A. Gender differences in the association between self-rated health and hypertension in a Korean
adult population. BMC Public Health 2012, 12, 1–6. [CrossRef]

23. Yu, Y.; Liu, L.; Huang, J.; Shen, G.; Chen, C.; Huang, Y.; Zhang, B.; Tang, S.; Feng, Y. Association between systolic blood pressure
and first ischemic stroke in the Chinese older hypertensive population. J. Int. Med. Res. 2020, 48. [CrossRef]

24. O’Donnell, M.; Hankey, G.J.; Rangarajan, S.; Chin, S.L.; Rao-Melacini, P.; Ferguson, J.; Xavier, D.; Lisheng, L.; Zhang, H.; Pais, P.
Variations in knowledge, awareness and treatment of hypertension and stroke risk by country income level. Heart 2021, 107,
282–289. [CrossRef]

25. Rahman, A.R.A.; Wang, J.-G.; Kwong, G.M.Y.; Morales, D.D.; Sritara, P.; Sukmawan, R. Perception of hypertension management
by patients and doctors in Asia: Potential to improve blood pressure control. Asia Pac. Fam. Med. 2015, 14, 1–11. [CrossRef]

26. Han, C.H.; Kim, H.; Lee, S.; Chung, J.H. Knowledge and poor understanding factors of stroke and heart attack symptoms. Int. J.
Environ. Res. Public Health 2019, 16, 3665. [CrossRef] [PubMed]

27. Korea Diseases Control and Prevention Agency. Community Health Survey 2018, 1st ed.; Korea Diseases Control and Prevention
Agency: Cheongju, Korea, 2020; pp. 1–209.

28. Korea Diseases Control and Prevention Agency. Community Health Survy. Available online: https://chs.cdc.go.kr/chs/index.do
(accessed on 19 January 2021).

29. Center for Disease Control and Prevention. Behavioral Risk Factor Surveillance System Questionnaire. Available online:
https://www.cdc.gov/brfss/index.html (accessed on 19 January 2021).

30. Kim, K.A.; Hwang, S.Y. Knowledge on cardio-cerebrovascular disease and health behaviors among middle-aged postmenopausal
women at risk. Korean J. Adult Nurs. 2016, 28, 424–435. [CrossRef]

31. Kim, M.-H.; Cho, Y.-S.; Uhm, W.-S.; Kim, S.; Bae, S.-C. Cross-cultural adaptation and validation of the Korean version of the
EQ-5D in patients with rheumatic diseases. Qual. Life Res. 2005, 14, 1401–1406. [CrossRef]

32. Rabin, R.; Charro, F.D. EQ-SD: A measure of health status from the EuroQol Group. Ann. Med. 2001, 33, 337–343. [CrossRef]
[PubMed]

33. Lee, Y.-K.; Nam, H.-S.; Chuang, L.-H.; Kim, K.-Y.; Yang, H.-K.; Kwon, I.-S.; Kind, P.; Kweon, S.-S.; Kim, Y.-T. South Korean time
trade-off values for EQ-5D health states: Modeling with observed values for 101 health states. Value Health 2009, 12, 1187–1193.
[CrossRef]

34. Wu, S.; Wang, R.; Zhao, Y.; Ma, X.; Wu, M.; Yan, X.; He, J. The relationship between self-rated health and objective health status: A
population-based study. BMC Public Health 2013, 13, 1–9. [CrossRef] [PubMed]

35. Choi, H.S.; Choi, J.H.; Park, K.H.; Joo, K.J.; Ga, H.; Ko, H.J.; Kim, S.R. Standardization of the Korean Version of Patient Health
Questionnaire-9 as a Screening Instrument for Major Depressive Disorder. J. Korean Acad. Fam. Med. 2007, 28, 114–119.

36. Spitzer, R.L.; Kroenke, K.; Williams, J.B.; Patient Health Questionnaire Primary Care Study Group; Patient Health Questionnaire
Primary Care Study Group. Validation and utility of a self-report version of PRIME-MD: The PHQ primary care study. JAMA
1999, 282, 1737–1744. [CrossRef]

37. Mahajan, S.; Valero-Elizondo, J.; Khera, R.; Desai, N.R.; Blankstein, R.; Blaha, M.J.; Virani, S.S.; Kash, B.A.; Zoghbi, W.A.;
Krumholz, H.M. Variation and disparities in awareness of myocardial infarction symptoms among adults in the United States.
JAMA Netw. Open 2019, 2, e1917885. [CrossRef]

38. World Health Organization. The Asia-Pacific Perspective: Redefining Obesity and Its Treatment. Available online: http:
//www.wpro.who.int/nutrition/documents/docs/Redefiningobesity.pdf (accessed on 21 January 2021).

39. Jang, M.H.; Park, C.G. Risk Factors Influencing Probability and Severity of Elder Abuse in Community-dwelling Older Adults:
Applying Zero-inflated Negative Binomial Modeling of Abuse Count Data. J. Korean Acad. Nurs. 2012, 42. [CrossRef] [PubMed]

40. Khan, A.; Ullah, S.; Nitz, J. Statistical modelling of falls count data with excess zeros. Inj. Prev. 2011, 17, 266–270. [CrossRef]
[PubMed]

41. Luan, S.; Yang, Y.; Huang, Y.; McDowell, M. Public knowledge of stroke and heart attack symptoms in China: A cross-sectional
survey. BMJ Open 2021, 11, e043220. [CrossRef]

42. Mata, J.; Frank, R.; Gigerenzer, G. Symptom recognition of heart attack and stroke in nine European countries: A representative
survey. Health Expect. 2014, 17, 376–387. [CrossRef]

http://doi.org/10.7475/kjan.2019.31.4.403
http://doi.org/10.4178/epih.e2020032
http://doi.org/10.1097/JCN.0000000000000736
http://doi.org/10.1186/s12913-016-1536-x
http://doi.org/10.2174/1573402115666190116095223
http://www.ncbi.nlm.nih.gov/pubmed/30648516
http://doi.org/10.1186/1471-2458-12-135
http://doi.org/10.1177/0300060520920091
http://doi.org/10.1136/heartjnl-2019-316515
http://doi.org/10.1186/s12930-015-0018-3
http://doi.org/10.3390/ijerph16193665
http://www.ncbi.nlm.nih.gov/pubmed/31569534
https://chs.cdc.go.kr/chs/index.do
https://www.cdc.gov/brfss/index.html
http://doi.org/10.7475/kjan.2016.28.4.424
http://doi.org/10.1007/s11136-004-5681-z
http://doi.org/10.3109/07853890109002087
http://www.ncbi.nlm.nih.gov/pubmed/11491192
http://doi.org/10.1111/j.1524-4733.2009.00579.x
http://doi.org/10.1186/1471-2458-13-320
http://www.ncbi.nlm.nih.gov/pubmed/23570559
http://doi.org/10.1001/jama.282.18.1737
http://doi.org/10.1001/jamanetworkopen.2019.17885
http://www.wpro.who.int/nutrition/documents/docs/Redefiningobesity.pdf
http://www.wpro.who.int/nutrition/documents/docs/Redefiningobesity.pdf
http://doi.org/10.4040/jkan.2012.42.6.819
http://www.ncbi.nlm.nih.gov/pubmed/23364037
http://doi.org/10.1136/ip.2011.031740
http://www.ncbi.nlm.nih.gov/pubmed/21653652
http://doi.org/10.1136/bmjopen-2020-043220
http://doi.org/10.1111/j.1369-7625.2011.00764.x


Healthcare 2021, 9, 360 14 of 14

43. Hwang, S.Y.; Jeong, M.H. Cognitive factors that influence delayed decision to seek treatment among older patients with acute
myocardial infarction in Korea. Eur. J. Cardiov. Nurs. 2012, 11, 154–159. [CrossRef]

44. Shi, H.; Li, W.; Zhou, X.; Liu, X.; Liu, J.; Fan, S.; Wang, H.; An, L. Sex differences in prodromal symptoms and individual responses
to acute coronary syndrome. J. Cardiov. Nurs. 2020, 35, 545–549. [CrossRef] [PubMed]

45. Lee, N.-J.; Moon, J.-D. An analysis of the causes of prehospital delays in patients with suspected acute stroke. Korean J. Emerg.
Med. Serv. 2020, 24, 27–38.

46. Jones, A.; Smakowski, A.; O’Connell, N.; Chalder, T.; David, A.S. Functional stroke symptoms: A prospective observational case
series. J. Psychosom. Res. 2020, 132, 109972. [CrossRef]

47. Colsch, R.; Lindseth, G. Unique stroke symptoms in women: A review. J. Neurosci. Nurs. 2018, 50, 336–342. [CrossRef]
48. Berglund, A.; Schenck-Gustafsson, K.; von Euler, M. Sex differences in the presentation of stroke. Maturitas 2017, 99, 47–50.

[CrossRef]
49. Schaefer, C. Quality of life and self-monitoring: CVD prevention in practice. The role of patient organizations in CVD prevention.

Eur. Heart J. Suppl. 2007, 9, B42–B44. [CrossRef]
50. Saint Onge, J.M.; Krueger, P.M. Health lifestyle behaviors among U.S. adults. SSM Popul. Health. 2017, 3, 89–98. [CrossRef]

[PubMed]
51. Christensen, V.T.; Carpiano, R.M. Social class differences in BMI among Danish women: Applying Cockerham’s health lifestyles

approach and Bourdieu’s theory of lifestyle. Soc. Sci. Med. 2014, 112, 12–21. [CrossRef]
52. Margolis, R. Educational differences in healthy behavior changes and adherence among middle-aged Americans. J. Health Soc.

Behav. 2013, 54, 353–368. [CrossRef] [PubMed]
53. Fletcher, B.R.; Hinton, L.; Hartmann-Boyce, J.; Roberts, N.W.; Bobrovitz, N.; McManus, R.J. Self-monitoring blood pressure in

hypertension, patient and provider perspectives: A systematic review and thematic synthesis. Patient Educ. Couns. 2016, 99,
210–219. [CrossRef] [PubMed]

54. Bancej, C.M.; Campbell, N.; McKay, D.W.; Nichol, M.; Walker, R.L.; Kaczorowski, J. Home blood pressure monitoring among
Canadian adults with hypertension: Results from the 2009 Survey on Living with Chronic Diseases in Canada. Can. J. Cardiol.
2010, 26, e152–e157. [CrossRef]

55. Ostchega, Y.; Zhang, G.; Kit, B.K.; Nwankwo, T. Factors Associated With Home Blood Pressure Monitoring Among US Adults:
National Health and Nutrition Examination Survey, 2011–2014. Am. J. Hypertens. 2017, 30, 1126–1132. [CrossRef]

56. Ovaisi, S.; Ibison, J.; Leontowitsch, M.; Cloud, G.; Oakeshott, P.; Kerry, S. Stroke patients’ perceptions of home blood pressure
monitoring: A qualitative study. Br. J. Gen. Pract. 2011, 61, e604–e610. [CrossRef]

57. Yan, R.; Gu, H.-Q.; Wang, W.; Ma, L.; Li, W. Health-related quality of life in blood pressure control and blood lipid-lowering
therapies: Results from the CHIEF randomized controlled trial. Hypertens. Res. 2019, 42, 1561–1571. [CrossRef]

58. Shin, H.-G.; Kim, J.-H.; Kwon, H.-W.; Hong, A.; Youn, J.-H.; Han, Y.-J.; Kim, Y.-I. The relationship of blood pressure with subjective
health awareness and health related quality of life. Korean J. Fam. Pract. 2016, 6, 660–667. [CrossRef]

59. Rubio-Guerra, A.F.; Rodriguez-Lopez, L.; Vargas-Ayala, G.; Huerta-Ramirez, S.; Serna, D.C.; Lozano-Nuevo, J.J. Depression
increases the risk for uncontrolled hypertension. Exp. Clin. Cardiol. 2013, 18, 10–12. [PubMed]

60. Disease Policy Division. Creating a Healthy Society without Worrying about Cardiovascular Disease. Available online:
http://www.mohw.go.kr/react/al/sal0301vw.jsp?PAR_MENU_ID=04&MENU_ID=0403&page=1&CONT_SEQ=345946
&SEARCHKEY=TITLE&SEARCHVALUE=%EC%8B%AC%EB%87%8C%ED%98%88%EA%B4%80%EC%A7%88%ED%99%98
(accessed on 3 March 2021).

http://doi.org/10.1016/j.ejcnurse.2010.11.002
http://doi.org/10.1097/JCN.0000000000000643
http://www.ncbi.nlm.nih.gov/pubmed/31977563
http://doi.org/10.1016/j.jpsychores.2020.109972
http://doi.org/10.1097/JNN.0000000000000402
http://doi.org/10.1016/j.maturitas.2017.02.007
http://doi.org/10.1093/eurheartj/sum008
http://doi.org/10.1016/j.ssmph.2016.12.009
http://www.ncbi.nlm.nih.gov/pubmed/28785602
http://doi.org/10.1016/j.socscimed.2014.04.017
http://doi.org/10.1177/0022146513489312
http://www.ncbi.nlm.nih.gov/pubmed/23988727
http://doi.org/10.1016/j.pec.2015.08.026
http://www.ncbi.nlm.nih.gov/pubmed/26341941
http://doi.org/10.1016/S0828-282X(10)70382-2
http://doi.org/10.1093/ajh/hpx101
http://doi.org/10.3399/bjgp11X593893
http://doi.org/10.1038/s41440-019-0281-z
http://doi.org/10.21215/kjfp.2016.6.6.660
http://www.ncbi.nlm.nih.gov/pubmed/24294029
http://www.mohw.go.kr/react/al/sal0301vw.jsp?PAR_MENU_ID=04&MENU_ID=0403&page=1&CONT_SEQ=345946&SEARCHKEY=TITLE&SEARCHVALUE=%EC%8B%AC%EB%87%8C%ED%98%88%EA%B4%80%EC%A7%88%ED%99%98
http://www.mohw.go.kr/react/al/sal0301vw.jsp?PAR_MENU_ID=04&MENU_ID=0403&page=1&CONT_SEQ=345946&SEARCHKEY=TITLE&SEARCHVALUE=%EC%8B%AC%EB%87%8C%ED%98%88%EA%B4%80%EC%A7%88%ED%99%98

	Introduction 
	Methods 
	Participants and Data Collection 
	Variables 
	Knowledge of CVDs’ Warning Signs and Awareness of Their Blood Pressure Level 
	Health-Related Quality of Life and Subjective Health Status 
	Depression 
	General Characteristics 

	Statistical Analysis 

	Results 
	General Characteristics According to AoBP 
	Level of KCVDs in Adult Women with Hypertension 
	Factors Associated with KCVDs and AoBP 

	Discussion 
	Conclusions 
	References

