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Background: Hypertension is the leading cause of preventable deaths globally. However, reports on its prevalence and risk factors in
rural sub-Saharan Africa have been inconsistent, making targeted interventions challenging. This study examines the prevalence,
awareness, and associated factors of hypertension among adults in a rural community in southwestern Uganda.

Methods: We conducted a baseline survey in Ngango, Mbarara district, enrolling adults aged 18-79 years from eleven villages.
Research assistants and community health workers recruited participants from their homes using the WHO STEPS questionnaire,
collecting data on demographics, lifestyle behaviors (tobacco and alcohol use, diet, and physical activity), and other risk factors. Blood
pressure (BP) was measured three times, with hypertension defined as BP >140/90 mmHg or self-reported antihypertensive use.
Logistic regression was applied to identify factors associated with hypertension.

Results: A total of 953 adults were enrolled, with a median age of 43 years (IQR: 30-57). Women accounted for 61.5%, and only
43.5% recalled ever having their blood pressure measured. Hypertension prevalence was 27.3%, with 61.5% of cases undiagnosed.
Among those receiving treatment (27.7%), 65.3% had controlled blood pressure. Despite 66.8% of participants reporting regular
physical activity, 63.7% were overweight. The key factors associated with hypertension included age over 40 years (OR: 2.26),
consuming fewer than three servings of fruits or vegetables per week (OR: 1.62), and being overweight (OR: 1.57) or obese (OR:
2.73).

Conclusion: Hypertension is highly prevalent in rural southwestern Uganda, underscoring the need for targeted interventions—
especially within a relatively young and physically active population.

Plain language Summary: Hypertension (high blood pressure) is a leading cause of preventable deaths worldwide. However, data
on its impact and risk factors in rural sub-Saharan Africa remain inconsistent, making targeted interventions challenging. This study
examines the prevalence, awareness, and associated factors of hypertension in a rural community in southwestern Uganda. We
conducted a community-based survey across all eleven villages of Ngango Parish, Mbarara District, enrolling adults aged 18—79 years.
Research assistants and community health workers collected demographic data (age, sex), behavioral factors (smoking and alcohol
consumption), and lifestyle characteristics (diet and physical activity) through household visits. Blood pressure was measured three
times while participants were seated comfortably. Hypertension was defined as blood pressure >140/90 mmHg or self-reported use of
antihypertensive medication. We performed statistical analysis to identify factors associated with hypertension.
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Results: We enrolled 953 participants with a median age of 43 years. Women constituted the majority (61.5%). Hypertension was
present in 27.3% of individuals, yet awareness was low—only 38.5% knew they had the condition, and just 27.7% were receiving
treatment. Despite 66.8% of participants reporting good physical activity, more than half (63.7%) were overweight (BMI > 25 kg/m?).

Key factors associated with hypertension included age over 40 years, consuming fewer than three servings of fruits or vegetables
per week, and being overweight or obese.

We conclude that hypertension is common in rural southwestern Uganda, affecting even younger and physically active individuals.
This highlights the urgent need for targeted health interventions to address hypertension in these communities.

Keywords: blood pressure, cardiovascular disease, hypertension, rural Uganda, Sub-Saharan Africa

Key Points
e More than | in 4 adults in rural Uganda have hypertension, despite high levels of physical activity (67%)
e Hypertension awareness and control rates remain below the global targets
e Our data show that interventions targeting modifiable risk factors are urgently needed to reduce the rural
hypertension burden.

Introduction
Hypertension is the leading cause of preventable death worldwide.' According to the World Health Organization (WHO),
hypertension prevalence is highest in sub-Saharan Africa, with average blood pressure levels in the region exceeding the
global average.” An estimated 10.8 million deaths annually are linked to high blood pressure, with 88% occurring in low-
and middle-income countries (LMICs).> However, in rural sub-Saharan Africa, many individuals with hypertension
remain undiagnosed and untreated, while those who receive a diagnosis often struggle with inadequate blood pressure
control.*3

In Uganda, hypertension prevalence varies significantly across geographic regions, with rural areas experiencing
a growing burden.® However, most hypertension studies in the country have focused on urban populations,”* or hospital-
based settings,”' leaving gaps in understanding the condition within rural communities.

Population-based studies in rural areas are essential to better understand hypertension trends. To address the knowl-
edge gap in the epidemiology of hypertension in rural Uganda, we conducted a cross-sectional study to assess its
prevalence, awareness, and associated factors among adults in a rural community in southwestern Uganda.

Methods
Study Design and Setting

This cross-sectional survey is part of the ongoing Comprehensive Hypertension Improvement in Rural Uganda (CHIRU)
study, a mixed-methods implementation science cohort. The CHIRU study aims to enhance hypertension management in
Ngango Parish, Kagongi Subcounty, Western Uganda, by integrating community health workers (CHWs)—Ilocally
known as village health teams (VHTs). Ngango Parish, an administrative unit comprising multiple villages, was the
focus of this study. We enrolled adult residents from eleven villages between September 25, 2023, and November 30,
2023.

Ngango Parish is one of six parishes in Kagongi Subcounty, Mbarara District (Figure 1), located approximately
270 km southwest of Kampala, Uganda’s capital. This parish was purposively selected for the study as it hosts the only
public health facility whose health workers participated in the original cohort study. The local community primarily
consists of subsistence farmers.

Community Engagement and Study Population

Ngango Parish comprises 11 villages, each supported by two community health workers (CHWSs). These CHWs were
introduced to the research team by their coordinator at the local health center. These CHWs are community members
trained by the government and serve as a crucial bridge between the community and healthcare facilities. Their role
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Figure | Map of Mbarara district showing Kagongi subcounty and Ngango parish.

extends beyond linkage—they provide health education, first aid, and manage common illnesses such as diarrhea,
malaria, and pneumonia in children,'"'? and HIV in adults."

Before the study began, CHWs shared population records with the research team, revealing that Ngango Parish has
4355 residents, including 2133 adults (49% of the total population)—991 males and 1142 females.

The study targeted adults aged 18—79 years who had lived in Ngango Parish for at least six months and provided
informed consent. Prior to data collection, the research team—including the principal investigator (PI) and research
assistants—held meetings with local council leaders and CHWs to introduce the study and coordinate visits to each
village. To minimize disruptions to the community’s daily routines, data collection was scheduled for afternoons,
Monday through Saturday, aligning with farming and church activities.

To encourage participation, local council leaders and CHWs used megaphones and local radio broadcasts to spread
awareness. Announcements were also made at communal gatherings, including places of worship, to inform residents
about the study. The research team conducted house-to-house visits across all 11 villages, including trading centers and
shops, recruiting all eligible adults found at home.

Study Procedures

Training and Data Collection

Community health workers (CHWs) completed a one-week training on hypertension management using the CDC’s
hypertension management curriculum.'® Research assistants underwent three days of training, focusing on study
procedures and administration of the STEPS tool. During data collection, each trained research assistant was paired
with a CHW to facilitate the process, ensuring that data was gathered from participants in their homes.

Study Measurements

Data were collected using the WHO STEPS tool for noncommunicable disease (NCD) surveillance during household
visits.'> This stepwise approach to chronic disease risk factor surveillance employed an interviewer-administered
questionnaire structured into three distinct steps:

Step |
We collected data on demographic, socioeconomic, and behavioral characteristics, including lifestyle factors such as
tobacco use, alcohol consumption, salt intake, fruit and vegetable consumption, and physical activity.

Current alcohol users were defined as participants who had consumed alcohol in the past 30 days. Salt intake was
assessed by asking participants how often they added salt to their food before tasting or during meals. It was categorized
as: 1) “Too much” if salt was always added at the table, 2) “Enough” if salt was rarely added, and 3) “Little” if salt was
never added at the table Physical activity was evaluated based on daily work, usual modes of transportation, and time
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spent sitting each day. Each participant was asked whether they had ever had their blood pressure measured, and
awareness was assessed by determining whether they knew they had high blood pressure.

Step 2

Physical measurements included weight, height, waist and hip circumferences, and blood pressure. Blood pressure was
measured on the left arm while participants were seated with legs uncrossed and back supported, following at least five
minutes of rest. An appropriately sized cuff (2242 cm) was used with a battery-powered digital blood pressure monitor
(Omron 3 Series, Omron, Kyoto, Japan). The device automatically recorded three BP measurements, taken two minutes
apart, and the average of the last two readings was documented.

Height was measured manually with participants standing upright against a wall. A tape measure was used to
determine height, recorded to the nearest centimeter. Participants stood barefoot, with their back and head against the
wall, heels together, and fully stretched.

Weight was measured using a pre-calibrated digital scale (SECA 877), with participants wearing light clothing and no
footwear. Measurements were recorded to the nearest tenth of a kilogram.

Step 3
Blood sugar levels were measured using On Call® Plus glucometers (ACON USA), calibrated each morning before data
collection. Participants with a random blood sugar (RBS) reading >11.1 mmol/LL were scheduled for a follow-up test the
next morning after an overnight fast.

Data collection and management were conducted using Research Electronic Data Capture (REDCap, Vanderbilt
University), a cloud-based, secure, HIPAA-compliant system.'®

Covariates

Descriptive analyses included baseline demographics such as age, sex, education level, marital status, and occupation.
Additionally, comorbidities—such as diabetes mellitus (DM)—were assessed, alongside body mass index (BMI), dietary
salt intake, and fruit and vegetable consumption. Lifestyle factors and social habits, including physical activity, smoking,
and alcohol consumption, were also examined.

Study Outcomes

The primary outcome of the study was the prevalence of hypertension among adults in the rural community.
Hypertension was defined as blood pressure >140/90 mmHg, based on the 2020 International Society of Hypertension
(ISH) Global Hypertension Practice Guidelines,'” or the use of antihypertensive medication. Using the same guidelines,
blood pressure readings were categorized as follows: 1) Normal blood pressure: SBP<130 mmHg and DBP
<85 mmHg, 2) High normal blood pressure (prehypertension): SBP 130-139 mmHg and/or DBP 85-89 mmHg, 3)
Grade 1 hypertension: SBP 140—-159 mmHg and/or DBP 90-99 mmHg and 4) Grade 2 hypertension: SBP >160 mmHg
and/or DBP >100 mmHg. All classifications were based on the average of the last two readings from the three blood
pressure measurements taken for each participant.

Secondary outcomes included hypertension awareness, the proportion of participants with controlled hypertension,
and the identification of factors associated with hypertension. Hypertension awareness was defined as the percentage of
participants knew they had high blood pressure among those diagnosed with hypertension in the study. Controlled
hypertension was defined as BP <140/90 mmHg among individuals taking antihypertensive medications. Diabetes
mellitus (DM) was defined as a fasting blood sugar >7.0 mmol/L and/or self-reported use of antidiabetic medications.
High BMI was defined as a BMI > 25 kilograms/meters.”

Data Analysis

Descriptive statistics were used to summarize the data: means and standard deviations for normally distributed
continuous variables and medians with interquartile ranges for skewed continuous variables. Categorical variables are
reported as counts and percentages. Baseline characteristics were compared between participants with and without
hypertension using the Wilcoxon rank-sum test for continuous variables and the chi-square (y?) test for categorical
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variables. Hypertension prevalence was calculated as the percentage of participants with a blood pressure >140/90 mmHg
or those taking prescribed antihypertensive medications.

To identify factors associated with hypertension, variables were selected based on domain knowledge, including age,
sex, body mass index (BMI), physical activity, education level, occupation, comorbidities (eg, diabetes mellitus), salt and
fruit intake, smoking, and alcohol use. Binary logistic regression was conducted at both univariate and multivariate
levels. Variables with p < 0.23 in the univariate analysis, along with biologically plausible factors—diabetes mellitus,
physical inactivity, and diet (fruit/vegetable and salt consumption)—were included in the multivariable analysis. Results
are presented as crude and adjusted odds ratios (ORs) with 95% confidence intervals (CIs) and p values. Factors with p <
0.05 were considered statistically significant. We used the Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) cross-sectional study checklist when writing our report.'®

Results
Between September and November 2023, we screened 972 adults in Ngango Parish for eligibility and included 953
participants for this study, as shown below (Figure 2).

Sociodemographic Characteristics of the Participants

Among the 953 participants, 586 (61.5%) were female, and the median (IQR) age was 43 (30-57) years. Six out of every
10 individuals were overweight (BMI >24.9 kg/m?), although 66.8% reported being physically active. Fewer than half of
the participants (415/953; 43.5%) recalled having ever had their BP measured. The median (IQR) random blood sugar
level of the participants was 5.7 (4.9--6.7) mmol/L, with only 30 (3.1%) participants having diabetes mellitus. Other
baseline characteristics are shown in Table 1. The participants were evenly distributed among all the participating

villages (Figure S1).

Prevalence and Distribution of Hypertension and Prehypertension Among Study Participants

The overall prevalence of hypertension in this rural community population was 27.3% (260/953), whereas 13.6% (130/
953) had pre-hypertension. The prevalence of hypertension was similar among males and females (26.4% vs 27.8%,
p value 0.64). Most of the participants had stage 1 hypertension (47%), followed by prehypertension (38%) and grade
2 hypertension (15%) (Figure S2).
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Figure 2 Study flow diagram.
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Table | Baseline Characteristics of the Study Participants

Total No HTN HTN p-value

N=953 N=693 N=260
Sex n (%)
Male 367 (38.5) 270 (39.0) 97 (37.3) 0.64
Female 586 (61.5) 423 (61.0) 163 (62.7)
Age median (IQR) 43 (30-57) 39 (28-54) 52 (35-65) <0.001
Marital status N= 921 n (%)
Single 136 (14.8%) 109 (16.3) 27 (10.6) 0.026
Married 655 (71.1%) 474 (71.1) 181 (71.3)
Separated/Widowed 130 (14.1%) 84 (12.6) 46 (18.1)
Own a mobile phone n (%)
No 444 (46.6) 325 (46.9) 119 (45.8) 0.76
Yes 509 (53.4) 368 (53.1) 141 (54.2)
Monthly income, median (IQR), USD 39.5 (15.8-79.0) | 39.5 (18.4-65.8) | 39.5 (15.8-79.0) | 0.26
Education level N=946 n (%)
No Formal Education 158 (16.7) 98 (14.2) 60 (23.3) <0.001
Primary 555 (58.7) 404 (58.6) 151 (58.8)
Secondary and Above 233 (24.6) 187 (27.1) 46 (17.9)
BMI median (IQR) kg/m? 26.7 (23.7-30.3) | 26.3 (23.4-29.7) | 27.8 (24.5-31.6) | <0.001
BMI category* n (%)
Underweight 28 (2.9) 21 (3.0 7(2.7) <0.001
Normal 318 (33.4) 249 (35.9) 69 (26.5)
Overweight 348 (36.5) 260 (37.5) 88 (33.8)
Obesity 259 (27.2) 163 (23.5) 96 (36.9)
RBS median (IQR) mmol/l 5.7 (4.9-6.7) 5.7 (4.9-6.7) 5.7 (4.8-6.8) 0.67
Diabetes Mellitus n (%)
Yes 30 3.1) 16 (2.3) 14 (5.4%) 0.015
No 923 (96.9) 677 (97.7) 246 (94.6%)
Ever had a BP measured n (%)
Yes 415 (43.5) 265 (38.2) 150 (57.7) <0.001
No 538 (56.5) 428 (61.8) 110 (42.3)
Reported salt intake, N=898, n (%)
Too much 90 (10.0) 65 (9.9) 25 (10.3) 0.10
Enough 498 (55.5) 379 (57.8) 119 (49.2)
Little 310 (34.5) 212 (32.3) 98 (40.5)
Daily Fruit and Vegetable Servings, N=933, n (%)
| 142 (15.2) 98 (14.4) 44 (17.3) 0.24
2 527 (56.5) 378 (55.7) 149 (58.7)
3 125 (13.4) 99 (14.6) 26 (10.2)
>4 139 (14.9) 104 (15.3) 35 (13.8)
Physical activity n (%)
No 316 (33.2) 231 (33.3) 85 (32.7) 0.85
Yes 637 (66.8) 462 (66.7) 175 (67.3)

(Continued)
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Table | (Continued).

Total No HTN HTN p-value
N=953 N=693 N=260
Current Alcohol Use n (%)
Yes 171 (17.9) 121 (17.5) 50 (19.2) 0.53
No 782 (82.1%) 572 (82.5%) 210 (80.8%)
Current smoker n (%)
No 863 (90.6%) 633 (91.3%) 230 (88.5%) 0.18
Yes 90 (9.4%) 60 (8.7%) 30 (11.5%)

Notes: *BMI categories: underweight <18.5 kg/mz, normal 18.5-24.9 kg/m?, overweight 25-29.9 kg/m? and obesity >30 kg/mz'
Abbreviations: BMI, body mass index; IQR, interquartile range.

Awareness and Control of Hypertension

Among the 260 participants with hypertension, 160 (61.5%) were unaware that they had hypertension, 72 (27.7%) were
on treatment and 47/72 (65.3%) had their blood pressure controlled. Females were more likely to be aware of and on
treatment for hypertension, although males had better BP control among those receiving treatment. (Figure 3)

Factors Associated with Hypertension Among Adults in Ngango Parish

Compared with younger participants, those aged 40 years and above had greater odds of having hypertension (OR
2.26, 95% CI 1.53-3.33, p <0.001). Consuming fewer than 3 fruit or vegetable servings per week (OR 1.62 95% CI
1.11-2.35, p 0.012), and a higher BMI (overweight (OR 1.57; 95% CI 1.05-2.34, p 0.028) and obesity (OR 2.73; 95%
CI 1.80-4.15, p <0.001)) were also associated with hypertension. There was no significant association between
hypertension and diabetes mellitus, alcohol intake, smoking, salt/fruit/vegetable consumption or physical activity

(Table 2 and Figure S3).

m Male mFemale
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Figure 3 A bar graph showing the proportion of participants aware of their hypertension status, those not on medication, and those with controlled hypertension by sex.
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Table 2 Factors Associated with Hypertension Among Adults in Ngango Parish

Characteristic Univariable Multivariable

COR (95% CI) P value | AOR (95%) P value
Age > 40 2.391 (1.766-3.235) <0.001 2.259 (1.534-3.326) <0.001
Male sex 0.932 (0.695—-1.251) 0.64 1.012 (0.702 1.459) 0.948
Education
No formal education 2.489 (1.579-3.924) <0.001 1.655 (0.891-3.075) 0.111
Primary education 1.519 (1.047-2.206) 0.028 1.126 (0.675-1.878) 0.650
Marital Status
Married 1.542 (0.978-2.429) 0.062 0.686 (0.354—1.328) 0.264
Separated/Widowed 2211 (1.270-3.847) 0.005 0.686 (0.314-1.496) 0.343
Occupation
Business 1.550 (0.728-3.302) | 0.256 1.416 (0.606-3.312) 0.422
Farmer 1.515 (0.804-2.856) | 0.198 1.174 (0.526-2.622) 0.695
Student 0.580 (0.240-1.397) | 0.224 0.660 (0.232—-1.874) 0.435
Retired 3.077 (0.722-13.110) | 0.129 3.507 (0.701-17.556 | 0.127
Owns a phone
Yes 1.046 (0.786—1.393) | 0.756
Diabetes mellitus 2.408 (1.158-5.007) | 0.019 1.726 (0.777-3.837) 0.180
BMI category
Underweight 1.203 (0.491-2.947) | 0.686 0.914 (0.329-2.543) 0.864
Overweight 1.22 (0.852-1.751) 0.276 1.5706 (1.051-2.344) | 0.028
Obesity 2.125 (1.472-3.068) <0.001 2.735 (1.801-4.154) <0.001
Physical Activity
Yes 1.029 (0.760-1.394) | 0.851 0.898 (0.629—1.282) | 0.554
Less than 3 fruit and Veg servings weekly | 1.349 (0.969-1.880) 0.079 1.618(1.113-2.353) 0.012
Salt Intake
Too much 1.208 (0.767-1.903) | 0.414 1.140 (0.779-2.304) | 0.291
Little 1.187 (0.890-1.584) | 0.243 1.547 (1.092-2.190) | 0.014
Current alcohol use 1.126 (0.781-1.622) 0.526 0.967(0.600—1.463) 0.775
Current smoker 1.376 (0.866-2.187) 0.177 1.285 (0.736-2.243) | 0.378

Notes: Bolded factors are those that were statistically significant.
Abbreviations: AOR, adjusted odds ratio; Cl, confidence interval; COR, crude odds ratio.

Discussion

This cross-sectional study of individuals living in rural Uganda revealed a high prevalence of hypertension, low
awareness rates, and moderate hypertension control among those receiving treatment. Older age and higher BMI were
identified as key risk factors. While hypertension epidemiology has been extensively studied in urban populations in
Uganda, data from rural communities remain limited, making this study an important contribution to the field.

Although the prevalence of hypertension in our rural population was lower than the Ugandan national average
(31.5%),° it remains one of the highest reported in rural western Uganda, contributing to the literature on geographic
variations in hypertension prevalence. One possible reason for these differences is variations in blood pressure
measurement protocols across studies, which can complicate direct comparisons.

Another concerning reason for the higher prevalence observed in our study may be its increasing trend over time. For
example, a 2013 study from rural western Uganda reported a hypertension prevalence of 14.6%, whereas our findings
indicate 27%, nearly double, just a decade later."

Nationwide surveys have also shown a steady rise in hypertension prevalence. In 2015, the national prevalence was
26.6%, increasing to 31.5% by 2018. Similarly, in western Uganda, the prevalence increased from 26.3% to 36.1% over

the same period.®°
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Another survey reported that western Uganda had the highest hypertension incidence rate at 19%.>' This rising trend
among rural populations has also been observed in other sub-Saharan African studies.”> 2* These findings underscore the
urgent need for longitudinal studies that include diverse communities, providing a more comprehensive understanding of
hypertension burden in Uganda.

Consistent with current understanding of hypertension pathophysiology,>~°

we found that older age, low fruit/
vegetable consumption, and high BMI were significantly associated with hypertension in our study. However, the high
prevalence of overweight and obesity among these rural dwellers was unexpected.

Consistent with current understanding of hypertension pathophysiology, we found that older age, low fruit/vegetable
consumption, and high BMI were significantly associated with hypertension in our study. However, the high prevalence
of overweight and obesity among these rural dwellers was unexpected. Traditionally, individuals living in rural Africa are
considered physically active due to their daily farming work and have not adopted a Westernized lifestyle to a significant
extent.'”**272% Our findings raise important questions about dietary and lifestyle transitions in these communities.

We postulate that despite self-reported high levels of physical activity, the high prevalence of overweight and obesity
among rural dwellers maybe to be driven by dietary patterns rather than a sedentary lifestyle. Rural Ugandan diets are
often monotonous, high in glycemic-index staple foods, and rich in sugary items, all of which are linked to elevated BMI
levels.*® In fact, inadequate fruit and vegetable consumption was prevalent among participants, with 72% reporting <2
servings per day, well below the recommended 5 servings, which have been shown to reduce all-cause mortality and
cardiovascular disease-related deaths.>' Given the rising rates of overweight and obesity among rural dwellers, there is an
urgent need for innovative strategies to address this key hypertension risk factor.

The low rates of hypertension awareness observed in this study are concerning but, unfortunately, consistent with
findings from other African studies.***® This underscores the urgent need for ongoing strategies to address the burden of
hypertension.

Notably, only two out of every five individuals had ever had their blood pressure measured, highlighting the
significant gaps in screening, treatment, and control within these settings. Despite low awareness levels, those receiving
treatment exhibited fairly good hypertension control, a trend also observed in previous studies.”* This finding presents
a key opportunity to improve outcomes by increasing hypertension awareness and ensuring more individuals receive
appropriate treatment. Leveraging the existing framework of community health workers, we efficiently screened adults
from nearly 600 households in just a few months, demonstrating that this approach can be an effective strategy for raising
awareness in rural communities.

Although studies have shown an inverse relationship between education level and hypertension, this was not
statistically significant in our population. However, there was a trend suggesting that individuals without formal
education had higher odds of hypertension compared to those with formal education. Clinicians may need to consider
this when providing care in similar settings.

Our findings should be interpreted in the context of several study limitations. First, this was a cross-sectional study,
with blood pressure measured in a single encounter, which may have led to an overestimation of hypertension
prevalence. We were unable to confirm elevated BP on multiple occasions, nor could we rule out white coat hyperten-
sion. Second, while we assessed associations between behavioral risk factors and hypertension, potential social desir-
ability bias may have influenced self-reported alcohol use, smoking, fruit and vegetable consumption, salt intake, and
physical activity. Additionally, we did not examine other common foods and dietary patterns in this population. Finally,
while we moved from home to home our data collection involved convenience sampling, as we enrolled only those
individuals available at home during household visits. However, we used a validated WHO data collection instrument,
ensuring confidence in our measurements. Moreover, conducting BP measurements at home, rather than in a clinical
setting, likely minimized the risk of white coat hypertension, as participants were more relaxed in familiar environments.

Despite its limitations, this study was innovative in its approach, utilizing home-to-home visits conducted in the
afternoons, a time when most individuals had returned from their fields. By including all adults found at home, we
obtained a strong representation of the community.

The finding that less than half of adults had ever had their blood pressure measured underscores the urgent need for
more accessible BP monitoring. One potential solution is community-placed BP machines overseen by Village Health

International Journal of General Medicine 2025:18 heeps: 3297



Kansiime et al

Teams (VHTs), which could complement existing BP measurement practices, currently limited to health facility visits or
occasional health camps.

Conclusion

We report a high prevalence of hypertension and low disecase awareness among relatively young, physically active
individuals in rural Uganda. Despite the low awareness levels, hypertension control among those receiving treatment was
fair.

Our findings highlight the urgent need for interventions to improve hypertension awareness at the community level,
including scaling up screening programs and delivering targeted health education to rural populations.

Future research should focus on identifying unique risk factors for hypertension, such as dietary patterns, common
foods, and obesity, in this young and physically active population. Additionally, implementing targeted interventions,
such as engaging community health workers to measure blood pressure and refer hypertensive individuals to health
facilities, could help generate local, evidence-based solutions for improving hypertension management.
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