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Abstract
The prevalence of hypertension is increasing in the tribal population of India. Lifestyle modifications, including dietary 
changes and acculturation, are the main reasons for the high prevalence of hypertension among the Indian indigenous (tribal) 
population. This paper reports hypertension prevalence, awareness, treatment, control and risk factors among tribes in five 
districts of different geographical zones of India. A cross-sectional study was conducted among the adult tribal population of 
7590 from these states. Data related to blood pressure, anthropometry, demographic and behavioural variables were collected 
with prior consent from the participants. The prevalence of hypertension is 34.0% and 28.3% among men and women, respec-
tively. Of the total hypertensives, 27.5% were aware of their hypertension status; of them, 83.9% were receiving treatment, 
and blood pressure was in control among 33.5% of patients who were receiving treatment. Age, alcohol intake, sedentary 
lifestyle, Particularly Vulnerable Tribal Groups status and body mass index are found to be significantly associated with the 
prevalence of hypertension. The prevalence of hypertension is high among these tribal populations, which could be due to 
modernization and acculturation. Awareness and treatment-seeking behaviour are poor. Hence, early screening, awareness 
campaigns for seeking treatment, and health promotion are immediately required. Comprehensive health promotion pro-
grams need to promote lifestyle modification and re-orientation of the primary health care system to improve availability 
and accessibility to hypertension screening and treatment.
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Introduction

Hypertension represents a significant health concern and 
places a substantial burden on both India's cardiovascu-
lar health and its healthcare system [1]. The World Health 
Organization (WHO) estimates that 1.28 billion adults aged 
30–79 years worldwide have hypertension. Amongst these, 
46% of adults with hypertension are unaware of their con-
dition, 42% are diagnosed and treated, and 21% are under 
control [1]. Most hypertensives are unaware of their condi-
tion because it may not have warning signs or symptoms. 
For this reason, blood pressure must be measured regularly 
[2]. Different factors, like social detriments, are respon-
sible for increasing the prevalence of hypertension in the 
background of rapid transition of lifestyle practices, rapid 
urbanization and social development in developing coun-
tries like India [3]. Among the key determinants, age and 
gender are important non-modifiable risk factors and are 
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also responsible for increasing hypertension prevalence 
[4]. Besides, educational attainment, economic changes, 
place of residence, and healthcare for hypertension are the 
potential predictors of diagnosis [5]. Further, a higher body 
mass index (BMI), alcohol consumption, changed dietary 
practices, and reduced physical activity are important con-
tributing factors to the higher prevalence of hypertension 
in India [5]. A recent large nationwide study reported the 
prevalence of hypertension as 26.3% [6]. The prevalence of 
hypertension has increased drastically in India and its states 
in a few decades [7]. Further, there is a dearth of research in 
India on hypertension using data to identify high-risk and 
vulnerable groups.

Globally, there are approximately 476 million indigenous 
peoples residing in over 90 countries. Despite constitut-
ing a mere 5% of the world's population, they account for 
roughly 15% of those living in extreme poverty [8]. While 
these indigenous communities encompass distinct cultural 
groups, they are inevitably exposed to modernization and 
undergo processes of acculturation. In India, a significant 
population of 104.3 million indigenous individuals com-
prises 8.6% of the total Indian populace. These commu-
nities exhibit extraordinary diversity in terms of culture, 
ethnicity, geography, language, developmental levels, and 
acculturation experiences. Although the Indian government 
does not officially recognize them as 'indigenous' people, the 
Constitution of India bestows upon them special privileges 
and rights. Officially termed 'scheduled tribes,' they will be 
referred to as tribes in this paper. The Indian government has 
identified and enlisted 705 tribes, with 75 of them classified 
as Particularly Vulnerable Tribal Groups (PVTGs). The cri-
teria for designating a tribe as a PVTG include (i) maintain-
ing a pre-agricultural level of technology, (ii) possessing a 
low literacy rate, (iii) enduring economic backwardness, and 
(iv) experiencing a declining or stagnant population. PVTGs 
are among the most vulnerable segments of the tribal popu-
lation. Often, the tribal population resides in remote forested 
areas and hilly terrains. However, a substantial proportion 
of tribal communities have been displaced, and some have 
migrated to urban and non-tribal rural areas for various rea-
sons. More than 40% of the tribal population in India lives 
below the poverty line, placing them at the lowest rung of 
the socio-economic development and political empower-
ment ladder. Given their disadvantaged socio-economic and 
political status, it is expected that tribal communities would 
exhibit poorer health outcomes compared to the rest of the 
Indian population. Indeed, health data reveal that the health 
status and health-seeking behaviour of India's tribal popula-
tion are subpar [9, 10].

There are no large-scale studies or estimates on the 
prevalence of hypertension among the tribal population in 
India, except for a few micro-studies [11, 12]. A recently 

estimated prevalence of hypertension among the tribal 
population in India, through a meta-analysis, is 16.7% 
[12]. Though studies are not available from all geogra-
phies and tribes of India, regional variations are reported 
in this review. The most striking observation reported by 
these reviews is that the prevalence of hypertension among 
the tribal population has been increasing in recent years 
[11, 12]. As the prevalence of hypertension is increasing 
among the tribal population, the Indian Council of Medi-
cal Research undertook implementation research among 
the tribal population of six districts of India. The present 
paper reports the prevalence of hypertension in five dis-
tricts of India among tribes, as the data from one district 
is incomplete. This survey is a part of the formative phase, 
undertaken before implementation research to strengthen 
the selected non-communicable diseases (NCDs) screen-
ing and management among the tribal population in India.

Methods

Study area

This study is conducted in five districts located across the 
country (Fig. 1). Following is a brief description of the 
study sites.

1. Chamba district: This district of Himachal Pradesh is 
located in the northernmost part of India. It is predomi-
nantly inhabited by the Gaddi tribe. Agriculture is the 
primary source of livelihood. Tribes constitute 26.1% of 
the district population.

2. Chamarajanagar district: Chamarajanagar district is 
in Karnataka, a southern state of India. 11.8% are tribal 
people in this district. Gond and Nayaka are the two 
dominant tribes of this district.

3. Kargil District: Kargil district is in Ladakh, a union ter-
ritory located in the extreme north of India. It is domi-
nated by Puriga and Balti tribes, which are of Tibetan 
origin. Tribal constitutes 86.9% of the total population.

4. East Khasi Hills: This district is in Meghalaya, one 
of the Northeastern states of India. It is predominantly 
inhabited by the Khasi tribe, who are agriculturists. 
Khasi is a matrilineal society and follows the traditional 
way of life. Tribal population constitutes 80% of the total 
population.

5. Sundargarh district: Sundargarh district is in Odisha, 
an eastern state of India. The main tribes in the district 
are Oraon, Munda, Kisan, Khadia, and Bhuyan. The 
tribal population constitutes 50.7% of the district popu-
lation.
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Fig. 1  Map showing the study sites
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Study design, characteristics of study participants 
and information collection

This study is based on primary data collected from June 
2020 to July 2021. For this cross-sectional study, a cluster 
random sampling method was used. The required sample 
size would be calculated according to the formula 
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 of Lwanga & 
Lemeshow, [13] by considering the prevalence of utiliza-
tion of government healthcare service (p) of 27.5% calcu-
lated for the tribal population using all India data of the 
second India Human Development Survey) [14]. As this 
study is implementation research to improve the utilization 
of government healthcare for selected NCDs management, 
the above indicator was considered for sample size calcu-
lation. With 95% confidence and with 80% of power, the 
sample size would be 343 for each arm. Considering the 
design effect of 2.0, as cluster sampling is adopted, the 
sample size would be 686 for each arm. By considering 
10% of the non-response rate, the sample size for each arm 
would be 755 per arm. The sample would be 1510 per site 
for implementation and control arms. For each district, 4 
PHCs were selected, and from each PHC area, 377.5 
households were to be sampled. These households were 
sampled from PHC village, health sub-centre village, and 
no health facility villages. Thus, a total of 7590 partici-
pants were included from the selected five states. The 
inclusion criteria were healthy adults and those who 
belonged to tribal communities. Participants who were 
unwilling to participate and people suffering from acute or 
chronic illnesses during the time of the survey were not 
included in the survey, and participants with incomplete 
data were excluded during the analysis.

Ethical considerations

Ethical clearance was approved by the institutional ethical 
committees (IECs) of the respective author’s (SKR, YCB, 
SRM, NT, ASK) institutions, and each of the five IECs 
approved the study protocol for the corresponding district. 
Participants were informed about the purpose of the study, 
and their consent was obtained.

Blood pressure measurement and diagnostic criteria

Blood pressure was taken by trained nurses using an auto-
mated sphygmomanometer with an appropriate-sized cuff 
[15]. Two readings in a sitting position were taken from 
all the participants with the arm supported at the heart 
level and with feet on the floor after 15 min of resting. For 
participants who had eaten, smoked or consumed alcohol, 

blood pressure (BP) readings were performed after allow-
ing them to rest for 1 h. The average of the two readings 
was taken during the analysis. In addition to blood pres-
sure, height, weight, waist and hip circumferences were 
measured by standard procedures [16]. The diagnosis 
and staging of hypertension were based on the criteria 
of the Joint National Committee on Prevention, Detec-
tion, Evaluation, and Treatment of High Blood Pressure 
(JNC-8) [17]. The participants with systolic blood pres-
sure (SBP) ≥ 140 mmHg and/or diastolic blood pressure 
(DBP) ≥ 90 mmHg were classified as having hypertension 
[17]. The diagnosis of hypertension was made either by 
blood pressure measurement or by self-reported hyper-
tension. Based on the anthropometric measurements, 
BMI (underweight, normal, overweight, and obese) and 
waist-hip circumference were calculated. Information 
on other variables, namely, smoking (active/passive), 
alcohol intake (active/passive), extra salt intake (yes/
no), vigorous-intensity activity (yes/no), sedentary life-
style (not involved/involved), and Particularly Vulnerable 
Tribal Groups (PVTGs) (yes/no) were collected through 
a structured questionnaire. The PVTGs are characterized 
by pre-agricultural subsistence systems, including hunt-
ing and gathering, no or negative population growth, and 
very low literacy rates, and were identified through the 
list available [18].

Data processing and statistical method

After computerising the data, it was cleaned for unquali-
fied data before analysis. We used SPSS V. 26 to analyze 
the data. The continuous variables were summarised as 
mean ± standard deviation (SD), while the categorical vari-
ables were summarised as count (n) with percentage (%). 
The prevalence was shown with a 95% confidence interval 
(CI). Multinomial logistic analysis was conducted to find 
the association of age, tobacco consumption, alcohol con-
sumption, and extra salt intake with pre-hypertension and 
hypertension. This was run by a backward stepwise elimina-
tion procedure with a p-value of > 0.10 to exit. During this 
process, only the independent variables with a univariate 
association of p < 0.25 with the dependent variables were 
included [19].

Results

Table 1 presents the socio-demographic and lifestyle vari-
ables of the study participants. Of the total, 64.0% are 
females, 24.2% are in the age group 35–44 years and 12.3% 
are of 65 + years. About 28% are overweight and obese, and 
12.4% are underweight. A high waist-hip ratio is seen among 
82.9%. About 12% of participants reported tobacco smoking 
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and 28.3% reported alcohol intake. However, none of the 
participants from Ladakh reported alcohol intake. This can 
be attributed to cultural factors, as the Muslim population 
of the Ladakh region abstains from alcohol consumption, 
and all participants from Ladakh are Muslim. Consumption 
of extra salt was reported by 27.6% of the participants. No 
vigorous physical activity is found among 82.1% and 48.3% 
of the participants reported sedentary lifestyle. Of the total 
study participants, only 6.9% are from PVTGs from Karna-
taka and Odisha states.

Table 2 presents the prevalence of hypertension at the 
time of the survey. The total prevalence of hypertension is 
30.3% (95% CI: 29.31–31.39). Prevalence among men (34% 
(95% CI: 32.28–35.87)) is higher than among women (28.3% 
(95% CI: 26.99–29.55)). Among the five sites, Jammu and 
Kashmir (38.8% (95% CI: 36.37–41.19)) reported the high-
est prevalence, while Meghalaya reported (21.3% (95% 
CI: 19.29–23.48)) the lowest prevalence of hypertension. 
The total prevalence of self-reported and under-control is 
2.3% (95% CI: 2.02–2.71). Of the total participants, 46.5% 

Table 1  Socio-demographic and 
lifestyle variables of the study 
sample

Himachal 
Pradesh 
(n = 1521)
%

Karnataka 
(n = 1464)
%

Ladakh 
(n = 1610)
%

Meghalaya 
(n = 1519)
%

Odisha 
(n = 1476)
%

Total 
(n = 7590)
%

Gender
  Male 24.1 19.3 60.0 30.0 44.8 36.0
  Female 75.9 80.7 40.0 70.0 55.2 64.0

Age (in years)
  18–24 3.41 17.5 0.7 5.9 7.05 6.7
  25–34 22.6 27.3 6.3 22.1 21.7 19.8
  35–44 27.1 22.3 20.1 24.8 27.2 24.2
  45–54 22.8 12.3 27.3 19.7 19.4 20.5
  55–64 14.5 11.3 25.3 15.0 15.5 16.5
  65 + 9.6 9.43 20.2 12.6 9.01 12.3

Body mass index
  Underweight 7.4 33.1 5.2 6.7 11.0 12.4
  Normal 48.5 51.5 57.3 71.8 70.5 59.9
  Overweight 36.9 12.8 29.4 18.5 15.1 22.7
  Obese 7.23 2.60 8.2 3.0 3.5 5.0

Waist hip ratio
  Low 18.9 23.6 0 5.8 0 9.5
  Moderate 15.1 19.1 0 4.3 0 7.6
  High 66.1 57.2 100.0 89.9 100.0 82.9

Tobacco smoking
  Smokers 13.1 10.8 8.1 25.9 3.0 12.2
  Non-smokers 86.9 89.2 91.9 74.1 97.0 87.8

Alcohol intake
  Alcoholic 12.2 2.4 0 98.7 28.9 28.3
  Non-alcoholic 87.8 97.6 100.0 1.3 71.1 71.7

Extra salt intake
  Yes 25.0 0.4 4.8 61.5 47.4 27.6
  No 75.0 99.6 95.2 38.5 52.6 72.4

Vigorous physical activity
  Yes 4.14 30.1 20.7 21.7 13.0 17.9
  No 95.9 69.9 79.3 78.3 87.0 82.1

Sedentary lifestyle
  Yes 41.9 26.3 66.9 82.2 21.4 48.3
  No 58.1 73.7 33.1 17.8 78.6 51.7

Particularly vulnerable tribal group
  Yes 0 6.1 0 0 29.5 6.9
  No 100.0 93.9 100.0 100.0 70.5 93.1
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(95% CI: 45.39–47.65) are normal, and 25.5% (95% CI: 
24.50–26.48) are pre-hypertensive.

Data on awareness, treatment and control of blood pres-
sure are presented in Table 3. Of the total hypertensives, 
only 27.5% (95% CI: 25.67–29.36) are aware of their condi-
tion. Of the hypertensive who are aware of their condition, 

83.9% (95% CI: 80.79–86.67) are under treatment, and of 
those under treatment, only 33.5% (95% CI: 29.51–37.71) 
are found to be under control.

Table 4 presents the prevalence of hypertension by related 
factors, namely, gender (p < 0.000), age (p < 0.000), waist cir-
cumference (p < 0.000), BMI (p < 0.000), hip circumference 

Table 2  Prevalence of hypertension, self-reported hypertension and treatment with 95% confidence intervals

CI Confidence interval

Study area/Gender Hypertension prevalence by measurement at the time of survey Self-reported and 
under control
% (95% CI)

Total prevalence
% (95% CI)

Total sample Normal
% (95% CI)

Pre-hypertension
% (95% CI)

Stage-1 
Hypertension
% (95% CI)

Stage-II 
Hypertension
% (95% CI)

Chamba district, Himachal Pradesh
  Male 367 16.6%

(12.96–20.83)
41.4%
(36.33–46.64)

24.5%
(20.21–29.26)

17.4%
(13.70–21.72)

0.54%
(0.07–1.95)

42.5%
(37.39–47.74)

  Female 1154 31.2%
(28.53–33.96)

37.3%
(34.46–40.12)

21.0%
(18.65–23.44)

10.6%
(8.86–12.49)

0.78% (0.36–1.48) 32.3%
(29.63–35.11)

  Total 1521 27.7%
(25.44–30.00)

38.3%
(35.81–40.76)

21.8%
(19.78–23.99)

12.2%
(10.62–13.98)

0.72% (0.36–1.29) 34.8%
(32.38–37.23)

Chamarajanagar district, Karnataka
  Male 282 27.6%

(22.52–33.27)
39.4%
(33.62–45.33)

20.9%
(16.33–26.14)

12.0%
(8.50–16.44)

0.7%
(0.09–2.54)

33.7%
(28.19–39.53)

  Female 1182 52.0%
(49.14–54.91)

29.8%
(27.18–32.48)

12.6%
(10.77–14.63)

5.6%
(4.34–7.05)

0.4% (0.14–0.98) 18.6%
(16.43–20.95)

  Total 1464 47.3%
(44.75–49.93)

31.6%
(29.25–34.08)

14.2%
(12.46–16.10)

6.8%
(5.59–8.25)

0.5% (0.19–0.98) 21.5%
(19.44–23.71)

Kargil district, Ladakh
  Male 966 51.0%

(47.83–54.23)
19.6%
(17.11–22.21)

18.7%
(16.32–21.34)

10.7%
(8.79–12.78)

3.9% (2.80–5.36) 33.3%
(30.36–36.41)

  Female 644 52.0%
(48.08–55.94)

9.8%
(7.60–12.34)

25.3%
(21.99–28.85)

12.9% (10.40–
15.72)

8.7%
(6.64–11.14)

46.9%
(42.98–50.83)

  Total 1610 51.4%
(48.96–53.90)

15.6%
(13.91–17.52)

21.4%
(19.39–23.45)

11.5%
(10.03–13.22)

5.8% (4.74–7.10) 38.8%
(36.37–41.19)

East Khasi Hills, Meghalaya
  Male 455 71.0%

(66.58–75.12)
9.0%
(6. 54–12.03)

15.6%
(12.39–19.27)

4.4%
(2.71–6.71)

1.8% (0.76–3.44) 21.8%
(18.05–25.84)

  Female 1064 75.1%
(72.38–77.67)

6.4%
(5.00–8.03)

14.5%
(12.41–16.73)

4.0%
(2.94–5.41)

2.6% (1.76–3.78) 21.1%
(18.73–23.73)

  Total 1519 73.9%
(71.58–76.06)

7.2%
(5.93–8.59)

14.8%
(13.06–16.70)

4.1%
(3.20–5.28)

2.4% (1.67–3.27) 21.3%
(19.29–23.48)

Sundargarh district, Odisha
  Male 661 24.2%

(20.99–27.66)
38.9%
(35.15–42.71)

24.7%
(21.42–28.13)

12.2%
(9.85–15.00)

2.1% (1.16–3.53) 39.0%
(35.29–42.87)

  Female 815 37.7%
(34.33–41.10)

33.2%
(30.02–36.60)

19.9%
(17.19–22.79)

9.2%
(7.31–11.40)

1.9%
(1.13–3.17)

31.0%
(27.88–34.35)

  Total 1476 31.6%
(29.27–34.08)

35.8%
(33.32–38.28)

22.0%
(19.93–24.22)

10.6%
(9.05–12.25)

2.0% (1.38–2.89) 34.6%
(32.19–37.11)

All sites
  Male 2731 40.8%

(38.98–42.70)
27.5%
(25.8–29.18)

20.7%
(19.15–22.22)

11.1%
(9.91–12.29)

2.3%
(1.81–2.98)

34.0%
(32.28–35.87)

  Female 4859 49.7%
(48.31–51.14)

24.4%
(23.17–25.60)

17.9%
(16.84–19.01)

8.0%
(7.26–8.80)

2.3%
(1.94–2.81)

28.3%
(26.99–29.55)

  Total 7590 46.5%
(45.39–47.65)

25.5%
(24.50–26.48)

18.9%
(18.02–19.79)

9.1%
(8.47–9.77)

2.3%
(2.02–2.71)

30.3%
(29.31–31.39)
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(p < 0.05), tobacco (p = 0.05) and alcohol intakes (p < 0.000), 
extra salt intake (p < 0.000), and those involved in sedentary 
lifestyle (p < 0.000), vigorous-intensity activity (p < 0.05) and 
PVTGs (p < 0.000). These univariate analyses reveal that males 
are more affected than females. Smoking, sedentary lifestyle, 
and PVTG status are the factors affecting hypertension. Table 5 

presents multinomial logistic regressions to the predictors of 
pre-hypertension and hypertension. Gender, age, waist and hip 
circumferences, BMI, alcohol intake, sedentary lifestyle and 
PVTG status have emerged as significant predictors of both 
pre-hypertension and hypertension. Lack of intensive physical 
activity was also found to be a predictor of hypertension.

Table 3  Hypertension prevalence, awareness, treatment, and control

CI Confidence interval

Gender Total sample Prevalence (including 
self-reported)
% (95% CI)

Awareness
% (95% CI) to those who 
are hypertensive

Treatment
% (95% CI) to those aware of 
their hypertension status

Control
% (95% CI) to those 
hypertensives under 
treatment

Chamba district, Himachal Pradesh
  Male 367 42.5%

(37.39–47.74)
5.8%
(2.67–10.67)

100% 22.2%
(2.81–60.01)

  Female 1154 32.3%
(29.63–35.11)

8.0%
(5.49–11.28)

30%
(14.73–49.40)

100%

  Total 1521 34.8%
(32.38–37.23)

7.4%
(5.29–9.94)

100% 28.2%
(15.00–44.87)

Chamarajanagar district, Karnataka
  Male 282 33.7%

(28.19–39.53)
9.5%
(4.42–17.22)

100% 22.2%
(2.81–60.01)

  Female 1182 18.6%
(16.43–20.95)

9.5%
(6.01–14.22)

76.2%
(52.83–91.78)

31.2%
(11.02–58.66)

  Total 1464 21.5%
(19.44–23.71)

9.5%
(6.52–13.32)

83.3%
(65.28–94.36)

28%
(12.07–49.39)

Kargil district, Ladakh
  Male 966 33.3%

(30.36–36.41)
48.8%
(43.18–54.36)

79%
(71.77–85.07)

30.6%
(22.68–39.56)

  Female 644 46.9%
(42.98–50.83)

64.2%
(58.55–69.65)

82.5%
(76.38–87.55)

35%
(27.64–42.93)

  Total 1610 38.8%
(36.37–41.19)

56.2%
(52.26–60.19)

80.9%
(76.40–84.89)

33.1%
(27.65–38.90)

East Khasi Hills, Meghalaya
  Male 455 21.8%

(18.05–25.84)
34.3%
(25.09–44.56)

97.1%
(84.67–99.93)

24.2%
(11.09–42.26)

  Female 1064 21.1%
(18.73–23.73)

42.7%
(36.12–49.41)

98.9%
(94.33–99.97)

29.5%
(20.56–39.71)

  Total 1519 21.3%
(19.29–23.48)

40.1%
(34.74–45.69)

98.5%
(94.55–99.81)

28.1%
(20.54–36.75)

Sundargarh district, Odisha
  Male 661 39.0%

(35.29–42.87)
12.8%
(8.97–17.49)

90.9%
(75.67–98.08)

46.7%
(28.34–65.67)

  Female 815 31.0%
(27.88–34.35)

19.8%
(15.04–25.21)

92%
(80.77–97.78)

34.8%
(21.35–50.25)

  Total 1476 34.6%
(32.19–37.11)

16.2%
(13.15–19.73)

91.6%
(83.39–96.54)

39.5%
(28.44–51.35)

All sites
  Male 2731 34.0%

(32.28–35.87)
26.0%
(23.23–28.97)

84.7%
(79.55–89.00)

31.2%
(24.95–38.05)

  Female 4859 28.3%
(26.99–29.55)

28.5%
(26.10–30.95)

83.4%
(79.31–86.93)

34.9%
(29.80–40.42)

  Total 7590 30.3%
(29.31–31.39)

27.5%
(25.67–29.36)

83.9%
(80.79–86.67)

33.5%
(29.51–37.71)
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Discussion

The present study reports a pooled prevalence of 30.3% 
among the tribal population of five districts of India. This 
prevalence is relatively higher. In addition, it reported the 
prediction of hypertension, including age, alcohol intake, 
sedentary lifestyle, PVTG status and BMI. High blood 

pressure is a major public health problem in developing 
countries and is one of the most important modifiable 
risk factors for cardiovascular diseases. As reported by 
the World Health Organization, hypertension is the third 
'killer' disease, accounting for one in every eight deaths 
worldwide. Analysis showed that about 26% of the popu-
lation globally suffers from hypertension.  Prevalence 

Table 4  Stages of hypertension in the population according to associated factors

SD Standard deviation; BMI Body mass index; PVTG Particularly vulnerable tribal groups

Variable Normal
(n = 3531)

Pre-hypertension
(n = 1934)

Stage 1
(n = 1434)

Stage 2
(n = 691)

Total hypertensives
(n = 2125)

Statistics

Prevalence of hypertension categories by gender 
(Male/Female)

40.8/49.7 27.5/24.4 20.7/17.9 11.1/8.0 31.7/25.9 χ2 = 57.30
P = 0.000

Mean age (± SD in years) of participants of each 
stage of hypertension

32.2 ± 1.41 34.7 ± 1.40 41.3 ± 1.36 44.7 ± 1.23 42.4 ± 1.33 F = 256.55
P = 0.000

Mean waist circumference (± SD in cms) of par-
ticipants of each stage of hypertension

76.4 ± 11.8 79.6 ± 10.5 82.4 ± 11.3 82.9 ± 11.2 82.6 ± 11.3 F = 135.70
P = 0.000

Mean BMI (± SD in kg/m2) of participants of 
each stage of hypertension

22.4 ± 3.80 22.9 ± 4.18 23.9 ± 4.24 23.7 ± 4.16 23.7 ± 4.51 F = 58.71
P = 0.000

Mean hip circumference (± SD in cms) 64.1 ± 24.1 66.5 ± 28.2 64.3 ± 28.3 63.5 ± 29.4 64.0 ± 28.6 F = 4.152
P = 0.006

Prevalence of hypertension categories by tobacco 
smokers/non-smokers (%)

46.9/46.5 23.0/25.8 19.2/18.9 10.9/8.9 30.1/27.7 χ2 = 6.409
P = 0.093

Prevalence of hypertension categories by alcohol-
ics/non-alcoholics (%)

58.7/41.7 15.3/29.5 18.4/19.1 7.5/9.7 26.0/28.8 χ2 = 225.42
P = 0.000

Prevalence of hypertension categories by people 
take extra salt in meals/not (%)

52.1/44.4 23.2/26.4 17.1/19.6 7.6/9.7 24.7/29.3 χ2 = 38.10
P = 0.000

Prevalence of hypertension categories by people 
involved in vigorous intensity activity/not (%)

50.1/45.7 23.9/25.8 17.9/19.1 8.1/9.3 26.0/28.4 χ2 = 8.92
P = 0.030

Prevalence of hypertension categories by people 
involved in sedentary lifestyle/not (%)

52.7/40.8 18.6/31.9 18.5/19.3 10.2/8.1 28.6/27.4 χ2 = 197.34
P = 0.000

Prevalence of hypertension categories by PVTGs/
other tribes (%)

28.8/47.8 35.0/24.8 24.8/18.5 11.4/8.9 36.2/27.4 χ2 = 72.12
P = 0.000

Table 5  Multinomial logistic regression results for determinants of pre-hypertension and hypertension

Significance level: ***p < 0.000,** p < 0.001, *p < 0.05; NS Not significant, AOR Adjusted odds ratio, CI Confidence interval, BMI Body mass 
index, PVTG Particularly vulnerable tribal groups

Variable Pre-hypertension Hypertension

β* AOR (95% CI) β* AOR (95% CI)

Gender (reference: female vs male) −0.480*** 0.619(0.535–0.716) −0.201* 0.818(0.709–0.944)
Age (years) 0.165*** 1.179(1.129–1.231) 0.521*** 1.684(1.611–1.760)
Waist circumference (cms) 0.018*** 1.018(1.011–1.024) 0.029*** 1.030(1.023–1.036)
Hip circumference 0.012*** 1.012(1.010–1.015) 0.008*** 1.008(1.005–1.010)
BMI (kg/m2) 0.000*** 1.000(0.982–1.018) 0.038*** 1.039(1.021–1.057)
Tobacco (reference: non-smokers vs smokers) 0.042NS 1.043(0.844–1.290) −0.157NS 0.855(0.697–1.048)
Alcohol (reference: non-alcoholics vs alcoholics) 0.937*** 2.551(2.169–3.001) 0.353*** 1.423(1.223–1.656)
Extra salt (reference: non-takers/takers) −0.094NS 0.910(0. 787–1.052) 0.070NS 1.073(0.927–1.241)
Vigorous intensity activity (reference: not involved/involved) 0.161NS 1.175(1.007–1.370) 0.208* 1.231(1.054–1.438)
Sedentary lifestyle (reference: not involved/involved) 0.664*** 1.943(1.714–2.202) 0.352*** 1.422(1.256–1.610)
PVTG (reference: Other tribes vs PVTGs) −0.986*** 0.373(0.293–0.474) −1.172*** 0.310(0.242–0.396)
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increases with age, and the trend of age versus hyperten-
sion was highly significant in combined data (both men 
and women). To some extent, our findings align with the 
'rule of halves,' a concept suggesting that approximately 
half of individuals with hypertension are aware of their 
condition, only about half of those who are aware receive 
treatment, and merely half of those under treatment 
achieve adequate blood pressure control [20]. Among all 
the participants diagnosed with hypertension, 27.5% were 
conscious of their hypertensive status, and a substantial 
83.9% of them were currently receiving treatment. Nota-
bly, blood pressure was effectively controlled in 33.5% of 
patients undergoing treatment. However, it's important to 
note that the applicability of the 'rule of halves' to hyper-
tension management has recently come under scrutiny. 
This challenge arises from the improvements in health-
care accessibility and heightened community awareness 
about hypertension, as observed in studies such as those 
conducted by Marques-Vidal & Tuomilehto [21], Maroof 
et al. [22], and Lerner et al. [23].

A few micro studies are available from the tribal popu-
lation of India, and these studies reported a wide range 
of prevalence from less than 1% to 68%, with a pooled 
prevalence of 18.4% [12]. The review of these studies 
reported a higher prevalence of hypertension in the stud-
ies conducted after 2005 than before 2005. Over the years, 
the prevalence of hypertension is progressively increased 
[12]. It is attributed to the modernization/acculturation 
and consequent lifestyle and dietary changes among the 
Indian tribal populations [11, 12]. A study by Kusuma 
et al. carried out in the hilly tribal area of Andhra Pradesh 
reported a low hypertension prevalence in a primitive 
tribal group and a high prevalence in an acculturating 
tribal population, demonstrating acculturation could be a 
cause for increased blood pressure levels and increased 
hypertension prevalence [24]. Another study among the 
tribal population exposed to the urban environment in 
Odisha reported a high prevalence of hypertension, also 
attributed to modernization and acculturation [25]. In the 
present study, the participants from PVTGs reported lower 
hypertension prevalence than those from non-PVTGs. 
PVTGs are less developed and have less contact with 
urban or non-tribal communities. However, many tribal 
populations in India are exposed to modernization and, 
thereby, acculturation. Hence, the pooled prevalence of 
hypertension among Indian tribes is considerably high 
[12]. Thus, the current data and data from other studies 
on tribal populations reveal that these populations are 
no longer protected against hypertension. In hyperten-
sion research, tribal populations provide an interesting 
epidemiology perspective since studies world over in the 
twentieth century have shown that they have a lower preva-
lence [24, 26] and subsequently shown rising hypertension 

prevalence due to acculturation and modernization [12, 
27]. Research conducted on Asian immigrants in Canada 
found that varying degrees of cultural adaptation are asso-
ciated with distinct patterns in hypertension prevalence. 
Disparities in hypertension linked to acculturation status 
may stem from alterations in lifestyle changes and dietary 
habits [28, 29]. An investigation involving a diverse sam-
ple from the United States similarly indicated that both 
acculturation and place of birth are correlated with hyper-
tension prevalence [30]. Nonetheless, the observed vari-
ations concerning acculturation exhibit distinct patterns 
across different racial/ethnic groups and genders [31]. In 
India, research conducted among both PVTGs and non-
PVTGs offers insights into the impact of modernization 
and acculturation on the increasing levels of blood pres-
sure. These associations highlight the societal nature of 
hypertension. It's worth noting that both acculturation and 
socioeconomic status are unchanging factors that provide 
an understanding of how social differences manifest as 
biological variations. These explanations are crucial for 
the development of disease aetiology models that encom-
pass social elements [32].

There is a wide variation in socio-cultural, lifestyle, 
dietary patterns and substance use among tribes inhabiting 
different parts of India [33–35]. In the present tribal popu-
lations, we found that higher levels of BMI (25 kg/m2 and 
above) are also significant predictors of hypertension, and 
this association is well-known [11, 36, 37]. Other modifi-
able lifestyle factors, such as consumption of tobacco and 
alcohol, habit of smoking, and sedentary lifestyle, also play 
an important role in increasing the risk of hypertension [20, 
24–27, 33–43]. The current study populations have seden-
tary lifestyles and extra salt intake, which are risk factors 
for hypertension. Also, the prevalence of tobacco use and 
alcohol consumption are also higher among the study popu-
lation, which may be the risk factor for the high prevalence 
of hypertension.

The Government of India is massively addressing 
NCDs, including hypertension, through Ayushman Bharat 
(AB), a national health protection scheme to attain Uni-
versal Health Coverage (UHC). Developing Comprehen-
sive Primary Health Care (CPHC) through Health and 
Wellness Centres (HWCs) is a key component of AB 
[44]. One HWC is meant for about 3,000 population in 
tribal areas, against 4,000 population in non-tribal areas. 
Health promotion and information provision at the com-
munity level are integral to the expanded range of ser-
vices under the CPHC of HWCs. The approach of pro-
viding a continuum of care for hypertension and other 
non-communicable diseases (NCDs) through Health and 
Wellness Centers (HWCs) encompasses several key steps. 
These steps include population enumeration, identification 
of populations at risk, screening, diagnostics, initiating 
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treatment, and conducting follow-up care. The CPHC ser-
vices include community-level health promotion and the 
provision of health-related information. Furthermore, the 
CPHC involves identifying individuals with chronic ill-
nesses and organising regular patient group meetings at 
the HWCs. Additionally, the personnel at HWCs conduct 
outreach services and home visits as part of their commit-
ment to the follow-up care of chronic illness patients [45]. 
Wellness interventions are also part of CPHC, and they 
include a few operational components, namely, healthy 
diet, physical activity, stress management, behavioural 
change, and management of substance use disorders. 
Health is affected by various social and environmental 
determinants, and actions to address these issues often 
do not fall in the purview of health systems alone and, 
therefore, require inter-sectoral convergence and people’s 
participation. Other barriers to tribal healthcare access are 
poor quality of care, lack of medicines, diagnostics and 
medical equipment, dependency on unqualified practition-
ers, low level of awareness, distance and inaccessibility of 
the health facility, etc.

Further, the lack of awareness of the disease and poor 
healthcare-seeking practices complicate hypertension-
related problems. The Indian government’s National Pro-
gramme for Prevention & Control of Non-Communicable 
Diseases (NP-NCD) aimed to promote health through 
behaviour change, early diagnosis through screening, 
case management, referral and strengthening of infrastruc-
ture and capacity building [46]. These issues are being 
addressed through CPHC. In this context, this study on 
the prevalence of hypertension among Indian tribal com-
munities was conducted to understand the extent of the 
problem of hypertension and the risk factors of hyperten-
sion. However, their associations may be caused by the 
cross-sectional design of the study. In addition, we could 
not collect data on lifestyle changes to link the increased 
blood pressure levels to lifestyle changes. Despite these 
limitations, the study has been conducted with methodo-
logical strengths like a scientifically drawn sample from 
different zones of the country with a common methodol-
ogy, high response rate, etc.

Conclusions

In the current study, the overall prevalence of hyperten-
sion is 30%, which is considered to be high among tribes 
in India. It concludes that the prevalence of hypertension 
is increasing among the tribal population, and the aware-
ness level and treatment-seeking behaviour are low. Of 
the numerous risk factors, age, alcohol intake, sedentary 

lifestyle, PVTG status and BMI are found to be signifi-
cant. Hypertension is an emerging public health challenge 
in tribal India. If appropriate interventions are not initi-
ated, low awareness and poor control will translate into 
high cardiovascular disease morbidity and mortality in 
this population. There is a need for comprehensive health 
promotion programmes to encourage lifestyle modifica-
tion and re-orientation of the primary health care system 
to improve availability and accessibility to hypertension 
screening and treatment.

Authors’ Contributions All authors contributed to the study conception 
and design. Material preparation and data collection were performed by 
Sunil K. Raina, Shariq R Masoodi, Yogish C. Basappa, Nihal Thomas, 
Anna S Kerketta and Felix K. Jebasingh. Data analysis was performed 
by Bontha V. Babu, Chaya R. Hazarika. The first draft of the manu-
script was written by Chaya R. Hazarika and all authors commented 
on previous versions of the manuscript. All authors read and approved 
the final manuscript.

Funding This work was funded by the Indian Council of Medical 
Research, New Delhi, India (Grant number: NTF/NCD/2019/SBHSR).

Data Availability Data will be available on request to corresponding 
author with a reasonable request.

Code Availability Not applicable.

Declarations 

Ethics Approval This study was performed in line with the principles 
of the Declaration of Helsinki. Approval was granted by the Ethics 
Committees of the respective author’s (SKR, YCB, SRM, NT, ASK) 
institutions, and each of the five IECs approved the study protocol for 
the corresponding district.

Consent to Participate Informed consent was obtained from all indi-
vidual participants included in the study.

Consent for Publication Not applicable.

Competing Interests The authors have no relevant financial or non-
financial interests to disclose.

References

 1. World Health Organization. More than 700 million people with 
untreated hypertension. 2022. https:// www. who. int/ news/ item/ 
25- 08- 2021- more- than- 700- milli on- people- with- untre ated- hyper 
tensi on. Accessed 21 Mar 2023.

 2. World Health Organization. Fact sheets. 2021. https:// www. who. 
int/ news- room/ fact- sheets/ detail/ hyper tensi on. Accessed 21 Mar 
2023.

 3. Gupta R, Gaur K, S. Ram CVS. Emerging trends in hypertension 
epidemiology in India. J Hum Hypertens. 2019;33(8):575–87.

 4. Gupta R. Trends in hypertension epidemiology in India. J Hum 
Hypertens. 2004;18(2):73–8.

 5. Mills KT, Stefanescu A, He J. The global epidemiology of hyper-
tension. Nat Rev Nephrol. 2020;16(4):223–37.

https://www.who.int/news/item/25-08-2021-more-than-700-million-people-with-untreated-hypertension
https://www.who.int/news/item/25-08-2021-more-than-700-million-people-with-untreated-hypertension
https://www.who.int/news/item/25-08-2021-more-than-700-million-people-with-untreated-hypertension
https://www.who.int/news-room/fact-sheets/detail/hypertension
https://www.who.int/news-room/fact-sheets/detail/hypertension


Journal of Racial and Ethnic Health Disparities 

1 3

 6. Bhansali A, Dhandania VK, Deepa M, Anjana RM, Joshi SR, 
Joshi PP, Madhu SV, Rao PV, Subashini R, Sudha V, Unnikrishnan 
R. Prevalence of and risk factors for hypertension in urban 
and rural India: the ICMR–INDIAB study. J Hum Hypertens. 
2015;29(3):204–9.

 7. Mills KT, Bundy JD, Kelly TN, Reed JE, Kearney PM, Reynolds 
K, Chen J, He J. Global disparities of hypertension prevalence and 
control: a systematic analysis of population-based studies from 90 
countries. Circulation. 2016;134(6):441–50.

 8. The World Bank. Indigenous Peoples. Understanding Poverty. 
2022. https:// www. world bank. org/ en/ topic/ indig enous peopl es#1. 
Accessed 3 Apr 2023.

 9. Government of India. Report of the expert committee on tribal 
health. Tribal Health in India, Bridging the Gap and a Roadmap 
for the Future. Ministry of Health & Family Welfare and Ministry 
of Tribal Affairs, Government of India, New Delhi. 2018. https:// 
nhm. gov. in/ New_ Updat es_ 2018/ NHM_ Compo nents/ Health_ 
System_ Streg theni ng/ tribal_ health/ Tribal- Health- Report. pdf. 
Accessed 08 Aug 2023.

 10. Narain JP. Health of tribal populations in India: how long can we 
afford to neglect? Indian J Med Res. 2019;149(3):313.

 11. Rizwan SA, Kumar R, Singh AK, Kusuma YS, Yadav K, Pan-
dav CS. Prevalence of hypertension in Indian tribes: a systematic 
review and meta-analysis of observational studies. PLoS ONE. 
2014;9: e95896.

 12. Hazarika CR, Babu BV. Prevalence of hypertension in Indian 
tribal population: a systematic review and meta-analysis. J 
Racial Ethn Health Disparities. 2023. https:// doi. org/ 10. 1007/ 
s40615- 023- 01532-6.

 13. Lwanga SK, Lemeshow S, World Health Organization. Sample 
size determination in health studies: a practical manual. Geneva: 
World Health Organization; 1991.

 14. Raushan R, Acharya SS. Morbidity and treatment-seeking behav-
iour among scheduled Tribe in India: a cross-sectional study. J Soc 
Incl Stud. 2018;4(2):325–40.

 15. Muntner P, Shimbo D, Carey RM, Charleston JB, Gaillard T, 
Misra S, Myers MG, Ogedegbe G, Schwartz JE, Townsend RR, 
Urbina EM. Measurement of blood pressure in humans: a scien-
tific statement from the American Heart Association. Hyperten-
sion. 2019;73(5):e35-66.

 16. Weiner JS, Lourie JA. Practical human biology. New York: Aca-
demic Press; 1981.

 17. James PA, Oparil S, Carter BL, Cushman WC, Dennison-Him-
melfarb C, Handler J, Lackland DT, LeFevre ML, MacKenzie 
TD, Ogedegbe O, Smith SC. 2014 evidence-based guideline for 
the management of high blood pressure in adults: report from the 
panel members appointed to the Eighth Joint National Committee 
(JNC 8). JAMA. 2014;311(5):507–20.

 18. Government of India. State-wise list of Particularly Vulnerable 
Tribal Groups (PVTGs). Ministry of Tribal Affairs, Government 
of India, New Delhi. 2023. https:// tribal. nic. in/ Divis ionsF iles/ 
SwLPV TGs. pdf. Accessed 12 Apr 2023.

 19. Mickey RM, Greenland S. The impact of confounder 
selection criteria on effect estimation. Am J Epidemiol. 
1989;129(1):125–37.

 20. Scheltens T, Bots ML, Numans ME, Grobbee DE, Hoes AW. 
Awareness, treatment and control of hypertension: the ‘rule of 
halves’ in an era of risk-based treatment of hypertension. J Hum 
Hypertens. 2007;21(2):99–106.

 21. Marques-Vidal P, Tuomilehto J. Hypertension awareness, treat-
ment and control in the community: is the ‘rule of halves’ still 
valid? J Hum Hypertens. 1997;11(4):213–20.

 22. Maroof M, Faizi N, Thekkur P, Raj S, Goel S. Is the rule of halves 
in hypertension valid uniformly across India? A cross-sectional 
analysis of national family health survey-4 data. Indian J Public 
Health. 2022;66(3):269–75.

 23. Lerner AG, Bernabe-Ortiz A, Gilman RH, Smeeth L, Miranda JJ. 
The ‘rule of halves’ does not apply in Peru: awareness, treatment, 
and control of hypertension and diabetes in rural, urban and rural-
to-urban migrants. Crit Pathw Cardiol. 2013;12(2):53.

 24. Kusuma YS, Babu BV, Naidu JM. Prevalence of hypertension in 
some cross-cultural populations of Visakhapatnam district, South 
India. Ethn Dis. 2004;14(2):250–9.

 25. Kusuma YS, Das PK. Hypertension in Orissa, India: a cross-
sectional study among some tribal, rural and urban populations. 
Public Health. 2008;122(10):1120–3.

 26. Dressler WW. Modernization, stress, and blood pressure: new 
directions in research. Hum Biol. 1999;1:583–605.

 27. Kusuma YS, Babu BV, Naidu JM. Group-and sex-specific effects 
of age, body composition and pulse rate on blood pressure vari-
ability in some cross-cultural populations of Visakhapatnam Dis-
trict, South India. J Cardiovasc Risk. 2001;8(6):337–47.

 28. Kaplan MS, Chang C, Newsom JT, McFarland BH. Acculturation 
status and hypertension among Asian immigrants in Canada. J 
Epidemiol Community Health. 2002;56(6):455–6.

 29. Kudo Y, Falciglia GA, Couch SC. Evolution of meal patterns and 
food choices of Japanese-American females born in the United 
States. Eur J Clin Nutr. 2000;54(8):665–70.

 30. Moran A, Diez Roux AV, Jackson SA, Kramer H, Manolio TA, 
Shrager S, Shea S. Acculturation is associated with hypertension 
in a multiethnic sample. Am J Hypertens. 2007;20(4):354–63.

 31. Divney AA, Echeverria SE, Thorpe LE, Trinh-Shevrin C, 
Islam NS. Hypertension prevalence jointly influenced by accul-
turation and gender in US immigrant groups. Am J Hypertens. 
2019;32(1):104–11.

 32. Kasl SV, Wells JA. Social support and health in the middle 
years. In: Cohen S, Syme SL, editors. Social support and health. 
Orlando: Academic Press; 1985. p. 175–98.

 33. Misra PJ, Mini GK, Thankappan KR. Risk factor profile for 
non-communicable diseases among Mishing tribes in Assam, 
India: results from a WHO STEPs survey. Indian J Med Res. 
2014;140(3):370.

 34. Rao KM, Arlappa N, Radhika MS, BalaKrishna N, Laxmaiah 
A, Brahmam GN. Correlation of Fat Mass Index and Fat-Free 
Mass Index with percentage body fat and their association with 
hypertension among urban South Indian adult men and women. 
Ann Hum Biol. 2012;39(1):54–8.

 35. Mandani B, Vaghani B, Gorasiya M, Patel P. Epidemiological 
factors associated with hypertension among tribal population in 
Gujarat. Natl J Community Med. 2011;2(01):133–5.

 36. World Health Organization. Prevalence, awareness, treatment 
and control of hypertension among the elderly in Bangla-
desh and India: a multicentre study. Bull World Health Organ. 
2001;79:490–500.

 37. Meshram II, Laxmaiah A, Mallikharjun RK, Arlappa N, 
Balkrishna N, Reddy CG. Prevalence of hypertension and its cor-
relates among adult tribal population (≥ 20 years) of Maharashtra 
State, India. Int J Health Sci Res. 2014;4(1):130–9.

 38. Anchala R, Kannuri NK, Pant H, Khan H, Franco OH, Di Ange-
lantonio E, Prabhakaran D. Hypertension in India: a systematic 
review and meta-analysis of prevalence, awareness, and control 
of hypertension. J Hypertens. 2014;32(6):1170.

 39. Nagammanavar R, Somashekhar G, Reddy CS, Pavankumar BR. 
A study of prevalence and risk factors of hypertension among the 
bank employees of Bellary city: a cross-sectional study. J Sci. 
2015;5(7):459–66.

 40. Kini S, Kamath VG, Kulkarni MM, Kamath A, Shivalli S. Pre-
hypertension among young adults (20–30 Years) in coastal vil-
lages of Udupi District in Southern India: an alarming scenario. 
PLoS ONE. 2016;11(4): e0154538.

https://www.worldbank.org/en/topic/indigenouspeoples#1
https://nhm.gov.in/New_Updates_2018/NHM_Components/Health_System_Stregthening/tribal_health/Tribal-Health-Report.pdf
https://nhm.gov.in/New_Updates_2018/NHM_Components/Health_System_Stregthening/tribal_health/Tribal-Health-Report.pdf
https://nhm.gov.in/New_Updates_2018/NHM_Components/Health_System_Stregthening/tribal_health/Tribal-Health-Report.pdf
https://doi.org/10.1007/s40615-023-01532-6
https://doi.org/10.1007/s40615-023-01532-6
https://tribal.nic.in/DivisionsFiles/SwLPVTGs.pdf
https://tribal.nic.in/DivisionsFiles/SwLPVTGs.pdf


 Journal of Racial and Ethnic Health Disparities

1 3

 41. Sajeev P, Soman B. Prevalence of noncommunicable disease risk 
factors among the Kani tribe in Thiruvananthapuram district, 
Kerala. Indian heart journal. 2018;70(5):598–603.

 42. Deo MG, Pawar PV, Kanetkar SR, Kakade SV. Multicentric study 
on prevalence and risk factors for hypertension and diabetes in 
tribal communities in Western and Northern Maharashtra. J Post-
grad Med. 2018;64(1):23.

 43. Giri PP, Mohapatra B, Kar K. Prevalence of hypertension and 
the associated factors among Sabar and Munda tribes of Eastern 
India. J Family Med Prim Care. 2022;11(9):5065–71.

 44. Ayushman Bharat - Health and Wellness Centre. Ministry of 
Health and Family Welfare, New Delhi: Government of India; 
2023. https:// ab- hwc. nhp. gov. in/. Accessed 27 Apr 2023.

 45. National Health Systems Resource Centre. “Comprehensive Pri-
mary Health Care.” National Health Systems Resource Centre 
(NHSRC), Government of India, New Delhi. 2022. https:// nhsrc 
india. org/ pract ice- areas/ cpc- phc/ compr ehens ive- prima ry- health- 
care. Accessed 27 Apr 2023.

 46. National Programme for Prevention and Control of Cancer, Dia-
betes, Cardio-vascular Diseases and Stroke (NPCDCS). Minis-
try of Health and Family Welfare, New Delhi: Government of 
India; 2023. https:// main. mohfw. gov. in/ Major- Progr ammes/ 
non- commu nicab le- disea ses- injury- trauma/ Non- Commu nicab le- 
Disea se- II/ Natio nal- Progr amme- for- Preve ntion- and- Contr ol- of- 
Cancer- Diabe tes- Cardi ovasc ular- disea ses- and- Stroke- NPCDCS. 
Accessed 28 Apr 2023.

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

Springer Nature or its licensor (e.g. a society or other partner) holds 
exclusive rights to this article under a publishing agreement with the 
author(s) or other rightsholder(s); author self-archiving of the accepted 
manuscript version of this article is solely governed by the terms of 
such publishing agreement and applicable law.

https://ab-hwc.nhp.gov.in/
https://nhsrcindia.org/practice-areas/cpc-phc/comprehensive-primary-health-care
https://nhsrcindia.org/practice-areas/cpc-phc/comprehensive-primary-health-care
https://nhsrcindia.org/practice-areas/cpc-phc/comprehensive-primary-health-care
https://main.mohfw.gov.in/Major-Programmes/non-communicable-diseases-injury-trauma/Non-Communicable-Disease-II/National-Programme-for-Prevention-and-Control-of-Cancer-Diabetes-Cardiovascular-diseases-and-Stroke-NPCDCS
https://main.mohfw.gov.in/Major-Programmes/non-communicable-diseases-injury-trauma/Non-Communicable-Disease-II/National-Programme-for-Prevention-and-Control-of-Cancer-Diabetes-Cardiovascular-diseases-and-Stroke-NPCDCS
https://main.mohfw.gov.in/Major-Programmes/non-communicable-diseases-injury-trauma/Non-Communicable-Disease-II/National-Programme-for-Prevention-and-Control-of-Cancer-Diabetes-Cardiovascular-diseases-and-Stroke-NPCDCS
https://main.mohfw.gov.in/Major-Programmes/non-communicable-diseases-injury-trauma/Non-Communicable-Disease-II/National-Programme-for-Prevention-and-Control-of-Cancer-Diabetes-Cardiovascular-diseases-and-Stroke-NPCDCS

	Hypertension Prevalence, Awareness, Treatment, Control and Risk Factors in Tribal Population of India: a Multi-Centric Cross-Sectional Study
	Abstract
	Introduction
	Methods
	Study area
	Study design, characteristics of study participants and information collection
	Ethical considerations
	Blood pressure measurement and diagnostic criteria
	Data processing and statistical method

	Results
	Discussion
	Conclusions
	References


