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Abstract

Hypertension (HTN) is a chronic disease that has become a growing public health problem in
countries around the world, including PakistaBuccessful HTN contrid an essential
cornerstone inthe preventionof morbidity and mortality associated with uncontrolled HTN.

However, p G ASyG4Q o0StASTA | o02dzi (KS nditedRtatheS| &Sz
outcome ofsuccessfuHTNcontrol andmanagement. Likewige R 2 Ondedtehdihgof

HTN and its treatmentis equally important andcan affect their practice and HTN
management ¢ KSNBE A& fAGGES jdz2 t A0 G0ABS NBASH NOF
understandingof HTN its treatmentand how it influence HTN managemenin Pakistan.

Therefore, tke current studyaimed toelicit patienta &d doctoga g&rceptions, attitudes and

beliefs aboutHTN and its treatment in urbaareasof Pakistan.

A qualitative study that drew on grounded theory princigs was undertaken in two public
hospitals of Pakistan. Thirty-adepth semistructured interviews with hypertensive patients
and thirty interviews with doctors were conducted in two hospital$nterviews were
translated and transcribed from Urdu into Englésid NVivo was used to organise the data in
a systematic wayDatawere analysed using a constant comparative approach based on the
principles of grounded theory.

Thestudyreveakd thatLJI i A G380)Bekefs were complexdeeprooted and influenced
their attitude towards HTNreatment. t I (i A Beylefs &vére informed by understanding
gleaned from the socigultural environment (local norms, social relations, religion),
individual factors (e.g. income, ¢norbidities) and interactions with doctor$n ontrast,

R 2 O (i(8=B®oAn understanding®dn what constitutes sccessful HTN managemeoiten
02 y i NI RA Olllefs Ddctdrdrépbried Mat time restraints and work burden
affected theirapproach totreatment andthe provision ofinformation to patients

Findingsalsorevealedan2 @S NX I LJ 6 S (i 4 SRS2Y0 (baHiNiFh@vgvieraitreldtioh R
to adoptinglifestyle changesor management of HTNn general though doctors paid less
O2y &ARSNJI A ZNefs in Poutinél-clinitab pfattiand evaluatedpatients through
the filter of their own beliefs The fndings suggest thatattorscouldprovideabetter service
careby aligning with their patients on a common understandabgut HTN managemeand
providing culturally appropriate informationDoctorsshould be aware athe understanding
hypertensve patients attach to HTN and avgmloviding treatment based ontheir own
beliefs. Doctors mustengage withLJI A Belfefs an@identify their particular healthcare
needs in order t@achievecontrol of HTN in Pakistan

Keywords: Hypertensiojigh bloal pressure, lifestyle recommendations, understanding,
patient, doctor, Pakistamqualitative research
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Chapter 1: Introduction

This dissertation focuses on patient and doatoderstanding®f hypertension(HTN)and its
managementin PakistanThis chapter introduces HTN and its treatmemtd thenpresens
details on the Pakistani context before discusslifigstyle recommendations that are
importantfor HTN management. The chapter wio describéhe prevalence of HTN in Asia
and Pakistanrd present the rationale, aim and objectives of the study.

Hypertension (HTN)or high blood pressure is a chromieedical condition characterised by

an elevated blood pressure in the arteries. Blood pressure is the force of blood that is pushed
againstthe wall of arteries as it flows through them. The more pressure the blood exerts on
the artery walls the higher blmd pressure becomes. Blood pressure is expressed by a
maximum and minimum arterial pressure which is termed as systolic and diastolic ©gressu

|l ¢b A& RSTAYSR a adaeaiz2tfA0 o6f22R LINKA&adz2NB
and is diagnosed if thblood pressure is at or above 140/90 mmHg at three consecutive
readings (James et al., 2014). These guidelines regarding HTN diagnpsapased by the
British Hypertension Society, the National Institute for Health and Clinical Excellence (NICE),
the International Society of Hypertension and the Sixth Report of Joint National Committee
(6-JNC) (Kjeldsen et al., 2014).

HTN is divided intowo types

1 Primary or essential
1 Secondary

HTN associated with another medical condition such as heart failural d&sease or organ
failure is termed as secondary HTN. Effective treatment of secondary HTN often involves
control of both the underlyingandition and high blood pressure, which reduces the risk of
serious complications such as kidney failure and sti@aarett et al., 2009Cappuccio

Miller, 2016). A number of factors such as obesity, high alcohol intake, unhealthy diet, high
salt consumtion, smoking and a sedentary lifestyle are responsible for essential or primary
HTN (WHO, 2002; Kearney et alQ@; Dhungana et al., 2016).is reported that essential

HTN accounts for 95% of all cases of the condition (Staessen et al., 2003aRtapet al.,

2017) and this is what | will concentrate inthis study.

1 Primary or esserail HTN(in contrast to secondary hypertension caused by another disease emtigglefined in the
Seventh Report of th@oint National Committee on Prevention, Detection, Evaluation, and Treatment of Hypertension
(ING7) as a systolic (top) measuremenegter than 139 and a diastolic (bottom) measurement greater than 89
(Chobanian, 2003).
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1.1 HTN andcardiovasculabDisease

Hypertension is a strong and indepdent risk factor for cardiovascular disease (CVD)
(Franklin & Wong, 20138tewart et al., 2017Kjeldsen, 208). Evidence shows that HTN is a
silent killer that gradually damages the blood vessels, heart, brain and kidneys if it remains
undetected and utreated (Moore, 2005; Mensah, 2016). Prolonged high blood pressure can
cause longerm morbidity due to CVD anzbronary heart disease (Miura et al., 2001; Lawes

et al., 2008; Stevens et al., 2016).

HTN is identified as the third risk factor for disabiligjusted life years and the leading cause
of death worldwide (Chockalingam et al., 2006; WHO, 2011; Bron&iditlntner, 2013).
According to the World Health Organization (WHO), due to increaskes giobal population,

the number of people with uncontrolled HTN rose from 600 million in 1980 to nearly 1 billion
in 2008 (WHO, 2013). Likewise, Cappuccio and M@#ei6) highlighted that due to an
increased prevalence of HTN, CVD accounts for appabeiyn17 million deaths a year
globally and 80% of these deaths occur in low and middieme countries.

Studies have shown that a reduction in blood pressure loveesrisk of CVD and other
vascular complications such as myocardial infarction, heaiture and kidney disease
(Ibrahim & Damasceno, 2012; Kintscher, 20A@&ouzanfar et al., 2017; Karmali et al., 2018).
Burrows and Muller (2007) have indicated thatdontrolling high blood pressure, the risk of
stroke can be reduced by 38% the riskof myocardial infarction (heart attack) by 26%

and the risk of heart failure reduced by 50%. Therefore, prompt detection and control of high
blood pressure is essdat to reduce HTMelated risks for CVD and renal morbidity and
mortality.

1.2 Treatmentof HTN

Antihypertensive drugs and lifestyle recommendations are indicated as treatments for all
patients diagnosed with HTN (James et al., 2014). Antihypertensiveatiedi was first used

in the 1960s. This was further encouraged and supported with-téldted advancements in

the medical industry and as a result of these, the availability ofeffsttive antihypertensive
drugs (Saklayen & Deshpande, 2016). The confyngsed antihypertensive drugs prescribed
today are effective but also may have advemide effects such as irregular heartbeat,
headache, muscular weakness and sleep disturbance.

The Joint National Committee on HTN for detection, control and treatme&hrtTdN has also
highlighted that patient noradherence to hypertensive drug therapy isnajor problem in

HTN control Chobanian et al., 2003; Nguyet al., 2010).It is therefore important to
understand that compliance to treatment not only involves takihe prescribed drugs but
also adherence to the recommended lifestyle changes whichaaressential part of HTN
treatment. It is useful to present details on Pakistan to assist the reader in understanding the
social, cultural and religious context of tleeuntry before discussion of HTN and lifestyle
factorsthat influence thecondition

12



1.3 PakistanContext

Pakistan is the second largest South Asian country with a population of 156 million and is the
sixth most densely populated country in the worlch(#ar et al, 2012; World Development
Indicators, 2013; Cassidy, 2018). Toaintry issurroundedby Iran and Afghanistan to the
west, China to the north, India to the east and the Arabian Sea to the sBgth.q).

Fig 1.1 Map of Pakistan showing boaniés and subdivisions (Wikimedia Commons, 2018)

Pakistan is divided intmér provincesnamely Punjab, Sind, NorthVest Frontier Province
(NWFP) and Baluchistan. In addition, a large area is federally administeredrised othe

tribal areas, Northar Areas, Islamabad Capital Territory and the state of Azad Jammu and
Kashmi. At the time of independence, Pakistan and Ingiannedto make Kashmir a
component of their respective unions and the former princely state became a disputed
territory (Sattar,2003; Bose & Jalal, 2004). Consequently, PaKistetationship with the
neighbouring country India has bebesetby hostility and suspicion (Misra, 20keIman et

al., 2018)The national language of Pakistan is Utthwever, many public officials alspeak
English (Khalique, 2007; Bughio, 2014). English is referred to as the informal official language
of Pakistan. While Urdu is common throughout the country, several other languages such as
Punjabi, Sindhi, Pushto, Bahi, Pothwari and Saraiki aresal spoken in particular areas
(Malik, 2002; Khalique, 2007; Liliegren & Akhunzada, 2018 .Islamicepublic of Pakistan

has a culture that encompasses religion, traditions and norms significant for the people who
live there; Pakistani culture and its@al values revolve around the values of Islam (Haleem,
2013; Cassidy, 2018).

Pakistan is a Muslim country and Islam governs the personal and social lives of 97% of the
Pakistani population (Haleem, 2013; Zaman et afl820Pakistani Muslims along witither

Muslim populations believe that Allah is the creator of everything in the universe and has
control over life and death. This concurs with the Islamic view that health can be defined as a
state of physical, psycholagil, social and spiritual webdkeing and is perceived as one of the
greatest blessings God has bestowed on humankind (Rassool, 2015). In the Pakistani context,
where religious culture is dominant in society, a tendency towards spirituality is seen as
having an impact on health.

Despite tke modernisationof Pakistani society, social norms revolve around the teachings of
LAELIY FYR INB KAIKE@ AyFfdsSyaAart Ay LIS2L) SQa
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are interwoven into the culture and peapfind it difficult to distinguistbetween the two.

For example, the traditional joint or extended family system is the norm in Pakistan where
people share a common residence and system of mutual obligations (ltrat et al., 2007).
Parents are the most respted family members and servingeim is considered a religious
and social obligation for the younger generatiparticularly for sons and daughters (Critelli,
2012; Zaman et al., 2018).

Pakistanfamiliesare led by a male who makes decisions for theatire family. Women have

clearly deined, largely inflexible roles armbnstituteonly one¥ 2 dzNI K 2 F (G KS 02 dzy
force (Sarwar & Abbasi, 2013hemajority of women are economically dependent on men

and this dependency gives a greater level of colnio men over decisiomaking (fkree &

Pasha, 2004; Ali et al., 2011). In Pakistani society, women are generally considered to take
responsibility fothe household, childcare and are primary carers for elderly family members
(Rabbani et al., 2008; Zaret al., 2017; Bukhari et al., 28). A low priority is given to women

in terms of their basic education and health status in rural areas of Pakistan (NIPS, 2008).

Overall, half of the Pakistani population (66%) live in rural areas of the countrycuedty
coupled with illiteracy, unpd jobs and unequal human rights have had a deep impact on
health indicators (WHO, 2007). Every sector of Pakistani society is being affected by poverty,
overpopulation, corruption, nepotism, income inequality, politizestability and energy crisis
(Islam, 2004; Niaz, 2010; Anwar et al., 2012). Such a complex and pervasive picture of issues
has not only impacted society but also increased the burden of various health conditions such
as malnutrition in children, high nernal mortality, high neonatal mortdy and increased
prevalence of chronic diseases (ShakiHatcher, 2005; Roshan et al., 2018).

1.3.1 An overview ofhe situation regarding HTNn Pakistan

Pakistan, like many other developing countries is passirautfh a demographic transition.

The ptal population of Pakistan is over 156 million and displays one of the worst health
profiles in South Asia, due to a high population growth rate as a result of sustained fertility,
declining mortality and the dual bueth of communicable and necommunicalte diseases
(Hussain et al, 2009; Wasay & Jabbar, 2@089var et al., 2012 However, according to the
National Health Survey which was conducted through a collaboration of the Pakistan Medical
Council and the Pakistdrederal Bureau of Statistidsvasestimated that 18% of adults and

33% of the population above 45 years old had HTN (NHSP, 1998). It has been reported that
HTN prevalence is 22% in the urban Pakistani population and higher than in the rural
population pasibly due to sedentary lifestylesHISP, 1998; Aziz et al., 2005).

A sedentary lifestyle may be more likely to develop in urban areas due to an extensive use of
automobiles, greater use of computer screens and time spent watching television and a
higherconsumption of junk food (Din, 2014)loreover, urbanisation in Pakistan is occurring

at a rapid rate, which is accompanied by better job availabilities and an improved economy.
Aziz et al. (2005) have also highlighted that factors such as obesity, snaokirgedentary
lifestyles are the mai contributors to the increasing prevalence of HTN in Pakistan. By
contrast, another crossectional study has shown that inadequate knowledge about the
disease is a factor for uncontrolled HTN in Pakistan (Almas, @0412). However, this study
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has notindicated whether inadequate knowledge about the disease or about treatment
adherence leads to poor control of HTN. Patient perceptions regarding management of HTN
including preventative factors affecting the controltbke disease such as diet, exercisela
smoking have not been studied in depimongstthe Pakistani hypertensive population.
According to Saleem et al. (2011) there is inadequate data available on HTN and therefore the
knowledge amongst patients in Paldstabout the disease and its assoewtrisk factors is
limited.

A particular challenge in disease management is related to the delivery of healthcare services
in Pakistan (Saleem et al., 2010; Arshad et al., 2016). The Pakistani public healthcare system
is beset with numerous issues such stsuctural fragmentation, scarcity of resources,
inefficacy and lack of functional capacity (Shaikh & Hatcher5;280aikh et al., 2010).
Therefore, it is imperative to understand how the healthcare system is stredtinr Pakistan.

1.3.2 Healthcare sysim in Pakistan

The healthcare system in Pakistan comprises of the public and private sector (Ghaffar et al.,
2000). The public healthcare system comprises of primary, secondary and tertiapaledel

every patient isentitled to free healthcare servise The primary level is for the rural
population and consists of Basic and Rural Health Units (BHUs and RHUS). The secondary level
of healthcare consists of Telsénd District Headquarter Hospitals (THQH, DHQH) and
provides diagnostic and preveative careto the urban population. The tertiary level of care
consists of super specialist hospitals associated with medical colleges and provides care to the
urban population.

The nationwide network of health services consgftg,616 BHUs, 482 RHUs and 796 faubl
hospitals (Shaikh & Hatcher, 2005; Arshad et al., 2H®&yever, the utilisation of BHUs is
generally low due to lack of facilities and staff absenteeism (Usman et al., 2015; Shah et al.,
2016).0ther than BHUs, some basic health services are alseedstdi by Lady Health Workers
(LHWS) including child and maternal healghated messagesome nedicines such as oral
rehydration salt, and contraceptives. LHWs are attached tddbal health facilities (BHUs or
RHUs¥rom which they receive training argerve the female population (Ejaz et al., 2011;
Wajid et al., 2013). However, due to the absemnd supervision and training, LHWs often fall

to guide patients appropriately (Afsar et al., 2003; Arshad et al., 2016).

There is no proper followap system wgailable for patients and a vast number of individuals

directly approach the urban hospitals fooeatment (Khowaja et al., 2009). As a result, this
increases the workload for the healthcare facility teams in urban hospitals.pfitiate

healthcare is a fefor-service system and therefore not within the reach of every persoe

private health sear serves 70% of the population through a diverse group of healthcare

team members to provide health services (Shaikh & Hatcher, 2007; Anwar et al, 26&2).

private health sector has demonstrated a great deal of responsiveness in terms of flexible
accesT AK2NISNJ gl AGAy3a GAYS&A YR dzy RSNRUI YRAY:

2 Tehsil is the suldivision of adistrict.
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2011; Kumar & Bano, 2017). Yet, the sector is working independently artd theeabsence
of any regulatory mechanism, their quality of service is often variable (Shalkhtéher,
2005).

The private sector comprises of regulated hospitaid unregulated hospitals, unregistered
medical doctors and informahealthcare providers such as Hakeetn Homeopaths,
spiritual/faith healers, Traditional Birth Attendants (TBAs), histmand quackgEjaz et al.,
2011; Arshad et al., 2016; Kumar & Bano, 2017). Most of these infbeatihcareproviders
are practicingwithout any formal galification, training and certification in Pakisté®haikh

& Hatcher, 2005)Many efforts havebeen made by theMinistry of Health to eradicate
uncertified informalhealthcareproviders and quacks, however, they are still on the rise
(Farmer, 2019)

Thehealthcaresystem in Pakistan lackdHealth Management Information System (HMIS) in
the public health sector and has no wekfined policy and plans for technology
implementation and infrastructure development (Punjani et al., 2014; Kurji et al., 204é).
O2dzy iNBE FIFAfSR G2 I OKAS@S (G(KS 32! fedlaratioh WI S| f
and was unsuccessful in attaining Millennium Developmental Goals (MDGs) 2015 (Ali &
Horikoshi 2000; Kurji et al., 201Basanathan et al., 2017). TWenistry of Health failed to
carefully allocate the available resources amsinipe rural and wban populatiors due to
frequently changing authoiigs and deeply embedded corruption (Goh&Wajid & Al
Massoud, 2002; Khan & Van den Heuvel, 20@0&nagement resposibilities for healthcare

are divided between the federal, provincial and district goveemts, however, political
instability and limited administrative authors have weakened the accountability of
performance and delivery of service (Ali & Horiko&00; Arshad et al., 201@reviously,
provincial governments were responsible for hédihancing buhow as a result of political

and administrativelecentralisatiordistrict governmens are empowered asentralfinancial
intermediaries.

A further chdlenge faced by thédnealthcaresystem in Pakistan is in the arena of human
resources. It is estimated that annually 1,000600 doctors leave the country and only-10
15% return after spendingme abroad (Tahir et al., 2011Higher Education Commission
P&istan, 208). Additionally, medical institutes in Pakistan are not producnficient
numbers ofdoctors to implement the standarskd WHO criteria of the doctepatient ratio
(1:300) in the country (Aly & Taj, 2008; Tahir et al., 2011). There aregnaideopporunities

for doctors in the field of research, public health and professional development in Pakistan
and thissometimes encouragethem to migrate to foreign countries (Shaikh et al., 2010).
Likewise, dentists, nurses and pharmacists are iasosufficent numbersas compared to

the population rate and the existing professionals are often underpaid (Astor et al., 2005;
Talati & Pappas, 2006; Kurji et al., 2016).

3 A person who practices traditional medicine
4 A person claimed to be skilled in medicine but who is not trained
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The governmenacknowledgesn its National Health Policy (2001) that good gawvamce is

the key to attaining the quality of care, however, the government fails to provide
opportunities for good governance in Pakistan (Khan & Van den Heuvel K@O®@r & Bano,
2017).Although the Ministry of Health hastrategsed by appointing moredoctors, suport

staff and increased the medical budgets of the government hospitals, little implementation
of this has been seen to date (Bashrat & Shaikh, 2011; Kurji et al., 2016; Khalid & Abbasi,
2018). The government of Pakistan provides free heaithta the pgulation although no
attention has been given to monitoring the quality of healthcare services according to
international standards, or to prowvikg patientswith a greaterawarenesof how to control

the burden of HTNThe next section will fmus on anotheaspectof HTN treatmentthat of
lifestyle recommendations.

1.4 HTN andLifestyle Recommendations

Lifestyle recommendationsnodifiable risk factorer lifestyle changes, previously termed as
non-pharmacological theapy, play a vital rolen better health outcomes in hypertensive and
non-hypertensive individuals (Appel, 2003; Baena et al., 2014; Vamvakis et al., 2017). In
hypertensive patients, lifestyle changes can serve as an initial treatment before the start of
drug therapy and as an adct to drug therapy in persons already on medication (Dickinson

et al., 2006; Gupta & Guptha, 2010). Research has shown that lifestyle change is a cornerstone
of HTN management once HTN is first diagnosed, with or without staatitigypertensive
medicdion (Elhani et al., 2009; Mahmoud, 2012).

Moreover, lifestyle changes have the potential to prevent the onset and lower the risk of HTN
related cardiac complications (Appel, 2003; Poirier et al., 2006; WH@).2Zlerefore, it is
imperative to understad that nonadherence with lifestyle recommendations can nullify the
effects of the optimum treatment plan.

1.4.1 Exercise

Regular exercise has been shown to be beneficial for both prevention and treatment of HTN
(Blair et al., 2012Diaz & Shimbo, 2013;a8fy & Baggish, 201®%/illiams et al., 2018R€égo et

al., 2019). Additionally, it has been reported that exercise reduces the risk of cardiovascular
complications and coronary artery diseam@mongsthypertensive patients (Lee et all997;
Williams, 2001)With specific regard to HTékercisehasbeenadvocated to be beneficidly

a number of organisations includitige American College of Sports Medicitiee American

Heart Associationthe National Institutes of Healfhthe Centres for Disease Control and
Preventionandthe Surgeon General of the United Sta(@g¢allace, 2003).

Evidence supports that exercising as little as (15 minutes) one day per week is effective for
lowering high blood pressur@mongstpatients (Browret al., 2013). Hayashi et al. (1998 a
prospective cohort study found that for every 26.3 Japanese men who walk more than 20
minutes to work, one case of HTN will be prevented. Similarly, 1awetdysis of three
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randomsed controlled trial studies haveoncluded thaBOminutes or less adierobic exercise

per day lowered blood pressure byGenmHgamongsthypertensive patients (Pescatello et

al., 2004; Cornelissen & Fagard, 2005; Cornelissen & Smart, 2013). Shorter exercise bouts
throughout the day (i.e10 mirutesto total 30 mirutes or more) have appeared to be the
beneficial optioramongsthypertensive patients who have a busy routine (Angadi et al., 2010;
Powell et al., 20LIFaselis et al., 2012).

However, exercise carries some risks such as museléakinjury (Hootman et al., 2002)

that increases with type, duration and volume of exercise (Prentice & Voight, 2001; MacAuley
& Best 2002). The general principle that the volume of exercise should be increased gradually
over time is regarded as criicfor reducing injury risemongstpatients (Thompson et al.,
2003; Melzer et al., 2004; Carlin et al., 2016). Walking is suggested as the standard example
of low-risk activity in the literature (Macera et al., 2003; Warburton et al., 2006; Thompson
et al, 2003; Lee & Buchner, 2008; Woldeavicz et al., 2015). Nevertheless, from the above
mentioned studies, it is reasonable to suggest that the risk involved in exercise is outweighed
by its overall benefits in controlling HTN. However, multiple aspecth ss duration,
intensity and frequacy are important attributes to consider in patients when recommending
exercise (Hootman et al., 2002; Wasay & Baggish, 2016).

1.4.2 Diet

An unhealthy diet is one of the important modifiable risk factors in the developraEHTN
(Appel et al.,, 2006 WHO, 2013; Pilakkadavat & Shaffi, 2016). A healthy diet implies
consumption of fruits, vegetables, whole grains, {at dairy products, fish and olive oil or
vegetable oils for cooking and a reduced intake of red meat, saturated fats, hydrogenated fat
andsalt(Clark et al., 2011; Olinto et al., 2012). An increasing body of research has examined
the relationship between dietary patterns aritie risk of developing HTN using dietary
pattern analysis (Nowson et al., 2004; Shin et al., 2013; Safdar et &;,Z1@hg et al., 2016).

High intakes of fruits, vegetables, cereals, fish, nuts;fliwdairy products and poultry in
addition to relatively low intakes of fat and sugars appeared to be effective in lowering blood
pressures and controlling HTN (Lee at2010; Shin et al., 2013 hiu et al., 2016).

Since HTN is a cardiovascular disease risk factor, several prospective cohort studies in a range
of populations have shown associations between unhealthy dietary patterns and CVD
(Landray et al., 2002; Shimaetal., 2007; Shin et al., 2013). It has been suggested that a diet
rich in saturated fats is considered an important risk factor for developing HTN and CVD
(Azadbakht et al., 2007; Nettleton et al., 2017). Straznicky et al. (1993) for example, reported
increased blood pressure and heart rate in healthy participants after consuming afdtigh
diet compared with a lowat diet in a two weeks crossover study. In a seminal study, Jakulj
et al. (2007) found that systolic and diastolic blood pressure wasmiggaticipants following

the consumption of a higfat meal relative to a lowat meal. Some researchers have
particularly focused on the effect of the intake of individual foods and nutrients in developing
HTN (Appel 2003; Appel et al., 2005; Shimazu.e2@7; Zheng et al., 2016).
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However, due to the complemature ofthe relationship between diet and pathologyith
specific regard t&HTNit is not possible to ascribe thie a single food onutrient but rather

to a mix ofmultiple foods anchutrients (Warg et al., 2010). Furthermore, studies (Wang et
al., 2008; Sacks & Campos, 2Ddv¥nluating the risk posed by a single nutrient for HTN do not
allow one to consider the effect of the diet as a whole due to the collinearity of nutrients
within foods. Tlerefore, this creates difficulty in detecting smaller effects of individual foods
and nutrients on disease outcome. For example, in the European Prospective Investigation
into Cancer and Nutrition (EP{EdtsdamSudy of 8,552 hypertensive women, no sigoént
difference was found between fatersussugarydietary patterrs and HTN (Schulze et al.,
2003). It might be possible that certain factors such as regular exerciseedadedthe
effects of high fat andsugarintake amongstpatients, however, the sty faled to provide
further information.

1.4.3 High salt consumption

The amount of dietary salt consumed is an important determinant of blood pressure levels
and constitutes a risk factor for HTN (Conlin, 2007; He & MacGregor, 2009; Rasheed et al.,
2014). A ddy intake of less tha@ grams of sodium per person is recommexdy the World

Health Organization (WHO) to reduce the risk of developing HTN (WHO, 2007). Numerous
experimental and observational studies have confirmed the association of high salt
consumpion with HTN (Michael, 2002; Gu et al., 2008; Alderman & Cat?®; Yuan et al.,

2016; Chrysant, 2016).

A subsequent study by The Trials of Hypertension Prevention Collaborative Research Group
has identified that reduced sodium intake lowers blood pteesn addition to the possible
reduction of longterm cardiovasular events (Cook et al., 2007). Similarly, some clinical trials
and populatiorbased studies have shown that reducing salt intake at the populd¢iesl is
associated with a reduction in tes of HTN and that such strategies are cost effective in
managirg HTN (Asaria et al., 2007; Strazzullo et al., 2009; Miura et al;, I26@& MacGregor,
2013). Given the adverse impact of excessive salt consumption on health and particularly on
blood presure levels and CVD, WHO has urged nations to take action toeguhpulation

wide wide dietary salt intake to decrease the number of deaths from HTN and CVD (He &
MacGregor, 209; Ha, 2014).

1.4.4 Smoking

Smoking is considered one of the important causé$iTN and developing C\dbnongst
patients (NICE, 2011; Gao dt, 2017; WHO, 2019). Tobacco contains nicotine, a powerful
addictive drugandtar-a carcinogenic agenwhilstcarbon monoxide decreases oxygen supply

to the body all of which increases hart rate and blood pressure (Le Moal & Koob, 2007,
Farsalinos eal., 2016). Nicotine acts as an addictive substance and can produce toxic effects
on the cardiovascular system (Carpenter et al., 2007; Mishra et al., 2015). Evidence supports
that cigarettesmoking causes various adverse cardiovascular events and insteasesk of
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coronary artery disease (Ohira & Iso, 2013; Kim et al.,, 2016; Omboni et al., 2016). A
randomsed controlled trial in urban areas of Pakistan found thhe prevalence of multipg

CVD risk factorare present amongt smoker hypertensive paties and they were at high risk

of developing CVD mortality (Qamar et al., 2008). Similar results have been shown in a
systematic review in Iran that found smoking as the most common riskrfémtdeveloping
CVDamongstpatients (Mohseni et al., 2017).

It has been reported that hypertensive patients who smoke develop a severe form of high
blood pressure called malignant HTN which causes organ damage (Mensah et al., 2003; Addo
et al., 2009; Viis et al., 2010). A Idear longitudinal cohort study in Japaremales has
revealed that smoking is independently related to the onset of HTN (Suwazono et al., 2008).
On the other hand, a crossectional study conducted in Iran evaluated thatigh prewalence

of HTN was associated with increased consumption of digeend that this in turn
decreasedhe effectivenesof HTN medicatiofAbtahi et al., 2011). Similar results have been
found in a prospective study that identified that cigarette smokieduces the effects of
antihypertensive drugs in hypertensive patients due to the presence of nicotine metabolites
in the blood ofsmokers(Matsui et al., 2005). Furthermore, in some crgsstional studies,

the amount of cigarette smoking is correlatedttee stage and frequency dfe increase in

blood pressure (Okubo et al., 2002; Okubo et al., 2004; Thuy et al., 2010; Li et al., 2017; Wu
et al., 2018).

Smoking cessation improves overall health and reduces the risk of heart disease and stroke,
however, the risk for CVD remains elevated for approximately a decade after discontinuation
(Burns, 2003Buttar et al., 2005) For example, Wiggeet al. (2003) highlighted that after

one year of smoking cessatighe risk of D may be reduced by greater than 58%@ within
several years of discontinuatiaime risk returns to that of lifdong abstainers. However,
sustained health benefits and decrease in blood pressure can be achieved by quitting
smoking as the results of aboweentioned studies suggest. Thlike other lifestyle changes,

it is critical that people with raised blood pressure are advised to stop smoking for good health
outcomes ad controlled blood pressure.

1.4.5 High alcohol intake

There is a general consensus on the detrimental effects ofyhadcohol consumption on
blood pressure (Fuchs et al., 2001; Panagiotakos et al.; 280@ert et al., 2014). There have
been some systmatic reviews and metanalyses of studies that show the association
between consumption of alcohol and aggregateddiavascular disease (Chen et al., 2008;
Brien et al., 2011; Fernand&ola, 2015). A positive association between alcohol consumption
andincreased blood pressure has been described in a number of population studies (Fuchs et
al., 2001; Nakanishi et al.0@Q1; Skliros et al., 2012; Cho et al., 2015; Kwon et al., 2016).

According to the quantity of alcohol intake, the alcohol consumption lwarlassified into
lightto Y2 RSNJ 0SS o6XH RNAY]akRFI&X onYf SGKIFy2fo0
alcoholconsumption (Abel et al., 1998renner et al., 201)7 Similarly, four crossectional
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and prospective studies have revealed the delates effect of higher alcoh@onsumption

on HTN prevalence (Nakanishi et al., 2001; Ohmori et al., 2002; Klatsky, 2004; Saremi et al.,
2004).A meta-analysis of 15 randorsed controlled trials in whickhe only intervention was
alcohol reduction betweerhe active and control groupstated that a reduction in alcohol
consumptionlowered systolic and diastolic blood pressixen et al., 2001).

Although heavy alcohol consumption has been clearly associated with increased blood
pressure, the effects of lighb-moderate alcohol consumpin on blood pressure are still
controversial with conflicting results obtained in different populations (Wakabayashi, 2008;
Cho et al., 2015). Some authors have speculated that ingestion of smalatitees of alcohol

may reduce blood pressure (Okubo at, 2001; Sesso et al., 2008; Bello et al., 2010). In
contrast, a study that examined the risk of cardiovascular sequelae separately in heavy
drinkers, light drinkers and abstainers found that negatoutcomes were progressively
higher for increasing bbd pressure across all alcohol consumption categories (Klatsky et al.,
2006) This indicates that the negative effects of alcohol truly matter for hyperternmtients

and therefore a patient with N whais a light moderate or heavy drinker should beasgly
motivatedto reducehis or her alcohol intake iorder tocontrol HTN. The results of the abeve
mentioned studies clearly show that lifestyle interventions help to control HTN, ié&nd
adoptedcan reduce the need for drug therapy and favourablyrdase the risk of developing
cardiovascular risk.

Particular attention has been paid to lifestyle recommendations and treatment compliance in
developed countries (Middleton et al., 2018jodesti et al, 2015;Zhou et al., 2017).
However, almost threguarters of people with HTN (639 million people) live in developing
countries (Chockalingam et al., 2006; Zhao et al., 2012). Kearney et al. (2005) reported that
the prevalence of HTN is increasing in depeng countries and is predicted to grow by more
than 500 million in 2025. According to Ibrahim and Damasceno (2012), developing countries
in South Asia are experiencing an 'epidemiologic transition' in whelcauses of death are
shifting from primary infectious diseases to nesommunicable diseases. Thencomitant
decline of infectious diseases has enhanced the proportional disease burden due to increase
in diseases such as HTN and subsequent CVD.

1.5 Rationale for theSudy

HTN is a global publiealth problem and is identified as the third most cowmrisk factor

for disabilityadjusted life years (WHO, 2002; Chockalingam et al.,; 2088 ney et al., 2005;
Murray et al., 2007Forouzanfar et al., 201 TN causes 7.5 million deaths and accounts for
57 million Disability Adjusted Life Years (DAWésldwide (Danaei et al., 2011; Mohan et al.,
2013; WHO, 2014 he high prevalence of HTN and inadequate blood pressure control has
challenged public healthraund the world.The prevalence of HTN is very high in the South
East Asian Region and one outlofee adults is affected by (Neupane et al., 2014 astillo,
2016;Beaney et al., 2018).
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Ashighlightedearlier (section 13.1), Pakistan is facing a double burden of diseasd & a

result of this, the burden of newommunicable chronic diseases Bugs HTN, heart disease
and diabetes are rising sharply. It has been reported that chronic diseases are projected to
account for 42%f all deaths in Pakistan and one in four adults over the age of 18 years is
hypertensive (Jafar et al., 2013; Vos et 2016; WHO, 209). The National Health Survey of
Pakistan (NHSP) reported that only 50% of the individuals with HTN in Pakistaagmesed

with the condition and only half of those diagnosed are ever treated (Saleem et al., 2010;
Chow et al., 2013; Shai Shafi, 2017; Mehmood et al., 2018).

The duration of chronic diseassuch as HTN can have a major influence on the individual
experience of disease management as well asnolividualfunctional capacity(Bhatti et al.,

2011; Megari, 201:3harman etl., 2015McPhail, 2016). The central characteristics of most
chronic conditions are that these are often permanent, progressivecamdbe debilitating.
However, chronic conditions such as HTN can be stabilised with an effective management
regime (Kim eal., 2015; Williams et al., 2018). HTN is one of the most preventable causes of
premature morbidity and mortality (Kearney et alQ(5; Pereira et al., 2009; Mills et al.,
2016) and its prevention is the common intervention (WHO, 2002; Vamvakis e0#r). 2
Moreover, morbidity, early deaths, medical care expenditures due to high blood pressure all
take their toll on families, commutnes and the national budget.

The loss of income due to living with adiéeg chronic disease such as HEMted morbdity

can be devastating not only for families but also leads to health inequalities due to poverty
(Singer & Clair, 20037/ellakkal et al.,, 2@, Mendenhall et al., 2017). Thus, there is a
significant economic cost attached to lack of early detection,egadte treatment and poor

control of blood pressure. Early detection, improving treatment adherence and management

of HTNcould decrease the premature mortality (due to complications) leading to improved

health, wellbeing and economic improvement (Jamesak, 2014; Kuate Defo et al., 2017).

hyS YIF22N) NBFazy F2N) 0KS KAIK NI GS ten@l dzyO2y
treatment adherence in Pakistan (Saleem et al., 2011; Almas et al., 2012; Shafi & Shafi, 2017).

Another possible uaxploredreason for the lack of effectiveness of HTN control in Pakistan

YIe 06S 101 2F R2 002 NA QabatyHR\S Diktdrd piayah iyhfortehtt  LJ-
role in helping patients to manage their HTN (Schroeder et al., 2004; Chung et al., 2008; Hill

et al, 201Q Kronish et al.,, 2012; Rahman et al., 2015). For instance, they can improve
adherence to antihypertensive medicati® by prescribing a simple medication regime and

Oy LRAAGAOGSEE AYLI OO LI GASYGaQ YrylrdasSyYSyl
However, doctors might assess a patient informedthgir beliefs, knowledge, previous
experience and disease signdw K2 dzi GF {1 Ay 3 I O02dzy i avares LI G A ¢
and experiencegPrior, 2003;Bramley & Matiti, 2014; Kennedy et al., 120. Evidence

supports thatthe perspectives gbatients are often very different fronthose of doctorsand

are highly infuenced by contextual factors (Epstein & Street, 2011; Marshall et al., 2012;

5 An individual capacity to function effectively.
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Rahman et al., 2015; Telfer, 2018; Lang et al.,, 20X8}thdse differences remain
unacknowledgedt can cause misunderstandings, bias decigiaking and get in the way of
the specific health needsf patients

In PakistanG KSNB Aa | LI dzOAdGe 2F ljdatAGlGABS RI
understandirg of HTN and its treatment Qualitative studies that explore the detailed
perceptionsof patients regarding all aspects of HTN by taking account of -satiaral

context are limited[ A { S ¢ A a S dndeRtanditigdfNF N as a condition andsues

influencing itstreatment have been inadequately reported. Moreover, the existing research
R2S&a y20 32 FIN Sy2dAK (2 SELXIFIAY K2¢ LI (A
unrealisticexpectationswith regard toRA & S+ &S YIF yIF 3SYSydiod ¢S 3 LI
LI GASyGaQ O02YY2y dzyRSNRAGFYRAY3 2F | ¢thls Y& 0
GKSNBE (GKS ¢2NJf2FR F2NJ R2O0G2NE A& 1jdzA(GS KA 3K
R2O0U2NBEQ LISNELISOGAODSA | 02dzindtb addresd wheiSrayi & 2 F
O2yUNROGdziS G2 | 3INBI GSNI dzy RiSpudyualitativie stydd is 2 ¥ LI
required.

Research and evidengeformed policymaking is scant in Pakistan (Tarin et al., 2009; Jooma
& Sabatinelli, 2014; Zaidi et al., 2019). Theldihgs of the current study will therefore
contribute to the existing evidence onghlinderstanding®f two main stakeholders (patients
and their doctors) about HTN management in Pakistan. Not only will this improve
understandingdf HTN beliefs and attiles in Pakistan, but it will better inform policymakers
and inform future culturally sensitive awareness campaig$e findings wilhighlightthe
similarities and differences ipatientXdiews compared withthose ofdoctorsand identify
anymisperceptons thatcouldbe addressed when designing interventions for HTN control in
Pakistan.

1.6 ResearchQuestion, Aim and Objectives of theSudy

ResearciQuestion

What are patient®and doctorsperceptions, attitudes and beliefs regarding HTN and its
treatment in urban areas of Pakistan?

Aim
This study aims to explore the perceptions, attitudes and beliefs of patientshenddoctors
regarding HTMndits treatmentin urban areas of Pakistan.

Objectives

f Toexamine what is alreadgnown about patient®and R 2 O (i uhdéBstendings of
HTNand its treatmentin urban areas oPakistan

T ¢2 StAOAG Ke LkNdthysaaktiddes dndt bigliefS ggardigj N and
its medical and lifestyle managemanturban areas oPakistan
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 ToSt A OA (pereeptins, athtEdEs and beliefs regarding Haihdits medical and
lifestyle managemenin urban areas oPakistan.

1.7 Structure of theDissertation

This dissertation is divided into six chapters. Chapter two presents a systematic review and
critically appraisethe existing literaturefrom Pakistarto addressthe first study objective

The chapterthelR A 3 OdzaaSa GKS ONRFRSNI £ AGSNY (dzNB | NB o
FYR R2O0U2NRQ o0StASTa [o62dzi | ¢b | gddncdptiah Y I y I |
framework.

Chapter three outlines the methodological approaches used in the study anélgsigshe
rationale for their use. The data collection tools, recruitment of study participants and how
data were collected are explained. Translation, transtiop and steps of data analysis used
for the study are discussed in detail. Finally, the chaptesentsa reflection on the research
journey of the author.

The firstof two findingschapters(chapter foup, then presents the study findings related to

pathA S ypergetionsof HTN and their attitudes and approach towards HTN treatment.
Chapterfivd INB A Sy (la addzRe 7T A pé&depfichsabodBBN; itdRehtgieht R2 O 2
and the contextual factorgonsidered toinfluence the adoption of lifestyle chages by

patients

Chapter six provides a discussion of the key findings that arose from thg istuelation to

20KSN) I @1 Af+rofS SOARSYOS FyR Ay tAYS SgAGK Gf
healthbeliefs. The chapter also describes possitiglications for practice and policy arising

from the study and offers suggestions for futuresearch and a reflection on the strengths

and limitations of the study. The dissertaticconcludesby summarisingll KS & (i dzR& Q3
contribution to knowledge regarding TN and its management in Pakistan.
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Chapter2: Literature Review

This chapter idividedinto two main partsTo addresshe first study objectivethe systematic

review examines the existing body of knowledge on HTN understandioggstpatients and

doctors in Pakistan. The first section (2.1) begins by providingati@ale for carrying out a
systematic reviewand the second section (2.2) descriltbe review protocol, tools and
inclusion criteria used to identify relevant studies. Sectidh \Zill provide acritique of the

studies from Pakistan identified in thiewiew. The rext two sections (2.4) and (2.5) will
LINSaSyid GKS GKSYSa GKIFId SYSNHSR FNRY GKS
understanding about HTN and the gaps identifiedhe literature are discussed in section

2.6. The second part of the chapt(2.7) sets out a review of the literature covering a broader
range of areashat provided a conceptual framework for thesudy.

2.1 Rationale foiSystematic Review

A systematicliterature review is a means of identifying, evaluating and interpretiig al
available research relevant to a research question, topic area or phenomenon of interest
(Petticrew & Roberts, 2008; Boland et al., 2013). The systematic review includes & critica
synthesis of research evidentteat involves analysis of all available and relevant evidence in

a systematic, objective and robust mann&rice & Mollison, 20045mith & Noble, 2016).
Therefore,in the hierarchy of evidenebased medicine, systematicviews are considered

the best methodor identifying existing evideng@slam & Emmanuel, 2010).

The common reasons for undertaking a systematic review are:

1 To summarise the existing evidence based on the review question.

1 To identify any gaps in currergsearchand suggest areas for furtlienvestigation.

1 To provide a background to appropriately position new research activities
(Gopalakrishnan & Ganeshkumar, 2013)

One of the study objectives was éxaminewhat is already known abouhe understanding

of patients and doctosregarding HTMNwnd its treatment in Pakistan. Therefotag purpose

of this review is to identify the primary studies relevant to the review question, critically
appraise and assess methodological limitations of the available stubligblight the
emerging themes andlentify the gaps in literature to guide the inquiry. In systematic review,
reviewers follow a strict protocol to ensure that the review process undertaken is transparent
with minimum bias or errors (Holly et al., 20Tharrois, 2015). Reviewers start ®fiding a
review protocol that specifies the research question being addressed and inclusion/exclusion
criteria to assess each potential primary studiierefore, the following section will present

the review protocol ged in this study.

2.2 TheReview Protocol

The first step during this review was to formulate a clear questemat is known about
LJ- G A S ydociofRQ I dfyRR S NBEHITN ¢ni iksyréhtm2rifi Pakistaf?
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Following formulation of the research questiansearch strategy was planned. usibn and
exclusion criteria were set, terms and key words were developed, and relevant databases
identified.

2.2.1 Inclusion and exclusion criteria

Inclusion criteria for the review were as follows:

1 Studies must comtin data on hypertension and its trement in a Pakistani population
1 Studies must be conducted in Pakistan

9 Studies must be primary research studies

9 Studies must be published from 1990 to 2019

The exclusion criteria were applied as folloMsy 2 G G | & 2 8zQ> Wy 234 Ay t ||
LINR Y| NBE adGdzReQd tF{1AadlyA 22dNyYyFfa | NS gNAI
conducted in other languages.

2.2.2 Search strategy

The databases searched were Global Health, Medline and ScQoisal Health isa
specialized public health database that contains details of international health research and
literature mainly from developing countries that is not covered by other databases. Medline
provides biomedical literature from a range of soes, covers 800 journals and contains
information of relevance tdealthcareproviders and researchers. Scopus is a bibliographic
databasewhich includes citations anabstractsfor academic journal articlesithin the field

of the social sciences.

In addition, the following extensive lateral search techniques were also used:

1 Scanning reference lists of relevant articles

1 Searching of grey literature (for example, WHO, Health Department of Pakistan,
National Institute of Health Pakistan, Pakistan Hypesion League, édlth Services
Academy, Pakistan)

The following terms and key words were searched using Boolean operators: (Hypertension*
OR High blood pressure) ANDnferstanding* ORPerception* OR BeliefViews OR
Interpretation*) AND (Patient*) AND (Btor* OR MedicaPractitioner) AND (Treatment* OR
Therapy*OR *ManagementAND (Pakistan* OR South Asia*).

Literature was searched from 1990 onwards as the National Health Survey of Pakistan (NHSP)
conducted during 199094 reportedhigh rates ofHTN prevance in PakistanPrior to this

there wasno national data on the prevalence of HTN in Pakistan (Shafi & Shafi, 2017). The
titles and abstracts of the papers identified were screened against the inclusion and exclusion
criteria. Full papers of ptentially relevant articles were then obtaine@dndfurther screening
excluded paperghat did not fit. A complete search strategy for the literature review with a
PRISMA style flow diagram has been included to present how the selected studies were
screened and idetified (seeApperdix 1). A table of included studies detailing the authors,

aim, method, sample, location and key findings is listeBable2.1 (seeAppendix?).
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A data extraction tool was developed based on the Centre for Review and Dissemination
(2008)guidelines andised to retrieve necessary information about study characteristics and
findings. The data extraction headings were as follows: author(s), year of publication, journal,
article title, study aim and objectives, research question, study desigmpling methd,
sample information, sample size, data collection method, data analysis, key results, study
limitations and conclusions.

Following data extraction, the methodological quality and rigour of the included stugiss
assessed by using The Ciritical Appréédls Programme (CASP) quality assessment tool for
gualitative studies and the National Heart, Lung and Blood Institute (NHLBI) quality
assessment tool for crossectional studies (NHLBI, 2017; CASP, 2018). Towseate widely
used for assessment tiie methodological quality of qualitative and cressctional studies

in systematic reviews (Ward& Roseen, 2014; Koppen et al., 2016; Smith & Noble, 2016;
Rosério et a) 2018). An appraisal checklist by using C&®RNHLBI quality assessment tools

to appraise the selected studies has been attached &geendix3i and 3ii).

2.3 Results from thd&eview

A total of 21 studiesAppendix1) that met the inclusion criteria are included in the review
(Jafar et al., 208, Almas et al., 2006; Ashfaq et al.0ZQ Hashmi et al., 2007; Ahmed et al.,
2008; Ladha et al., 2009; Rehman et al. 2011; Saleem et al., 2011; Almas et al., 2012; Saleem
et al., 2012; Aslam et al., 2013; Khan et al., 2014; Bilal et al., 2015; Huszhjr2@15; Khan

et al., 2015; Gowani dl., 2016; Qamar et al., 2016; Malik et al., 2016; Ishtiaq et al., 2017;
Murad et al., 2017t egideQuigley et al., 2019).

2.3.1 Analysis of included studies

The review identified four qualitative studies that werelated to patient&views of HTN
treatment and management in Pakistan (Saleem et al., 2011; Saleem et al., 2012; Gowani et
al., 2016 egideQuigley et al., 2019). Of these four studies, two were carried out in Quetta
(Saleem et al., 2011; Saleem et @D12) capital anthe largest city oBaluchistan, and two
conducted intwo cities ofthe Pakistani province Sindh (Gowani et al., 2Qlg3ideQuigley

et al., 2019). All four studies were published between 2011 and 2019 inrpeewed
journals and use semistructured interviews or focus gup discussions.

For the four qualitative studies, the quality score ranged frofh he quality score fdhe
LegideQuigley et al. (2019) study was seven #mel highestamongstall the studies due to
reliability and the use of appropriate qualitativ@ethodology. Legid®uigley et al. (2019)
captured the views of hypertensive patients (n=60) living in rural areas of three South Asian
countries (Bangladesh, Pakistan;lSinka). Howeveg limitation of the Legid&uigley et al.
(2019) study was a fatle to provide justification of inclusion criteria used for the study
participants and not reporting information abotie exclusion criteriaLikewise, Gowani et

al. (2016) did not report justification for the inclusion criteria used and failed to desitrébe
exclusion criteria for the study sample. In two qualitative studies (Saleem et al., 2011; Saleem
et al.,, 2012) researchers did not deberitheir qualitative data analysis methods and
therefore it is difficult to verify how robust the analysis of thata was. In general, the four
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gualitative studies (Saleem et al., 2011; Saleem et al., 2012; Gowani et al., . 2@ldo
Quigley et al., 200learly reportedheir study aims and gave adequate descriptions of data
collection methods, however, excefur the LegideQuigley et al. (201%tudythere was no
evidence of using a conceptual framework, justification of research design, triangudaiibn
consideration of potential bias.

Seventeerstudies were crossectional surveys (Jafar et al., 2005; Almiaal e 2006; Ashfaq

et al., 2007; Ahmed et al., 2008; Ladha et al., 2009; Rehman et al., 2011; Almas et al., 2012;
Aslam et al., 2013; Khan ak, 2014; Bilal et al., 2015; Hussain et al., 2015; Khan et al., 2015;
Qamar et al., 201aylalik et al., 2016Hashmi et al., 2017; Ishtiaq et al., 2017; Murad et al.,
HAMTO AY G6KAOK Mo ad0dzZRASA ARSYGATASRnerK & LISNI S
and adherence (Almas et al., 2006; Ashfaq et al., 2007; Ahmed et al., 2008; Ladha et al., 2009;
Almas et al.2012; Aslam et al., 2013; Khan et al., 2014; Bilal et al., 2015; Khan et al., 2015;
Qamar et al., 2016; Hashmi et al., 2017; Ishtiaq et28l1,7; Murad et al., 2017) and four

LINE GARSR RSGFAfa Fo02dzi R200G2NRARQ | (guidelinezRSa NX
(Jafar et al., 2005; Rehman et al., 2011; Hussain et al., 2015; Malik et al., 2016). The overall
quality of patient focused crosS OG A2y | f & (i dzBRsinG &he NHILB& qualityJ? 2 NI
assessment tool whilst two studies (Hussain et al., 2011qMalS & F f ®= HAamc 0O o0 &
g NBySaa 2F I ¢b GNBFGYSYyd 3IdZARStEAySa 6SNB N
Out of 17 crosssectionalstudies,12 were conducted in one citiKarachj, while five studies

took place in other Pakistani cities: Abbditad (Ahmed et al., 2008), Peshawar (Khan et al.,

2015), Rawalpindi and Islamabad (Malik et al., 2016; Ishtiaq et al., 2017) and one inemultipl
locations in rural Punjab and Sindh (Jafar et al., 2005). All the studies had an observational,
crosssectionalstudy design, used questionnaires as their measuring tool and were published
between 20052017.10 studies (Jafar et al., 200Bshfaq et al.2007;Hashmi et al., 2007;

Rehman et al., 2011; Almas et al., 2012; Khan et al., 2@gsain et al., 201%&hanet al.,

2015;Bilal et al., 2015Malik et al., 2016) piloted their data collection tool and tested it for

validity.

The survey duration waspecified byl3 papers and varied considerably. Survey durations
were one month (Murad et al., 2014ix weekgLadha et al., 2009), three months (Rehman

et al., 2011; Khan et al., 2014; Hussain et al., 2015; Malik et al., 2016), six months (Ahmed et
al., 2008; Ishtiaqg et al., 2017), eight months (Bilal et al., 201§, months,(Hashmi et al.,
2007),0one year (Anas et al., 2006; Almas et al., 2012) d&months (Aslam et al., 2013).

Four studies (Jafar et al., 2005; Ashfaq et al., 2007; Khan et al., 2015; Qamar et al., 2016) failed
to indicate their study period. Study sample size ranged fi@d47 for patients and 100

1,000 for doctors.Two studies (Aslam et al., 2013; Hussain et al., 20aed to provide
detailsregardingthe sampling criteriaused

The a@e ofthe patient participantswas recorded ironly nine of the studiesfocusingon
patients(Almas etal., 2006; Ashfaq et al., 2007; Hashmi et al., 2007; Ahmed et al., 243
et al., 2009; Almas et al., 201Rhan et al., 2014shtiaq et al., 2017; Murad et al., 2017). In
the majority of these studieshe age rangef patientswas betweer20 and 60/ears, whereas
in only one study (Ladha et al., 20@Bg recruited patientswere older, aged 65 years and
above. The gender ratio of the participants was not mentionethiee studies (Rehman et
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al., 2011; Aslam et al., 201Blussain et al.,@L5). Outof the other14 studies,eight studies
(Jafar et al., 2005; Almas et al., 2006; Ladha et al., Z10%s et al., 201X han et al., 2014;
Khan et al., 2015; Malik et al., 2016; Murad et al., 208 amale ratio comparatively high
to female participantsIn five studies,the female ratio was higher as compared to male
participants (Ashfaq et al., 2007; Hashmi et al., 2007; Ahmed et al.; Bd@Bet al., 2015
Ishtiaq et al., 2017andin one studythe genderratio was equal (Qamar et al., 2016jve
studies did not report whetheor how informed consent was sought (Ashfaq et al., 2007,
Aslam et al., 2013 ussain et al., 201Khan et al., 2018amar et al., 20)@andthree studies
(Ashfaq et al.2007; Bilal et al., 202%&han et al., 20D4lid notprovide information regarding
permission from the respective hospitals to conduct the study.

From analysis of the selected studies assessment otheir quality it is evident thathis
review identified studies with methodological limitations as well iagprecision in the
reporting of results. Details regarding eligibility criteria, informed consent, ethics approval
and data analysis procedures weneonsistent. Only four studies collected data qualitatively
and two qualitative studies failed to mentiatheir analytical proceduresvhich increases
doubts about the interpretation of the results. None of the reviewed qualitative studies
addressed doctd Bvi@vsof HTN and its treatmenAnother surprising observation was that
most of the findings are frontgdies conducted in one cifKarachjand provinces other than
Punjab Thisrepresent a potentiallysignificant threat to external validity as Pabjis the
most populated province of Pakistan.

The next two sections wiliresentthe findings in relatiorio the review questionSection 2.4

explores the body of literature related to the understanding of patients regarding HTN and its
treatmentasided A FASR Ay GKS NBGZASHESR aiddzRASad { SOGA
of HTN treatment in Pakista

2.4 Patienta nderstandingof HTN andts Treatment

The following section presents findings from the review about pat@mtslerstanding of
HTN symptoms and treatment in Pakistan.

2.4.1 Understanding of HTN

Only five out oR1studies collected 2 NY' I G A2y 2y LI GASYydaQ dzyRSN
et al., 2012; Khan et al., 201Qamar et al., 2016Ashfaq et al., 201, 1egideQuigley et al.,

2019). The parameters highlighted in four studighich related to HTN understanding
amongstpatients incluled blood pressure monitoring and the appearance of symptoms. For
example, Saleem et al. (2012) in a qualitative stiatgrviewed16 patients (male 12female

4) andshowedthat understandingof HTN andts treatment was particularlydependent on

blood pressure monitoring and clinical symptoms amongst patients.

By using sermstructured interviews in a qualitative study carried out in three Asian countries
(Pakistan, Siianka, Bangladesh), LegiQuigley et al. (2019) found that theppearance of
physicakymptoms made participants aware of the disease. Symptoms such as a headache, a
general feeling of weakness, shortness of breath, dizziness and palpitations were identified
amongst hypertensive patient®articipants indicated that #se symptoms were nail to
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moderate in intensity and therefore they only sought care in the health facility when they
experiencedsuchsymptoms.This finding is consistent with a survey conducted in the same
city (Karachi) involving 200 hypertensive patgeftnale 100female 10), whichidentified

that physical symptoms such as a headadherred vision and chest pain were considered
common indicators of high blood pressure amongst patients (Qamar et al., 2016).

A contrasting description can be found in a crsestional surve study (n=298) that was
conducted to identify primary causes of HEWongsthypertensive patients (male 172
female 126) in Peshawar (Khan et al., 20R®searchers in this survey reportdtat 90% of

the patients stated HTNh a serious disease and thatost patients were consciousf the
asymptomatic nature of HTN, conversely, 25% of the sampled participants did not consider
HTN a dangerous disease. The common reason for considering B8 Befeousamongst
these patients was the belief that HTN is @omajor cause of mortality. Ashfaq et al. (2007)
however, notedhat 80%of patients attending tertiary care hospitddelieved that HTN could

lead to CVD, whereas 58% attémglprimary healthcare centieconsidered HTN a risk factor

to heart disease. Thisrosssectional survey (n=202) was conducted to compare the
awareness of HTBimongstpatients attending primarjpealthcarecentresandthe outpatient
department (OPD) of a tertiary care hospital in Karachi. Researchers in this survey further
noted that47% ofpatients in tertiaryhealthcareand 79%in primary healthcare did not know
about the readings at which blood psse was considered high. Across five studies (Saleem
et al., 2012; Khan et al., 2015; Qamar et al., 2016; Ashfaq et al., 2017;-Cagity et al.,
2019) thatexploredpatienta Uhderstanding of HTNhone of the studiesncluded questions

to explore hav patients define HTN or what meanings they associate with increased blood
pressure.

The review identified only two studies conductedtertiary care hospital¢in Karachj that

GSNBE 0fS G2 LINPGARS RIFGF NBII NRMHysBmiethli A Sy (&
2007; Gowani et al., 2016). Hashmi et al. (2007) in a descriptive-sosenal survey

recruited 488 hypertensive pat Sy da |40 G2 GSNIAFNE OFNB K2
experiences of HTN and factors associated with treatmefieeehce. Researchers in this

survey reported that patients (70.8%) discovetkdy hadHTN accidentally during a medical

checkup for sympoms related to HTN and its complications (Hashmi et al., 2007). In contrast,
Gowani et al. (2016) in a qualitativeudly that involved four focus group discussions vath

LI NGAOALI yia +ad 2yS GSNIAFNE OF NBsewasafteih G T
a result of an acute medical event (suchnagocardial Infaction or stroke). In focus group
discussionsvith 20 patients, researchers in this study found that patients identified HTN

when symptoms appeared or when they sought help for sotheiomedical condition.

Ly (0KS AyOfdzRSR aiddzRASa 2y LI ioprighsrycauses a3 NA LIS O
exacerbating factors for HTN. Studies related to this aspect are presented.below

2.4.2 Causes of HTN

Four studiesncluded in the reviewl KI G f 221 SR |0 Ke@LISNILISyaArgs
reported a few factors linked to disease causes ambpagicipants (Aslam et al., 2013; Khan
et al., 2015; Gowani et al., 2016egideQuigley et al., 2019). Two studies highlighted that
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patients were believed to be susceptible to HTN due to genetic background and reported
positive family history as a cauar their disease (Khan et al., 2015; Gowani et al., 2016).
Participants who have had any other family member suffering from the disease had insight
that they were more likely to encounter HTN. Gowani et al. (2016) by using sssestured

topic guide vith 30 participants in four focus group discussions highlighted that living an
unhealthy lifestyle was also recognised as a cause of HTN amongsttpati

In contrast to Gowani et al., (2016) two studies mentioned how patients attributed personal
stress ad anxiety as a significant cause of their elevated blood pressure (Khan et al., 2015;
LegideQuigley et al., 2019). Khan et al. (2015) exclusivelyded ondentifying factors that

led to HTNat the individual level. These includetkpressionand anxiey (95%), lack of
exercise (71%), cigarette smoking (63%) and heavy alcohol intake §68%)ere seen as
contributing toincreased blood pressure. Rigipants in this crossectional study strongly
associatedstress andanxietywith HTN,both asan exacebating factor and a consequence.
However, Khan et al. (2015) failed to provide sufficient detail on the factors responsible for
LI G A Sy G & enxiétyiTNGy didinotlcgmRient on whether stress was duthlLJl G A Sy G a Q
inability to perform daily activies as a result of the severitythieir HTN symptoms or caused

by financial problems.

Aslam et al. (2013) conducted a crassxtional study (n=17@ver the duration ofL8 months

to find out the prevalence of HTN and stress in four socioeconomic clgsaesclass, lover
middle class, upper middle class, and leigtlass) The esearchers found that levebf stress
increased consistently with detierating socioeconomic status and stress was observed to be
the highest in people living below the poverty line. Out of 54 participani&ofher class,

nine (16%) had high, 40 (74.1%) had moderate awnel (9.3%) had a low risk of developing
stress (p<0.010)and on examination 15 (27.8%) people were identified to be hypertensive (p
<0.642). Othe group livingoelowthe povertyline, out of 44 participantd6 (36.4%) had high,

26 (59.1 %) had moderate amgo (4.5%) had low risk of developing stregp <0.010jknd
eight(18.2%) individuals were found to be hypertensive (p <0.642). Aslam et al. (2013) noted
a major difference between tweocial class (highr upper and lover class)groups and
reported that thehigher upperclass had the leadikelihood of developing stress (16.7%)
whereas patients living below the poverty line had the highest prevalence of stress (36.4%)
due to financial instability.

In summary, authors of four studies (Aslam et al., 2013nkhal., 2015; Gowani et al., 2016;
LegideQuigley et al., 2019) have attempted to identify some of the causes of HTN, however,
exceptfor Khan et al. (2015) all three were conducted in one Pakistani province (Sindh). The
next theme common in many studigsl & LI 0ASy 1aQ | y®waidSdRgS | yR
treatment, whichis presented below.

2.4.3 Drug noradherence

Nine studies gathered information on low awareness of HTN treatment and reported that
drug adherence is poor amongst hypertengpatients in Pakistan (Almas et al., 2006; Hashmi

et al.,2007; Ahmed et al., 2008; Saleem et al., 2010; Almas et al., 2012; Saleem et al., 2012;
Bilal et al., 2015Gowani et al., 2016;egideQuigley et al., 2019Knowledge (Hashmi et al.,
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2007; Ahmed eal., 2008; Almas et al., 2012; Gowani et al., 2016)atidides (Almas et al.,
2006; Hashmi et al., 2007; Ladha et al., 2009; Saleem et al., 2011; Saleem et aBjl20aR;
al., 2015; Gowani et al., 201l6egideQuigley et al., 2019) were the reasoidentified in these
studieswhichinfluenced the adhe¥nce behaviour of participants.

Inadequate patient knowledge and awareness about blood pressure control were identified
as contributing factors for neadherence to antihypertensive drugs and consealy high

rates of uncontrolled HTN in Pakistan by fetudies (Hashmi et al., 2007; Ahmed et al., 2008;
Almas et al., 2012; Gowani et al.,, 2016). Hashmi et al. (2007) investigated the factors
associated with drug adherence in hypertensive patients (rh@#female 239) by using the
Morisky Medication Adhemgce Scale (MMAS) with score ranges from 0 {adherent) to 4
(adherent).TheMMAS score was significantly higher (P001) in the adherent group (247

1.2) as compared to the neamdherent group (IZ £ 61). One of the key findings of Hashmi et
al. (2007)was that the overall level of awareness about HTN and its treatment was very low
in the nonadherent group.Ahmed et al. (2008) in a cressctional study with 89
hypertensive patients noted that 54% of patients were not compliant with antihypertensive
drugs, howeverthey did not provide any information about the factors responsible for
LJ- G A S yatle®@nce'té dgfug treatmentimiting the usefulness of the findings.

In a crosssectional study coducted at three tertiary care hospitals with 447 paig@nts,
Almas et al. (2012) compared knowledge in patients with controlled (n=323) and patients with
uncontrolled (n=124) HTN. the Almas et al. (2012) studyknowledge score was based on

15 questons developed by brainstorming with experts managing HiidNmarked on a scale

of 1to 5. Researchers noted that there was a statistically significant difference in knowledge
regarding the meaning of HTN, systolic and diastolic blood pressure readingseackto
antihypertensive drugs and about lifestyle ciggs to improve blood pressure between the
two groups. Almas et al. (2012) highlighted that knowledge scores in patients with
uncontrolled HTN were significantly lower and the formal education lexkhdt relae to
knowledgeof the diseasdn these patiats. In contrast to Almas et al. (2012) a qualitative
study that was designed to explore how health perceptionsatate with behaviour revealed

that knowledge defic regarding the iliness, its pameters and management were related

to education levebmongstpatients (Gowani et al., 2016)he esearchers reported that most

of the educated participants better understood their disease and treatment as compared to
their uneducated or lessducated counterpartdt is therefore difficult to conclude fromhe
evidence how important formal education level is with regarduiederstanding of the
disease.

Attitudes towardstaking medication

Eight studies noted that patients correlate the necissf taking medication with the
appearance of symptoms and theregfelt less confident in managing their condition (Almas

et al., 2006; Hashmi et al., 2007; Ladha et al., 2009; Saleem et al., 2011; Saleem et al., 2012;
Bilal et al., 2015; Gowani et a2016;LegideQuigley et al., 2019). Participants in a cross
sectimal survey (n=200) reported intentional nadherence and missed taking
antihypertensive drugs from time to time due to forgetfulness and side effects (Almas et al.,
2006). This survey idéfied that 11.6% of patientsvere not takingthe medicine due toide
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effects and 10.4% missed a dose due to forgetfulriekswiseHashmi et al. (2007) revealed
that once patients achieved control of their blood pressure and their symptoms disappeared,
they decided to discontinu¢heir medication. The researcherdentified that patients on
monotherapy were less drug adherent as compared to patients who were on three or more
drugs.

In two later studies, researchers used a qualitative approach and teskei with the
contention that hypertensive patients experience dyjertensive drugelated side effects
and as a result become nadherent (Saleem et al., 2011; Saleem et al., 2012). They further
indicatedthat most hypertensive patients do not like iag medication believing it to be
unnatural and harmfulSaleem etal. (2011) in focus group discussions with 19 patients
identified that patientsbelievedtraditional remedies were safer anéss synthetic with
fewer side effectshan antihypertensivenedication Likewise, by conducting sestructured
interviews with16 hypertensive patients Saleem et al. (2012) noted that due to the fear of
medications being harmful patients reported often skipping a dose deliberatelyrder to
avoidfrequent exposure tdheir side effects Apart frommedicationside effects, finaaial
constraintsa lack ofavailability of lowcost medications andcantinformation received from
doctors were all identified as important factors that influenced hyperténA @S LI G A Sy
attitudes to drug complianceas identified in six studies (Ladhtiad., 2009; Saleem et al.,
2011; Saleem et al., 2012; Bilal et al., 2015; Gowani et al., RéleQuigley et al., 2019).

2.4.4 Using alternative treatments

Despitetaking antihypertensive drug treatment some patients tried to tretae condition
themselves independenly of the recommended treatment from their doctorThis was
illustrated in four qualitative studies (Saleem et al., 2011; Saleem et al., 2012; Gowani et al
2016;LegideQuigley et al., 2019). Saleem et al. (2011) noted that most patieidicated

that they were engagedvith alternative treatments and highlighted other hypertensive
patients, peers and family members as ithsources of information. Eating garlic, drinking
green tea, brisk walkingeating fruits and drinking liquids wemmentioned as remedies
adopted by patientsin later interviews with 16 participants, Saleem et al. (2012) fothnat
complementary alternatie medicine (CAM), traditional remedies and spiritual healing
treatmentswere used byhypertensive patients. Furthimore, their findings highlighted that
NBfAIA2dza 6SEAST KIFER F AGNRY 3 Anvreltighito 2y K@
treatment as may patients irthe Saleem et al. (2012) study reported thhey believed that
amulets, sacred water and religiotreatment could cure disease.

LegideQuigley et al., (2019ronducted 20 semistructured interviewswith Pakistani
hypertensive patientandlooked at how patients reported using alternative therapies such

as herbabndinformal treatmens and faith heahg. Faithbased treatments were described

as an adjunct to formahealthcareservices and noseenas a replacement. In contrast to
LegideQuigley et al. (2019)Gowani et al(201 KA IKf AIKISR LI GASydaqQ ¥
mentioned that disease ocaence was associated with events outside the control of an
AYRAGARdzZE t @ Ly GKAA ljdzF €t AGFGADS &ns delidess NB & S|
and evaluated fatalistic beliefs as a barrier to drug treatment. They fabadmost of the
hypertensive patients believed that contracting a disease was their flaé it wasmeant to
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happen, unpreventable and unpredictabl@he esearchers reported that even after
identification of the risk factors patientstill believed that nothing could preventhe
occurrence of a stroke or heart attack.

In summaryfour qualitative studies (Saleem et al., 2011; Saleem et al., 2012; Gowalni et

2016; LegideQuigley et al.2019) included in thiseview K A 3 Kf A 3K G spécifici LI 4 A
practices and persondbeliefs can serve as barriers to accessing appropriate treatment,
particularly when it came to understanding disease within the contegf their religion

combined withviews onfate and that this coulddelay the use of available health services.
Educationd interventionsoften assume poor treatment adherenceas aresult of patients

lacking knowledge or notemembering to taketheir medcation, however thefindings

discussed abovsuggest that there may be other reasons for remtherence to treatment.
Theparticipants in these studies held more comp#dternate explanations for their disease

and manyintentionallychose to avoid medicateatment.

2.4.5 Awareness about lifestyle changes

Seven studies were identified that looked at the hypertensive patieda Q | ¢ NBy Sa a
lifestyle changes (Ahmed et al., 2008; Khan et al., 2014; Khan et al., 2015; Gowani et al., 2016;
Qamaret al., 2016; Ishtiaq et al., 2017; Murad et al., 20G/mmonthemesemergingfrom

these studies were lack of knowledgewladherence to lifestyle changes and the influence

of contextual factors.

A crosssectional study that included 219 hypertensive patients (malgf@®ale 130) from

two cities (Rawalpindi and l&snabad) using a structured questionnaire estimated the
prevalenceof HTNamongstthe populations studiedand explored the risk factors associated
with disease (Ishtiaq et al., 201The esearchers found high HTN prevalence rate (29.22%)

in both citiesand reported that due to illiteracy patients were unawaabout adopting
lifestyle changessuch asincreasingphysical activity, eatinga healthy diet, less salt
consumption and smoking cessation. Ishtiaq et al. (2017) stated that only 18 patients were
involved in physical activity while 40 mentioned living a sedentiéegtyle. Howeverthe
researchers failed to provide detailsf how illiterate participants completed the
guestionnaire and did not provide amxplanation as tavhy alcohol intake was nancluded

in the list of risk factors for HTN. Ahmed et al. (2088) crosssectional study found that out

of 89 hypertensive patients, 55.1% were restricting salt intake, whereas 44.9% were not and
23.6% wereengagingn frequent exercise whereas 76.4%eve notengagedn any type of
exercise. Researchers also comparns#t factorsamongstpatients who had controlled and
uncontrolled HTN and reported that HTN control was significantly associated with these
changes (P=0.001), howevéhney did not commenton awareness levelamongstpatients

with controled and uncontroled HTN.

Khan et al. (2015), however, highlighted that most of the hypertensive patietiteir study
were not aware thata sedentary lifestyle contributes to HTN atitiat adopting healthy
lifestyle changegsanassistin controlling HTN. The study illuated that participants had a
lack of understanding regarding regular exercise, less salt consumjgatitow-fat diet,
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smokingcessationand alcohol consumption in relation to HTN treatmenhe esearchers
further noted that 23% of patients were unawarhat smoking and heavy alcohol intake
contributed to HTN and due tthis lack of awareness they continugteir smoking and
drinking practices. This observation regarding smolangpngsthypertensive patients is
consistent with the findings of another cressctional study conducted at primangalthcare
and tertiary care hospital® Karachi (Ashfaq et al., 2007). The study idestt thatgenerally
patients were unaware of the relationship between smoking and HTN and only half of the
patients were aware tht exercisecan assisin controlling high blood pressure. Compared to
other lifestyle changes, Ashfaq et al. (2007) focusdg on collecting data regarding smoking
and exerciseamongstpatients without providing any informatioas towhy other lifestyle
recommendations were excluded.

In contrast tothe three studiesunder review(Ashfaq et al., 2007; Khan et al., 2015; Ishea

al., 2017) one crossectional study (n=50) conducted in Karachi reported contradictory
results and reported that 84% of hypiensive patients understood and had awareness that
lifestyle changes were helpful and thaptimum way to maintainstable blood pressure
(Murad et al., 2017)The esearchers found that 82% of participants with HTN did not smoke
cigarettes, 269%f respondets reporteda low salt diet, 24%f respondentseported eating

a vegetarian diet, 73% of respondents performed regular egerand 96%f participants
avoided drinking alcohol.

{2YS O2yiGaSEldzadt FFOG2NAR GKIFG Ay Fibgdzealhys R LI
lifestyle were social and individual nature(Aslam et al., 2013; Saleem et al., 2012; Khan et

al., 2014;,Qamaret al., 2016; Gowani et al., 2016). Khan et al. (2014) in a descriptive cross
sectional survey study considered how peer pressuegatively affected the adherence of

patients to dietary rgimesto control HTN. The researchers found that in the presence of

family, friends and at social gatherings dietary restrictions left patients feeling under pressure

and eventually they becameon-adherent to the diet recommended by doctors. The study
suggested that if patients weréold about the severity of HTN and the benefits of eating a

healthy diet, compliance with dietary changes could increase irrespectivdla¢énce from

peers. However this hypothesisand recommendation was not testeith the sudy.

Individual factors that influenced the decisions of patients to adhere paréicularlifestyle

were identified in three studies (Aslam et al., 2013; Gowani et al., 2016; Ishtiaq €11af), 2
Aslam et al. (2013) in a cressctional study (n=17@¥entified how hypertensive patients
correlated less adherence to a healthy diet with factors such as monthly income and the cost
of fresh fruit and vegetables (Aslam et al., 2013). Ishtiaq.¢R@lL7), however, reported that

lack of motivation was a comon factor amongst patients that led to neadherence to
physical activity (Ishtiaq et al., 2017). Adopting an active lifestyle required patients to make
certain modifications in their lives whicthey could not do due to a lack of motivation.
Likewise, Geani et al. (2016) by using a sestiuctured interview guide with 20 patients in
F2dzNJ F20dz4 3ANRdzLJA F2dzy R GKI G NI 3dzf dadiheys E S ND A
were unable to inorporateit into their daily lives due to laziness, lack whé, ignorance and

the presence of another chronic disease sucladsritis or vertigo.
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From this body of literature, a picture emerges of the understanding of patients about HTN

and some explaationsfor non-adherence to drug treatment and lifestyle clgas. Data on
KBLISNISYyaArdS LI GASyGtaQ dzyRSNRGFYRAY3I 2F avz2]
in 20 selected studiesand therefore three studies (Ashfaq et al., 2007; Khan et al., 2015;

Murad et al., 2017) could have been more useful if the redears had providec& more
comprehensivepicture | 0 2dzii LI GASyiaQ dzyRSNAGIYRAY3I NB.
consumption in HTN management. The following section will explore the literature
conceaning the views of doctors with regard to HTN treatment ikiBt@n.

2.5The Approach oDoctors to HTNreatment

Current understanding of HTN and its treatma@mPakistarcomes primarily from studies on

the views of patients. Only four of the reviewedidies collected information regardirtge
prescribing practicesf doctorsand their approach towards HTN treatment guidelines in
Pakistan (Jafar et al., 2005; Rehman et al., 2011; Hussain et al., 2015; Malik et al., 2016).
Theefore, thefindings presentd beloware from quantitative studies.

Despite the availability of treatmme guidelines, the literature suggested the existence of a
gap between the recommended guidelines and actual clinical practice in the treatment of
HTN as identified in four crossctional studies (Jafar et al., 2005; Rehman et al., 2011;
Hussain et al., @5; Malik et al., 2016). These studies reported that poor blood pressure
control amongst patients was related to doctors not adhering to HTN treatment guidelines.
The limited adheence of doctorsto treatment guidelines represents a barrier to the
successful implementation, however, only two studipsovided apotential explanatiorfor

low adherence to HTN treatment guidelines (Hussain et al., 2015; Malik et al., 2016). The
reported reasons were: a lack of knowledge about HTN guidelines and misconcegibiout

the costeffectiveness of antihypertensive agents.

Jafar et al. (2005) in a survey Q000 randomly selected male doctors from four Pakistani
cities testedtheir knowledgewith a questionnaire to determine whether their approach to
HTN treatments in accordance with international guidelines. The study questionnaire was
developed by the researcheasd focusedn five themes: type of practice, detection of high
blood pressue, evaluation of patients with high blood pressure, treatment of HTN and
sourcesof information about antihypertensive medication. Jafar et al. (2005) found that most
of the doctors were using incorrect blood pressure measuremantse diagnosis of HTkh
patients of60years or abovewhilst appropriate HTN treatment in oldgreople was initiated

by less than 40% of the doctorShe esearchers identified that théherapy of choice for
lowering blood pressure was reported to be a sedative drug by 28f886ctors whereas
21.1% prescribed a combination of an antihypertensivegdand a sedative aan initial
therapy. Moreover, 63%f doctors inthe Jafar et al. (2005) study relied on representatives
from pharmaceutical companies to updaieem oninformation regardingantihypertensive
drugs and only 31.1% reported reading medljoarnals for this purpose.

A later descriptive crossectional study (n=475) conducted at six hospitals in Karachi
highlighted deficiencies in the knowledge of junior doctors areling the choice of
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antihypertensivedrugsin accordance with theecommended HTN guidelingRehman et al.
2011).The researchers createdsructured questionnaire consisting @fl. multiple choice
guestions (MCQs) encompassing aspects of HTN such dsfthigion, diagnostic modalities,
treatment, possible labratorywork to rule outunderlyingendorgan damage and risk factors
for the development of HTNChe esults obtainedy Rehman et al. (2011) showed that only
42.9%of doctors knew how to define FN in the presence of emorbidities and ACE
inhibitors® were the most common choice (45%) for the first line of treatment in
uncomplicated HTNollowed by thiazidé diuretics. Overall Rehman et al. (2011) identified
an inadequate knowledge score regarmgliHTN treatment guidelineamongstjunior doctors.

The results of two crossectional studies reported poor prescribing practices regarding
antihypertensivedrugs amongst doctors (Hussain et al., 2015; Malik et al., 2016). Hussain et
al. (2015) by using randomized stratified survey with doctora£100)and one withn the
general population (n=400ijlustrated that HTN guidelines were not followednongst
doctors when choosing pharmacologic agefitse esearchers reported that the majority of
doctors prescribed betablocker$ (33%) followed by ACHhibitors (18%) and calcium
channel blocke%$13%) to patients. The comparison of the annual cost of these drugs
amongstparticipants was also recorded. From the results, Hussain et al. (2015) also noted
that doctors had misconceptions about the caxftectiveness oaintihypertensivedrugs and
therefore therapeutic guidelines were not followadhen choosing pharmacologic agents.
Data obtainedby Hussain et al. (2015) indicated that advice regarding-plosrmacobgic
recommendations was given to patients as per the guideliflesvever, inconsistencies in
presenting the results, failure to use inclusion and exclusion criteria for the study pantisip

and an inability to accurately define study participants presem significant risk to the
reliability of data. A further limitation wasot exploiing the views of doctors regarding
compliancewith international therapeutic guidelines

A descriptivecrosssectional study (n=385) conducted in public and private hakpivith
doctors in two cities(Islamabad and Rawalpindieported a lack ofawareness amongst
doctors of HTN treatment (Malik et al., 201®articipantsincluded clinicians, specialists
physicians and doctors from academia working in public (53.7%) paivdte (46.3%)
healthcare facilitiesThe studyfound that generally knowledgamongstdoctors regarding
HTN treatment wasnadequate and there were issues related tahe availability ofand
accessibility tadTN guidelines. Issues highlighted by the ipgrantsincluded:patient-related
factors (87.5%), the absence of standard treatment guidelines inh#adthcarefacilities
(69.1%) lack of awarenesamongstdoctors regardinghe guiddines (85.4%), experienad
doctors(82.3%) and lack of enforcemeoit guidelines (81.1%). Malik et al. (2016), however,

8 ACE inhibitors are one of four drug classes recommended for initial therapy for adults with elevated blood
pressure (Herman & Bashir, 2019).

" Thiazide diuretics drugs are commonly recommended as the first limeathtent for HTN and significantly
reduce the rate of stroke and heart attacks (Grossman et al., 2011).

8 Betablockers are a class of medication that work mainly by decreasing the activity of the heart by blocking
the action of hormones such as adrenalii@plan, 2008).

9 Calciumchannel blockrs are medications that are often used to treat HTN by slowing the movement of
calcium into the cells of the heart and blood vessels (Ozawa et al., 2006).
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identified greater knowledge scoreamongstdoctors who were working as specialists and
hadclinicalexperience of more thatOyears.

In summary, four studies have identified ambiguitiesha prescrbing practicesof doctors

and their inadequatereported knowledge of HTN treatment in Pakistarveall, only two
d0dzRASE o6l dzaal Ay SiG fdX wnanmmT al ttheNHLBG | f @3
assessment tool and clearly statélgeir reseach objectives and definethe populations

being studiedHowever acommon weaknesamongstthe four studiesunderreviewwasthe

failure of the researchersto define explicit criteria foradherence toHTN guidelines.
Additionally,the four studies did nbconducta review ofthe medical record of patientsto
explorewhether divergence from guidelas was justifiableThe studieselied on survey data

only for measuring adherende guidelines.

2.6 Summary anddentification of Gaps

To the best of theadz(l K2 NR& {1y 26f SRIST GKAA A& (GKS TFANEH
about patients and doctos understanding of HTN and its treatment in Pakistan arelps

to highlight the issues that require further research. The aim of this review was to figlenti

what is already known aboutatientstandR 2 O (uddedtandngs ofHTN and its treatment

in Pakistan. A total a21 studies were included in the review in whi&f reported data on

patientd @hderstanding of HTN treatment and four studies looked atidg8 NB Q | g NBYy S 3
HTN treatment guidelines in Pakistan.

Four studies (Saleem et al., 2011; Saleem et al., 2012; Gowani et al., 2016:Qeigiéy et
al., 2019) were qualitativandfocused on patient HTN awarenesiseyreported some of the
contextualfactorsthat are linkedo treatment nonadherenceamongstpatients.Two studies
(Saleem et al., 2011; Saleem et al., 2di@)not describe their data analysis procedures and
scored lowest orthe CASP assessment criteria. Moreover, all four qualitativdies were
limited to Sindh and Baluchistan provinces alidinotrecruit participants from Punjglwhich

is the mostdensely populateghrovince in the countryhence, it is difficult taletermine if the
findings would resonate with thexperiences of pagints in Punjab province.

Thirteencrosssectionalquantitative studiesprovided data on patien& Khowledge of drug
treatment, lifestyle changes and reported low HTN awarenassngst patients. It is
surprising to note that most of thewsdies do not addres important issues that influence HTN
managementwhich includedifestyle changes related to soetultural context The review
identified four crosssectional studieshat focused on doctor§Jafar et al., 2005; Rehman et
al., 2011; Hesain et al., 2013alik et al., 2016)The evidenceuggestedlack of adherence

by doctorsto the recommended HTN treatment guidelines and variation in prescribing
practices. Awarenesgegarding HTN treatment guidelines varied between senior and junior
doctors as highlghted by Malik et al. (2016and this may bean influence on HTN
management

The sudiesreviewedhighlighted a lack of overall HTN awarenesthagoremost reason for
poor HTN control in patientalthoughinappropriateand inconsistentreatment practi@s
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amongstdoctorswas also seen to have an impaklowever, the quality assessment of the
studies revieweddemonstratesthe need for further goodquality research with robust
methodologes Furthermore, the review was unable identify any qualitative stdies
F20dzaAy3 2y R2 O makhgameatdd thishighiights an 2mmirtant gabin
the literature. The following summases the gaps in the existing knowledge about do&t6)
and patien @hderstanding of HTN managemt in Pakistan:

f Qualitathdd & G dzRA Sa (0 KI indefstandingetERling all dspebty/df TN
(lay definitions, causes, symptoms) in terms of treatmamitiQypertensivedrugs and
lifestyle recommendations) and the ways patients manage the diseadenited
overall and notavailable in Punjab provincBetailed evidence taking account tbie
sociacultural context is missing from the available literature.

1 ¢KS NBOASS 61 4 dzyl 6t S (i 2undeéndinghATa. | ye& &dd

f As no quatative study exploreddoctd i Q GASGLIRAY(Ga& 2y | ¢bX A
GKSGKSNI GKS FTAYRAY3I FTNRY &dzdeRdcato MEN t | 1 A ¢
treatment guidelines was due to a lack of knowledge or because of other issues.

In conclusionthe review highlights thae studyof LI 6 A Sy 44 Q | yR R2O002NE&:
regarding HTN treatment and management is required, focysamticularlyon the Pakistani

context.In addition to the available evidence from Pakistan about HTNidlt@ving part of

this chapterconsidesthe main concepts that will inform the context thfe present study.

2.7 Searclstrategyfor the Broader Literature Review

The review focusd on studies reporting beliefs and practices about chronic disease
management in Pakistan buatiso includal studiesfrom some Asian and Muslimajority
countriesbecausehese countries share a similar sociolturalcontextto PakistanThe initial
literatdzZNBE &SI NOK ARSYUGAFASR || @SNEB fAYAGSR ydzy
studiesundertakenin Asia, theefore to overcome this limitation studies are also included
from European countriesEuropean culture is differenb that of Asian,however,due to
insufficient evidence from that regiabwasessentiako broaden the search to ensutbere

is sufficiert literature to inform the study.The databases searched were Scopus, Medline
(PubMed) and Global Health. In addition to these databases,nsikte lateral search
techniques were also used such as scanning the reference list of the relevant articles and
saarching the grey literatureSQubstantive relevant seminal literatureon health beliefs to
understand the concept and inform this study was also considered.

Table 2.2 summarises the search terms and keywords combined into four groups and used to
identify relevantstudies.

Table 22 Keywords and terms used in the literature sen

| Condition Informer Views Context/Research Environmen
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Hypertension Patient Beliefs Asia

High blood pressure Doctor Lay beliefs Muslim population
Chronic disease General Practitioner Perceptiors Europe
Perspetives

TreatmentTherapy
Antihypertensive drugs
Lifestyle changes
Adherence

Culture

Social norms

Religion

2.8 HealthBeliefs

From the late 1970s there has been considerable growth in research conogitieeliciting

the subjective reality of illness in terms of lay explanations (Currer & Stacey, 1986; Lawton,
2003 Conrad,2005. How patients make sense of an illness has been a major focus of
investigation in health anthe social sciences. Beliefs are informed bycegtions and can

be judgements, predictionsdeas,interpretationsand conclusions (Chaffee & Roser, 1986,
Breen et al., 2000; Aylward, 20Q8alligan, 2006). lliness perception comprises a number of
interrelated beliefs about illness and what it means K S LJI { A(Beyfia &WeinindnF S
2012) As highlighted by Petrie and Weinman (20112 tnajor components of thedeeliefs
include how the iliness was caused, how long it will last, what the consequences of the illness
F' NB T2 NJ UKS e syhplorhsSthyatiate Partiofittie Bliess @i how the condition is
controlled or cured.

According to Green et al. (2B0p.106) lay health beliefs can be defined as practices that are
d20A1ftf& SYOSRRSR YR WakKl LISR are theirdSuturdf, S Q &
LISNB 2Y | f 0A 23N} LIHay bélisfshhelgipPedidt thd subje&iGe\exparigneebf
illness, management, recovery (Diefenbach & Leventhal, T9&®asio, 2000) and treatment
compliance(Weinman & Petrie, 1997Hassin et al., 2@). These areh Y R A @waysidf f a Q
understandingheir bodies andexplainingwhat is going on within them. Lay beliefs describe

the definitions,meaningsand experience of healtand illnessand ofteninclude particular

ideas about the way the body functias(Bolam et al., 2003; Aylward, 2006).

Hence, attitude (mental dispositions to achehaviour (established ways of responding to
people and situations) includirgpoken articulatiorandthe ability to cope can be attributed
to implicit or explicitly hal beliefs (Prior, 20Q3Halligan, 200)Z In this respect, the study of
lay beliefs mayontribute to elevating the status of the patient in the contexthafalthcare
(Herzlich & Pierret, 1987.13).

Ascertaining_JS 2 Liin&ssbaliefs can help to expia the ways in which they live with the
complexities of chronic diseasbghavetowards their health, treatment plans and health
services(Nettleton, 2006).I1t may show a search for meaning that goes beyond the
straightforward emyrical, personal experiems of people about health issues and crises.
Hence, &y explanatory models (Blaxter, 1997ness narratives (Kleinman, 1988) and
Ay aARSNE G(Geitanit 1980BnioAggidher relatedterms have beesuggesteds
ways toconceptualise thdived experience of illness through thgatienta l@ns The concept
2F Wt I & SELISndblitgiaS &wal of descabing tiie$i®cess by which the patient
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gains intellectual, psychological and physical mastery over theisd)nthereby enabling
themselves to better cope with it (Morgan & Watkins, 1988; Will&r014). This is best
explored in relation to the management of chronic iliness where the patient uses hisr
position as sufferer as a basis for becoming an expeknowledge (including nedical)
surrounding their conditionbut also utilizing the experience of suffering as a way of
negotiating or critiquing that knowledg&haw, 2002).

According to Prior (2003) the notion of lay expertise is used to refewdodistinct types of
knowledggb hy S A& GKS SELISNASYiGAlt (y2é6tSR3IS RSO
coping with daily practicalities of the disease as wetha&ing sense of how the body reacts

to medication (Stmi, 2015). The other is the ez knowledge as appropriatedéb Yy 2 y 1t
experts that is used to contribut® (Rabeharisoa & Callon, 2002) but also challenge (Barbot,

2006) and dispute the biomedical perspecti®&arni 2015). Lay perspectives are how seen

as forms of knowledge which arfo WS |j dzl f ¢ 2 NI digeGiutdmaik ROSNHL 1y 2
Where this expertise challengeghe doctoiQ &nowledge and practiceconflicts can arise

(Popayet al, 1998). For instance, Kerr et al. (2007) explained that lay and professional
participants in thehealthcaresystem have the knolwdge and in applyingthey demonstrate

expertise.

To deal with the intricacies and difficulties of everyday chronic disease management patients
develop different ways of knowing and dealing with the disesms@ this showd betaken into
accountwhen reorganisingcare delivery (Wagner & Groves, 2002; Henwood et al., 2003;
Williams 2014). Education campaigns which aim to encourage people to take responsibility
for their healthcould proveineffective if people hold fataligt views about the causes of
diseaseg(Nettleton, 2008. It is important to consider that a person may present to a doctor
with a variety of explanations based time experience of theiillness (Harmon et al., 2006;
Greenhalgh, 2009). This is especially tduging periodswhen people & trying to make
senseof the problem and in doing so may move between a varied and complex set of beliefs.
tKSaS 0StASTa Oy 06S O2yaARSNBR a GKSAN Wyl
stronger or dismissed and replaced (Connors & Halligaa5).Undoubtedly, hese beliefs

vary with gender, social class, ethnicity and from individual to individual (Nettleton, 2006;
Conner & Norman, 2008) and are not necessarily consistent with their own explanations of
health and illness depending on cirogtances. In contrastot the clinical knowledge of
disease, understanding the meaning of illness and health for individuals who have
experienced this in terms of consequences and symptoms in everyday life provides subjective
and highly relevant evidencedBer, 1987; Boruchovitc& Mednick, 2002).

Peopl€ Bealth beliefs are shaped by the interplay of various influences (Currer & Stacey,
1986; Kressin et al., 2007; Sathyanarayana Rao et al., 2009; Marshall et al., 2012). The sources
of beliefs include soctoultural (e.g. religin, norms), soci@conomic influences (e.g. income,
education, occupationpast experiences, knowledge and individual factors such as duration

of disease and cmorbidities. These influences are sometimes reported as barriers in the
management of chronicisease as these can limihdertakingof a required behaviour by
patients to achieve the recommended treatment (medication and/or lifestyle change)
adherence or follow up care (Siegel, 2005; Khatib et al., 2014; Devkota et al., 2016)
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2.8.1 The impact ofacio-cultural context on beliefs and behaviour

lliness is not merely a pathological condition for patients. It is expressed through the social
and cultural context in which they live and experience life (Conrad, 2005). Culture tefers
shared values, norsmand codes that collectively shape the beliefs, attitudes and behaviour
of individuals through their interaction in and with their environments (lwelunmor et al.,
2014). Culture is shared by at least two or more people and natusaliieties consist of
greater numbers of individuals. Ifsalitary individual thinkand behaves in aniqueway that
thought or action is idiosyncratic, not cultural (Cohen et al., 2005).

For an idea or behaviour to be considered cultural it must beeshby some type of saa
group or society (Thonemann, 2013ndividual beliefs about health and illness are
representations of the culture and society in which people live (Conner & Norman, 2008;
Blaxter, 2010). For instance, in South Asian culture, atets for personal spacean be
viewed asarejectionof togethernessandthe strength of this shared belief is such that people
will often sacrifice their owhealth and individualityn order to conform(Malik, 2003. Hence

the experience of iliness is maated bylaybeliefs that have a key impact on human behaviour
and it is important to take account of these in order to understand the effectiveness of health
interventions aimed at changing behaviours (Williams & Popay, 1994; Kelly & Barker, 2016).
PeopleQ Beliefs ae often shaped by culture that are aocordancewith religion, local norms

and traditions, therefore, the following sections will draw on literature from Pakistan and
other Muslimand Asiarpopulationsdiscussing the influence of religiondsocial norrs on
beliefs andhe behaviour of patients.

The role of religion, faith and fatalism

Religion and faith have a significant influence on human health and are important tools
LIS2LX S dziAfAasS ¢gKSy O2LAY 3 sg(Kaekg el 2008, Neal, & A G dzI
2013). Religion may be defined as any system of belief about a deity, often involving rituals,

a code of ethics, a philosophy of life and a world view (Etzelmuller & Weissenrieder, 2016).
Whilst faith is trust and confidencia a particudr system of religious belief, faith has the

benefit of empowering the individual through connecting himher to a community that

might, in turn, provide psychological stability (Ba&harku, 2011). Religious beliefs can be

helpful in diseas managementnd assisting with coping strategies depending on how well

they are utilised.

A survey of 604 patients in one of the largest cities in Pakistan showed that 99.7% patients
believed that living a life compatible with traditional Islamic teagsimed to beter health
(Ahmed et al., 2007). They believed that undertaking the five daily obligatory prayers also led
to a healthier life. Religion according to study participants facilitated health and treatment via
three routes: (i) prevented them fromrinking alohol; (ii) prevented them from engaging in
gambling and bribery (iii); assisted them in abstaining from fornication. Furthermore, Ahmed
et al. (2007) emphasised that in Pakistan patients wanted their doctors to pray for them out
loud during dhical visitsand 88% believed that having a doctor who was also a faithful
practicing Muslim would have a positive impact on the outcomes of their disease.
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The results of a questionnai#ased crossectional survey in Pakistan undertaken by Qidwai

et al.(2009) reveked that the majority of respondents believed that prayer could heal. Three
quarters (75.3%) of them believed that prayers can curtail the duration of disease and 160
(40%) participants believed that prayer could prolong life. Methods useladaling by tidy
participants included: reciting verses from the Holy Quran, blowing these verses on water and
then drinking the water and wearing an amulet which was thought to speed up the healing
process. Some of the findings in the Qidwai et al. (2808dy are onsistent with a qualitative
study conducted in Iran involving 27 hypertensive patients who reported that prayer helped
in healing andelievedthat religion played a positive role in their disease outcomes (Shamsi
et al., 2017). Furthermoreatients corelated listening to the Holy Quran with the healing
process and being distant from God was one of the most frequently cited factors by patients
for the development of disease.

Six studies conducted in various Muslim countries highlighted Bpedty the sitive role of
religion in coping with disease, adopting a healthy lifestyle and adherence to treatment (Al
Kandari, 2003; Alsolami et al., 2012; Hatah et al., 2015; Nayeri et al., 2015; Mizutani et al.,
2016; Mostafavi et al., 2016). It wesvealed in auestionnaire survey involving 223 patients
that blood pressure control was improved in Kuwaiti patients who were spiritual and involved
in religious activities (AKandari, 2003). 300 participants in the Hatah et al. (2015) €ross
sectional tudy indicateal that religion helped people accept the disease, reduced stress and
that God helped with disease management and provided peace (Hatah et al., 2015). Likewise,
religion was viewed as an important source of managing stress and enhancing ca@pdia
lifestyle changes amongst hypertensive patients in Iran (Nayeri et al., 2015). Participants
mentioned that their body was on loan from God and they should pay careful attention to
what they eat and how they take care of this loan. In addition, bemmnected topositive
religious values to do with avoiding overeating and oversleeping dramburagedsome
participantsto change their lifestyles based on these beliefs.

Mostafavi et al. (2016) took issue with the contention that hypertensive patierw&ed
diseasdreatment as a necessity instructed by God and therefore adopted careful behaviours
regarding drug adherence. The studies presented here suggest how religion is perceived as a
facilitator to healthcare and positive religious beliefs motivaiadividualsto engage in
healthy activities and comply with their treatment plans. In the available literature religion is
sometimes reported as a barrier to changing attitudes towards health and treatment
adherence when patients display negative religicaeliefs regrding fatalism. Fatalism is
defined as a sense of lack of control and powerlessness over health and illness (Perfetti, 2017).
A person with fatalistic beliefs and a poor level of literacy can misunderstand religious
concepts and recognise hgaasbeingg S@ 2y R 2y SQa O2y iNRft |yR RSL
fate or a powerful external agency (Boyer, 1994; Perfetti, 2017). If patients assume that they
do not have power and control over their lives and disease, the challenge for doctors is
then convince paents regarding treatment and adherence.

Some of the studies identified were evident expressions that disease occurrence was
associated with events outside the control of an individual. For example, an ethnographic
study conducted by Shaikh at. (2008)n the Northern areas of Pakistan found that illness
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patients and they approached spiritual healers for treatment as opposed to consulting
doctors. Likaise, Anwar @ | f @ 6HnmMHO YSYyliAz2ySR GKFG GKS
frequently believed to be the cause of disease amongst patients and they reported treating

this by reading books of a holy nature. Some beliefs contribute to the practices of gatient

with regardto taking medications and adopting treatment options.

Bukhari et al. (2002) identified superstitions associated with health beliefs amongst different

ethnic groups residing in Pakistan. The study found that many illiterate individualsatedrel
supersttions with their religion and indicated that these beliefs had passed to them from

elders. However, the study failed to identify the types of superstitions derived from religion

and how these influenced disease management amongst participanisontrast,a study
O2YyRdzOUSR Ay LNYIlj F2dzyR (KBA @4aBl @ F6 QdLSLIAGYNG OF
popular in Islamic society was linked to HTN disease treatment amongst patients (Ibrahim et

al., 2016). Participants reported that it was urdgeyl the religous precepts to cure disease

using different elements and therefore they found this treatment more effective than medical
treatment.

This is also the case for Iranian participants in a study conducted by Naamni(2016)who

stated that mrticipants thought that their HTN symptoms were due to fate and believed

illness was predetermined by God and therefore they were not required to intervene with
GNBIFGYSyido t SNOSAGAYI RAASEFAS (2 ctofSataisic D2 RQa
bSt ASTA GKFG SyRFYaISNBR I aSyaS 2F NBALRYaao.
The role of social norms

Social norms are the customary rules that govern behaviour in groups and societies (Paluck &

Ball, 2010). Social norms provide direct@md motivation, oganise social interactions and

YIFE1S LIS2LX SQa NBalLkrryasSa LINBRAOGIFoES YR YSI|\
norms are the customary rules governing how to behave in certain ways within a society.
Social norms influence heattielated attitudesand are reported to have powerful control

over human behaviour (Hechter & Opp, 2001).

Social norms are not formed in a vacuum, rather, they are shaped by larger environmental
forces including culture and religion and raise certain englés for healthaa and behaviour
change (Rajiv & Kevin, 2005). Prevention strategies such as pharmaceutical interventions and
lifestyle changes might fail to achieve therapy goals if social norms are not considered or
appropriate adaptations made. Forample, smoking ia socially acceptable norm for men

in Asian countries and in particular in the Bangladeshi community it represents a strong sense
of social bonding and normal part of being male (Bush et al., 2003).

Social norms differ in practice froome country to anther depending on the cultural contexts
(Hechter & Opp, 2001; Forsth, 2012). Despite tiedernisation of Pakistani society social
Y2N¥Ya NBEZ2t3S I NRPdzyR GKS GSFOKAy3aa 2F Latly
& Ziring, B17). However, céain norms are interwoven into the culture and people find it

difficult to distinguish between the twdor example, the traditional joint or extended family

system in Pakistan. Fewer studies in Pakistan have suggested how socialskipi@nd the
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family system can influence and hinder adopting healthy attitudes (Khuwaja & Kadir, 2010;
Qureshi et al., 2016; Mahmood et al., 2017).

A qualitative study conducted on pregnant women in Pakistan that also included some
hypertensive patientglentified that exended families were perceived as having a potentially
ySAFGADBS AYLI OG 2y ¢62YSyQa fA@BSa IyR KSIFfdaK
confined to their homes to do housework for family members, given low status in the family
and were excluded from decisiommaking regarding their health, for example regarding
visiting doctors. Likewise, a survey study by Mahmood et al. (2017) involving 411 hypertensive
patients suffering with depression evaluated that women living in extended lismin
Pakistan gperience greater stress and depression due to their low social status and the
burden of responsibilities and relationships. Khuwaja and Kadir (2010) in a com+bhasdsgt
survey amongst 534 participants with neaommunicable chronic diseas alsadentified

social norms that were specific to female patients in Pakistan. They indicated that women had
reported being restricted in walking outside unaccompanied by a male family member and
their extended family limited the time available foreim to engage in excise. Participants

in the study suggested that they would be better able to engage in physical activity if there
were exercise facilities designated for women only.

Studies conducted on participants in Asia have reported that sofiaénce was repoed to

be both a barrier and facilitator for HTN control (Kusuma, 2009; Shima et al., 2014; Elbur,
2015; Rahman et al., 2015; Nayeri et al., 2015; Shamsi et al., 2017). Two qualitative studies in
Malaysia and Iran pointed out that a lack sbcial supportrom family members affected
medication adherence anchanges tdifestyleamongstpatients (Shima et al., 2014; Nayeri

et al.,, 2015)Researchers using a range of methods found that having to cook for oneself
differently from the rest ofthe family was peseived to go against social norms in India,
Malaysia and Saudi Arabia (Kusuma, 2009; Mahmoud et al., 2012; Shima et al., 2014; Elbur,
2015). Norms specific to family obligations were also reported as a barrier to adopting healthy
attitudes and participantfound it hard to prioritise clinic visits, diet and exercise over the
needs of family members (Shima et al., 2014; R&G#lcet al., 2015).

A study done by Shuval et al. (2008) in Israel examined certain norms that were Muslim
women speific. Researcherfound that women were not allowed to walk outside without
being accompanied by a male family member and were subject to verbal abuse from the
community whenthey attempted to engage imutdoor exercise.In two qualitative studies
undertaken in a range dksian populations the majority of participants viewed the experience

of being supported by their families as a common norm (Rahman et al., 2015; Shamsi et al.,
2017). This support was in the form of cooking food according to their heaétls, providing
information about the disease, accompanying the patient to the hospital and reminding them
to take their medication. Together the results provided important insights into the influence
2F a20AFt y2N¥a 2y LIS oudThe@alowikgettibninéiwdiscsésh SFa |
lay understandingof patients regarding HTN in various Mushmd Asiarcountriesin order

to highlight different aspects of living with disease.
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2.9 Living with HTN

Some of the studies that included details abdiuing with HTN &ve particularly addressed

that accepting the disease diagnosis was difficult amongst patients (Rahman et al., 2015;
Nayeri et al., 2015; Shamsi et al., 2017). This was due to the absence of HTN symptoms upon
diagnosis and many patientoowd not rememberwhen they had started feeling HTN
symptoms. For example, data from a laigmale international study in seven Asian countries
revealed that upon diagnosis of HTN patients reported feeling confused, worried and anxious
(Rahman et al., 20)5The study iderfied that patients experienced difficulties in initially
accepting their HTN diagnosis due to an absence of clinical symptoms. These results appear
consistent with prior research reporting that 59.9% of the patients with HTN were unaware
of their HTN duedo the asymptomatic nature of the disease (Porapakkham et al., 2008).
Likewise, some participants in the Kusuma (2009) study expressed that it was difficult for an
individual to know hisr her HTN status, unless checked by a doctor, tduthe absence of
symptoms. A study by Shamsi et al. (2017) concluded that understanding HTN and its
diagnosis was dependent on clinical symptoms and severity amongst patients. A contrasting
description can be found in three qualitative studies conductedarrious countris suggest

that the appearance of physical symptoms made participants aware of their disease and
diagnosis (Shima et al., 2014; Udompittayason et al., 2015; Najimi et al., 2016). Symptoms
such as headaches, dizziness, a general feelingeakness and fatige were commonly
reported in these studies amongst hypertensive patients. Indeed, symptoms are the most
common reasons for initiating medical treatment and feeling healthy is often equated with
being symptordree (Nayeri et al., 2015).

Lkewise, a study gaed out on the perceptions of patients in Malaysia proposed that patients
generally experienced HTN symptoms and as a result sought medical attention for their
diagnosis (Shima et al., 2014). There was a range of perceptions fromtpail@ut the
nature of HTN and choices they made in the literature. Studies undertaken in Taiwan and Iran
highlighted that HTN was seen as a temporary condition amongst patients that would not
require longterm treatment (Hsiao et al., 2012; Shamsi et al., 2017). LikeWiBN, was not
viewed as a pathological condition by some of the participants in an interpretive gtapbic

study in Thailand (Udompittayason et al., 2015). Wiist studies highlighted that patients
considered HTN as a serious disease that could causplications such as stroke and heart
diseaseand understanding the risks associated with the diseagas an important factor
influencing their attitudes towards treatment (Aslami & Jobby, 2015; Rahmawati & Bajorek,
2016).

Studies on the perceptions of hygiensive patients in thditerature have reported a number

of reasons linked to HTN causes amongst participants. For instance, Najimi et al. (2016)
highlighted that patients believethemselvego be susceptible to HTN due to their genetic
background andaported family history and psycholmgl factors as reasons for their disease.
Similarly, patients in two qualitative studies conducted in Iran considered that their HTN was
inherent and could not be treated (Nayeri et al., 2015; Shamsi et al., 201 onthast, many
patientsinanotherstzRe f AY1 SR | ¢b (2 062Re& GSYLISNI Gdz2NB
resulted in their illness (Udompittayason et al., 2015). However, in the findings of some
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studies researchers identified that living an unhealttigstyle was recognised as a cause
amongst hypertensive patients in Irag, Thailand and Indonesia (Udompittayason et al., 2015;
Ibrahim et al., 2016; Rahmawati & Bajorek, 2016).

A recurrent theme in a number of studies was how patients attributed persdredsas a
significant cause of theelevated blood pressure and as a result they viewed stress reduction
as an effective way to control HTN (Kamran et al., 2014; Shima et al., 2014; Rahman et al.,
2015; Nayeri et al., 2015; Ibrahim et al., 2016; Shainal.£2017). It was reported in tise
studies that hypertensives terd to attribute high blood pressure to life stresses caused by
interpersonal issues, unemployment and financial problems. Some researchers have also
reported techniques that patients udeo reduce or avoid stress to cootrtheir HTN such as
trying to avoid arguments, sleeping and relaxing (Serour et al., 2007; Nayeri et al., 2015;
Mostafavi et al., 2016).

In an ethnographic study conducted usinedigpth interviews a significant strefss event in

the past was thought tbe responsible for the later development of HTN by a few participants
(Udompittayason et al., 2015). From a medical perspective, stress plays a small part in HTN
(Beevers et al., 2015) whereas a recurring theme in thdiss presented here is that stress

was by far the most important cause of HTN according to the perceptions of patients. This
section has reviewed the literature focused on thg understandingf patients about HTN,

its symptoms and causes; studies agkBingunderstandingabout drug treament are
presented below.

2.9.1 HTN drug adherence

| RKSNByOS A4 RSTAYSR o6& (GKS 21 h Fa GKS SEGSY
medication, following a diet, and/or implementing lifestyle changes, coordp with the
recommendations madeybhealthcare providers or doctors (WHO, 2014). However, there are

various issues in the lives of patients suffering with a chronic illness and therefore the
recommended treatment plans are often beset by challenges.

It has been reportedn some studieshat patients with a good knowledge of their disease
were more motivated to practice home blood pressure monitoring, had improved medication
adherence and blood pressure control (Heymann et al., 2011; Kamran et al., 2014,
2015). In contrast, a few rearchers have been able to conclude tlaatihypertensivedrug
adherence was significantly associated with gender and was gengrallyerin men as
compared to women (Khalil & Elzubier, 1997). One study found intdratlire suggested

that selfmonitoring of blood pressure improved the adherence of hypertensive patients to
drugs (Nayeri et al., 2015). The interpretation of these results may be that females are more
likely to devote their time to their families instead taking care of themselves. Howaythe

study did not take accourdf or question why drug adherence was better in male patients.
Qitics have argued that economic reasons such as the high cost of the blood pressure
monitoring device and an absence skills to monitor and understand lbdd pressure
readings act in conjunction with the barriers for patients to setinitoring and drug
adherence (Tan et al., 2005; Rahman et al., 20Thg fndings ofa few studies have
suggested that medication adherenees found to be an independent predictor of blood
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pressure controamongstpatients (BehnooeRod et al., 2016; Khayyat et al., 20 Hywever,

a number of studies in Asian countries have reported that adimegeto drug treatment is
poor amongst hypertenge patients (Mahmoud et al., 2012; Ramli et al., 2012; Shima et al.,
2014; Nayeri et al., 2015; Behno#&bd et al., 2016; Mostafavi et al., 2016; Khayyat et al.,
2017).

A fewresearchers have argued that pextts correlate the necessity of taking drugshnthe
appearance of symptoms and are not aware that HTN might be asymptomatic (Rahmawati &
Bajorek, 2016; Shamsi et al., 2017). They further claimed that the presence and severity of
symptoms were associatedith the beliefs of patients about the need fanedication and

their decision to take it. Another study associated patient fagierence with therapy
requiring more than one pill per day compared to patients prescribed only one pill per day
(Bhandari et b, 2015). Antihypertensive drug neadherence wvas alsohigher amongst
patientstaking a greater number gbills in India (Srikanth & Kulkarni, 2015) and Malaysia
(Ramli et al., 2012). On the other hand, a couple of studies found that when patients had to
take multiple medications, they were less likédyfail to remember to take them, compared

to when only having one pill to take (Has et al., 2006; Srivastava et al., 2015).

In contrast, some researchers took issue with the contention that hypertensaents
experienceantihypertensivedrugrelated side effects such as dizziness, problems falling
asleep, a dry mouth and therefore decide not to take tmeadication(Khalil & Elzubier, 1997;
Shima et al., 2014; Nayeri et al., 2016; Khayyat et al7)2@ualitative studies undertaken in

Iran and Malaysia have further elucidated that most hypertensive patients do not like taking
drugs, finding these unnatural and harmful (Shima et al., 2014; Mostafavi et al., 2016). This
aligns with findings from othestudies which revealed why hypertensive patieavoid taking
medication anddemonstratepoor adherence (Aslami & Jobby, 2015; Ibrahim et al., 2016).

Common reasons to drug neadherence that have been identified in the literature are
forgetfulness (Khdl& Elzubier, 1997; Jimmy & Jose, 2011; Shitred. e2014; Nayeri et al.,
2015), fears about use of drugs due to dependence (Al Ghobain et al., 2016; Devkota et al.,
2016; Najimi et al., 2016; Rahmawati & Bajorek, 20déjation of therapy (Kamran et .al

2014; Devkota et al., 2016) and misconcepsi@bout the dose of drugs (Panpakdee et al.,
2003; Udompittayason et al., 2015). Financial difficulties were the most strongly emphasised
barriers identified amongst hypertensive patients for drug faathererce (Aslami & Jobby,
2015; Ibrahim et al., 2016&hayyat et al., 2017). These studies found thadicationswere
expensive and therefore some hypertensive patients could only buy the quantity of drugs
they could afford, rather than relating to their climicneed.

Despite usingantihypertensivedrugs ®me patients try to manage their conditioby
themselves independenty of recommended treatment from their doctor. For example,
gualitative studies conducted in Indonesia, Iraq, Iran, Nepal and Malaysiaiseasée
managemenby hypertensive patients ideified that strategies such as using home remedies
were often used by patients to manage HTN alongsiaighypertensivedrugs (Ramli et al.,
2012; Ibrahim et al., 2016; Devkota et al., 2016; Rahmawati & BqjaBd6; Nayyeri et al.,
2017). The use of herbsgarlic and lemon in tea were the most commonly hoarelay
remediesmentionedby hypertensive patients in a number of populations (Panpakdee et al.,
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2003; Zinat Motlagh et al., 2016; Ibrahim et al., 201@r8si et al., 2017). Patients in these
studies aid they thought using herbal treatments was safer than using conventional medicine
as a cure for their disease.

2.9.2 Difficulties in adopting lifestyle changes

It has been reported that doctoradvising patients that they must make changes to their
lifestyles and will have to take mediton for the rest of their lives appeared contradictory
and confusing to many hypertensive patients (Rahman et al., 2015). Patients reported that if
changes infestyle can decrease blood pressure why was there an assomihat it will be
necessary to take medication? This niegd toambiguity amongst patien3 0 Sboit & &
nature of the disease ancreatedifficultiesfor their decision making. Likewisa qualitative
study conducted in Indonesia showed that jeatis prefer lifestyle changes over medication
and suggested that such changes wsuéficientto treat HTN (Rahmawati & Bajorek, 2016).
This is the only study that identifieal preference irpatients to adopt lifestyle changes over
medication. Although pants chose lifestyle changes due to fears of medication addiction,
the study did not adequately explore the awareness of patients with regard to the benefits of
lifestyle changes and its applicaiin HTN management and control.

Someresearchers revealenpposite findings and reported unsatisfactory levels of knowledge
amongst patients regarding lifestyle recommendations (Heymann et al., 2011; Kamran et al.,
2014). A crossectional survey (n=5@) India found that 42% of patients did not perform any
execise, the majority were using excessive salt in their daily diet and 12% were consuming
fats on a daily basis due to lack of knowledge (Kaur et al., 2007). Similarly, -sextigsal

study condeted in Egypt indicated that knowledge about all lifestygeommendations
amongst hypertensive patients was inadequateHBy & El Mezayen, 2015).

Some researchers have argued that a lack of motivation amongst patients was the most
common cause of pooadherence to lifestyle changes (Mahmoud et al., 2012) aigfmo
adopting an active lifestyle required patients to make certain modifications in their lives which
they could not do due to various factors or barriers. Barriers to not practicing a healthy
lifestyle commonly reported in the literature were personal¢cistd and environmental. Some
identified factors in the literature that lead to nemdherence to exercise in hypertensive
patients are weather, disability, injury, timeonstraints/busy routine anda lack of social
support (Serour et al., 2007; Shima et @D14; Rahman et al., 2015; Khayyat et al., 2017).

Likewise, issues contributing to naaherence to dietary changes in hypertensive patients in

a number of populations are the attraction to eagimut, dietary habits and a taste for salt
and traditionalfoods (Shima et al., 2014; Aslami & Jobby, 2015; Nayeri et al., 2015; Zinat
Motlagh et al., 2016). In Saudi Arabia difficulties in preparing a specific diet with less salt and
oil was the most fregent cause for poor adherence to dietary regimes due tottadition

of families and friends eating together (Mahmoud et al., 2012). Some hypertensive patients
correlated less adherence to a healthy diet with monthly income and the cost of fresh fruit
andvegetables; the influence of social gatherings was aldicated in four qualitative studies
(Serour et al., 2007; Elbur, 2015; Mahdavi et al., 2017).
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A few studies in the review identified factors that have been attributed to the high incidence
of smokng amongst hypertensive patients, such as an addictioni¢otime and the social
requirements to relieve anxiety and frustration (Nizami et al., 2011; Kamran et al., 2014).
Compared to smoking, alcohol consumption remains low where the majority of the
population is Muslim (Nayeri et al., 2015)lcohol is restrited for Muslimson religious
groundsand in Muslim countries there are strict laws against the consumption of alcohol.
Another reasommay bethe stigma surrounding its consumption and Muslims comst do

not allow people to drinkublicly orin front of their families.

Some researchers (Shima et al., 2014; Elbur, 2015; Rahman et al., 2015; Mostafavi et al., 2016)
have highlighted that doctors also contribute to the radherence of patients to trament

plans and foundhis to be asignificant factor. Doctrs counselling on an active lifestyle have

'y AYRSLISYRSYy(l STFFSOG 2y KeLISNISYyaA@dS LI GASyY
lifestyle advice (Heymann et al., 2011; Devkota et al., 201@seThesearchers made an

attempt to explore how doctors oftefail to recognise drug neadherence in their patients,

do not explain the adverse effects of a drug effectively, over prescribe and inadequately
consider the burden of cost to the patient whiclan then lead to medication neadherence.

For instance, anajority of hypertensive patients reported difficulty in recalling complex
nutritional advice received from doctors duritighe constrainecconsultations (Nayeri et al.,
2015). In contrast, many piantsin various Asian countriesdicated that they did at receive

any proper advice on drug use and lifestyle changes from doctors (Alsolami et al., 2012; Shima
et al., 2014; Devkota et al., 2016). Some hypertensive patients reported that encounters wi
the doctor created nervousness and as a result that tthielynot ask all that they wanted to
know (Rahman et al., 2015; Rahmawati & Bajorek, 2016). From this body of literature, a
picture emerges of the lay understanding of patients about HTN and theesaof non
adherence to drug treatment and lifestyle chasy The following section will explore the
literature concerning theunderstandingsof doctors in general and with regard to HTN
management

2.10 Doctoa nhderstandingabout lliness

The medical definition of illness is largely based on objectnel demonstrable physical
changes in the body such as signs of disease and symptoms (Helman, 2007). This medical
explanation does not include the social, cultural and psychological dimensiolh$eélih

and the context in which it appears that determs®e meaning of the disease for patients
ObSGGtSG2ySE HnncOu®d 2A0K2dzi |y dzy RSNEGFYRAY 3
personal beliefs, doctors may make recommendations that arenisistent with the beliefs

of their patients and the realities iméir lives (Agyemang & déraftAikins, 2014). It has been
indicated that the awareness of doctors of cultural patterns in areas of practice help them
deal with the needs of the patient efttively and compassionately (Seibert et al., 2002;
Hausman & Mader2004). However, differences in cultural patterns within the same
geographical location make the knowledge of doctors about areas of prgudidecularly
important (Shortell & Singer, 280Marshall et al., 2012).

50



Helman 2007 points outthat the medi@al model should not be seen as homogenous and
consistent; clinical practice may be influenced by the doctor's personality, training, speciality
and experience, as well as the soecidtural context. Evidence supports that time pressure,
the need to make gk judgements, cognitive load, task complexity and busyakssipact

on the level and standard dfeatment provision (Bodehausen & Lichtenstein, 1987, Gilbert
& Hixon, 1991). Doctors npdbe especially vulnerable to rely solely on their existing idads
understandingdue to time pressure, briefconsultationsand the need to manage very
complex cognitive taskshicharethe demanding characteristics of their woflRurgess et al.,
2004;Pko, 2006;Watt et al., 2008; Olson et al., 2009 aresult,they may fail to take into
considerationLJ { A Bleisan@beswayed by theipersonalbeliefs regardingreatment

and management of thelisease(FitzGerald & Hurst, 2017).Sy OS R2 OG0 2NB Q dzy R
regardingLJl A dis¢a$elapecome stereotypicaf they fail to separate themselves from
their ownbeliefs

Doctors may not always see how their understandingnigself context specific rather than
universal and natwal (Helman2007). For example, in some cultures joint pa#me regarded

as part @ the ageing process aritlerefore not a matterof medical concern for patients and
doctors(Gignac et al., 2006%learlyjaydefinitionsand thecommonideassurroundingliness
shapeR 2 O (udde&tanding as well Studies conducted in various coumisiindicated that
beliefs and attitudes within a particular soedaltural context are broadly similar irrespective
of occupation and roléChulze, 200Auber &Rossler2007) For instance, a study conducted
in Pakistan found that doctors also had beiebout religious and supernatural forces such
as thevil eyganddisease bein 2 RQ &  LJdzyl domri<ovividitll the beliefs ofpatients
(Haddad et al., 2016).

AscertainingR 2 O0 2 NB Q dzy RS N& ( I y Reksgriial, §idhat td&adeyolayy | ¢ b A
of HTNis complex (Marx, 1976) and the nature of the interaction between relevant risk
factors is poorly understood (Marshall et al., 2012; Aston & Kaul, 2018). This lack of clarity in

the literaturesuggestsl K I 0 R 2 O 2 Nwilkplay a$iednkaSraleinth@iSagiproach

towards treatment5 2 O GuddéBtandingabout HTN and its treatment has not been widely
examinedin contrast to those ofpatients. Certainly, as potential consumers of health
ASNIAOSas GKS 3ISySNI fsareddaihy of DRstigatios dua 6 hér | Y R
possible influence on behaviaurfor seeking hel@nd adherence to the advice given by

doctors (Feldman, 1988; Eagly & Chaiken, 1993; McShane & Mitchell, AN&umani et

al., 2019). However, it is equally inpant to identify R2 OG 2 NAQ dzy RSNRA Gl Y RA
aetiology, causes, symptoms, prognosis and goals of treatment and to compare that with
patients to identify differences that can be addressed order to improve disease
management (Carr & Donovan, 19980P, 2003 Rahman et al., 2015).

2.10.1 HTN treatment guidelines
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To improve the control of HTN, treatment guidelines have been developed and disseminated
worldwide; the guidelines contain recommendations regarding screening, diagnosis and
treatment of HTN.Treatment guidelines aim to assist doctors in determiniimgappropriate
management of HTN in order to increase the percentage of patients with controlled blood
pressure (McManus et al., 20,1Rjeldsen et al., 2014; Burnier, 2Q1i8owever the likelhood

of doctors tofollow guidelinesmay depend ontheir views of themwhich is influencedby

their knowledge, past clinical experience ahd characteristics of thguidelinegshemselves
(Carey et al., 2009; Appleby et al., 2015; Farshidi et al., 2018).

Knowledge about treatment guidelines

One essential factor for success is the knowledge of doctors dbeatment andusingthe
recommended guidelines (Javadi et al., 2005; Lemos, 2007). Studies carriec cange of
populations have indicated thatgor blood pressure control amongst patients was related to
doctors not adhering to HTN treatment guidelines (Midl6v et al., 2008; Rahman et al., 2015;
Devkota et al., 2016; Teoh et al., 2017; Farshidi et al., 2018). Some researchers raported
potential explanation for low adherence by doctors to the recommended HTN treatment
guidelinesas alack of knowledge about HTN guidelines, disagreement with the guidelines,
uncertainty about the stage of HTN aadbelief that the guidelines are not easily applicable

to daily practice (Midlov et al., 2008; Banegas et al., 2011; Lee et al., 2015; Rahman et al.,
2015; Barbouni et al., 2017).

An observational crossectional study undertaken in five regions of Kuwait has identified
barriers to knowledge anthdicated tha only 49.1% of the primary healthcare physicians
were familiar with WHO/ISH HTN guidelines and only 23.7% always follow the guideknes (Al
Ali et al., 2013). In contrast, the results of a study by Windak et al. (2009) in Poland suggested
that lack of knovedge regarding HTN management was not a factor but there were reports
of unfamiliarity in how best to manage certain subgroups. As in the Windak et al. (2009) study,
doctors did not provide complete lifestyle recommendations particularlypfatients with
cardiovascular risk. It was also observed that the depth of lifestyle information increased
when a patient presented with HTN in emergency care and additional risk factors and diseases
were also present. These results appear consistent &itr studiesconducted in other Asian

and European countries (Nayeri et al., 2015; Barbouni et al., 2017; Teoh et al., 2017; Setia et
al., 2017).

2.10.2 Assumptions about patients

By virtue of the technical knowledge and skills of doctors they are peddiv have an
authoritative role during the doctepatient encounter and often make value judgements
about patients that influence disease outcome (Nettleton, 2006). Bury (1997) further
elaborates on this potential for conflict and suggested that its selies in bag assumptions
held by doctors and guesses they mak®ut how patients should behave. Doctors generally
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believe that patient noradherence to prescribed drug treatment is a significant barrier to
disease control. However, the literature domet support his contention and it has been
argued that patient noradherence to treatment is also doctor related (Martin et al., 2005;
Kleinsinger, 2010; Rahman et al., 2015).

Aira et al. (2003) has found that some doctors were less likely to ask abmkireg and
drinking in patients due to the assumption that such issues relate to their private lives.
Similarly, a survey study hawdicatedthat doctors were less likely to recommend lifestyle
changes in elderly hypertensive patients due to the assumpti@t olderpatients are less
likely to adopt the changes in their lifestyle as compared to younger patients (Johansson et
al., 2005). Brobeck (2014) haghlightedthat lifestyle recommendations were discussed
more often with men as compared to women$lu G 2 RagstnipgoN#a®women do

not adhere to healthy lifestyke

Doctors are believed to be the main source of health information (Clarke et al., 2013) and not
only areideallypositioned to provide this information but are also viewed by paeas a
reliable source of diseaseelated information and treatment (Martin et al., 2005). However,
the evidence suggested that doctors had different expectations and wanted patients to take
chargein orderto improve their blood pressure and lifestgl@lallinoja etl., 2007; Banegas

et al.,, 2011; Barbouni et al., 2017). Banegas et al. (2011) have noted that doctors did not
changeantihypertensivetreatment in many uncontrolled hypertensive patients in Spain
because they assumedtd be unnecessary.

Many doctorsn the study assumed that small elevations in blood pressure levels were not
important and posed little risk to patient health. This has also been explored further in a study
carried out in urban areas of India which indicated that most dochalteved tha dietary
changes were difficult to adopt by the patients due to assumptions about the behaviour of
patients and affordability issues associated with healthy eating (George et al., 2016). Likewise,
a survey in Finland about the views of do&on delivemg lifestyle advice revealed that
doctors perceived the patients to be responsible for their own lifestyle management and the
role of the doctor being limited in terms of making change happen (Jallinoja et al., 2007). A
majority of doctors inthe study ageed that a barrier to the treatment of lifestyleslated
conditions was the unwillingness of patients to change their habits. These studies were
conducted in three different countries and documented that doctors believe they can make
judgemens and decisios about the information appropriate for their patients.

A crosssectional study conducted in France evaluated that doctors with an optimistic
approach towards HTN appeared more empathetic and supportive towards patients and were
successfuat controlling blood pressure (Consoli et al., 2010). However, a handful of studies
in the review suggested that doctors being judgemental led to differentials in decisions about
HTN treatment and conflict when encountering patients (Jallinoja et al.,;280&wahna et
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al., 2012; George et al., 2016). For instance, literacy, educational background, dress and
appearance were important indicators at the time of clinical decisi@king amongst
doctors originating from urban areas in Pakistan (Shawahna e2@l2). The taidy also
suggested that the personal characteristics of doctors and beliefs about patients influenced
their behaviour and the quality of service providégkewise, it has been reported in another
study that some doctorsnay deliver less infonation to pdients who havelower socic
economicstatus because thegssumethem to be less educated, not intelligent and less
rational (Moret et &, 2017).

HencedoctorLown beliefsnot only shape their attitudes but also the clinical interaction,
information provsion and interaction with patients. Research shows that patient satisfaction,
commitment to treatment and perceived outcomes of care are greater when the doctor and
patient achieve a shared understanding of disease (Thompson, 2007; Graham & Brookey,
2008;Vahdat et al., 2014; Kennedy et al., 2017). However, it is also clear from the review of
GKS 10208 fAGSNIGdz2NBE GKIG R2002NEQ obftASTa
influences such abeir knowledge, sociaultural context angersonalexperierces.

2.11 Conceptuaframework

Review of the literature clearly shows that beliefs are important determinafitactions

choices and decisions that people maké¢hat peoplebelieve about the nature cdnillness

and its symptoms affects how they deal Wwiit. Hence, beliefs provide an explanatory
FNFYSH2N] FYyR KSELI LIS2LXS G2 YIS aSyasS 27
explanations of health made in a piaular context (Blaxter, 1990illiams& Popay, 1994;

Popay et al., 1998; Conn&rNorman, 2008; Kennedy et al., 2017). Therefore, the concept of

health beliefs served as a conceptual framework for the current study as beliefs seek to
account forattitude andexperiences

The conceptual framework will guide the study in four impattevays. Firdy, it will inform

the collection of qualitative data including accounts of social, cultural and ritual symbolism
(Bhui & Bhugra, 2002). This was considered important in the context of patients and doctors
in Pakistan as the literature reviemdicates thatbeliefs are influenced bthe specific socio
cultural context of living and working in Pakist&econdly, as evidence supports thaauses
symptomsand treatmentoften do not carry the same meanings when they are framed
differently or vieved from differentexperiencegHannay, 1979; Kleinman, 1988; Conard &
Barker, 2010; Rosendal et al., 201B)is likely thatpatients and doctors have theown
personalunderstandingsregarding HTN managemeiiatient€Interpretation of HTNcauses
andtreatment canvary tooand may appear inconsistent to doctors.

Thirdy, within the belief framework, the position of all partieis given equal importance; in
2U0KSNJ 62NR&S | afiinedsBilybe fentedSak hatdNdis dnpd@itént as the
doctors. Fourthly, the framework was chosen because it goes hemkand with calls to
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improve the quality of clinical care for patientgth chronic illnes§YWHO, 2016)In the
therapeutic encounterthe doctorQ #ole is important, and her she shouldascetain the
patientQBeliefs(Main et al., 2010; Nimmon & Stenfarayes, 20160 that the conversation

is geared toward the maximum poduction of new knowledge and learning. If a doctor is
unable tounderstand and addregbe patientQ Beliefs, the persoRad 62 NI ROAS s ¢
AyalrOod FYyR YSEyYyAy3ATFdz € S| NYAyahdestaridibgabgug 0 2
disease managemenis equally important andwill determine the type and extentof
recommendations they might make to patient

O¢ >«
O

Studies condated in countries other than Pakistan have found that variatibetween the
beliefs of patients and doctorggarding disease managemaeare often associated with poor

HTN control Gascoret al., 2004; Marshall et al., 2012; Rahman et al., 20b%rmation

about the shared understanding of patients and doctors about HTN management in Pakistan
islacking fromthe evidence basand thereforerepresents a major gap in the literature. As

the systematic review identified there is clearly a dearth of methodiglally rigorous studies
looking at patient® Yy R R 2 O ( auddutdingH$N, its 8eatinent, particutly in Punjab

(the most populated province) and existing research does not go far enougingiderhow

LI G A Sy G & Q urdgfsandign@yirdubldEeCHTN management.

2.12 Summary

This chapter has presentemhdreviewed literature relevant to the current study. The beliefs

of patients and doctors about HTN in Pakistan have been explored by searching the relevant
databases to address the firsegearch question. This is followed by looking at broader
literature toSEF YAY S K2¢ Odzf §dzNB=X NBfAIA2Yy yR a20A
beliefs within certain contexts. The chapter has presented a range of issues that influence

both the beliet of patients and doctors and their experiences with regard to HTN
management.

{ 6GdzRASA& KA IKE A IK (Qndétstahding of ISTI (déugrreatryeRt arfdl Bfe3tyle@ NI
changes which include exercise, dietary changes, smoking cessation and lowl alcoho
consumption in relation to HTN have been explored. Finally, the tehapiscusses that

LI GASyGaQ FtyR R2O002NEQ dzyRSNRGIYRAY3I 2F | ¢hb
framework ofhealthbeliefs that centres on explanations and understandinguiredthrough

actions andcexperience. A lack of qualitative research abitat views of patients and doctors
surrounding HTN management warrants further exploratory research in this area within the
Pakistani context. Therefore, the next chapter will discussrédsearch methodology and

design of the current study.
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Chapter3: Methodology

The intention of this study is to generate rich data from patients and doctors to give insights
into how beliefs informed theiunderstandingof HTN and its management. Inder to gather
insights, qualitative research was considered appropriate to achieve the aims of the study.

This chapter describes the theoretical viewpoint of social constructivism and the rationale for
selecting this tanform the methodology of thisstudy. It is followed by a discussion of the
methodology used and the methods employed in data collection. The chapter will outline the
process of data analysis, ethical issues and measures used to establish rigour for the study.
Finally, the chapter willpreéSy i G KS NBASIF NOKSNRa NBFf SOGAz2ya
dilemmas encountered during the data collection.

3.1 TheNature of Qualitative Research

Qualitative research is a systematic approach that covers different fofeisquiry and helps

to reveal a social phenomenon (Merriam, 1998; Grove et al., 2014). It helps researchers to
provide an interpretation of the social world of research participants by focusing on their
experiences, perspectives and histories (Ritchie®is, 2003). According tdv&rman (2010)
gualitative research is generally conducted in the natural setting of the subject in order to
LAY Yy WSYAO0Q LISNBALISOGAGSO®

Some of the key defining qualities of qualitative research highlighted by Denzin anthLinc
(1994) are that qualitatie research is a naturalistic, interpretative approach concerned with
understanding the meanings which people attach to phenomena (actions, decisions, beliefs,
values) within their social worlds.

WOCKS g1 & Ay sskdied nderstad laiidSntpretSHeiy sbcial reality is one of the
OSYGNIf Y2(0ATa 2F lijddh tAGHGADS NBaASHNDKE 6. NEYF y3

The essential characteristics of qualitative research include: a belief in social realities, focus
on the emigperspective, meanings and interpretations (2e & Lincoln, 2005).

3.2 MethodologicalParadigmfor This Sudy

A paradigm is a set of common beliefs and agreements shamedngstscientists and
researchers about how problems should be understood and adde@uhn, 1962, Creswell,
2013).A clear cosideration of the research paradigms is critical to ensure that the research
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design is positioned in terms of ontolddyepistemologyt, positivism?, postpositivisni® or
social constructivism.

Social constructism isan approachhat focuses on how indigiuals come to construct and
apply knowledge in socially mediated contexts (Thomas et al.,, 2Gdehebein (1996)
describes the constructivism philosophical paradigm as an approach that asserts that people
construct their own understanding and knowledgetloé world through experiencing things

and reflecting on those experience¥he fundamental prinpie of this theory is that
knowledge is a human construction and that the learner is an active participant in the learning
process (Gergen, 2015Jonstructivem resonates well witthealth beliefs framework as it
enables eliciting rich information relatetd people perceptions of issues (Arksey & Knight,
1999).As highlighted by Creswell (2007), constructivism asserts that people's beliefs about
illness are sulgictive, multiple and influenced by their social, cultural and historical context

Constructivism is founded on three assumptions about learning (Savery & Duffy, 1995;
Gredler, 1997 Thomas et al., 2014® CANER Gt X € S| NJ A y Jterdction | NB & ¢
with the environment. Thus, according to this principle knowledge issttoated as the

learner makes sense of their experiences in the world. Secondly, cognitive dissonance, or the
uncomfortable tension that arises from holding two conflictihgaghts at the same time, is

the motivation for learning. Thirdly, the social emriment plays a critical role in the
development of knowledge. Thus, researchers adhering to this paradigm try to understand

the world they live in, interpret the meanings ofhers and make sense of their day-day

life and interactions.

According to Denzin and Lincoln, (1994) the ontological and epistemological views considered

by researchers contributed to the existence of several approaches. The way in which
researcherglan their research questions is likely to be partly determinedh®r existing

2y 02t 23A0Ff FaaddzYLIiAz2ya o0.NEYIYI HAMHO® ¢KI
and nature of reality and, therefore, what there is that can be known about it (iDefaz

Lincoln, 1998). The formulation and approach | have adoptettweloping and addressing

my research questions reflects my own ontological stance, which has been influenced by my
professional background.

As a Pakistani qualified medic, | have expeaseeof working with doctors and hypertensive

patients in a hospitaketting, as a former house officer. It was during the faxéace

encounter that patients usually talked to me about different aspects of their lives and
circumstances that they believaslere key influencing factors in the management of their

HTN. FromKA & AYaARSNI SELISNASYOSsS L Y AyGiSNBaGsSR

10 The term ontology refers to a branch of philosophy coneerwith articulating the nature and steture of the world

(Wand & Weber, 1993). It specifies the form and nature of reality and what can be known about it.

11 Epistemology refers to the nature of the relationship between the researcher (the knowen Rriflif 2 i S& a G KS y I { dzN
human knowledge rad understanding that can possibly be acquired through different types of inquiry and alternative

methods of investigation.” (Hofe® Pintrich, 1997)

12 The positivists believe that the world is external (Carson.e2@02 and that there is a single olujéve reality to any
research phenomenon or situation (Hudson & Ozanne, 1988).

13 postpositivism has an ontological basis where reality is assumed to exist but is imperfectly understood because of the
complexity of uman nature (Creswell, 2007).
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of the phenomenon as contextualised in a social settinghis study, my lens will be social
constructvism which seeks to explore how meanings are created from the ptandof the
study participants.

3.2.1 Constructivism or constructionism?

The terms social constructivism and constructionism tend to be used interchangealdyeand
considered underthegy SNA O (G SNY WO2y aid NHzOU A @iHowWes LI NI A
GKS &a20Alf O2yGSEG Aa G GKS OSyidNB 2F wWYStHy
Aada LI I OSR 2y GKS W{y2sAayadQ GKIFIG A& ONBIGSR
contrast, within a social constructivist paradigm, the individual ike centre of the meaning
YFE{AYy3 AY (GKS SELISNASYyOSod ¢KSNBF2NB:zZ (KS F20
that takes place due to their interactions within a particukocial context (Avis, 2005).
Constructivism is a research paradighat rejects the existence of an objective reality,
GFraaSNIAYy3 AyaadSIR GKFGO NBIFITAGASAE NB az20Al €
many such constructions as there arein@A Rdzl f 8¢ oDdzol g9 [AyO2fysZ
constructivism emgF aAaSa GKS AYLRNIFYyOS 27F Odz GdzNB
understanding and as a result, construction of knowledge is based on this understanding (Kim,
2001).

In other words, constretivists believe that social reality is constructed by individaalghey

assign meaning to the world around them (Brekenridge et al., 2012). This concurs with the
argument that health means different things to different people in health or other settings

0{ SSRK2dzaS> Hnannou® 2 A0GKAY &bKuA RealthhdNdsedSe@anA &S >
0S RAFTFSNByYy(H G2 GKIG 2F GKS R200G2NXNa&a NBFfAGS
people build the same phenomenon in different ways (Strau€&bin, 1990). Thus, there

are multiple ways to understand the wdr each regardedsWi NHzSQ o6& (GKS AYyRA
describe them. For this, constructivist researchers try to understand the meaning of the
interpretations of the study participants and iesthat truth is relative and dependent on

2y SQa @A S giidgeleyall, 2012).NE | Sy

3.3 Choosing th&esearchMethodology

The methodology is a strategy, plan of action, process or design, lying behind the choice and
use of a toolkit of research methedCrotty, 1998). Many different methodologies may have
the same uderlying theoretical perspective and each methodology may be implemented
using different combinations of research methods. Approaches to qualitative research, such
as ethnography, narrativeesearch, phenomenology and case study were considered for the
cumrent research, however, none provides a means to explore the perspectives of patients
and doctors about HTN and its management specific to the aims of the study.

Grounded theory approactseare concerned with human perceptions and how people
manage problematic situations in their daily lives through a process of data collection that is
often described as inductive in nature (Morse, 2001). Grounded theory researah is
naturalistic enquiry ad commonly used by constructivist researchers (Guba & Lincoln, 1989).
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Glaser and Strauss who originated the process of grounded theory argue that a grounded
theory study involves the generation or the discovery of a theory, whigh W3INR dzy RSRQ
data collected from participants (Glaser & Strauss, 1967). However, since this work
NBEaSI NOKSNE KIFI @S dzaSR 3INRPdzyRSR (GKS2NE GAGK2
and used this approach as a set of methods (Morse et al.,;2088rmaz, 2006). A cadl

discussion on the grounded theory approach is described later in this chapter (sections 3.3.2).

According to Guba and Lincoln (1994) grounded theory provides rigorous insights into the
areas that are unknown or hidden to thesearcher. Theory inductiois an evolutionary and
inductive process that happens as the research proceeds and in this way grounded theorists
explore individual accounts and explanations to generate a theory at the end of the research
process rather than t&ing hypotheses from esting theory (Charmaz, 2006). However,
researchers can also use grounded theory methods to analyse data and gain insights into a
social phenomenon to generate a theory as long as they avoid labelling their studies as
grounded theoies (Foley & Timonen, 2B). The grounded theory principles used in this study

are provided in section 3.3.3.

3.3.1 Debates in development of grounded theory approaches

Since the development of grounded theory (Glaser & Strauss, 1965) the methodology has
passed through differenstages and diverged into three different schools of thoughts. The
first is classic grounded theory, which is associated with Barney Glaser; the second is evolved
grounded theory linked with Anselm Strauss, Juliette Corbin and Atlat&e; and the third

isa constructivist grounded theory, which stems from work by Kathy Charmaz.

Charmaz has reshaped grounded theory and methodology considering relativist ontology
(many possible realities) and subjectivist epistemology (understandimgnstructed by a

reseacher and research participant) (Charmaz, 2003). Constructivism assumes that there are
Ydzf GALX S &20A1f NBFfAGASE O2yOdzNNByidfe NI GK
Strauss and Corbin (1990) were being too unreali€ie states that both appaches to

grounded theory assume an objective external reality that exists and can be identified and
therefore, takes a positivist and objectivist stance. This is due to the fact that Glaser warns

the researchers against explorinbe literature before etering the research field. This

ignoring of the literature has been highly questioned by critics who propose that the literature

FYR LINBO2yOSLIiA2ya AYaidSIR 6S WoNIO|1SGSRQ Iy
(Hallberg 2006).

Charmaz states #t it is not possible to fully remove oneself from literature or previous
experiences to conduct a purely objective analysis of data. She further adds that the prior
knowledge of the researcher adds to the data collection andeériniterpretation of thatdata.

/ KFENXYEFT Qa | LIWNRFOK (2 3INRdzyRSR GKS2NEB | OlyY
constructing meaning with the study participants. Hence, Charmaz advocates a constructive
approach that assumes multiple social realities.

Accoding to Charmaz (2006) ¢hresearcher takes a reflexive stance and studies how, and
sometimes why, participants construct meanings and actions in specific situations. She asserts
that in qualitative research we have to enter the world we are studying hatwe need to
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learn fromthe outside (Charmaz, 2006). She states that this requires the focused attention of

the researcher to discover what is important from the viewpoint of participants and what

things really mean to them. Therefore, she stresses itgortance of acknowledgeemt by

the researcher of their role as well as the role of respondents in constructing the research
RFGF FTYR KS2NEBEo {KS adlFrdisSa dGKFdG GKS NBASIHE N
processes and situations. The resdmaic constructs a story ahit does not simply unfold

before the eyes of an objective viewer.

Thus, according to Charmaz, grounded theory approaches should focus on meanings, actions

and processes in the studied social context. Additionally, the analygigunded theory

whichrd | 6§Sa (G2 GAYSET OdzZ Gdz2NB +FyR O2yGSEG NBTFE S
glre 2F GKAYl1Ay3a oaArtta SG fdX HnncOd ¢KS NB
GKS NBaSI NOKSNDA& SE Lpart gidatiésihisyor herfiderstahding anl S LJF N
meaning of reality is the result of the analysis (Charmaz, 2006).

3.3.2 A critical discussion of a grounded theory approach

As highlighted in section 3.3.1, there are three main schools of thought in grounded/theo
which appear to be pdly in contradiction with each other due to variations in epistemological
positions. A review of the available literature provides a wealth of examples regarding a
chequered history of grounded theory and fundamental differencethéndevelopment of

the three strands (Glaser & Strauss, 1967; Strauss & Corbin, 1990; Charmaz, 2014). Some
critiqueson the methodology of grounded theory presented in the literature are discussed
below.

A key feature and outcome of grounded theory iggemerate or discover a #ory from data
(Glasser and Strauss, 1967). However, one of the main criticisms of grounded theory is that it
does not result in the production or generation of a formal theory but provides a rigorous
approach to the generation @oncepts (Bryman, 2008)jo claim that application of grounded
theory always can and must result in a theory is misleading and has been criticized strongly
(e.g. Bryant, 2003; Timonen et al., 2018).

Later exponents of the methodology view grounded the¥rs 0 K2 Ra WI Xiplds a S 2z
and practices, not as prescriptions or packages and emphasizes flexible guidelines, not
YSGK2R2t 23A0Ff NYz Sa> NBOALISE YR NBIdZANBYSyY
modify grounded theory hae resulted in competing accounts that maket difficult to

determine the precise method of implementing the methodology (Bryman 2088rence &

Tar 2013). However, it has been suggested that the common outcome from a grounded
theory can result in a greater conceptual d@ygrexplanation of a soal process, lift the data

to the conceptual level or develop a framework to explain a phenomenon (Thornberg, 2012;

Wu & Beaunae, 2014; Timonen et al., 2018).

There is an ongoing discussion about what the end product of a grouhdedy study should
looklike (Kelle, 2007; Thornberg, 2012)cBer (1993) argues that many researchers claim to
conduct a pure grounded theory study, but they deliver elaborate descriptive studies.
However, prominent scholars such as Straaisd Corbin(1990) acknowledge thabfmal
theory building should no longer be the only end goal ey support the wider application
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of this methodology for different purposes such as conceptual understanding of a
phenomenon. Researchers are, therefore, advised to acknowledge the difeelsteveen
doing a grounded theory study (i.e. generating a theory) and drawing on grounded theory
principles/methods such as coding, constant comparative analysis and memo writing to
support the development of themes (Charmaz, 2006; Judilh & Holton, P@OBje & De Poot,
2016).

Another critique associated with grounded theory is the variation in terminologies amongst
grounded theory strands (Brymat, 2008). For instance, Glaser and Strauss (1967) refer to a
process of substantive coding (also referredpsn coding) followed byeective coding and
theoretical coding (Holton & Walsh, 2016). Charmaz, in contrast suggests initial (open line)
coding first followed by focused and theoretical coding (Charmaz, 2014). Likewise, Strauss
and Corbin (1990) introdec! new concepts in theirpproach of grounded theory such as
code notes, matrix, traditional matrix, (another type of memvating) and dimensions. This
inconsistency in various terms between different grounded theory versions does not assist
researchers Wwen deciding whether to wsgrounded theory.

An obvious noted limitation is the time it také& conduct a grounded theory study (Bartlett

& Payne, 1997; Bryman, 2008). Hughes and Jones (2003) take issue with the contention that
implementing theoretical@mpling in grounded theorgngthens the data collection process.
Theoretical sampling is the likely component of grounded theory that isiswallyfollowed

due to time constraints. Hence, researchers often decide on the study sample before the
empiricalwork starts (Mirzaei etlg 2012;Naseeba, 2011Davoudi et al., 2016). Likewise,
transcribing recorded data followed by analysis and returning to the relevant literature after
data analysis in grounded theory requires time that make this a lengthy gso@artlett &
Payne, 1997Thomas & James, 2006; Ke & Wenglensky, 2010; Elliot & Higgins, 2012).

3.3.3 The present study

Unlike a traditional grounded theory, ihstudy does not aim to develop a formal theory
rather it seeks to glean insights that migékplain or illuminate HTNMhanagement. The
researcher selected a conceptual framework (see chapter two) after reviewing relevant
literature to guide the inquiry, which departs from the foundational tenets of the
traditional/classic grounded theorwhereby theories emerge from the ata. Hence, this
gualitative study draws on grounded theory principles for guidance rather than adhering to
strict rules to develop a new theory from the data (Charmaz, 2006).

The study employednd adapted constructivist groundaktheory principles as desbed by
Charmaz (2006), which means that the technique of constant comparison was used in order
to ground the findings in the data. In the current study, simultaneous involvement in data
collection and analysis, the use of camst comparative analysiethnique, initial coding,
selective codinggeneration of categories and memo writing were used. The grounded theory
processes such as theoretical coding, delimiting or sorting were not employed as these are
typically used for thery development. As explaed earlier (chapter two), there are limited
rigorous qualitative studies available regarding hypertensive patients andodtiefs of
doctors about HTN in the Pakistani context. Moreover, the available literature does not go far
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enough to explain paten® ' yR R2O0OU2NERQ o0StASTa 2F 1 ¢b Y
grounded theory techniques to analyse participant data, the present study aims to explore

how study participants construct thelreliefson HTN management. In order to aebe this,

the researcheneeds to acknowledge her role in the construction of meaning, as she listens

to and understands the accounts of the informants. Therefore, an ongoing reflective approach
through the writing field notes and memo was adopted (Charn2906).

Reading relevanempirical literature highlighted two particular studigdlaseeba, 2011;
Namukwaya et al., 201That used ground theory principles, and this informed the use of
these principles for the study described hereqguéalitative studyundertaken in the United
Arab Emirates drew on grounded theory methods (e.g. a comprehensive literature review,
use of the constant comparative analysis technique, coding and memo writing) relevant to
the current study (Naseeba, 2011). Naseeba (20&&pthe constructivist grounde theory
LINAYOALX S& |a RS&AONAROSR o6& [/ KENXYIFT 6Hnncbo
perceptions of metabolic syndrome by using sestnuctured interviews, in addition, to focus
group discussions to identify themes. LikeeyNamukwaya et al2017) study that explored

the understanding of andeliefs of patientsvith heart failure by using kiepth interviews

and thiswas guided by constructivist grounded theory principles. Researchers employed
some grounded theorgata analysis principlesimilar to those selected for the current study

(e.g. lineby-line coding, focused coding and constant comparative analysis).

3.4 Data ollection Methods for theQurrent Sudy

In this study, the aim was to explore the views of patiesmtsl doctors about HTN and its
management in Pakistan. Thus, the following section explains the selected qualitative data
collection tool and rational&ehind the choice in order tanswer the research questions.

3.4.1 Semsstructured interviews

Qualitativeresearch makes use of many methods to collect data, however, the interview is

the most frequently employed method. The purpose of a qualitative ingevis to explore

GKS OASs6ax SELSNASYyOSaE IyR 06StASTa SESNPRAD
understanding of a social phenomenon (Edwards & Holland, 2013). Therefore, qualitative
interviews help us to share the world of others, to finat diow people understand and make

sense of the world that sits within a social constructivist paradigiwagds and Holland have
highlighted the core features of sessiructured qualitative interviews:

¢ 1 KS Ytedtred)&biogr@hital®@r narrative approach where the aesleer has
G2LIA0Oas GKSYSa 2N AaadzSa (KSeé g AaKEdidaeds O2FSNE odzi &
& Holland, 2013. p.3).

A semistructured inerview is used when information of a more detailed and@&pth nature

is required. In the course of theemistructured interview, the interviewer has a certain
amount of room to adjust the sequence of the questions to be asked and to add questions
basedon the context of the responses of the participant. A typical semmictured interview
schedule includesroad openended questions, allowing flexibility in the ordering or
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rephrasing of questions and the inclusion of additional of@s/man, 2012; Fielding &
Thomas, 2016) The qualitdve interviewer uses opeended questions and this is an
appropriate technique when the depth of meaning important and research is primarily
focused on gaining insight and understandifRjtchie &Lewis, 2003) Therefore, semi
structured indepth individual interviews with patients and doctors have been used in this
study. The irdepth interviews focused on how individuals understand and manage their
condition and factors influencing the implicati® of lifestyle recommendations in HTN
treatment.

3.5 StudyDesign

The following section describes the pilot study, development of topic guides/munsst
selection of hospitals, recruitment of participants, data collection and analysis.

3.5.1 Pilot stuly

To confirm the feasibility of the current project, a pilot study (ethics protocol
cHSK/PGT/UH/02214) was conducted in one district hospital in Decembedataary 2016.
The district hospital is located in a citytbé Punjab province. Written perrssionto conduct

a pilot study was obtained from the hospital medical superintendent in advance.

The aims of the pilot study were:

1 To confirm the feasibility of the main research project.

1 To assess whether patients and doctors could be recruited suodgssi an
Outpatient Departmentt* (OPD).

1 To assess whether interviews would &eappropriate methodo use.

1 To identify any ethical challenges the study would raise.

The pilot study helped to refine the study design for the main project in ternmetfods.

For example, it demonstrated that sesstructured interviews were appropriate methods to
explore participard l§2liefs regarding HTN and lifestyle recommendations for the main study
andit identified practical potential challenges associated itk recruitment of participants.
Twelve interviews (six hypertensive patients, six doctors) were conducted in the pilot phase.
Details of changes that were made after the pilot in terms of participant recruitment and topic
guides are discussed below.

Recuitment

1 The pilot study identified that all hypertensive patients attend medicine OPD for
services such as HTN consultation, diagnosis and treatment. Hence patients were
recruited in the medicine OP&rea for the pilot and main study.

14 Outpatient Department (OPD) also called outpatient clinic in the hospital that provides diagnostic service and treatment
for patients who do not need to stay overnight. It is the section of the hospital where patientsanelgd with medical
consultations.
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1 It was decided fothe pilot study that the researcher would recruit the patients in the
OPD waiting area and visit their home later to conduct intervielee pilot study
revealed that patients preferred to give the interviews in a hospital setting and
immediately followingheir recruitment rather than at a later time. Therefore, none
of the patientswere interviewed at home for the main study.

1 For the pilot study, it was anticipated that a quiet area of the hospital lawn would be
used to conductLJl G A $higrliéw® Howeve the nursing staff allowed the
researcher to use one of their available empty rooms in the pilot phase. Therefore, an
empty treatment room was requested from each hospital medical superintendent
prior to conducting interviews in the nrastudy.

1 Some patnts had difficulties in reading the participant information sheet and
consent form due to poor vision or literacy issues, therefore, the researcher did not
recruit them in the pilot phase. For the main study, it was decided that thearefer
would readthe patient information sheet and consent form for patients with poor
vision and literacy issues. Moreover, basedtloa pilot findings a thumb impression
was used for those who could not provide a signature on the consent form.

1 The pibt phase identifiecthat recruitment of doctors was challenging due to their
busy schedule and constraints on time. Hertoeestablish trust and familiarity was
essential to make recruitment efficient. The researcher showed personal interest in
R2 O ziN#Ee® antl ofteninvolved them in informal discussions to establish
rapport. This subsequently enabled the researcher to be recogiseshgstdoctors,
whichled to more interactions and communication. The same strategy was adopted
in the main study.

1 The pilot study idstified that a snowball sampling technigttewas appropriate to
identify potential doctors. Some doctors nominated others and provided contact
details of colleagues who were on holiday. The researcher contacted these doctors by
making phae calls to inquir@bout willingness to participate. This snowball sampling
technique was implemented in the main study to recruit doctors.

1 Patient recruitment was a timeonsuming aspect of the pilot study as the number of
patients willing to participate@aried each day.df instance, one day two patients were
recruited successfullyn the next four days the researcher was unable to recruit any
patients due to patient time constraints, lack of interest and unwillingness for an
interview to be audio recated. Therefore, mar time (34 months) in each hospital
was incorporated to recruit participants for the main study.

1 The pilot study identified that doctors in the medicine OPD were an important way of
inviting hypertensive patients to participate in theéudy. Hence doctorswere
provided with patient information leaflets to hand to the patient after a consultation.
This strategy was added to the main study for patient recruitment.

15 srpwballing sampling involves asking your current respondents who have already been interviewed to identify or
recommend other people they know who may fit the selection criteria (Crabtree & DiBloom, 2006; Groeneald, 2014).
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Topic guides

Based orthe pilot interviews, some of théerminology in the topic guides wasanged,
additional prompts were added, and the sequence of questions was further developed. It was
recognised in the pilot study that many patients had difficulty in understanding the term
WK & LIS NJicBnseguestly ils was changed to high blood pressuthroughout the
updated topic guide for patients. The tables (4i for patients and 4ii for doctoAppendix4

lists the initially planned interview questions and the changes made after the pilot study. The
reasons for the individual changes, additi@ml deletions of questions are also explained.

If the interviewee had difficulty answering a question or pdaad only a brief response, the
researcher used cues or prompts in the pilot to encourage the interviewee to consider the
guestion further. The opn-ended questions allowed for follow up questions and prompts
based on the answers given by the participanit{&n, 1995; Covell et al., 2012; Brinkmann,
2013; Singer & Couper, 2017). Consequently, in the main study, the researcher used a sheet
with planned prompts relevant to each question (s&ppendix4) to elicit information from

the participants.

The pilotinterviews identified that it was possible to modify and change the order of any
jdzZSadAz2y Ay NBalLlRyasS (2 (K SnskelaeddddcudiesSnS Qa |y
managing HTN were moved to the end of the interview. It emerged during thespildy that
talking about high blood pressure at the beginning worked better for the interviewees.
Conversely, sharing difficulties in HTN conérbthe start put them under pressur@verall

the pilot study provided a valuable opportunity to examine thadibility of the main research
project, participant recruitment and interview topic guides. Moreover, it helped in identifying
practical challeges; lessons learned from the pilot study are further discusségpendixsi

and 5ii.The pilot interviews wee fully transcribed and then discussed with my supervisors.
This initial feedback from the supervisors assisted me in obtaining more infornghiamy

the interviews and also improve my interviewing skills.

The updated interview guideseeAppendix6) were further tested with two hypertensive
patients and one doctor via Skype in Pakistan, who were approached through personal
contacts and the iterviews were informal in natureThese updated topic guides were
translated into the national language Urdufbee conducting any interview\ppendix7).

3.5.2 Recruitment of hospitals for the main study

The systematic review (chapter two) identifiedpaucity of rigorous qualitative research

SELX 2NAYy3 LI GASYydaQ FyR R2OG 2tN&PQnjabzpfdRiBNEE G | Y R
Therefore, six urban governmenin hospitals (three district and three tertiary) in four big

cities of Punjab were selectecandomly to be approached by the researcheAfter
identification of the potential hospitals, the medical suj¢endent of each hospital was

identified to approachregardingaccess.

After conducting a pilot study in one urban hospital in Pakistan,eékearcher was fully aware
of the steps required to approach the medical superintendents. For instance, a brief
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telephone discussion with The Pakistan Medical and Dental Council (PMDC) for guidance on
gaining access to the hospital for the pilot and maindgt was not repeated. The steps
involved in hospita@ecruitmentprocessare set out below (Figure 3.1).

Obtainingdetails The nvitation The negotiation
Stepone Steptwo Stepthree
Access/Noaccess

Fig 3.1 Steps involved in hospital recruitment

Step one: Obtaining details

To approach the hospitals directly, contact detaflthe medical superintendents at potential
hospitals were obtained by the researcher using personal contacts in Pakistan. As described
in Appendix4 gaining accurate contact details of the medical suptendents was vital to
approach the hospitals dirélg. For instance, one of the university fellows who was working

in one potential hospital as a trainee doctor was approached through a social media website.
The obstacles in gaining accurate details andeas to the hospitals were shared and she
agreed b help as required.

Step two: The invitation

The formal invitation process was initiated as carried outhépilot study. A letter explaining

the study aims and the data collection method to condtst research study was created.
The letter, along wih an official student status letter and a signed letter of support from the
principal supervisor at the University of Hertfordshiravere emailed to medical
superintendents of six hospitals in Pakistan. The photocopies of the rese@rélagonal
identity card and the registration certificate to practice medicine in Pakistan was also
provided as requested by the hospitals.

Step three The negotiation

The negotiation process lasted for approximately four months and involved telephone
conversations, emagixchanges and followp reminders. Further details about this challenge
are described in section 3.5.2.3. During the fologvperiad, the former colleague identified

in step one was approached for assistance. She arranged dddaee meeting with the
medical superintendent of the hospital she was working in and clarifiedresearchef a
intention to carry out a research study. $hpersonal contact who was working as a staff
member in the hospital not only built a relationship of trust but also elingdahe fear and
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mistrust which was depicted in the beginning by the medical superintendent. As a result, a
written permission to coduct the study was granted from this hospital.

Four of the other five potential hospitals were not recruited; one exprdsse interest and

did not reply to correspondence; three expressed concerns regarding researcher identity due
to residing in the UKIn the second hospital to be recruited, the medical superintendent
expressed an interest in participating and respondeditpasy. To approve a signed written
permission, an additional letter from the principal supervisor was requested with a fresh date
on it. A later meeting with the medical superintendent before the start of fieldwork elicited
the reason behind the positiveesponse. The medical superintendent had personal
experience of completing a research degree outsiddPakistan and could relateo tthe
challenges a native researcher might encounter (section 3.8figr four months of follow

up with potential hospitad, two were successfully recruiteBaperwork (thestudy protocol

LI NOAOALI yGAaQ AYTF2NNIGA2Y shdes Srihathe Imgdical O2y a S
superintendents of theecruited hospitalsafter successfully obtaining ethics approval from
the University & Hertfordshire Health and Humans Sciences Ethics Committee.

3.5.2.1 Hospital settings

The two recruited hospitals are situated imrfifab which is the second largest and most
populated province of Pakistan. The first hospital is located in one city ofi Baunjab ands

a tertiary care hospital. There are approximately 1&@@ls and the hospitadmploy over

4000 staff. The hospital &hub of clinical expertise in specialities such as medicine, surgery
and gynaecology. There are seventeen QREdicine,chest medicine, surgery, ear, nose
and throat, gynaecology, dermatology, neurology, endocrinology, cardiology, physiotherapy,
pathology, orthopaedics, paediatrics, psychiatry, ophthalmo)olggumatology and urology.

The inpatient car® units are medicire, cardiology, intensive care unit, diagnostic imaging
and ultrasound, general surgery, gastroenterology, paediatrics, maternal and neonatal unit,
urology, dermatology, neurology, physiotherapy, rheumatology and renal unit. The hospital
accident ad emergency departmentvasestablished in 2005 with a capacity of 100 beds and
deals with emergency admissions twedtr hours a day. The hospital is affiliated with a
medical college and provides training to undergraduates and-gmsiuate students.

The secondhospitalis a District Headquarter Hospital (DHQ), the largest in the city and
located in the north of Punjab. The hospital has approximately 250 beds and a workforce of
around 2500 staff. The hospital provides healthcare services such as diaguotstal and
surgicalto the residents of the city. Seven outpatient departments that are currently
operating in the hospital are medicine, surgery, ear nose and throat, gynaecology, paediatrics,
radiography and orthopaedics. More than 5000 patients sgrvedn a daily basis across the
OPDs by 30 doctors in different departments. The hospital inpatient departments are
medicine, surgery, gynaecology, paediatrics and orthopaedibs.Urgent Accident and
EmergencyDepartment operate twentyfour hours.

18 |npatient caregenerally refers to any medical service that requires admission into a hospital.
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The nameof the hospitals, medical superintendents and study participants are not revealed
in this study to maintain confidentiality and protect privdcd LISNJ 6 KS &G dzRe Qa S

3.5.2.2 The role of medical superintendents

As the chief supervisaftheK 2 A LIA G £ = (G0KS YSRAOFf &dz2LISNAYyGSYyY
in Pakistan has a legal obligation to ensure kighlity patient care andnust strive to

improve medical services in the hospital (Pakistan Today, 2018; Sajid & Asad, 2018). The
medicalsuperinendent assigns dutiesmongstheads of the departments, senior and junior

doctors, nursing, paramedic and administrative staff (Glouberman, 2013). They have
administrative powers to supervise all matters relating to hospital management, patiest car
discpline in the hospital including punctuality, conduct and performance.

Issuing necessary instructisand approval regarding professional events such as workshops,
seminars, refresher courses and activities in the hospital is also included inuties dfa
medical superintendent (Bliss, 2000). Likewise, medical superintendents have the right to
limit researchers access and may not support the conduct of research in their hospitals
(Stanton et al., 1996). In this study, the medical superintendergi®e the gatekeeper¥’ as

they had the power to grant or deny permission for access to potential research participants.
Positive influence from the gatekeepers can be invaluable to the research process by
facilitating the smooth running of research activitycompgetion (Wassenaar & Singh, 2016;
McFadyen & Rankin, 2017).

At times, gatekeeping can be problematic limiting or denying researchers access to study
sites.¢ KAa YIF& 06S olFaSR 2y 3IFGS{TSSLISNARQ | aadzyl
implications of he reseach (Okumus et al., 2007; Clark, 2011). For instance, feelings of
mistrust, scepticism and intimidation may arise due to the identity of the researchers and this
compounds fears related to the close scrutiny of records, caregiving or communiggtion
anyore external to the facility (Homan, 2001; Shenton & Hayter, 2004; Eas&rtith et al.,

2008; Hayfiel& Huxley, 2015). As a result, the gatekeepers may not believe that the benefits
of the study outweigh the risks and can deny access as desalimce. D abide with the

local ethical procedure, it was necessary to gain permission from the hospital medical
superintendents prior to commencing this study. Therefore, planning and contingency plans
that were put into place regarding hospitals recruitni@re dscussed below.

17 A term referring to the individuals who have the power or influence to grant or refuse access to a field or

research setting. For example, the@p manager or senior execu# in an organization, or the person within a group or
community who makes the final decision as to whether to allow the researcher access to undertake the research (de Laine,
2000).
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3.5.2.3 Challenges and contingency plans for hospital recruitment

¢tKS LWAf20 &dGdzRé SyadzaNBR GKIFG Yrye 2F GKS OKI
main study commencedyhich meantfewer unexpected barriers in the fieldhs a RD

student currently living in the UKgaining access to hospitals for the recruitmeof

participants was a complicated and lengthy process, partly due to the fact that some frontline

3K GSTSSLISNE 6SNBE &dza LA OA 2dza 2 Ter plrpoSe taNe & S | NO K
covert method of investigating their hospitals rather than a meahexploring the views of
participants. As the researcher is no longer a practising doctor in Pakistaefore, she was

often viewed as a foreign individual withthé 4t Sy G A2y 2F o6SAy3a I WwalLk
of the frontline gatekeepers.

The follaving is an extract from a response received from a hospital medical superintendent.

Wy dzNNF G dzf ' Ayd L (y2é63 &2dz KIFS YI RS YouRdvezernt héa G2 02
f SGASNE o6dzi LQY y20 al (A avebyhRrviéws Rhavedowdernsittiat you ndgatde & I y i
a media person or there is something more going on. For this, you must need to come back to Pakistan and see

me faceto-f I OS® ¢KSY L Oly RSOARSQO®

It was not easy to travel to Pakistan frequently dueuth-ime doctoral study commitments

in the UK and travel cost¥ariation in the geographical locations of the study sites and
financial issues are cited as common bagidor researchers to engage in a successful
recruitment processind researclfPribulck et al., 2010; Newington & Metcalfe, 2014). Many

days were spent making several requests to selected hospitals with faloreminders and

phone discussions in order tgain access. Similar recruitment challenges have been
documented by another nativeesearcher conducting a research study at Pakistani hospitals
(Yasir, 2014).

After months of continuous followp and with a few responses from the hospitals, it was
recognsed that the research€l position as an outsider could obstruct access and threaten
the progress of the study. Therefore, as a contingency plan, it was decided to take an
authorised absence from the university and fly to Pakistan for-tadace meeting with the
medical superintendents to resolve concerns. However, a few days befaxende for
Pakistan, permission from two hospital medical superintendents was granted (section 3.5.2).
Information regarding travel dates to Pakistan, booked flight tickatd data collection
timeframe was also shared with these medical superintendenéslirance.

Building a relationship of trust through regular meetings with the gatekeepers, providing clear
and key information about the background and outcomes of theqmtoand acknowledging
their contribution are effective strategies for maximising pagation (Weierbach et al.,
2010; Miller et al., 2013; Daly et al., 2019). Therefore, before travelling to Pakistanipface
face meetings with the medical superintendenivere organised to build a relationship of
trust and familiarity. This gave them aeling of ownership through involvement in the
process from the beginning of the study. This was an essential step to build good rapport to
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initiate the recruitment proces andis also noted by other researchers (de Laine, 2000; Clark,
2011; McAreavey & 3a2013).

3.5.3 The recruitment of participants
The following recruitment procedures were adopted to identify and recruit participants for
the study.

3.5.3.1 Patients

Hypertensive patients were recruited from the OPD of the two hospitals withhisle of
inclusion criteria.

Firstly, patients have a recorded diagnosis of essential or primary HTN. Secondly, the patients
should have a treatment plan that recommends takiraplets and conducting lifestyle

changes. Thirdly, hypertensive patients hadt®& x np &SFN&E 2F 38T §K)
evidence that the incidence of HTN rises as age increases (Carson et al., 2011) and according

to the National Health Survey of Rsiian the incidence of HTN in patients increases above

the age of 45 years (NRS1998). Additionally, primary HTN is unusual in younger ages and

rarely lifestyle related.

The following exclusion criteria was used for hypertensive patients:

1 Patients withsecondary HTN were excluded due to the fact that the current study
focuses on ptients with primary HTN.

1 Patients with severe complications of HTN (e.g. stroke and heart failure) were not
recruited. Thisis in line with the argument that patients with sene complications
rely greatly on pharmacological therapy. Lifestyle changes are sometimes either
unmanageable (e.g. exercise) or less effective (e.g. stress management) in such
cases.

1 Thirdy, people wio were unable to give informed consent such as pasievith
dementia, cognitive impairment and patients with severe and enduring mental
illness were excluded.

Four strategiesoutlined by Hennink et al. (2001) were employed which included using
gatekeepes, informal networks, advertisements and snowbalimpéing. According to

Silverman (2010) access to participants can raise many challenges for the researcher and the
importance of social networks, gaining access and other difficulties should be bornedn mi
Therefore, as discussqateviously in section 8.2.3faceto-face meetings were held with

hospital medical superintendents prior to approaching the study participants. To increase
participation in the study, a poster was desigri@gpendix8i) translaed into Urdu (Appendix

8ii) and displayed at the etmances to the hospitals and medicine OPD. Patient information

leaflets were distributed to doctoren the medicine OP@o hand over to hypertensive

LI GASyGa yR (2 AYT2NY éakSY | 062dzi GKS NBaSIk N

3.5.3.2 Doctors

The following inclusion cetia was used for doctors:
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w In practiceat the study settings and treating hypertensive patients for HTN.

As identified in the pilot study, (section 3.5.1.1) a snowball sampling strategy wadaised
identify the doctors for semstructured intervews(Kirchherr & Charles, 2018Jo invite the
doctors to take part in the study, the researcher requested that the medical superintendent
introduce her to the head of the medical department to ask foeithco-operation. The
researcher required the contadetails of doctors, which were not usually available, and
therefore had to depend on help from other doctors. This sampling strategy was practical and
convenient in terms of accessing and recruitingtdog This was due to fact that those who
participated were keen and willing to take part and also available at the given time and date.

3.5.4 Data collection
The following sections set out the data collection process and methods used with patients
and dctors.In total 30 interviews were conducted wittapents and 30 with doctors.

3.5.4.1 Conducting hdlepth interviews with patients

Hypertensive patients were recruited from the medicine OPD of two hospitals using the
inclusion criteria as described in section 3.5.3 e researcher introduced herselé a PhD
student as mentioned on the participant information sheet. The researchéarmed
participants that she was not an employee of the hospital to ensure obtainingprejodiced
views. The recruitment process regarding patients included identifyingntial participants
based on the study inclusion criteria. For example, | wottlith $he outpatient department
early in the morning as patients started to arrive at the hospital. After obtaining the informed
written consent, | would look through tiremedical files to confirm their HTN status using the
following:

1 Verbal report of ahistory of taking antihypertensive drugs (only confirmed
hypertensive patients can takantihypertensivedrugs which is 140/90mmHg).

1 Confirming the diagnosis of essentidl'N through checking available medical notes
and written prescription ofantihypertersivedrugs following their informed written
consent.

1 Referral to the researcher by the doctor (after consultation).

If the patient fulfilled the inclusion criteria, therefshe was invited to take part in the study
and was provided with the patient inforrtian sheet and a consent forifsee Appendix9).

The information sheet and consent form were converted into Urdu prior to data collection
(seeAppendix10). The researcheead the participant information sheet and consent form
for illiterate patiens. In Rakistan, it is an acceptable practice for an illiterate person to give a
thumb impression instead of signatures on all kinds of documents (Nabi et al., 2010).
Therefore, dur patients provided a thumb impression on the consent form instead of
signatures.

The pilot phase has confirmed that patients preferred to give interviews on the same day in
the hospital setting rather than invite the researcher to their home. Thereforerviews
were conducted on the same day for the convenience of the patients mdide with the
ethics approval granted for the study by the University of Hertfordshire. Patients were
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approached either while they were waiting for their appointmentafter they came out of
the consulting room. Participation was entirely voluntary, dnel researcher respected the
decision if a participant did not wish to take paermission to record the interview was
obtained prior to commencing the interviews anltis was also documented dhe patient
information sheet and consent form.

It wasmade clear to the patients that they had the right to read the study information sheet

and takethe time needed to think about whether or not they wanted to participate Ine t

study. Patients were assured that their personal details would remaiiidental and they

had the right to withdraw at any given time without providing a reason. The name and contact
RSGFATa 2F GKS NBASI NOKSNI & of Héddbrgstie Bécretand dzLJS NI
and Registrar were provided in the participant reseantformation sheet(Appendix9i)

should they need to report a complaint, or an issue related to the interview process.

A total of 15 patients were identified as eligible angited to take part at hospital onend

12 of the 15 agreed to participat&@hree patients declined to take part due to demonstrating

- £FrO01 2F AyiUSNBad Ay GKS &addzRe FAyYa FyR 20l
not have time to listen t@ brief introduction to the studyin the second hospital, 21 patients

were invited to take part and 18 agreed. Tworther patients withdrew consentt the

beginning of the interview as they wanted to get home and one did not show interest in the
study. In total 30 faceto-face semustructured interviews were conducted in two hotys

with hypertensive patients.

In-depth faceto-face interviews were conducted with hypertensive patients in an available
empty treatment room at thetwo hospitals andinterviews were audierecorded. All the
patients chose to be interviewed without othe present and spoke in the Urdu language,
occasionally speaking Punjabi word$e shortest interview with a patient lasted for 36
minutes and the longest lasted for one hourdaiour minutes. To achieve greater diversity in
the sample, various demograpghcharacteristics were consideramnongstthe patients and
asked beforethe start of each interview For example, male/female, obese/nabese,
smokers/nonsmokers, alcoholic/noralcoholic, working and norworking hypertensive
patients were recruited. Comphensive details about the demographics of patients are
provided in Table 3.1.

Table 3.1 Demographic characteristics of patients (n=30)

Patient No Age Gender Educdion | Employment| Duration of| Smoker/non | Obese/norobese
Male/Female level status HTN smoker
working/not
working
1 70 Female Matric Not working | 10 years | Nonsmoker Nonrobese
2 55 Male Primary Working 1-2 years | Nonsmoker Non-obese
3 60 Male Masters Working 20 years Smoker Nornrobese
4 46 Male Masters Working 2-3 years | Nonsmoker Obese
5 50 Male Primary Working 1 month Non-smoker Obese
6 46 Male Primary Working 6-7 years Smoker Obese
7 50 Female Primary Not 3 years Non-smoker Norrobese
Working
8 47 Female Bachelors Working 8 years Non-smoker Obese
9 53 Female Secondary Not 6 months | Norrsmoker Obese
Working
10 55 Male Bachelors Working 4 months Smoker Nonrobese
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11 80 Male llliterate Not 2 years Smoker Nornrobese
Working

12 50 Female Primary Not 2-3 years | Non-smoker Norrobese
Working

13 56 Female Primary Not 10 years | Nonsmoker Non-obese
Working

14 49 Female Bachelors Working 6-7 years | Nonsmoker Nornrobese

15 52 Male Matric Working 3-4 years Smoker Obese

16 46 Female Matric Not 2-3 years | Nonsmoker Non-obese
Working

17 56 Male Matric Not 2-3 years Smoker Norrobese
Working

18 60 Female Primary Not 10 years | Nonsmoker Non-obese
Working

19 61 Female llliterate Not 3 years Norrsmoker Norrobese
Working

20 45 Female Bachelors Working 6-7 years | Nonsmoker Obese

21 46 Male Secondary Working 3-4 years | Nonsmoker Obese

22 50 Male Matric Working 5 years Smoker Nornrobese

23 70 Female llliterate Not 10 years | Nonsmoker Non-obese
Working

24 60 Male Primary Working 3 years Smoker Nornrobese

25 65 Female llliterate Not 10years | Nonsmoker Norrobese
Working

26 72 Female Matric Not 7 years Non-smoker Non-obese
Working

27 55 Male Matric Working 3 years Smoker Nornrobese

28 70 Female Primary Not 6 years Non-smoker Non-obese
Working

29 48 Female Primary Not 5 years Non-smoker Obese
Working

30 54 Male Matric Working 3 years Smoker Non-obese

There was only one patient (11) who reported drinking hence a separate column is not
requiredin Table3.1. At the end of each interview, the patient was thanked before leaving
the room and debriefed through an informal chat if necessary. If a patient asked for
information regarding their disease condition or treatment, they were directed to see their
doctor for advice.

3.5.4.2 Conducting kdepth interviews with doctors

The researchewas introduced to doctors working in the medicine department at each
hospital by following instructions from the medical superintendent. The names of doctors
expressing an interest in the study were noted down in a diary and followed upetkieday

to corfirm their willingness to take part. Contact details of those who were on leave were
provided by the available doctors, so they could also be invited. Senior and junior doctors
were provided with a doctor information sheet and a consent f¢gseeAppendixl1). Doctors
could read and understand English without any difficulepnsequently,the doctor
information sheet and consent form was not converted into Urdu.

In-depth interviews were conducted with 18 doctors at hospital oBiéoctors were senior
and 10 were junior. Junior doctors were house officers and within the first year of their clinical
experience. Among the senialoctors 1 was a consultant physician arglwere in post
graduate training2 of the doctors qualified in Gha and2 had work expeence in foreign
countries. At hospital two, 12 doctors participated in sestmuctured interviews out of which

8 were senior and!l were junior.4 of the doctors had qualified overseds.total 30 faceto-
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face semustructured inteviews were conducted inmo hospitals and information regarding
selected doctors is provided rable3.2.

Table 3.2 Information about selected doctors (n=30)

Doctor No Gender Male/Female Senior/Junior Time since qualified Time working in
the hospital

1 Female Junior 7 months 6 months
2 Female Junior 6 months 5 months
3 Female Junior 7 months 6 months
4 Male Senior 8 years 5 years
5 Male Senior 10 years 5 years
6 Male Junior 9 months 6 months
7 Female Senior 7 years 4 years
8 Male Junior 5 months 4 months
9 Female Senior 10 years 6 years
10 Male Junior 2 months 1 % months
11 Male Senior 6 years 3 years
12 Female Junior 3 months 2 months
13 Female Senior 7 years 4 years
14 Male Senior 3 years 1 year
15 Female Senior 7 years 3years
16 Male Junior 7 months 6 months
17 Female Junior 3 months 2 months
18 Male Junior 1 month 1 month
19 Female Junior 6 months 4 months
20 Male Junior 2 months 2 months
21 Female Junior 9 months 8 months
22 Female Junior 5 months 5 months
23 Male Senior 7 years 7 years
24 Male Senior 10 years 6 years
25 Male Senior 6 years 2 years
26 Male Senior 3 years 1 year
27 Male Senior 8 years 4 years
28 Female Senior 3 years 2 years
29 Female Senior 10 years 7 years
30 Female Senior 6 years 3years

Interviews were conducted in an emptpnsulting room and audicecorded. All the doctors
chose to give interviews in the Urdu language. The shortest interview lasted for 39 minutes
and the longest lasted foll hour and 41 minutes. All the doctomsere aware of my
professional background agmedic and this has facilitated me in various ways. They believed
it was a professional obligation to take part in the study due to having the same profession as
was highlighted by some doctors. However, my $s$atmay have hindered their actual
responses de to the impression that they were being judged by a fellow doctor.

3.5.4.3 The challenges to data collection

Several key challenges were encounterddring data collection and therefore some
contingency plansvere implemented. For instancdravelling betveen two countries and
collecting data in hospitals located in separate cities was not a straightforward task to
accomplish. To deal with this issue, the data collection was divided into two phases. Phase
one was conducted in the first hospital (May 201&8ug 2016) with concurrent involvement

in data collection and analysis. Before beginning the data collection in the second hospital,
the researcher travelled to the UK for the doctoral review assessmedtsoon after
completing it returned to Pakistan fghase two (Dec 2016 March 2017). In both cities,
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private accommodation nearby to the hospitals was rented to overcome the travelling, as
well as cost and safety issuémaccompaniedvomanliving and tavelling alone in Pakistan

is not typical and can ake them susceptible to sexual harassment (Azid, 2010; Ali et al., 2011;
LaBore et al., 2019). Consequently, family members of the researcher stayed with her and
provided support during fieldwork.

Scheduhg faceto-face interviews with participants in éhfirst hospital was slow during the
months of Ramadan. The holy month of Rama8amd long hours of fasting affected the
decisions of patients as to whether to take part in the study or not. Bearing mal thie
potentialimpact of fasting it was decidethat early morning interviews would be preferable

to interviewsconducted later in the day. Likewise, some doctors preferred to give interviews
in the evening after the iftdP hence a flexible approach tarange faceto-face interviews
was adopted in the wnth of Ramadan. Conducting interviews with senior doctors was more
challenging due to their work commitments and hectic routine. It was, therefore, required for
the researcher to be resilient and patietat gain their participation. On some occasions, the
researcher waited for several hours and rescheduled interviews many times at short notice.

Patient recruitment and conducting interviews was also a ttoasuming and lengthy
process due to inflexible ORurs. In the majority of Pakistani public hosfstathe OPDs
hours are from 9:00 a.m. to 2:00 p.m. on weekdays and Satartapce the patient
recruitment was carried out only within this timeframe. Sittingtive OPD with patients,
confirming their HTNdiagnosis by looking at medical notes, identifyelggible patients,
reading the participants information sheets and consent form when required and conducting
faceto-face interviews were intensive features of data collection. The number of patients
recruited per day varied and, in some instances, treegecher was not able to recruit a single
patient in four to five consecutive days. In such a scenario, it was essential to remain
motivated to achieve patient recruitment for the study. The public holidagiod and bad
weather also affected the data celition process twice as hospital Gfb not operate
during public holidays and patients tend to avoid going out in bad weather conditions. During
these days, the researcher stayed at home and utilized timme in translation and
transcription of thepak OA LI y 12 Q AYISNBASGAEA D

Qualitative research is not a commonly conducted activity in Pakistan, especially in the public
hospitals and this lethe researcher to face some unique challenges. A female researc
carrying and signing the consent forms and gsam audio recording device attracted the
attention of many male patients. Several patients discussed the value of the consent form in
detail with researcher. Furthermore, some patients asked personal togumss such as
researcher family background, why speeferred to study in the United Kingdom and how

18 Ramadan is the nine month of the sl lunar calendar and a monti fasting and praying for Muslims. During this
month, Muslims fast lasting 230 days and more emphasis is placed on spending time in prayer, helping the poor and
reciting the holy book Quran at home or at mosque.

191ftar isthe evening meal with which Mlims end their Ramadan fast at sunset.
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she managed to pay tuition fees. In dealing with the dynamics of such conversations, the
researcher handled these questions diplomatically and tried naiffend the participants.

Gender segregation in plib places is not a cultural norm in Pakistan (Shaheed, 2010; Ali et
al., 2011; Durrani & Halai, 2018). Males and females without marital status or immediately
related through family are not expected to lseen together behind closed doors. Whilst
conductig the interview with participants the researcher had to sit in a room with a closed
door to ensure the confidentiality of the interviewee. This was also seen as an unusual cultural
practice by some hospt staff and raised several questions as to redearadentity as a
Muslim female. In such cases, it was essential to explain the ethics behind qualitative
interviews and reasons for them being conducted behind closed doors.

3.6 Ethicallonsiderations

Ethics approval for the study was obtained from theugnsity of Hertfordshire (UH) Health

and Human Sciences Ethics Committee with Delegated Authority cHSK/PGR/UH/02406 (see
Appendix12). Permission letters from hospitals in Pakistan atachied after redacting
personal details for confidentiality purposéseeAppendix13).

Ethical principles set out by the UH Ethics Committee were strictly followed, in addition to
research ethics and regulations set by PMDC. The four ethical princfpesomomy, non
maleficence, beneficence and justice highlightedB®auchamp and Childress (200gre
considered throughout the studyParticular consideration has been given to ensure the
confidentiality, dignity and anonymity of the participants.

3.6.1 Confidentiality of participants

Participants were informed that ivasentirely up to them whether to give answers or not

and they may withdraw at any point during the study without giving any reasdrdatd
electronically stored were password protected and under no circumstances will identifiable
responses be shared widgmyone. All personal data were stored in a locked filing cabinet in
GKS NBaSI NOKSNRA K2YS I yR ¢ disertatidh. N® Beiisinbl?2 & S R
data were stored on a computer. Digital recordings were erased on completion of the study.

Cae was taken while presenting the findings that the excerpts from transcripts used could
not be linked to individuals. Furthermorelgntities of the patients who took part in the study
were not disclosed to their doctors.

3.6.2 Nonrmaleficence

Vulnerablesubjects were not the focus of this study, although the challenge for researchers
is that harm can take many forms and is not alwagsy to predict(Sanjari et al., 2014)
Possible harm can be physicalcied and emotional. The opegnded qualitative interview,
with its possibilities for discussing unexpected topics and therefore emalidynamics, can

be significant for the interview process (Edwards & Holland, 2013).
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This study does not address pauiiarly sensitive issues; however, patients did require further
reassurance about their condition and when patients expressed a needfuirther
information they were directed to their doctor. During the interview, three patients became
emotional and upseby recalling previous stressful life events such as the death of a spouse
and domestic violence. | offered to stop the interview histpoint, but they insisted the
interview be continued. All the participants cited the interview as a positive experignde
shared that it gave them an opportunity to think about and discuss their experiences in a way
that they would not normally do.

3.6.3 Informed written consent

Consent is an agreement provided by a person to participate in research once they have had
explained to them what is involved, and it helps to ensure that the person is not misled
(Silverman, 2010). Informed written consentasvobtained from all the study participants
before the beginning of data collection. An informed decision to participatefaeilitated by

the provision of a participant information sheet and a verbal explanation about the study.

As Urdu is the nationdhnguage in Pakistar had the participant information sheet and
consent form translated into Urdu with all the informatiwequired in order for participants

to make a decision. The researcher was able to read and explain the participant information
shed and consent form for illiterate patients. In Pakistan, it is an acceptable practice for an
illiterate person to provide ahumb impression instead of a signature on all kinds of
documents. Therefore, four illiterate patients gave their thumb impressiocansent forms
instead of signatures.

3.6.4 An additional ethical protocol specific to this study

Researchers do not hawn automatic right to intervene in the lives of participants. In this
study, the researcher is a qualified medic in Pakistan. |h sugtances, the researcher is
required to acknowledge the obligations to the professional code as a clirfld@loway &
Wheeler, 2002)By thesame token a commitment to ensure the integrity of the research is
also a priority. In such a scenario the researcher then possa$sged loyalties, and the
guestion arises as to whether the researcher is obliged to pay greater faithfulness to the
scientfic method and the research or to the concerns of the particip&htses & Jack, 1999;
Israel & Hay, 2006)

Elliot and Wright made the deston to only intervene in patient care in the event of an
emergency(Elliot & Wright, 1999)Similarly, Davies et al. (2000) only intervened direatly
caregiving when thepredicted a situation to be possibly dangerous: for example, when the
observed nurse was about to make a drug erfidriese scenarios demonstrate the need for

an ethical protocol for the research. Therefore, prior to the commencement of fieldwork it
was decided to generate and adhere to an additional ethical protocol and this was generated
for the current study which waalso in line with the PMDC ethics. This was also discussed in
advance with my supervisors and the hospital medical superintendehésethics protocol

with the associated actions has been attaclisdeAppendix14).
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As a qualified Pakistani medic, | vaasare of my additional professional code of ethics and

moral responsibility. This additional responsibility and to follow the ethiosocol came into

practice during the data collection at site two, when | was called by a staff nurse to give a
patient cNRA 2 LJdzf Y2y I NBE NBAdzZAOA Gl GA2yd® ¢KS LI GASYI
acknowledge the obligations to the professionatiecas a doctor and continued help until

the duty doctor arrived.

3.7 Consideration oData Sources,Governance andlanagemant
The following section identifies the ways that data was recorded, transcribed and managed.

3.7.1 Translation and transcription

All interviews were recorded on a digital recording device. Recorded material was transferred
to a USB device which made transcribing on the computer convenient. Both English and Urdu
are the official languages of Pakistan; however, Urdu is the natigeidaye. Becker and Gee
(1957) argue that the researcher should be familiar with the language of the participant in
order to ask understandable questions and to interpret the responses correctly. As an insider,
my familiarity with medical jargon and fluengy both national and local languages assisted
me in reducing language barriers. Moreover, as a bilingual individual, | have been involved in
translation at different stages in my life, at school and in university projects, for my family
members who cannagpeak English and during my professional developniéntas essential

to translate and transcribe the interviews alongside the data collection phase in order to
become familiar and to involve myself in the immersion process. Therefore, | transcribed all
the interviews straight into English. Features of interviews such as emphasis, the tone of voice
and pauses were also transcribed (Bailey, 2008). Some doctors had qualified overseas and
were fluent in English, however, they were given the freedom to chdbedanguage and

they preferred Urdu.

At the end of the transcription | double checked all the transcripts against the original audio
recordings to ensure local meanings were captured as far as possible. It also enabled the
researcher to add comments armbmpare the recorded material with interview notes in
order to remove any ambiguity. Preparing typed transcripts for all translated recordings took
a substantial amount of time and effort, particularly as it is sometimes challenging to find the
identicalterm in English. It was occasionally a challenge to convey the meaning of an Urdu
phrase or word into English; therefore, such contextual words or phrases have been used in
their original form in the transcripts and will be included in the dissertatiorere/imeeded or
appropriate.

3.7.2 Qualitative data analysis software

There has been some opposition to the use of compaissisted qualitative data analysis
software. Some believe that using software may guide the researcher in different directions
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and ould distance the researcher from the data (Seidel, 1991; Thornberg & Charmaz, 2014).
According toWeitzman (2000using software does not reduce familiarity but may alter the
NE&aSINOKSNna Of 2alSySaa (2 GKS RIFEGF FYyR F2NJ ¢
better when it comes to analysis.

Many of the ctiqgues of computerassisted software are as a result of misunderstanding the
software skills (John & Johnson, 2000; Lewins & Silver, 2007; Lu & Shulman, 2008). None of
the available programs actually analyse the data but rather help theareker in manaigg

the analytical process. Without the aid of computessisted data analysis software, analysis
proceeds by cut and paste style methods, involving photocopying numerous copies of
transcripts and as a result, data becomes unmanageable Jgmadiic and tine-consuming.

There are several software programs available which assist with qualitative data analysis. In
this study, a computeassisted qualitative data analysis software program called NVivo (QSR
Version 11) was used alongside manualicg techniquesThis program was chosen due to

its availability to the researcher, but also due to its unique and flexible features required for
a grounded theory study: for instance, coding collected data, constructing network diagrams
out of coding andlifferent visudisations of relationships between the data as well as a coding
scheme. Furthermore, the NVivo software proved to be a useful tool for coding, allowed
similar themes to be grouped together and redefining of the codes in order to support the
analysis proces

3.8 DataAnalysis

o yE

CKSNBE A& y2 LI NIAOdzZ N Y2YSyd 6KSyYy RIG
Fa Gz 7

YSFEYAy3 (G2 FANRG A YLINE A aA gRichards, 2009 545)

With grounded theory approaches, data analysis occurs simultaneously with data collection
inad 1 A 3T loBEhafmbzZi K08 ¢ KS NBASFNOKSNNRa gAarda a2
interrupted by concurrent phses of data angsis. This process of constant comparative data
analysis helps identify themes from subsequent interviews and compares them to previous
interviews (Creswell, 2013)The advantage of having a concurrent data collection and data
analysis enables a clear understanding of the social and cultural factors that impact the
phenomenon being investigated. Thisderstanding povides the researcher with a cultural

lens with which they can analyse the study participants.

3.8.1 Familiarisation with data and manual coding

Through listening, transcribing, reading andreading the data, the collected data became

more familiar in NRSNJ G2 3 Ay I W3ISySNIf aSyaSQo L L
highlight and carry out manual coding during the data collection. Initially, coding was done by
making notes on the transcripts by using different coloured pens tdligigt differert

themes. This manual coding helped to identify the basic themes and developing categories.
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In the beginning of the coding process the use of simple logical flowcharts and diagrams are
common amongst grounded theorists to explain the diéfarlevels of onnections (Strauss

& Corbin, 1990). Therefore, mapping diagrams sketched manually or by using Word SmartArt
assisted in making connections between various issues and fg&jgpendix15). This helped

me to understand how various relationgls exist withn a concept and how these were
related. Furthermore, examining the audio and transcription side by side assisted me in
probing and countechecking the emerging issues with the subsequent participants.

3.8.2 Generating initial codes and d¢tiinodes

All recordings were typed into English in MS Word files and then imported into NVivo for
O2RAYy3ad | OO2NRAYy3A (2 aAif Sa tdgsoRabelsifdad Kskighing 0 m i
dzyAta 2F YSIyAy3a (2 GKS RSAONRLIIAGS 2N Ay TSN
dzadzt £ £ & FNB | GddlF OKSR -wibds, pHAdedzgentdnes, DiF whael NE A y
paragraphs, connected or unconnecteda specific stting.

The function of codes is to indicate what is talked about in a segment of text. Therefore, the
identified text in the transcript is grouped into codes or nodes, and descriptive labels were
applied to the data. This resulted in segmiag the textsinto units of meaning. Although this
generated a large number of codes it ensured that all instances of phenomenon were labelled.
After spending a lot of time in creation of the main nodes, data wasaed to identify deeper

patterns to icentify the property which resulted in child nodes against shlemes. A child

node is a node extending from the main node (Lichtman, 2001). For examiiégly the main

node of high blood pressure Hahree child nodes namediagnosis symptoms anc¢aues
Transcriptss SN RSTAYSR aSLINIXGSte Ay bza @2 o6& WL

Words and lines were examined carefully, and henceliyréne analysis was performed to
ensure that all data were handled systematically. The nodes were reviewigkntify the
areas of overlap or if linked were grouped together. Keywords and phrases were noted on
differently coloured posit notes in a coherent order on a poster sheet. As more coding of
transcripts was completed the sheet started to look like arstrm map or aree where
branches of thought grew from different categories. This strategy was particularly utilised
after the data collection at the first hospital one in order to understand what required more
exploration atthe second.

3.8.3Selective/focused codingpr theme identification

Selective or focused coding serves to bring the data together in different ways and examines
the relationship between coded categories (Strauss & Corbin, 1990). This stage involved
collating all the codedata extracts within theategory and all the identified categories into

one key theme. According to Charmaz (2006) focused coding involves using the codes that
are more significant and frequently used to explain larger amounts of data.

This stage invohdegoing back and forthdiween the codes. Key codes were extracted such
as those that were used frequently and were grouped together. For exari{aejtional
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F22RQ WSIOAYy3 LINFOGAOSEAQ YR WLISSNI AYyTtdzsSyoOS
the next stage being a comapison of data to the focused codes, which assisted in refining

them in order to identify the theme. It was important to see the similarities and differences

in the views of participants about a particular concept by using a teden@f constant
comparatve analysis. Therefore, the coded data were merged into one single MS Word
document. In this way, one code in two different transcripts (patient, doctor) was compared

side by side. Using the technique of constant comparative asallysvas able to compare

codes with codes, categories with categories and categories with concepts (Charmaz, 2014).

Memos help the researcher to write down questions, arguments, thoughts and emerging
KelLlRiKSasSad Dfl aSN YSy i AnZhg prétesy @ gegeday théory,a G KS O
GKS 0SRNRO]l 2F (GKS2NEB 3ISYSNIGA2y¢é¢ ODflFaASNE ™
throughout the process of coding to keep track of the ideas regarding data. Memos helped

me to record my own thoughts and reftarg on the analysis paessA visual representation

of data coding steps employed in this study are presentefpipendix16.

3.8.4 Data saturation

The term theoretical saturation in grounded theory approaches is used when researchers
reach a point intie analysis of their datthat sampling more participants will not lead to
more information related to research questions (Charmaz, 2006). Therefore, researchers
check data for similar instances to ensure that no additional data can be found to develop
new properties of codes.

During the analysis process, sampling and interviewing continued until no new information
was found in the additional interviews. When using a grounded theory approach, there is a
set of processes that the researcher needs to adapt by following these th researcher
ensures a robust exploration of the area under consideration. Flick (1998) dtaés
researchers need to pause and reflect on identified categories anddbeide which codes
need further exploration in the light of the research questions. Ultimately the depth and
range of data analysis must be sufficient to enable the researcher to tell a plausible story
(Flick, 1998; Charmaz, 2006).

In this study, datavere revisited many time to understand the issues and factors in the
management of HTN. The themes that emerged during the data collection in Pakistan were
regularly discussed with supervisors via Skype meetings in order to explore these themes
further with the next participantsFor instance, some emerging issues in patient interviews
were counterchecked with doctors in their interviews. As the data collection progressed
accounts from subsequent participants did not add new information on factors irdingn

the management of HN. Therefore, | felt that saturation was achieved with 30 patient
interviews and 30 doctor interviews and no further themes emerged. To confirm the
saturation status, two further interviews wereocducted. However, theseadditional
interviews were not found to produce any new themes. While data collection ceased at this
point, analysis continued until the final refinements to the core conceptual categories were
made.
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The data coding frames used\Nid LJI (0 A Sy ( & @ata larg’ Resdéh@disp adixD7i

and 17ii The coding frames helped to organibe findingsas presentedn the next two

chapters. Chapter four will present qualitative findings from the sstmictured interviews

conducted withpatientsandchapter idS RA aOdzaaSa (GKS G(KSYSa NBf I
A consideration of the similarities and differences between the two sets of data is provided

in chapter 6, the discussion chapter.

3.9 Trustworthiness ofualitative Data

Evaliating the validity andobustness of qualitative data analysis is essential for incorporating
the findings into practice and the delivery of care. However, qualitative researchers do not
speak about validity in the same way as quantitative researcheralit@ive research is
frequently criticised for lacking the scientific rigour and lack of transparency in its analytical
procedures as compared to quantitative reseafgtolfe, 2006; Silverman, 20, Noble &
Smith, 2015) For the researcher, demonstrating rigour when undertaking a qualitative
research islgallenging as the enquijrcarries an element of subjectivity and personal bias.

| immersed myself ithe data by undertaking translation, transcription and analysis, which
allowed me to understand the experiences of participants closely. Moreover, using external
checking from a bilingual colleague on transcription and from supmwvien the coding
proces was another source of establishing the credibility of the qualitative data as suggested
by Silverman (1993). | reflected upon and acknowledged my role in the collection of data,
conducting interviews and during the analysis praceBeing reflective gavene the
opportunity to learn the importance of setfritiquing and selappraisal through every step

of the research process. | needed to carefully monitor my position in the research process and
the relationship with the study paidipants.l will now provide further rdéctions on this
process

3.9.1 Areflective stance

Despite residing and studying in a foreign country for the fiastyears, | consider myself

primarily to be an insider due to having been born and raised in Pakistan and belonging to the
same professional group as the doctargolved in this study. The experience of working with

doctors and patients in Pakistan has gfeared my awareness of cultural nuances and meant

that | had a certain degree of prior knowledge about the study participants, surroundings and

the hospital enronment. | was confident that my position as an insider would allow me to

be more easily accepte However, this did not always mean that | was considered to be an
AVAARSNI Ay (KS Sé&Sa 2F 3 1S5S1SSLISNAED 9eE LISNA S
same time enabled me to understand that the experiences of a researcher from outside
Pakistan an be very different to those of a researcher considered to be an insider.

| spent many days making several requests to different hospitals, with foippreminders

and in phone discussions in order to gain written permission. At that point, | often felt myself
to be as much an outsider as a nBakistani national or someone Wwito prior experience in

the field. Eventually | gained permission from two hodpitahere | had never worked in the
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LI aG® L NBYFAYSR F20dzaSR GKI GO Y& FAY & | |jdz
perspectives of study participants with reémce to HTN and its management and in order to

achieve this | found myself busytailishing rapport, getting to grips with obtaining consents

and organising interviews. However, a number of challenges became evident and brought me

to the realisation thatan external researcher may face many difficulties due to a number of

factors.

Dedaring my profession to study participants assisted in establishing a good rapport with

them, although this selpresentation was often faced with a degree of criticism emesal

occasions. While conducting the interviews, | came across some phrasels suchWe 2 dz 1y 2 «
0SUGSNDT wez2dz Ff NBIFTRe 1y26:IQ Wez2dz 1y26 0SiG0G¢
placed me under pressure. This was partly due to the fact that | wange@articipants to

see me differently as opposed to my previous role as a medihafpoint, | realised that it

was difficult to shift from my role from medic to the researcher. In an attempt to achieve a
oFflyOSs L g2dzZ R ¢S NFAS NS aBA NIOKISANAYAT ol RI S!
my name. | often found that | remainesilent in the common room during discussions
confirming the diagnosis and commenting upon drugs, wondering whether anyone had
noticed that | was not contributing to the disssion.

Furthermore, some of the doctors revealed more information than they ditwalve perhaps
been naturally comfortable with if they had not viewed me as a colleague, |, therefore learnt
when to turn off the tape recorder to strictly follow ethicabsidards. Any break down in the
boundaries between researcher and the individual endesearch may result in ethical issues

if participants treat the researcher as a confidante or counsellor, and therefore reveals more
than they would naturally feel comftable with (Watts, 2006; Sanjari et al., 2014)egan to
appreciate my positionsan insider clearly when an evening hospital medical superintendent
involved me in an informal discussion around HTN management. The medical superintendent
shared own valuale experience of being a research student in a foreign country and the
challengesnvolved in gaining access. At that point, | realised that access was graateuge
medical superintendent was aware of the obstacles in the recruitment of hospitalsatad d
collection.

Being &akistani Muslim female brought upan Islamicsociety | feltaresponsilility towards

my religious and traditional heritage. | had to act in a way th#illed the societaregulations

and expectations. Hence, | chose to wadraditionalPakistandress (salwar kamee&2)with

I WR ctdl-cavériny@eadduring the fieldwork. This did not pose a dilemma as it was not
incongruent with my personal life in Pakistan. Many scholars (Davis, 1992; Entwistle, 2000;
Ellingson, 2006; Okely, 2007; Lloyd et al., 2008; Wray & Bartholomew, 2010; Zubair et al.,
2012 have pointed to the important link between dress and identity whereby dress serves as
a visual metaphor for identity and as an insignia by which we are read and come to read
others. The insider role facilitated my recruitment of participants since ptiasually have

20The salwar kameez is the national dress of Pakistan and it is a cultural practice for women to cover their heads.
21Dupatta is a shawl like scarf and worn across both shoulders anddthe head. It is used mosbmmonly as part of the
women's shalwar kameez dress.

83



clear boundaries of setfisclosure and it can be difficult for them to reveal their personal
stories to an outsiderln a maledominated Pakistani society, it is a common belief that
women who live in the West are usually operinded and ompromise on their moral values.
Wearing an Asian dress during fieldwork led to some doctors questioning why | was not
wearing a Western/modern dress in the hospital. Furthermore, some male doctors tried to
be somewhat informal and offered a lift home. Wdugh | had to behave in a professional
way that did not compromisany respect within the environment andny own moral
standards. Therefore, the necessary action of involving the hospital medical superintendent
was taken when required.

During translationand interpretation, | had to make judgements about the meanings
contained within the language and spent a lot of time trying to estimate the degree to which
different cultures would identify with those meanings. | am fluent in the language of
participantsin the study, and therefore had an advantage in terms of research methods over

other researchers in crosaultural research who are not as proficient in the language. Using

I NBaSINOKSNRa RAFNE (G2 y20S R2gy mie8iteR y20S
strategies | adopted during the data collection process. This involved me in asking myself
various questions throughout the data analysis, such as what led me to a particular perception

and why.Being reflexivgEtherington, 2004nabled me toleam the importance of self

critigue and seHmprovement through every step of the research process.

Dilemmas arise in research regardless of the position of the qualitative researcher, but what

is vital is to understand how these issuescanbemansge8 | g1 NS 2F 2y SQa 2«
and any blind spots within the field in order to enhance understanding and trustworthiness

of the data.

3.10 Summary

This chapter has presented the methodology employed and explained how the study was
conducted Detailed nformation was provided about the sampling and recruitment of the
participants for the study. The chosen data collection method helped to explore-capii
understanding of the perceptions and experiences of patients and doctors. This chapter also
outlined how the data were collected, managed and the process of constant comparative
analysis. Finally, reliability and validity of the qualitative research through the consistency of
study procedures was explained.

The following two chapters present the fimgis from the data analysis regarding the
perspectives of patients and doctors about HTN managenrespectively. Chapter four
LINSaSyida GKS LI GASyGaQ dzyRSNRGIFYRAY3I 2F 1 ¢b
GKSYSa NBftF G§SR U 2f HRRaddi® tehat@ent JS NB LISOG A @S a
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ChapternY t FGASYyGaQ t SNOSLIiA2ya 27

The analysis revealed four main themes regardidg (i A &hyeiistarfling with regard to

HTN, treatment, lifestyle recommendations and involvemengliernative strategies. Ais
chapter will describe these themes and associated categories that emerged during interviews
with patients and presents evidence of how patients sought to manage HTN in their own
ways.

4.1 Perceptions of HTN

Patients were askedabout HTN in terms of o they understood the diseasand
conceptualisedHTNin everyday life The categories linked to this theme are diagnosis,
symptomsand causesf HTN.

4.1.1 Diagnosis

Diagnosis is the point at which patients receive confirmatidérthe@ir condition through
consultation with a doctor. In this study, the responses of patients indicated that they were
able to recall and list their diagnosed HTN status as documented in their medical files. The
majority of patients interviewed cited thdheir diagnosis of HTNald occurred during routine
clinical visits for another medical condition. They provided detailed explanations of the events
that led up to diagnosis of HTN and how they became aware of their condition.

| was just sitting near tetove to make tea in thevening, one day; then | felt suddenly,

ddzRRSYyft exXxXaz2YSiKAYy3 A& ¢NRBRy3d 6AGK YS tA1S Ye KSIR
hospital, there doctor told me that your blood pressure is very high. Then he gave me tablets

to takeand placed one tablet undeny tongue. He told me take a tablet every day and come

FFAGSNI I 6SSIXKYYYX6KSYy L ¢SydG FFOAGSNIF 6SS1U AG o1 a
you have this disease. Umm. | was all right before that. (Patient 25)

Patients describetheir initial reaction tobeing diagnosed with HTN as one of confusion and
RSYAlLf® ¢KS WadzZRRSYQ RAF3IAYy2aA& 2F 1 ¢b FyR (K
drugs came as a shock to many patients. This denial in relation to diagnosis wamaren

amongst patients W 2 LISNOSA QPSR (KSYaStoSa (2 0SS LKeaAa
experienced any symptoms.

Pl

2 KSyXd Y& R200G2NBR wFANRGE G2fR YS lo62dzi RA&SIAS
thought | was all right so how this can besgible? It was difficuliof me in the beginning
but gradually | became used to it and started my treatment. (Patient 21)

They described that diagnosis of the disease requires physical symptoms and were therefore
uncertain about their diagnosis of HTN hey had not experienced grsuch indicators of the
disease.

| think, 1 was shocked in the beginning due to no symptoms and nothing. Disease must be

with some symptoms and warning signs. But gradually after the diagnosis, | had the disease
symptoms and the | thought oh yes, thisigease can be without symptoms. (Patient 7)
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Definitions and meanings of HTN

Most of the patients struggled to define high blood pressure. They reported their own
RSAONALIIAZ2Y &dzOK |4 WKAIK o0f 2pieRure2oNblodi Sy & A ;
distributed in the veins to control the heart.

L 0KAY]1 AGQa (KS -ihiNiBsiltbendBes Bigh witeh [#eadRre aikes i Ndzy

FYR 6S02YS t2¢ 6KSy AG aSaittSaod 1 YYX L GKAYy]l 6KS
bottom one, crosses 130 number thérbécomes dangerous and high. When it stay

below or on 120 then its normal. (Patient 1)

Some patients possessed awareness about systolic and diastolic blood pressure; however,
patients did not report that these levels were used to achieve optimal bfwedsure control
and low blood pressure eslings.

L R2y Qi (1y2¢ o6KF(i GKS G2L)J FYyR 0200G2Y ydzYoSNE ol NJ
FNB GKS alyYSo 2KIG OFry L GStftK L R2yQl 1y2é NBI T
know. (Patient 7)

Most patientsreported HTN to be a dangerous diseaséhim context of complications such

as the possibility of having strokes and were therefore concerned. They understood the
consequences of the disease but not necessarily the medical explanations of HTN which led
to these serious outcomes.

I have heard frm many people that it can develop serious complications in the human
body very easily. | [have] heard that if the blood pressure shoots suddenly, it could even
result in the bursting of a blood vein. | have alsarldehat a patient can get a paralysis
dueto the problem of high blood pressure. (Patient 30)

L GKAY]l AGQa I GSNNRotS RA&ASIaSzT AG Oly (1Aftf @&2dz
in people. | have seen many people suffering and heard abaut(Hatient 11)

Whilst some patients attepted to explain HTN in the context of its severity, conversely,
many patients relied on descriptions of the symptoms and causes to understand HTN.

4.1.2 Symptoms

Medical literature often describes HTN as a sil@hér (Zusman, 2009; Accad & Fred, 2010;
Makridakis & DiNicolantonio, 2014ilowever, many patients reported the manifestation of
three to four physical symptoms as the diseaseypessed, including headaches, muscle pain,
dizziness and fatigue, which they associated with increased blood pressure. Symptoms were
characterised as having serious features and were often gradual in onset.

Most patients reported frequent bodily aches apains associated with tiredness and fatgu
however, the most common complaint was a throbbing pain and unpleasant sensations to
the head. Some patients described experiencing problems with their sleep patterns, such as
frequent waking, sleep deprivatioand nightmares. The impact and experienafesuch
symptoms gave rise to frustration and emotional distress amongst patients on many
occasions.
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| feel so much pain in my whole body. | feel backache too. | feel headache and at times my

veins move very fasind | can even feel that sensation on bbaides of my head. | feel

a2YS2yS Aa KAGGAYZT YS 2y Y& KSIR® L FTSSt GANBRySaa
energy and [l have] pain in my leg muscles. (Patient 17)

| feel headache and severe headacie throbbing. | become angry too and mpod
changes. Then | know that this is due to my high blood pressure. The headache and pain [is]
all over the body most of the time. (Patient 25)

Patients were concerned about the possibility of a recurrence of symg such as dizziness

and felt that theycould tell if their blood pressure was better or worse by the intensity of
their physical symptoms. A few patients said they often experienced headaches and stated
that they would invariably selfeat the headachs with painkillers, drinking extra water,
having a rest, or simply just waiting for the headache to subside. They did not appear to regard
less severe symptoms as a serious risk and believed they could be minimised with stress
reducing activities. Howevethey viewed a change in their heart ratearticularly with pain

to be a possible sign of a heart attack or stroke and therefore believed these symptoms to be
serious.

Many patients expressed that the onset of HTN symptoms had a negative impact on their
work productivity and reported a signiéiat decline in their ability to focus. They described
that due to constant headaches and impaired vision as a result of HTN, they were unable to
work and focus as effectively as theirworkers. The appearance afich symptoms forced
patients to take sickeave from work and consequently consider taking early retirement due
to the impairments HTN was causing in their working lives.

2 KSYy L KI@S KAIK o0f22R LINBaadz2NB GKSyfficer. R2y Qi 32 (%
LQY GKAY (1 Ay3 éagydielto]ts dibkasé heldbdé $aArinot work the way | was

used to do before this. My vision is badly affected, and | cannot concentrate much. | often have

headache. (Patient 22)

High blood pressure has affectety life because sometimes my blood pteesises, and |

stop my trailer on the side of road until my blood pressure gets settled. Sometimes, | cannot
go to work and talk happily with people as | was used to do so. My company also advise
drivers not to dive if they are not feeling well. (Patiebb)

Some patients experienced impaired interpersonal relationships and family conflict following
the onset of the disease. Patients described experiencing changes in mood and anger issues
after the occurrence aneéxacerbation of their symptoms. Some mssported becoming
aggressive and physically violent towards their wives and children which often resulted in the
breakdown of relationships. One patient described experience as follows:

2 K8y Y& OKAf RIRB WSR2 L QF S65X 4  §yaNdsthadSolld | Yy INE X O Y&
beat them hard. Then, | expel my anger on others like my wife and slap her or my kids,
a2YSGAYSad L (1y26x AGQA y2d 3IF22RX 1 YYYd .dzi L Oty
to this disease. | oftego to the room and close my door insigdess | feel better. (Patient

3)
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One woman shared how her HTN symptoms had led to a breakdown in her relationship with
her husband. She cited not being able to tolerate the controlling nature of her husband after
her HTN diagnosis and this had a devastaeffect on the stability of her marriage.

My husband was not able to understand my situation. He is very controlling. Ever since |

have high bloogressure] have become impatient and | could not fulfil his deas and

orders. We had afightandheda a Sy G YS G2 Y& LI NBydaQ K2YS y26d | !
another marriage now. (Patient 20)

A 2w s oA ~

tF 0ASydaQ 0StASOSR GKFG GKS 1 ¢b FFFSOGSR Yl y
mental, physical and familife had been affected in a number of wagfter being diagnosed

as having HTN and experiencing its symptoms. The consistency and frequency of physical
symptoms had been the trigger for some patients to visit their doctors and receive a
confirmed diagnosisBy contrast, patients who had experieacno HTN symptomsere less

likely to take the condition seriously, considered the iliness to be harmless showing that it is
therefore vital to gain insight into theeliefsof these patients with HTRhanagement.

4.1.3Causes of HTN

Stress due to financial problems and interpersonal issues was highlighted as a main cause of
HTNamongstpatients. A few patients mentioned that eating an unhealthy diet increased
their blood pressure and this will be explored furthersiection 4.3

Stres

A stressful lifestyle was a commaeausehighlighted by most patients as hindering optimal
control of their HTN and this also included patients who claimed to be adhering to their
recommended treatment plan.

Stress was perceived asth a cause and aoasequence of HTN by almost all patients and

they also identified specific sources of streisd: G A Sy G aQ NBLIR2NISR | g2ARA
but frequently mentioned stressinducing factorshat they perceived out otheir control,

such asthe sudden deth of loved ones or emotional tensions with their spouses and family
members. More generally, male hypertensive patients associateetglatbed stress and
unemployment as reasons for their constant high blood pressure, whereas fenmidatsa

reported stress caused by their husbands andaws.

L R2yQiG GKAYy]l] GKSNB A& Fyé 2GKSN) NBlFrazy oSKAYyR
happened the day when my husband passed away on Eid day and went to Allah. After that

| started this disese due to stress baase things had changed like my responsibilities and |

KFrR y2 ARSIF K2g (2 YIylF3aS (K2aSod L gFa 62NNASR | yF
high blood pressure. (Patient 12)

Many patients described tension and difficult relationshipsthin their immediate
environment and felt that family members were unsupportive. When living within extended
family networks this situation was exacerbated due to the frequent contact with other
relatives. Most female patients reported feeling that thesas a lack of adequate support
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from their husbands. The following extract from an interview with a female patient illustrates
how family relationships were perceived to negatively influence te#-being of individuals,
which in turn was thought to impac¢he severity of HTN for patients.

K: My child, I have lot of tensions in my life. My elder son has left me and moved with his in laws.
L OFLyQi fA@GS 6AlGK2dzi KAen, &l brokBrNaBd/inkonflatel K2 dzi Y& I NI
daughterinf I ¢  RIBwnty@raridchildren to come and live with me.

[Pause]
a® Kdzaol yRX!' YYX KIFIR RAF06SGS& RdzS (2 GKIG R20G2NA
ALINBIR GKS AyTFSOGA2yX ifshimialokingdoctorg fueidk y1a L RA
evilintentions. But KIF R y2 S@Af AyGSyaizyaod ! YYD b2g LQY 2

very helpless. He is taking revenge from me by giving me tensions and he knows tension is not
good for me.

R
dzs

[Crying]
Q: Ican understand what you are going through. It must be sessftul.

YY aé& &2dzyISN) a2y X KS KlFa I 6AFS IyR (G2 OKAfRNBYZ
Ff&2 I RNMzZ I RRAOG® LQY {GIF1Ay3a OFNB 2F KA& 6AFS |y

vY LQY &2 a2 NaBlyelepythikgSwvill N fidefsdod. ®@ | 2 LJ

YY b2g L QYe tiednfest Nditiof/mi/ sah fés well so that he should leave the drug
addiction. Due to these tensions | got this disease and now my blood pressure remains high.
(Patient 23)

Similarly, some femalpatients reported communication problems with theirlawsand as

a result felt helpless and depressed. They described thiatws often viewed the cost of HTN
treatment as a financial burden on their sons which brought additional worries and
frustrations in family life. Due to these tense relationships witHaws several female
patients experienced a lack of financial and emotional support from their husbands.

Financial difficulties directly affected the emotional weding of patients and caused
uncertainty, insecurity and stress. Such situations had kracleffects when it came to
choose a healthy diet and the acquisition of drugs that often led to poor HTN management in
hypertensive patients. As the following patient describes:

My father has separated me after marriage. Now, | live in a separate housee hiy family,

house rent, electricity bills, telephone bills, and children school fees, then my disease. When

| go to bed at night, everything comes into my mind. These temsiever spare me. | even

R2y Qi o06dz2 KSItGKé& T22R digréalyYia govdSdRmylheaffiSl a2 YSGAYSa o
know. (Patient 6)

Limited financial resources and the need to keep within a fixed budget created a state
whereby compromises had to be madnd less healthy, high calorie food was chosen over
more expensive healthiavptions. The recommendations of doctors to eat healthy food was
seen to be an additional source of stress for patients as this was not always possible on a daily
basis.
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Difficuty meeting the cost of drugs was anothreasonto cause stress amongst hypenisive
patients. As a result of financial hardship, patients often delayed purchasing their
antihypertensive drugs, or sometimes stopped buying them altogether and this was
perceived to lead to further deterioration in the condition of their health.

WhenL R2Yy Qi KIF @S Yz2ySe (2 | FF¥F2NR Yeé (dlofSdia G(KSy L
limited, and | have a lot of things to manage in life. Many times, when | cannot afford my

tablets [and] | become tense. That is another additional tension that | facd,karzav it will

YF1S YS AAO1SNY .dzi GKAA Aa Fy20KSNJ 62NNE GKI G L R
' YYYXD o6t FGASYd o

Wi FlYAfe& RAASIA&ASQ

Even though a majority of patis believed stress to be the cause of HTN, some viewed it as
aninheritedcond G A2y > NBFSNNAYy3I G2 AdG a  WFFYAf@ |
of heart disease or HTN in close relatives, such as their mothers, fathers and siblings. Certain
common features in their family history strengthened their belief that the dibon was

inherited, such as the number of family members affected, age at diagnosis and the severity

of the illness. By noticing the pattern of symptoms amongst family memipetgnts would

assess their own risk of becoming hypertensive.

If this diseae is common in yodamily, then it happens to you. In my-ilaws no one has
this disease but in my mother family; my father got it. My granddad had this too and he
diedduet®d i N2 1 S® ¢KI1Qad 6Keé L KIFI@FS (GKS &lFYS LINRBofSYD o

Patients who had witessed firsthand the suffering of hypertensive family members
expressed fear, anxiety and uncertainty about their future; a few patients made comparisons
between the physical syptoms of affected relatives and their own when considering the risk
of developng complications and considered HTN to be a contagious disease transferred from
one family member to another.

I think, in my case, my father has transferred tiisease to me. My father had the same
disease and he passed away due to stroke. In earlg dapis disease he had the same
symptoms as | have. | had a doubt in the beginning when these started to appear that | have
the same disease as my father. It waset (Patient 5)

Moreover, in order to avoid the negative consequences of the disease et tamily
members had suffered some patients adopted a posisttéude towards drugadherence

| had seen how badly my mother condition [was] when she harbkesdue to this blood
pressure. She was unable to stand and talk but not concerned aBoNIhRNHz3&a ® ! YY® ¢ KI (G Qa
gKe& L (G1r1S Y& RNMzZZ& RIAfe& 0SOlIdzaS L R2y Qi slyd G2

In addition to identifying HTN asfamily condition, a few patiats had veryparticularbeliefs
associated with the cause of the condition. For instancastant disturbed sleep and fatigue
were considered to be the two main causes of increasing blood pressure amongst three
patients. They believed that rest and gootkep helped them in order to control the
prevalence of HTN symptoms and cope with the diseas
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This disease is related tdeepL. G KAYy {1 ® 2 KSy L R2y Qi atSSLI ¢Sttt (GKS
pressure and when | take rest then it disappears. | lay ang stestly when this happens,
and blood pressure comes down. (Patient 27)

A patient who receigd a blood transfusion when undergoing uterine surgery stated that she
0SSt ASOSR (KS 06ft22R (UNryatdzarazy 2F az2yvYS2yS Sf
not undergone this surgery then she believed she would not have become a sufferer:

| undervent a uterine surgery five year ago and being transfused by someone else blood at

GKFG dAaYS GKFGQa ¢gKeé L 3I20 (GKA& RAmsSWaSe L KIJS K
@2dz2NJ 02Re GUKSyYy @2dz 3SG GKA&a RA&ASIFaAS® 1 YYYX. ST2NB
(Patient 16)

Theaccountsof patients surrounding HTN diagnosis, symptoms, causes and consequences
reflected theirlay understanding of HTN as a condition. The following theme will present
LI GASYyG&aQ SELISNASYyOS& antifyRertérsivédiugsdzRS& NB I NRA Y

4.2 Experiences andttitude ConcerningTaking AntihypertensiveDrugs

The experiencesf patients when takingantihypetensivedrugs affected their adherence
attitude towards an overall optimal treatment plan. Some patients reported positive
experiences, but some had reservations and reported the negative effects of taking such
drugs. The positive effects of takimgtihypertensivedrugs were expressed by patients as
being the ability to control their blood pressure and prevent progressidheflisease.

These patients reported that regular use of such prescription drugs had provided them with
beneficial outcomes such &etter control of their blood pressure, a general feeling of well
being and a relief of their symptoms. Some patidrgievedthat adherence to the drugs was

an important factor in managing their blood pressure and stated that they had received
positive eperiences with doctors encouraging them to take the drugs. As the following
patient described:

My doctor advised me toisk to your medicine. | also feel better when | take my tablets. My

0f22R LINBaadz2NB R2SayQi 3IAJS nothihg whgnd takeMip dzo £ S £ A1 S K¢
tablets daily. | take these [pointing towards bag of medication] daily as my doctor

suggested. (Pant 22)

Many patients described that despite experiencing saffects, antihypertensivedrugs
continued to be taken.

L QY NB akizf myNdrugs, | feel better and this is my treatment. Sometimes, | do feel
sideeffects like mild rash, butmydoctdor2 f R YS Al Aa O2YY2y GAGK GKA& G ¢
need to worry. Rash disappears gradually but | carry on with my tablets. (P2@ent

On the other hand, some patients cited intentional radherence with regard to
antihypertensivedrugs. They reportechegative consequences such as sifiects and
dependence after taking prescribexhtinypertensivedrugs and as a result had decidex
stop taking them. They were concerned tlaattinypertensivedrugs were toxic and harmful
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in nature and produced moreds-effects than they had benefits. Symptoms such as an upset
stomach, nausea and a dry mouth caused them to gradually skip dosemaltylthey gave
up without reporting these sideffects to their doctors or consulting with them first.

When | take tatdts, my body starts to swell like a balloon then | left the tablets. My body
glra y2G6 tA1S 0GKFG oST2NBdilad Sdaz2Yizarw QF yRRly Qii2 63 NG
stomach troubling me all day, it is not good. (Patient 29)

The fear of developing sideffeds after taking their tablets made patients anxious and they
guestioned the efficacy o&ntihypertensivedrugs. Missing doses and ceasing to take the
tablets altogether was also prevalent amongst those who believed that Weuld become
dependent or addimd to antihypertensivedrugs for the rest of their lives. They had a
common belief that all drugs contained chemicals which were harmful in nature and therefore
prolonged use of tablets was dangerous.

Tablets make yoaddict and do more harm. These taldetontain chemicals and not good
G2 dz&aS F2NJ I f2y3ISNILISNA2R® L R2y QG dza$s
2y (KSasS |ttt GKS GAYS® LQY 2dzaid ardl 27

Some patients sharecdhantermittent pattern of using presded medications, reporting that
they would abruptly stop taking the antihypertensive drugs after just a few days. They cited
taking a full, regular dose one day and then no dose the next and not resume taking their
drugs after that. When asked why theyere using their tablets in this way they responded
that they were curious to observe the effects of intentional ramtherence on their blood
pressure and would do so if they happened to be feeling particularly well.

Sanetimes | leave the tablets by mysdecause | want to see what happens to my body if

| leave. This blood pressure tablets never spare a human body. So, | check what happens if |

f SIS GKS (GFof Staaod L RsByenies, WHeBke! baitée.§Paye@ SR 2F G { Ay 3
10)

Whilst a pdtern started to emerge as to how patients understood and experienced taking
antihypertensive drugs, additional responses highlighted that unintentionalauirerence

was often due to simply forgetting to take their medtions or put it down to the costral
accessibility of them. Some patients reported forgetting to take their drugs if they were busy
or away from home. Older hypertensive patients also reported that they often forgot to take
their tablets and they ascréadl this to memory loss or just genéfargetfulness due to their
age.

{2YSGAYSazr L F2NBSG G2 GFr1S drotSi GKSy AG YAaaSao
my tablet today or not. Either, | have taken my tablet in the morning or not. | dotflatge

of things now. It has starte& | LILISY Ay 3 YS 2dzad FSg &SINER |32 0SSOI c
(Patient 11)

Patients citing forgetfulness described how support and motivation from family members to
take their tablets with constant reminders resulted in iroped adherence.
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Many times, my dauder asked me either | have taken my tablets or not. She knows, | often
F2NBSGO (GKIFGQa gKeé akKS Fftgleéea alaoe !tyzad it GKS
25)

Many patients described that unintentional reasofor noradherence to antihypertenge
drugs came down to the cost and accessibility of medication. The high cost of
antihypertensive drugs was highlighted as a commssue to compliance with their
recommended treatment plan

The factis thatmostof® G AYS&XZ L R2Y QietaidtsOmbis iydifjedtdo 2 o0dz2 G K
afford all because tablets are expensive. One blood pressure tablet cost aroua80RE

for 15 days. Sometimes, | borrow money too from here and there. So, a person like me who

has litie money where he would go then? Hedswill just ignore the tablets or only buy

when money have. Ummm. (Patient 2)

Besides cost, some hypertensive patients reported the unavailability of prescription drugs in
hospital pharmacies at certain times. Theyigaded that when their usual brand wanot
available in the hospital pharmacy, they would often resort to buying the drugs from private
pharmacies. As a result, poorer patients were placed under greater financial burden and
inclined to be noradherent unti such time as their drugs became dable again in the
hospital pharmacy. In addition, patierdisoreported that doctors did not provide sufficient
information regarding prescription antihypertensive drugs and this was another reason of
their non-adherence.

4.21 Lack of informationabout drugs in consultations

Most patients reported receiving little information regarding their drug treatment from their
doctors and indicated that the relationship was often problematic and disappoirRatgents
mentioned that doctors provided a genemand quick reminder abowntihypertensivedrugs
but without any specific or helpful information with regard tiweir use or the duration for
which they should be taken. As a result, patients felt frustrated when the&yemunable to
acquire sufficient infomation regarding their treatment and this often contributed to their
attitude to stop taking the drugs prescribed.

¢tKSe R2yQiG (Stff lFyedKAy3a oNARSTFIed 9@0Sy (KSe R2yQi
they just tick the box, yes, we have sebis patient. Even, | came first time and diagnosed

as high blood pressure then doctor did not tell me anything after that. They just say to take

tablets, come again. Not when | have to stop the tablets or nafaritbe a minor thing for

them but definitey not for me. (Patient 25)

Some patients reported that although they had been provided with some basic information,
they had faced difficulties when requiring greater clarification and additional support. The
responses of patients indicated a wish to regeidetailed information about their drug
treatment; however, they felt reluctant to ask questions due to the busy routines of their
doctors and the style of communication with which information was imparted torthe

For instance, patient 4 illustratedraimber of communication issues he experienced during
consultations with a busy doctor which had left him feeling passive and therefore unable to
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ask questions about his treatment. The patient was afraid to asknfime information from

his doctor due to pst experiences where he had perceived that his doctor did not appreciate
being questioned and that pressing him for further information may cause the doctor
irritation.

52002NAR S@Sy R2Yy Qduestiofd from myyiéctok Foy/edainpld, lasie2 | a |
| asked: my doctor, tell me what this high blood pressure is, please tell me about this disease.

'S &aFAR 2dzad GF1S GKSasS G(rotSta &82dz 62y Qi dzy RSN&E G|

What | can say adwt this? | just obey him because | fealrfthat he will be angry and upset
with us by asking questions [Laughter].

When your turn comes after waiting many hours then a patient tries not to displease doctor
O[ FdAKISNB® L R2y Qirwhdt [Laughtad gPatier4ja y2¢6 y2 YIFGGS

This illustates that there is a concern amongst some patients about the quality of care they
are receiving and in particular the speed with which they are dealt with by some doctors and
the attitudes of those doctors towardseir patients. A lack of essential infoation due to
breakdowns in communication may lead to failures in therapy for some patients and
ultimately delay their recovery. Further exploration of this issue revealed some interesting
findings as the followingaragraph illustrates.

A few patients reprted that doctors often encouraged them to visit them in their private
clinic where they would receive an improved service, additional information and shorter
waiting times. They described this as unacceptabtewamprofessional practice and as a result

it had affected their level of trust in these doctors. This may suggest that some doctors are
adopting strategies to compel patients to use their private clinics and intentionally providing
less information as a nams of encouraging this.

Sometimes, if yoask moreinformation,they become irritated and simply ask you to come

to my private clinic in the evening if you want to know more and good service. If you go to
the same doctor in the evening in his privateiclime will behave in a totally different wa
When you come here to him in the governmbaspital,he will not give you even a smile.

He will suggest you come to his private clinic. This is very frustrating. (Patient 8)

Furthermore, some patients were coarned that they may face negative conseques in

the form of poorquality care and inadequate communication at their next consultation if they
had not visited a doctor in the private clinic. To overcome this issue, a few patients suggested
increasing theaumber of doctors in public hospitals atitht steps could be taken to prevent
them from working in private clinics.

I think more and more doctors should be there in public hospitals to deal with patient burden
and gain information that is needed@here should be a ban on doctor private practsze,
GKSe g2yQi 4SS dza Fad | LINPFAG odzi F&a | LI dGASYdo

4.3 PerceptionsAbout Lifestyle Management

Within this theme, five categories emerged that highlight lay beliefs of patients informing
their practicesabout exercise, diet, salt intake, smogiand alcohol consumption.
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4.3.1 Understanding concerning exercise

In this study many patients reported awareness that exercise was beneficial to adopt in their
daily routine in order to stay active andha@uld be undertaken as part of blood pressure
control. Their awareness of the benefits of exercise was watging and included sustaining
physical fitness, maintaining optimum body weight and improving generalbeely. Some
patients were uncertain ahdg the correct amount of exercise, type and ingty required for
hypertensive patients. They perceived exercise as a walk around the house, managing
household tasks and described a wide range of activities they were involved in. For instance,
some hyperénsive patient cited common household tasks sashwashing dishes, cooking

and cleaning as her main source of exercise.

| do clean with besom in all the house, clean the kitchen and washes the bath room and do
RAAK 61 aKAYy3Id L R2rg@riiseakiteseialttasks arg BydeRercise/add 2 (i K S
my body remain active. So, in this way | do exercise all day by running here and there and by

doing household tasks. (Patient 1)

Similarly, moving things from room to room, shopping trips to the marketasiting relatives
that lived near to the house &re also viewed as exerciamongstsome patients. One female
patient indicated that her job provided the opportunity to walk around, although seemed
confused between the terms exercise and walking and uexhd interchangeably.

I work in a college and as part of my job, | make many rounds like walk all over the place.

Sometimes 3l turns in a day. | have to go to many class rooms, so | make many rounds all over

the place and that exercise. Whatelse g6$ SR (2 R2K L R2y Qi HBekAy]l L ySS
than these turns. (Patient 14)

Walking was most commonly cited by both male and female hypertensive patients when
asked about forms of regular exercise. They reported that undertaking a brisk walk led to
feelings of improvement both mentally and phyaig. For instance, a S@earold male
patient said:

| do walk daily, doctor has asked me to do walk. At night after meal | walk feB@D8teps. |
prefer to do walk every day at least before sleep. Beeawalk makes me feel good, happy,
and it is eay to do, it makes me comfortable and | enjoy it. (Patient 17)

However, a few patients stressed that walking and exercise should be specific to the daily life
routines of obese hypertensive patients and stated that their doctors had not considered
them to be overweight when they had sought advice about walking andoissee As a result,

they did not make any effort to adopt exercise into their daily routine and distinguished
themselves from obese hypertensive patients on the basis of body weight alone.

In contrast, obese hypertensive patients were aware of the besefi exercise in relation to
weight control and took a different viewpoint from the naese patients. Two obese
patients who were trying to lose weight reported doing vigorous exercisel@orger duration
every day. These hypertensive patients desmlitheir exercise routine in a broader context
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that covered a range of structured exercises such as running, jumping, stretching and
weightlifting.

| used to run BKM every day early in theaming, there were poles in the ground, so | used
to do exercis there too. | do a variety of exercises as jumping, climbing and stretching. The
exercises in sitting posture to burn only the belly fat and activities like this. (Patient 4)

| have a ladder tahome, so | mostly use that ladder as an exercise. | keema@isgeand
descending the ladder frequently in a day. Approximatéy@ns in a day. Sometimes, very
slow and sometimes very fast. | also use a pole in home for stretching and sometimés weigh
lifting too. (Patient 5)

The effect of exercise in terms okwght loss motivated these patients to strictly adhere to a
pattern of regular exercise. For instance, an obese hypertensive patient reported a 10KG
weight loss over a threenonth period as aesult of undertaking exercises such as running
and weightliftirg. He had strong faith in the benefits of adopting exercise in order to control
and manage his weight. In contrast, a few obese patients reported that they had received
negative comments aboutheir weight, and it was this combined with a general stigma
surounding obesity that had been the motivation behind their programme of weight loss.
They described being met with derision, adversely judged by family members and friends
about their eating hbits, and it was this that had driven them to be more proaiivtheir
decisions about diet and exercise.

Nobody had realised me that my weight was increasing in the beginning but gradually
people made fun of me and poked me often. Then one day,isedahat | will show them

GKFG LQY y2i | tareeq diNgvigaoRgexetcige? Ighink, if lRey ad not
realised me about my massive body maybe | would not have achieved my weight lose goal.
(Patient 9)

It seemed that these patients were nméaining an exercise routine in order to reduce their
weight to avoid discrimination, and not as part of HTN management. One obese patient
described how he tried for months to shed the extra weight but without success and most
days he went for a brisk hodong walk, describing himself as almost like a paratrooper in
terms of his intensity. However, when he saw no apparent change in his weight reduction, his
motivation waned, and he ceased exercising. During this period of intense activity, he neither
felt the need to monitor his body weight nor the effect of exercase his blood pressure
readings, as described below:

| could not check and truly | did not consider that | should also monitor my blood pressure or

check my weight during that period. But whehysically | did not see any difference in my

body size at thapoint,L. (K2 dzZZK&G Yeé ¢SA3IKG A& G4KS &alrYS IyR LQY
left exercise. | was just tired. (Patient 4)

¢ KS Ay aA 3K (uadergahdingdhighligtey thé Wide range désuesin place to
adopting and maintaining exercise and that some of these were related to personal and social
aspects of the lives of patients. Therefore, the following sectiorrvidtalfour subcategories
whichemerged from the main category.

Socioecultural norms
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Some Pakistani socimultural norms are believed to affect the ability to sustain a routine of
exercise, as highlighted by some of the study participants. Some patients indicated that due
to the absence of a culture of exercise they felt lessmitted and motivated in continuing

with it as a part of their daily routine. The lack of a culture of exercise in Pakistan restricted
the participation of patients in certain forms of exercise such as swimming and running.

Women for instance reported he they had been unable to follow the recommendations of

their doctors to visit the gym and workout due to the lack of availability of facilities and

trained instructors. The absence of public parks in every city limited the ropptes for

women to walksdely. One woman stated that it would be difficult for her to visit a gym as

she lived in a remote area.
LiQa y20G Slrae F2NJYS G2 32 (2 GKS YAy OAGe 2yteé 0
YR GNIyalLR2NIo® az2aid 27F ndg® sperdd¥ochavicarll thiRktg/ Qi KI @S Sy 2
get a gym membership. There are no public parks in the area where we can go and walk
easily. (Patient 12)

Further analysis of the responses from participants in the interviews revealed that some
sociacultural norms werewomentspecific, and they were therefore restricted from
exercising. Some women referred to various responsibilities they had and what was expected
of them by their families after marriage. They described how they devoted much of their time
to the respondilities associated with their rofeas mothers, wives, sisters and daughters in
order to fulfil family demands.

Some participants described a soecutural norm whereby once a woman married, she was
expected to stay inside the home and attend to domestiores. These women indicated
having extremely busy daily routines which made it difficult to find time for additional
exercise.

Every day | wake up early in the morning at 5am and then | run around the house to make
breakfast, sending the children arftbsband to school, office and then get ready myself.
Sometimes, | have preferred my children over my own choices, | think most of the times. (Patient
8)

I have so much work to do at home. | have to cook and provide meal to my kids, husband and
father in law on time. (Patient, 16)

There was a strong sense amongst many of the women that family is the first priority, with
their own interests and activities coming second to the obligations of family chores and
childcare. As a result, some women reported theirig time out for themselves for exercise
could be seen as selfish and therefore a culturally inappropriate activity. Patient 8h&vas
only woman patrtially maintaining some form of daily exercise, even during the time she was
seeing the doctor, recountkin her interview that she had stopped going for a walk regularly
after her marriage as she felt she must always put the needs of her husband before her own:

LQY y20G NBIdzZ NI AYy 3F2Ay3 F2NI I gkt FNBY GKS ftlai
marriedl YR KIFR y2 NBalLlRyaioArAftAidee L GKAY]l y2é6 LQY | ¢
Kdzaol yR F¥SSt GKFrd L R2yQd t221 FFUGSNIKAY YR KS A&

Lack of time
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Intensive work schedules and time restraints were barriers to esencentioned by most of
the male workineclass patients. They described how work duties consumed much of the day
and left them with very few opportunities and little energy for exercise.

| have a treadmill at home, but | feel so tired after my job antiapix home in the evening,
L ¥SSt a2 GANBR FyR OFlyy2i R2 (dKA&A® 2KSYy L FAYAAK |
GSNE f+dS FYR Y& KSINI R2yQd IRYAG R2AYy3 lyelilKAy3d
Working class patients cited long workinguin® as a barrier to them remaining physically
active. These patients described an intensive schedule of work involving long arsbcati
hours, often in retail with shops opening early in the morning and closing very late at night.

Individual factors and concurrent health conditions

A lack of motivation or interest in carrying out exercise was significant within this theme. A
few patients cited lack of inspiration and/or laziness when it came to exercise, and some
linked this with a lack of tiew. One pé&ent reported his low mood and anxiety issues as
possibly being the underlying reason for him not engaging in exercise and an activity that he
found unpleasant:
a@ TFlLYAf& 32 o0dzi L R2y QG FSSt 3I22Rtohn¢ Y& KSIFNI (K
stt@ G K2YS®d ¢KIFIGiQa AGod L adleée +d K2YSd L R2y Qi FSS
maybe, what else | can say. | know, | have anxiety and mood problems and exercise is not
for me really. (Patient 15)

Poor weather conditions werelsp seerto be a contributing factor in preventing both men

and women engaging in exercise. They expressed a profound dislike of going out in cold and
windy weather. Two patients described how during the winter months they preferred to stay
indoors, go tdbed earlyand used their cars and motor bikes for even very short journeys.

Ly 6AYyUiSNI AlQa @GSNE O2fR YR L R2yQG tA1S 32Ay3a 2d
| prefer my motor bike. In winter, it is hard to do any exercise. (Patient 21)

Besides clima conditions, some patients described-existing health conditions such as
joint pain, blisters to the feet and injuries which impeded their ability to engage in exercise
and walking. These patients provided justifications for not walkingremfsequently.
Breathlessness, blisters to their feet and painful knees were given as justification by such
patients for not walking more regularly, thus making attempts at following even a simple
exercise regime highly challenging, and left some patitggbng frustated and hopeless.
5dzS G2 GKAA& ot AaidSNE L OFyQid 32 F2NJ I gl t1 2N Y2¢
1Y286XKYYYXD® SESNOAaS Aa o0Sad 2F F+tt yR GKS Yzad
Ay GKAa YIFGGSND 2(Ratiedt3)0ly L R2 Ay GKAAXDOPOK
D2OG2NI &FAR (G2 YS | o62d2i SESNDA&AS o6dzi K2 OFly L R2
R2y Qi F¥SSt O2YF2NIiloftS gKAtS 4Lt 1Ay3ad 9ESNDAAS A&
Some patients described how they had health conditions such as asthnch Vet them
feeling extremely weak and lethargic; one patient was recovering from an accident, another
had suffered paralysis following a fall resulting in becoming housebound.
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The accounts of older patients tended to be fatalistic in outlook and demaiest a strong
sense of powerlessness over their own bodies. Tesgribed iHhealth and a general decline

in physical fitness as an inevitable part of the ageing process and believed their health would
continue to decline. A fear of falls or sustainingiry was reponsible for a majority of older
patients developing a negative attitude towards exercise. The risk of falling due to poor
balance discouraged them from participating in exercise and strengthened their belief that
there was little they coulddo about ther decline in physical fithessThey frequently
expressed a fear of not being able to get back up after having fallen. For exampley@ar-80

old male patient was fearful of exercise having sustained multiple fractures resulting from a
fall.

Twotimes |h @S 6SSy FL{tSy FyR 324 €tS3 YR 1ySS TNI Ol dzNJ

YR GKS 2GKSNJ GAYS gKAES OftAYoOAYy3d GKS adl ANBRO®

if | fall again. (Patient 11)

Another patient cited:

. S¥
A0 NBR FYR dzyOSNIIAy® L R2Yy Qigetibick ghimfeetl WY &0 NBR

y

2KSy L adlyR dzLJ FN2Y (KS o0SRzZ Y& o02R& OlIFyQil o6SINJ

FILEESy | ¢l & @ allowmdito ekesciséN) juRtiSoa iethbéd or walk sometimes
in the room. | éel | might fall away, will get hurt and this will complicate my situation
more. (Patient 13)

Inability to actively participate in daily activities and having a sense of their deteriorating
health proved challenging for these patients.

Lackof exercise iformation from doctors

A majority of patients felt that lack of guidance and advice from their doctor was a significant
factor in their failure to maintain a regular programme of exercise. A common criticism was
that general advice was givéut with no sgecific details as to frequency, duration of exercise
and what types of activity should be undertaken. Some patients indicated a strong desire for
greater information regarding the benefits of exercise and its relationship with high blood
pressure.

fley Qi KIFI @S YdzOK AYyF2NNIFGA2Yy | 62dzi SESNDA&AS I yR

blood pressure, my doctor should tell me the benefits. Well, my doctor should inform me

about exercise and if he/she will explain me in detail then | wilerstdnd and t&e this
seriously. (Patient 7)

4.3.2Dietary management

In this study, it was noted that failure to comply with dietary recommendations was
particularly commoramongsthypertensive patients and this was found to be the case across
all age ranges. An unwilgness or inability to make changes to diet may be tdug number

of factors. Data analysis reveals four categories: (i) preference for traditional foods; (it) socio
cultural practices and influence of family and friends (iii) healthy food and personal
preferences; (iv) availability and accessibility to jémdd (v) lack of dietary information

Preference for traditional foods
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Eating traditional food strengthens feelings of belonging and is a vital part of cultural life
(Kittler et al., 2012)Traditional Pakistani food is aromatic, with spices added and generally
prepared with a generous quantity of oil, therefore it igem high in fat content. Traditional
dishes such as curry in Pakistan are commonly made with oil and Desi ghee (clarified butter)
and regularly use cooking methods such as shallow or deep fat fRatgnts in this study
described routinely eating trational foods which they believed impacted their ability to
maintain a healthy diet. The following sections will illustrate these beliefs.

Paratha and oily food

A typical Pakistani breakfast, locaiy £ f SR Wbl aKil QY Ay Of dzZRS& LJ N
wheat dough and finishing off with shallow frying) stuffed with Desi ghee. Eating paratha fried
with oil or Desi ghee is central to a traditional breakfast in Pakistan. Many patients reported
eating paratha with fried egg, omelette or curry in the morniagd also at night. Some
patients shared concerns that eating oily paratha and the consumption of Desi ghee was not
good for their blood pressure, and doctors had suggested this, however they fodiffititlt
to change this eating practice.
EverydaytNE Aa | LI NI GKI Ay ONBIF{Frad RFEAfE & &2dz 1)
paratha in the breakfast so that also contains oil. So, you cannot avoid these things at all.
(Patient 10)

One patient eflected that eating oily paratha and fried snacks aegular basis had caused

his blood pressure to rise on several occasions; he often felt discomfort after eating oily food

AGSYa yR FStd GKS&AS G2 6S WRIYy3ISNRdAdzZAQ RdzsS
WhenISI i a2YSUiKAy3 GKFIG L akKz2dZ R y24 SrdG tA1S 6KSy
vegetable or meat, coated in seasoned batter and dieieg) or Wa I Y2 &1 Q o1  GNRILF y3dzZ | N
savoury pastry fried in ghee or oil, containing spiced vegetables or meat) anailydopd

hmmm like paratha then my blood pressure again rises and then | feel very uncomfortable.
(Patient 3)

A few patients claimed to have changed their diet following HTN diagnosis in an attempt to
manage their disease but appeared bound to their fermaatng habits. Patients in this study

were exposed to and had been dependent on oily foods since childhood and reported a
particular liking for the taste of such food. For instance, ay&@rold patient described how

WL YySSR LI NF¥GKlFelhgs ooNBIY ¢ MREIdzDSIOFaa 2y G KIF
patients linked their inability to resist traditional food due to the habit of eating the same

food for many years and to make changes to their diet was seen as a daunting task.

When | was young and wastnsick | was used to eat lot of oily food even | still remember |
used to eat parathas three times in a day. My mum used to cook different kind of parathas
like with potato and sugar and sometimes with green chilies. So, these habits develop since
childhood, yai know. | feel difficult to change this. (Patient 13)

Some patients described the sensory satisfaction they derived from eating oily traditional
foods due to the mixture of ground spices and ingredients such as ginger, garlic, cinnamon
and cardamom, commay used in their cooking. They indicated that the ddadi of such
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ingredients helped to give flavour to thedeods, and this combined with the aromas
generated during cooking made it difficult for them to resist traditional dishes.

We were usedtocodk 32 A K {1 F NI KAQ ol { 2 dzi & lamdimeaty RA &K LINS LI |
instead of chicken with oil and spices) at home every day. Who can resist it? It is very tasty

dish and my wife add all the ingredients to make this good. When | enter the house... by

smelll can tell what she has cooked, and | cannot regigtti y A OS aYStt X [l dzZIKG{GSNB ®
6)

Cultural practices and influence of family and friends

Although the majority of patients appreciated the attentiveness of their doctors regarding
diet, the most ommon problem recounted by patients was the incompéityp of the dietary
recommendations with their daily lives and their views surrounding food and the culture of
eating. In this context, the culture of eating is strongly connected to the social asplects
eating andcooking,and the pleasure derived fromnjoying a traditional meal.

In many societies eating out is a pleasurable experience, a way to honour guests and deepen
friendships. In Pakistan most, social gatherings involve eating with familfyiands in order

to strengthen relationshipdn thisstudy many patients expressed difficulties in following a
particular diet plan alongside eating out with family and friends. At festivals and special
occasions such as weddings and religious gathenragsy patients felt less able to maintain
control of their dietary plan.

In Ramadan, mostly | eat oily things. Why | would lie? | do because when everyone eats and
cook the tasty things how can you avoid? After fasting your heart asks to eat tasty and spicy
stuff. All the family sit together, and we eat desies food after a long fast. (Patient 15)

A striking feature of Pakistani society is the importance attached to family members; a typical
Pakistani family consists of older and younger generations liegether under the same roof

and their daily lives a&r closely interconnected. Therefore, eating patterns @dso be
influenced positively or negatively by the experiences and opinions of family members.

For example, some patients described how all thenify members sit together for their
evening meal of wrry, under the same roof, prepared and served in a large pot called a
WK |y R sufdgal noriadf @reparing curries in one cooking pot from which it is then served
may make the elimination of unhdhl ingredients impracticalA few patients described
difficulties in complying with their recommended diet plan when food was brought by a
member of the family as a gift, and especially children from children. -pe&Bold man
shared his concerns:

withiy G KS SEG Sy RSiFicul to dbproger plevetlian agtiGvoid oily food and

salt. | have lot of children so when one smmmes,he brings one thing, the other brings

something totally different to eat. | cannot break their heart by returrfimgd, you know.
(Patient 2)

Some patients described a culture of gift exchange whereby a meal was either given or
received on special occasions such as Eid, passing an exam, a wedding or the celebration of
the birth of a new baby. They felt uncomfortablefusing gifts of food from &ved one or

friend at such events in spite of how unhealthy the food proffered may be.
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We exchange food like curry and rice with our neighbours and extended family members
when it is Eid, some similar occasions and sometinien we make extra food. Aflade

with oil or desi ghee and it becomes difficult and seem impolite to say no to someone who
is bringing the meal for you. It is not acceptable in our culture. (Patient 7)

Some older patients described how they found it diift to sustain the changes their diet

in an extended family. Older family members hold a place of high respect in Pakistani society
due to their wealth of skills, life experience and hierarchical position within the family unit. In
this study some oldepatients described that théamily often seek their advice on cooking

and preparing food, but the majority indicated that they had very little influence when it came
to promote healthier cookingthey had always been served food high in spice and otecd

and this was determinetly the food choices of other family members.

When my daughters cook spicy food like rice and Biryani then | become annoyed with them
0KId &2dz K S I RRSR (22 YdzOK aLAOS FyR 2Af Ay AlGO®
ALIAOS IYRIERAOUECESAGORORIZAAGKSNBAAS AG gAtft oS GlFradas
' YYYXDd L OFlyQd SHdG GKFG F22Re L FSSt OKSaid RA&aO2YT
Sometimes, in curry they add more ghee, then | become irritable ang@hmath my family
thatpt S &S R2y Qi I RR GKA&a YdzOK 3IKSS Ay (GKS OdzNNE® ¢KS
17)

Many older patients described skipping meals altogether if the food was unappetising in

appearance, was not flavoursome, contained ingratiethey disliked or fou difficult to

tolerate (such as hot spices), chew and digegsPakistan, women play an important role in

the selection, purchase and processing of food. Many older patients reported that they were

reliant upon the daughtem-law for preparation of mea and choices over food and this was

a matter of concern for them.

A small number of older patients interviewed stated that they did not have a positive
relationship their daughtem-law due to conflicts in a number of areas.&wfpatients felt

that they had little choice but to accept and get used to the food served by their daughter
law and fear of repercussions made these patients reluctant to complain or voice their
concerns over food choices.

L R2y Qi &l & daugfiterinKatvySBe cbsoodrahd in charge in house. Why |

aK2dz R al KSNJ G2 FRR fAGGES al t (patiently aKS AyadzZ G§SR
My daughter in laws fight with each other. As you know, fight in elder daughter in law and

youngerdaughter in law is commbd Ay tlF1Aadltys GKFIGQa GKS NBlIazyo
fighting and beating the kids | become upset and ask them not to do this. How can | ask her

to take care about me and my food? They all just fight all the time. (Patient 14)

By contrast patientswho had understanding partners and a supportive family network
reported that they were more able to comply with their recommended diet plans. For
example, some elderly patients described how their spouse or children would remove the
unhedthy ingredients from mela or prepare a separate portion of food without the addition

of oil or spice. Two patients described how they had always been served carefully prepared
and cooked homemade food by their partner.
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| have informed my wife in the hee to add less salt inéhcurry. | told her that doctor has advised
me to eat less salt. She takes care now and put less salt in the curry. | forget often but she always
remembers. (Patient 5)

My husband is very nice; he has no comparison. He loves maditienally and his breh is
connected with my breath. He always takes care of my food and medicine. He never cooks or bring
the food that is unhealthy for me. (Patient 8)

The majority of patients described how culturptacticesand the influence of otérs
impacted theirfood choices However, analysis of the interviewfsrther revealed that
LI GA Sy (GaQ LISNA 2 gdastrongIMiidhSeNibofidic8siof fdod R |

Healthy food and personal preferences

Besides soctgoultural influenceseating pratices may also depal heavily on the personal
understanding of an individual as to what constitutes healthy food. A few patients believed
that a healthy diet consisted of fruit, vegetables and meat, but perceived such healthier
products to be more expensv Some patients ated that they would purchase fruit and
vegetables when on special offer, but otherwise this did not form part of their regular buying
habits. Patients spoke of the difficulties they had in obtaining fresh fruit and therefore felt
unableto instigate the fealthy food interventions necessary in controlling HTN.

In contrast, a few patients reported that they avoided these healthier options due to lack of interest
and found it difficult to resist fatty food because of lack of-setitrol and willpower. It ajpeared
that their desire to enjoy life outweighed any resolve they had to follow a healthy diet.

LQY F ftA2y Ay YFGGSNI 2F StHdAy3a YR RNAYy{Ay3Iod L St
live without meat. This is my life. | justipiknow one thingle i = RNAY{ FyR Syea2esz (KL
(Patient 3)

Food in itself can carry many symbolic meanings and certain emotions may be associated with

the act of eating. Often people use food as a means of compensating or comforting

themselves at timesf emotional distess or to satisfy a different need that they have been

unable to fulfil. For instance, a patient described how eating her favourite snack would at

times satisfy her cravings and act as a temporary form of escapism from the stricydides

that seemedo govern her life.
2 KSy L 02YS (2 G(KS OArade GKSy L NBpedeSahi Y& RI dzAKQS
vegetable or meat, coated in seasoned batter and digigol) and a naan (A South Asian

bread) and | eat not very often. My heasks foreating fried thing occasionally.es, | feel
helpless in this matter at times. (Patient 13)

Other patients claimed to be under the influence of factors beyond their control, the
appetising appeal of delicious fatty food was virtually impossiblesist and made it all the
more difficult to comply with a healthy diet plan.

Availability and accessibility to fast food

Quick and easy access to fast food outlets was mentioned as a contributing factor in the over
consumption of fatty food by both setsf respondents. When patients had easy access to
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eating establishments such as hotels, takeaways and fast food restatiagtseemed to be
easily tempted. One patient, for instance, described how having a takeaway near to his house
provided him with corfort in the knowledge that he would be able to obtain ready to eat
food and this influenced his decisions when it came tdkimgfood choices.

When | was posted in Chistiyan city, | was used to eat from the nearby hotel. Every day |
used to go there and &s eating oily and spicy food. Because it was very close to my house.

| think if you have a hotel or takeaway near to yoouse you can eat food there easily.
(Patient 4)

For a small number of workingjass patients, they were habitually eating takeaway their

long working hours left them with less time to prepare and cook a fresh meal at home. Many
patients were aware thatating fast food was not beneficial for hegldithough this was also

an option who found cooking too much of a chore and a tooesuming process.

A minority of patients described fast food as a treat when they fancied a change from
conventional homemde food and their usual meal routine. The variety of food items on offer,
the flavours and attractive colours of fast food weremaéintioned as appealing factors when
it came to their consumption. A number of midedged patients cited fries, pizza andzly
drinks as the preferred fast food choices when eating out and spending time with friends and
family. One patient expressed how 8 i F22R ¢l a I gl & 2F Sl GAY
socialising and spending time with friends and family members.
lthappe/ & G KIF G &2dz OF yQit SIG K2YSYIFIRS F¥22R SOSNE RI &8O
food. But for something different and get rid of iyl routine eating pizza and drinks
outside is not a bad option. When | go out with friends and family then we prefet fasta

food just to try out something new and different. | think these restaurants are a good source
to sit and eat together. (Patig 3)

| 2y @SNASteé&s || FS¢ LI GASyda akKlkINBR O2yOSNYya
KSFf idKQ I vy R ede#tiSgilIBoF exaidple, lord tnalepatient described that his main
concern originated from rumours with regard to the quality ofredients used in fast food

as well as to the manner in which it was manufactured and prepared. Two patients expressed
conceans about the hygiene within fast food restaurants and stated that they had experienced
symptoms such as discomfort, constipatiordastomach upsets after eating beef and cheese
burgers. They preferred to eat healthy meals cooked at home and preparedhygianic
environment and avoided takeaway and restaurant food. Patient 22 also described:

| saw myself once that person in the @stant was using old and smelly oil in making food.

| left the place straight away! | also had problem of chest discomfbenever | had eaten

food from restaurants. Now | avoid all these places. | like to eat home cooked food because
home cooked food safe to eat, and my family make sure to add good quality ingredients.
(Patient 22)

Lack of dietary information

Most of thepatients stated an overall lack of dietary advice from doctors. They desired for
detailed information about dietary changes in coltations to manage their high blood
pressure. Patients pointedut that information on changes in diet was often based on a
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nonspecific suggestion of a healthy diet rather than specific food and nutrition advice
provided by doctors. They raised concernatth simple indication to control the diet was
useless except when it was accompanied by concrete information about hoghteve this.

¢tKS® R2yQlG (Stf YS FyeiuKAYy3d 062dzi F22Rd ¢KS& | NB |
If they tell me in detail about food, ¢m | can think this is good and why and that is not good and why.
¢KSe 2dzaid GSftf YS | o2dzi itKRa®A8)2 NI f 26 o0f 22 R LINB & a dzNB

4.3.3 Salt consumption

Many matients linked their dietary salt consumption with tasteustomary practiceand
information received from doctorsMost of the patientdbelievedthat salt was an essential
seasoning for their meals agitovided flavour and fragrance and made them delicious to eat

and extra salt was frequently added to boiled eggs and curries. One feaiddat described

an overwhelming sense of satisfaction when oranges, water melons and boiled eggs were
eatenwithsalo SOl dza S &aKS TSt G WdzylroftS G2 SrHaG GKS&S

Increased salt consumption was also customary practicenyMmtients were reluctant to
change their cooking practices and add less salt to curries for fear that the result@g me
would lack flavour. They considered a meal to be unacceptable if it has no salt or less salt and
a0l GSR GKIG OrSya O % KISywaO22N 0 yAay NS RM G A 2y | §
patient recounted how:

Look, there is a rose petal that ImMilot give fragrance till it will blossom properly. It will

blossom properly then it will give the fragrance fully. Similar is likeumy.dVhen | add salt

Ay Al GKFGQa 3F22R3X ATF y2 alfid GKSyX, dzl XKYYYX&az2 Ay
tasteless. (Patient 11)

Tea is consumed in most Pakistani families more than twice a day or even more and prepared

by boiling water, tea, millkand sugar in a saucepan. Some patients indicated that they
preferred the addition of salt to sugar in their tea and fiblat without salt tea seemed raw

and unpalatable. These patients described how salty tea was served and enjoyed by family
members at beakfast and after dinner. It is also customary in Pakistan to offer tea to guests

with a small portion of biscuits argbme snacks. One 5@arold female patient described

how she was served a salty tea every time she visited her daughtet ¢ Q& WK 2 R2Y Q1
1y26 o6Keé (KSe& 2FFSNIYS alrftae GdSI SOSNE (GAYS:
GKAADQU3OLt I GASY

Another patient expressed his reluctance to change a practice that he had been familiar with
since childhood, even though he hadcdn diagnosed with HTN and his doctor had
recommended he reduce his salt intake.

LF 6S R2y Qi I RR atd serii bolled oriiké SométiSng Femaing rad Y
uncooked. It tastes good with salt. From my childhood, | have seen this thing iruss; ho
This is childhood habit you can say. Children and all young and old people in the house like
salty tea. Doctor haasked me not to use too much salt, but it is difficult you know. (Patient
27)
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One patientstated that the addition of salt in tea helpetb relieve her headaches and

provided a soothing effect, whilst patient 9 expressed that taking salty tea with paratha
KSfLISR SIaS KSNJ RA3ISadtAz2y FyR (FaGdSR WRSt AC
patients also added salt to flour to improveethaste of parathas and chapatti. They held a

common belief that the addition of salt to the flour made chapatti andapiaais easier to cook

and provided aWdzy AljdzSQ Gl &adsS 6KSy F002YLI yASR 6A0GK
considered a substitute if therwas no curry or eggs available to eat at breakfast. Patients who

were accustomed to a salty taste seemed reluctargdbparathas and chapatti cooked without

salt.

L R2 FRR alftd Ay GSI FyR Ay Ff2dz2NE oA GK2dzi &l G C
seems tasteless and sweet and when | add salt in it then chapatti becomes tasty, easy to

cook and salty. In flour waust add. In tea, [Giggling] not very often but yes, sometimes. |

OFyQdé SIG Y& LI NYGKFEa YR OKFLIGOGA gAlGK2dzi altdo o

In contast, ®me patients were familiar with the risks associated with high salt consumption

and indicated that they used less salt in preparation of meals. These patients described how
eating foods that were high in salt sometimes increased their blood presswaeethem feel

dizzy and suffer headaches. They reported that doctors had advised them during
consultations to reduce their salt consumption as a method of controlling their blood
LINEaadiNBEd ¢KSe& NBEFSNNBR (2 F22BaRihehRailltho A G K |
and had frequently refused curries that they felt to be too salty. These patients described how

they would request of family members not to add excessive salt when preparing meals or ask

for a separate portion prior to salt being added

As ahigh blood pressure patient, | know that there should be less salt in diet. My doctor told
me this in detail and | try not to eat too much salt. | have asked my family not to add too
much salt in cooking food or take my portion out soon beforeragsialtand they make this
sure. (Patient 10)

52002N) G2t R YS R2y Qi SIFid G22 YdzOK
L dzaS Y2NB arftadT1T L FSSt LINRotSY Ay
daughters avoicdddingexcessive salt while making food. (Patient 13)

artidoe L R2Y
a e U2

ARS Y&

However, most patients had little or no knowledge about the maximum amount of salt
required per day for someone with a hypertensive condition. Almost all patients reported that
they were never informedby docbrs as to the quantity of salt they were safely allowed to
consume. Patient 4 shared his concerns:

L R2y Qi ySSR K2¢ YdzOK | Y2dzyd 2F &artd L akKz2dzAZR G118
never told me how much is required to me and wilvas exessive. They just tell me add little, so how
much is little? | just add some that give good taste to my food. (Patient 4)

4.3.4 Smoking
In this study, all ten patients who were smokers were aware of the health risks surrounding
tobacco when it camé& deweloping complications with their HTN. However, they had their

own beliefs in support of their smoking habit and seemed keen to discuss why they enjoyed
smoking and how they felt it had helped them to some extent. For instance, a few held the
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beliefthat smoking stabilised their mood and provided relief from stress and anxiety during
difficult situations in life. They felt that this was not something that they would be able to
achieve without the aid of nicotine and it was for that reason that theynt it very difficult

to quit smoking.

Sometimes, | smoke to release tensions and worries in my life. | just go outside and smoke,
sometimes two packs in a day. | know it is not good for my blood pressure as doctor told me,
odzi L OF y Qi wihaulLdareftds.(Patieat AOYB a &

Two patients described how smoking aided their digestion and acted as a muscle relaxant to
the bowel, relieving them of constipation.

| started smoking to relieve indigestion and gas problem because | had heard smoksg cur

ind3SadAz2y FyR 3F& LINRofSY IYyR AdG NBFIffe g2Njlaod L F
avyz21S8e ! FGSNI avy21Ay3a ¢6KSy L 3F2 (2 G2AtSiGX L R2yQi
(Patient 27)

Some patients identified different stages of smoking frork SFAANVEYW  LJdzF F Q= S E LIS
through to social, casual and then fully established smoking. In this study there were emerging
themes relating to smoking and the role that family and friends played in its adoption.
Facilitating access to tobacco asacialsation with smokers were the common reasons that

had contributed to uptake of the habit in early life.

Socieenvironment influences

When discussing smoking many patients highlighted the role of their environment and social
influences when it cameotadopt the habit. Acquiring tobacco from family members and
friends was seen to be a common pathway into early experiments with smoking and was
mostly opportunistic in nature, facilitated by the availability of tobacco in the home. Some
patients had beersupplied tobacco directly by family members, usually cousins, siblings and
also close friends. The smoking habits of loved ones greatly influenced a few patients and the
likelihood of them taking up the habit and their continued use of tobacco. As onenpati
described:

My friend Syed, his brother was abroad, and he used to give me cigarettes from abroad, that

were in black in colour and smell was like a lychee. They were different than the local and

he always used to send me packs from abroad or broughsdhi. We both had to enjoy

ayz21Ay3a Ay SFOK 26KSNRa O2yYLlyeod 1S gla GKS FANRIDG
because he was already into it and asked me to try as well. (Patient 17)

They stated that experimenting with smoking occurred usually betwbenages of 10 and

13, resulting in increased nicotine dependence and greater consumption later in life. Those
who revealed that they had started smoking earlier generally lived with other smokers and
therefore had greater exposure to the behaviours ofokers and tobacco was readily
available to them. The main motivation for taking up smoking appeared to be curiosity,
watching others smoke and seeming to enjoy it and this was compounded by high exposure
amongst family and social networks.
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The majority obmokers in this study were males and no females confessed to being smokers.

It is possible that they would hide this habit due to the social stigma associated with women
smoking in Muslim countries. A few female patients used negative terms to descebe th
OSKI@A2dzNBE 2F GKS YIES avY21SNAR Ay GKSANI Tl Y]
One female patient recalled the suffering and poor health that a smoker in her family had
experienced and this had been a sharp warning to her not to fall hgsame trap.

My father died with a heart attack and in the start, he had high blood pressure. He was a
OKFAY &aY21SNXW» alyeée GAYSaz R200G2NJ FalSR KAY G2 | dzA
avyz2iAy3ade L S@Sy OFyQl &SS amysseyatieriMp | Ay3d Ay FNRByYI

Perhaps unsurprisingly, nesmoking patients appeared more strongly convinced of the
health risks associated with tobacco smoke than the smokers. They described that smoking
not only caused symptoms such as coughing, sneezing atatiomito the throat and eyes,

but also had serious consequences in terms of high blood pressure. These patients described
how they would request that smokers in the family go elsewhere to smoke outside the home
and that they would remove their children s3 not to expose them to harmful tobacco
smoke.

Cost was also a concern and a few smokers mentioned the negative impact their habit had on
the family budget. They indicated that money spent on smoking was a waste and could be
better used to improve theieconomic circumstances. Many conceded that smoking had
detrimentally affected their relationships with family members. One patient described that
his family members hated the physical discomfort that tobacco smoke gave them, irritating
their eyes and howhe smell made them feel sick. Another patient felt stigmatised by family
members, believing that they held him responsible for contracting his disease as a direct
result of his smoking habit.

L 0KAY1=Z Yeé TFlrLYAfte R2y Qi yiQmpkein¥dtoRmSnov2 Yeé avz21Ay3
They blame | have brought this disease into me due to smoking. Many people have this

RAaSIrasS IyR (KSe& IINB y2i avY21SNBR® .dzi Y& TFlLYAte of
| smoke. (Patient 10)

Personalfactors

Three patents said that in spite of advice from their doctor they felt hopeless in their bid to
quit smoking due to strong nicotine dependence and the potential for unpleasant withdrawal
symptoms. They described that they had attempted to quit on varaecasionsthis would
sometimes last a few days, sometimes only a few hours, but they would always relapse. One
patient described feelings of sadness and depression on quitting smoking and this had
eventually led to frustration, anxiety and ultimately aum to snoking.

A few patients who had previously been smokers described their dislike of being a smoker
and how they found the smell of cigarettes unpleasant and irritating. They were aware that
smoking was harmful to health and had received such wgshirom treir family members;

with family support and enough motivation they had been able to stop smoking.
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It was really very difficult to quit but, in the end, | had to quit it for the sake of my health.
Nothing is more important than the health. It alepends o the personal choice,
determination and the priorities. My wife supported me in that. (Patient 5)

My family really helped me in coping with symptoms when | quit smoking. They always
supported me, but | think your own determination also playsairpart. (Patient 2)

It was noted that some patients did not view doctors as being of assistance in their efforts to
stop smoking. A few smokers felt that their inability to give up smoking had impacted
negatively on the behaviour of their doctor towarteem and hey felt they were deliberately
afforded less time and information as a result. They reported hiding the facts about their
smoking habit from doctors for fear of this reaction. Patient 11 stated:

| know that smoking is not good for my health diidod préi 8 dzZNB | yR (G KI 1 Qa gK& L R2)
doctor about this now. | know, he will be angry and blame me as used to do in past. He

R2SayQi tA1S (2 &ALISYR GAYS 2y av2{iSNBR Ay 3ISYySNrto
think he must be angry and Wit me @ quickly. (Patient 22)

4.3.5 Alcohol consumption

The religious beliefs o&ll patients strongly informed their attitudes towards alcohol
consumption. Alcohol consumption is explicitly prohibited in the Islamic faith and viewed very
much as a sybol of sinand evil in Muslim societies (Michal&kTrocki,2006; Ghandour et

al., 2016). As with many other Muslim countries, sale and use of alcohol is illegal in Pakistan
and there are strict laws of enforcementVdO, 2004 Despite it being illegal iRakistan,
drinking and denyings a growing problem in the country (Haider & Chaudhry, 20B8itt,

2015).

In this study, all patients stated that they did not partake of alcohol, except for one
respondent who belonged to the Sikh faith. It migidssible that theytried to hide their

drinking habit, however, in discussions on alcohol consumption all patients described that
their religion promoted abstinence and that there were strict rules under Islam on alcohol
consumption. Some patients believednking alcoholda W1 I NI YQ O6F2NDARRSY
and a shameful activity in accordance with Islamic teachings.

ale 1fftFK F2NDPAR YS: AdQa y24Gd | 322R GKAy3I G2 I R2I
lye 1TAYR 2F I RRA O A Algh chirde pa&ép wholdrink@nd Akg thix'avil NSt A I A 2

thing. (Patient 21)

b2y y2 adzOK GKAy3ad L KIFIPS ySOHSNI 02YS | ONraa It O2¢
to think about in our religion. Allah forgives me. | never thought about this ever ifiemy li

Suchthingsar’l I N} YQ® o6t GASyd mToO

It would seem that patients consider alcohol consumption to be a harmful activity on religious
grounds and their reported abstinence was not due to an awareness of the health hazards of
drinking in association wit HTN. Other thanaking antihypertensivelrugs andmanaging
lifestyle, some patientsreported involvement in alternative treatments as the following
theme explains.
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4.4 Involvement inAlternative Srategies

Patients reported involvement in a variety alternative strateges that they employed to
manage their HTN. Within this theme, identified categories were: consulting quacks and
Hakeem, using alternative medicine and hereenedies, and employing religious practices.

4.4.1 Consulting quacks and Hakeem

A majority of thepatients believed visiting quack and Hakeem in the hope of seeking an
alternate solution to their longerm HTN treatment. They were often referred by a family
member who had past experience with quacks and Hakeem treatments or fstiad been
enticedby eyecatching advertisements on television.

According to some patients visiting quacks and practicing Hakeem medicine had been
effective in the early days of treatment and they felt energetic, happy and symyriean
However, gradually they experiencéae deleterious effects of the medicine in tlierm of
severe symptoms and harmful siédfects.

| took Hakeem medicine8times and | got relief for time being for my breathing problem

due to blood pressure. But eventually | got swelling all over ¢lag and my body was like

a balloon. | feltthaty @ O NBI GKAy3 LINRofSY A& NBftASOGSR odzi LQY
awful results. My blood pressure never came down after that. (Patient 13)

First of all, | had only problem and then | took Hakeem mediafter, that | got only more
diseases and complifaA 2y a® | YYYX | S 2yf& GNBIGSR Y& 22Ayd LN
about my blood pressure, | took his medicine for six months and after that my health has

been ruined. | just gone very far away in my health.i@paR2)

Patients cited that most of the medidah used in HTN treatment by quacks and Hakeem

were loose packaged with no written information and could not be administered via injection.
tFGASyda GSNXYSR Aye2SOdlof S Y SRieléhoftleir HTIN WY A y
symptoms, however they we charged extra as a result of separate injection administration
fees.Suffering the slow but often risky siédéfects, a worsening of their HTN and the appearance

of further complications caused patients tealise that they had made a misinformed chaite

adopting noAmainstream treatment.For example, patient 30 describes his experiences of

visiting a famous quack in his city in the following extract:

There is a fake doctor in our city. He is very famBushe gives the same injection to every

LI GASYyldd 'y Aya2SOiAzy XXX b2sr SOSNR2yS (y2é6a (KI G
Even a very weak horse will feel powerful after that injection. Theedaappens with all

people. A very sick person feekstbr right after that injection. He gives very cheap and

almost same medicine to every patient. After some days very, bad results start to appear! |

feel regret now and advice people not to go to thpeeple. Hmmm. (Patient 30)

Some patients expressedWw quacks and Hakeem took advantage of their gullibility and
reflected upon the manipulated clinical tricks and their ability to exude®ifidence. Some
highlighted a technique whereby Hakeem exfddi religious beliefs by associating their
treatment o services with an article of faith.
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When | asked how useful the method is, he smiled and said: modern medical science is
actually nothing. Actual treatment is from ancient science of Unani medicRean K I G Qa ¢ KI i
our religion also says. (Patient 27)

Haleem told me that his treatment was according to what Quran says and not dangerous
and having sideffects. (Patient 12)

Moreover, a few patients were offered a cup of tea or drinks during the consatitéti display
magnanimous hospitality, thereby buildjra good relationship. The secret of this art made
the patient believed that he/she cared about as a person as the following quote illustrates:

| think the tricks they use are very effective. Theyyeelvery comfortable and important
person and treat yo very well. They also offer tea or drink, and, in this way, you feel like a
family member really. | felt open up automatically in front of him because he felt me special
but now, | got it why he doeslgthis just to gain my trust and make me fool. (Pati#0)

Most patients cited that they needed to visit quacks to monitor their blood pressure when
asked by their doctors to undertake blood pressure monitoring. With regard to blood pressure
monitoring the majority of patients reported having easy accesguacks and nomegulated
services for blood pressure monitoring. Easy access to clinics runs by quacks had created a
lack of interest amongst patients to monitor their own blood pressure, learn thesssry

skills or indeed purchase a monitor. As patgedescribed:

| go to the dispensary nearby to my house. | mostly go to that dispenser for blood pressure

checkup. When | feel that my blood pressure is very high and uncontrolled then | mostly go

thereand ask him to check my blood pressure. If Thave@A t A i& y S Nbez (GKSYy gKI (GQ3
deal? | go straight to the dispensary and they check and tell me my blood pressure. Main

thing is availability of a facility. If the facility is not available, then think about checking

by your own butifthefacit A& y20G | @FAfl0fS GKSYy @2dz R2y Qi G KAY]

We have a dispensary close to the house. My son brings me there every time for blood
pressure checlip. He takes some money for checkimgodLINB & 4 dzZNB @ ¢ K| 1 Qa 6Ke& L RA
think to buy a lbbod pressure monitor. (Patient 18)

Even patients who were highly educated also expressed reliance uperegalated services and

guacks due to their ease of access and also seemed disinterestednitonmg their blood

pressure at home. Unofficial séce providers and quacks often scheduled visitd b G A Sy (1 & Q
homes in order to check their blood pressure check and this had caused patients to place greater
trust in these services.

4.4.2 Alternativemedicines use and/ home remedies

Some patients beliewkin using herbabnd home remedies to attempt to cure and manage

|l ¢bd | SNBFf NBYSRASAE 6SNBS RSAaONAOSR & 0SAY
with herbs and roots forming the main ingredis. Some patients referred to interaction with
hypertensive friends and other sufferers in the community as being a source of information.
These remedies were taken in addition to prescription antihypertensive drugs for the
treatment of HTN. The patient®ported that they did not inform doctors that they we

taking herbal remedies and had stopped taking their antihypertensive drugs; they felt that
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their doctors would disapprove of their actions, perhaps not listen to them and make
judgements about theiintellect. Many patients indicated that doctors did tnenderstand
the efficacy or benefits of home remedies.

2 KSy L (221 3FNIAO (KSYy L RARyQdG G11S Y@ o6f22R LN
garlicis doing some workinmybodyorn®A R y2i (Stf GKA& (2 Y& R20:G2NJ
keszOK GKAYy3a FyR R2yQd 0StASPS 2y NBYSRASA® 1S sAt

Py

o o

In addition to home remedies, a few patients relied upon traditional therapies which they
believed would purify theiblood. For example, a female patient cited that wea@ngagnet
around her neck was a cultural practice amongst women in her area to cleanse the blood and
it was believed to restore energy which would help in dealing with HTN.

As you can see, | have a magnet necklace here. [Pointing towards neck] Someinvoypen

area asked me to wear this magnet all the time in the neck. Once | have started wearing this

L FSSt NBIffté& 322R | 62dzi Y& o ttEng. RanypeBpied dzZNBd h (i K SNJ
wear this. A magnet to control the blood pressure to cleandlaad gain energy. Many

people wear this in my city and its common here. (Patient 28)

wSEtAIA2Y g1 a& Yy20KSNJ aAIYyATAOFIYylG O2vemySyid 2
shapingobeliefs, adoptingertainattitudes and making decisions regardidfdN management
asdiscussedn the following category.

4.4.3 Faith healing

All patients in the interviews except for one were Muslims. Patients cited involvement in
religious practices in order to seek faith and strength during times of stress with the
appearance of HTN symptoms. Considering Allah as the ultimate authority on life and iliness,

a dominant belief, helped and encouraged patients to cope. For example, some tpatien
reported connecting with Allah through prayer, whom they believed to have utelim
L26SNER YR 06S AyUyAGSte YSNOATFdHzZ = GKAA KSftlL
optimistic about the future. They shared that the distress and suffering they exmeriewith

the disease would not continue forever and eventually they would beccure

a2NB2gSNE a2YS LI GASyda FTNBldzSyidfte NBOAGSR
OKSANI FLIINBOAFGAZ2Y YR NBaLISOG TFTenndlid f 1 KQa
YEYlF3SYSyas adlidAy3da aL KIFI@S 0€22RJ BNBakzZREYS
butthanksto Allahl S Kl & 3IAGSYy YS | t20QdQ ot GASYG vy
help patients cope with their disease and face itasmguences. For example, when dealing

with stress they were encouraged by theiitfeto be optimistic, which afforded them a sense

of peace, tranquillity and diminished any sklame.

However, negative beliefs adversely affected health and impacted upeir disease
management. For example, some patients in this study used religgguently as a reason

to avoid taking responsibility for their own health and for not accepting medical intervention.
The potentially harmful effects of such beliefs wereatclwhen patients refused to take drugs
and defended their noradherence to HTN éatment in the context of religion. Perceiving
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RAaSIFAS yR Ada Odz2NB (2 o0S Ay '!'fftlKQa KIyR
adherence to treatment plans were nosgential unless Allah did not wish to grant a cure. As

a result, these patients a@ded to stop taking their drugs and failed to seek timely medical
attention.

¢tKS RSIFIGK A& Ay !'fflKQa KFEYR YR Al gAftf O2YS 2yS
RFe Aada oNARGGSY FyR FAYlIt® 2KIG | f(diffdoy OFy R2 Ay
much in disease management. Only that will happen what Allah has written for us so why

so much preventions then? (Patient 4)

Some patients believed that HTN was anfoof punishment from Allah as a result of sins
committed in a past life and thiseakened their desire to take antihypertensive drugs. They
AYRAOIFIGSR GKIG 2yfe 1EflFIKQa YSNOe 0O02dz R OdzNEB

| still remember that have done something bad to my younger sister and she was not worthy

ofthat. TH 1 Q&4 ¢Ke& GKAa o0f22R LINBaadz2NB RAaSFHaS A& Lidz/Aa
hyteé | NBfAIA2dzAa YR LWA2dza YIly OFy 3Si4G YS 2dzi 27F
(Patient23)

In contrast, a few patients preferred to rely on destiny and fate, belie\hage¢verything, all

events and happenings in life have a purpose and there were no random accidents or
200dzZNNBy OSad ¢KSe OAGSR GKI G yiwer hauvoRy Bl Ay & ¢
Fa W gKvéhen Yh8yQ had first been diagnosed with the eise or developed
complications.

[AFS YR RSIGK FINB Ay 1fflFIKQad KIFEIYR® ¢KS RI& NI
outside whatever you do. But Alhumdolillah, (praisetd Allah) what Allah can do He can.

The life that has given by Allah and write tis will happen in that way no matter you have

disease or not. | have left everything in Allah hands. (Patient 10)

4.5 Summary

This chapter provided insights intmderstardingsof patients which shaped their approach

towards managing the disease. Thepenses of patients regarding their understanding of

HTN in terms of diagnosis, symptoms, causes and justifications for intentional and
unintentional noradherence to antihyertensive drugs have been presented. The analysis of

LI GASY (G4aQ v tedhivsoci@@taral dohtdxtdril arNdadequate information

regarding lifestyle changeshapedtheir practics® CAYy |l f f &> GKS OKIF LI SNJI
involvement in alternative treatment strategies as they perceive these to be effective and

made decigins to visit quacks, Hakeem and religious healers.
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Chapter5: Doctors Perceptions of HTN and its Treatment

52002 NAQ dzgbeu NEN(i$ gfsk Zary ihportant indicator of their practaed
approachtowards disease management. This chapter will lesg what emerged from

interviews with doctors regarding theunderstandingof HTN, its treatment and treating
hypertensive patientsThe fve main themeshat SYSNHSR FNBY GKS |yl f &
interviewsare: perceptions about HTN, treating hyperterespatients perceptionsregarding
lifestylemanagementinforming hypertensive patients about HTN and communication issues

during consultations.

5.1 Perceptions about HTN

All doctors at the beginning dhe interviews were asked about HTN as a disedsey
described HTN as a chronic disease that is highly prevalent in Pakistan; they expressed
concerns that HTN and diabetes were the two main reasons for cardiovasicsgaseand

renal complications amorsg patients in Pakistan. Most doctors reportedj@dual increase

in the number of hypertensive patients with uncontrolled HTN visiting outpatient
departments in public hospitals.

Hypertension is very common in Pakistan and every second pehypeitensive nowadays
here. | see around fifty patientsf 6ITN every day that come with BP problems. In every
family there are at least two hypertensive patients here in Pakistan. Their number is
increasing. (Doctor 5)

Doctorsalsocited HTN to be a siledlisease that progresses slowly and causes organ damage
if it remains undiagnosed and untreated. Many doctduslieved that the absence of
symptoms, norspecific symptoms and a delay in seeking appropriate medical advice by
patients made it difficult forhem to detect and diagnose HTN in its early stages. D®cto
believed that it was the delay in diagnosis that adversely affected quality of life for patients
and ultimately impacted upon prognosis and survival rates; they explained that delays in
diagnosisallowed HTN symptoms to develop into complications irigras and a worsening

of their prognosis.

Frankly speaking the patients come to us with primary or essential hypertension very late
and without that specific time period. Sometimes we are unableottfirm and label as
primary hypertension due to delaydiagnosis. They develop the complications at that time
period when they come to us. (Doctor 6)

The doctors identified some particular risk factors; for example, many emphasised eating
unhealthy foodand stress as a major reason of ineffective blood pressontrol amongst
patients. There was a general concern in doctors that patients from urban areas in particular
were adopting sedentary lifestyles and as a result had become obese and hypertensive.
Doctors correlated their views with the medical literatuand considered some patients to

be at greater risk of developing HTN than the others due to the presence of risk factors.
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A few doctors highlighted that age was a factor in developing HTN dbe trinost inevitable
process of hardening of the heartdald vessels with increased age. They cited that most of
the hypertensive patients who presented in the outpatient department were over the age of
forty and therefore inferred that increasing age wasause of HTN.

HTN can be age related and the risk afing blood pressure increase with an increasing
age. When a patient comes to me, | first check the age of the patient, if it is above forty then
the risk of HTN is there and mostly these patientssHdTN. Age is nanodifiable risk factor

and we cannotltange this. (Doctor 8)

Whilst reporting causal factors many doctors indicated that HTN was a genetic disorder and
individuals with a family history of HTN were possibly at higher risk of developiNg Fhey
explained that if one or more members of a fayriilad HTN the likelihood of other individuals
within the same family developing HTN the condition in the future was doubled. The absence
of screening tools to evaluate the genetic risk earlier irsthEamilies was considered to be a
barrier to the controlof HTN.

One of the main causes of HTN is a positive family history, you know. If it is genetic then you

OFyQi SalOl LS FNBY Al YR Ay adzOK FlFYAfASAE (GKS NAxa
S R2y Qi KI @S Fyeé aONEBSyodrsueh famifieR an§ theirfolded G A 2y G 22t G
pressure annually. (Doctor 2)

Positive family history of HTN is the main cause in matients, | think. If you have
hypertensive parents, then your chances of beogrhiypertensive are double. How we can
screen these famds this is the point to think. (Doctor 26)

A few senior doctors who had been working in hospitals for many years had a different
viewpoint and this was based on their extensive work experiencey &xgressed the opinion

that poor adherence to antihypegnhsive drugs and a lack of follayp consultations were the
main factors of uncontrolled HTN amongst patients. These doctors highlighted that patients
often stopped taking their antihnypertensive drsign a regular basis with the disappearance
of their physcal symptoms, ceased to attend appointments and therefore became non
adherent. The doctors stated that patients often failed to attend their second appointment
and would only come back once the sasyenptoms had returned. This was highlighted by a
seniordoctor who had been working in a hospital for four years in the following quotation:

Many patients come to us who have skipped their medicine. We recommend them to use

their medicine on regular basbut when their complaint resolves such as headache and

dizzinessii KS& (GKAyYy|1 G(G(KS& IINB 21 y2¢6 FYyR (KSy G(GKSe aiz2Ll
for check up until they will get the same problem or symptoms again. So, this is the main

cause of high prevance of HTN. (Doctor 7)

Most of the doctors indicated usg HTN diagnostic criteria and guidelines to best determine

K2g G2 GNBIFG 1 ¢bd CdzZNIKSNI Fylrfteaaa 2F R20i0
awareness about HTN guidelines (Il) practiciniy gdidelines
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5.1.1Awareness about HTN guidelines

All the senior doctors were familiar with the national HTN guidelines produced by the Pakistan
Hypertension League and the NICE (the National Institute for Care and Health) guidelines that
are in line withthe UK NICE guidelines for HTN detection, control asatitnent (PHL, 1988;
NICE, 2011). They reported adherence to these guidelines when diagnosing and treating
hypertensive patients in consultations. Many doctors emphasised that they used the HTN
guideines to prescribe appropriate antihypertensive drugs patients. However, many
junior doctors reported that they were not updated regarding HTN treatment guidelines and
were unsure how to apply the guidelines in their clinical practice.

For example, aefw junior doctors stated incorrect systolic and diastdllood pressure
readings when describing how they labelled and documented HTN in patients. Some of these
doctors established an HTN diagnosis on the basis of only one reading at 130 mmHg and
reported starting drug treatment at this stage in their patients.

Hmm, you confirm this when you have a BP reading on 130 mmHg and then you label this
as HTN and start giving betdockers tgoatients,| think. (Doctor 12)

A family history of HTN and the age oéthatient were other factors that some junior doctors
usad to document HTN diagnosis and prescribe antihypertensive drugs. They reported
immediately commencing with antihypertensive drugs in these patients without confirming
their diagnosis via two furthehigh blood pressure readings as recommended within the
guidelines.

Patients who are old and walk in patients while some with positive family history come with
high blood pressure reading then | think in my mind that he must be a case of primary
hypertenson and prescribe them antihypertensive drugs accordir{@lgctor 22)

Lack of awareness about HTN guidelines amongst junior doctors may go some way to
explaining why senior doctors would more commonly confirm the diagnosis in hypertensive
patients first seen by their junior peers. Furthermore, many doctorstfelt junior doctors

were not given the opportunity to observe new cases, identify HTN and make a diagnosis or
to refresh knowledge throughout their training in public hospitals.

A number of senior doctors felt there to be gaps in the training of juncmtats with regard

to the management and treatment of HTN, mentioning that heavy workloads often meant
that junior doctors did not receive sufficient training and their knowledgeemot kept up
to-date with the recommended clinical guidelines.

| think the training ofjunior doctors is not wo-mark. One reason is workload and in that

we cannot provide them enough time. Secondly, in medicine a house officer spends only 3
months when he/she starts dealing the disease, learns how to manage patients tlsee he
moves tothe next rotation. So, in three months under heavy patient load what kind of
learning will take place? (Doctor 13)

Senior doctors felt that inappropriate medical practice and inadequate training with regard
to disease management was compromgslevels opatient care in public hospitals. However,
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they expressed some concerns and reservations about the practicalities of HTN guidelines and
their uncertainties as emerged in the following stédtegory.

5.1.2Practicing HTN guidelines

The guidehes for HTN watment were designed to assist doctors in determining the
appropriate management of HTN in order to increase the percentage of patients with
controlled blood pressure. However, in this study a few doctors expressed concerns regarding
the practicality of hese guidelines in consultations such as implementing the HTN diagnostic
criteria in order to confirm the diagnosis.

According to some doctors, a lack of patient follap for second and third blood pressure
readings after two to four weeksnade it diffizlt to confirm and diagnose HTN as
recommended by the guidelines. This concern was expressed in the following quotation:

In primary HTN you need a specific time period to label that as a primary. But patients they
R2y Qi {dzNY dabJfoutziveksksdo thaw wk yan dodfigin HTN diagnosis as the
guidelines say? How we can actually implement these guidelines here in Pakistan, this is the
qguestion. (Doctor 4)

Due to a lack of patient followip, doctors expressed uncertainty regarding the b&ay to
record and interpret the HTN diagnosis in practice. They suggested the need for a more
standardised approach to HTN diagnosis and felt that the guidelines needed to be more
relevant to general practice.

Some doctors highlighted that blood pressurecordings rade by most patients were not
representative of accurate blood pressure measurements and as a result, they were not able
to document the HTN diagnosis and advice on changes to antihypertensive drugs in
accordance with the guidelines.

BP measrements are lte core of HTN treatment guidelines and help us to document HTN
stage but if we have no readings or the false which are not the identical what we get in
consultation then how we can follow the next step of guidelines and treat patients proper
(Doctor 19

In explaining this furtherthey identified the greater reliance by patients on dispensary
services and quacks for blood pressure monitoring and expressed their frustration at the false
readings this often gave rise to. Many doctors belatais to be due to the inability of the
guacks and dispensaries to record blood pressure correctly and precisely and this was an
essential requirement for the management of HTN.

I will say everything is linked to BP monitoring. Either it is stage oneoHfht is stage two

HTN. When you havedti BP on three different occasions and then you label the HTN. When

we know that monitoring is here then we can start antihypertensive to them. But most of the

patients go to the dispensers and ask them to mordteat then bring the wrong record to us.

lod f RAALISYaSNE |yR ljdza O01a KIS YIOKAYySasz odzi GKS@
(Doctor 23)
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In exploring the methods doctors used to evaluate the status of patients with regard to HTN
in such circumstanse they reported being solely reliant on guious medical notes,
prescriptions and medical histories from patients. However, when evaluating the medical
notes in order to confirm HTN, a confirmed diagnosed of HTN was not always documented
on the most recet notes. Therefore, it was essential to déoqe the factors behind this
practice in order to identify the barriers to documenting a diagnosis of HTN and following the
recommended clinical guidelines.

When asked most of doctors seemed to be aware aboutrtbed to document the HTN
diagnosis and thetage at which it was at on the notes of their patients. However, a few
doctors stated that workload and the shortness of consultations had affected their adherence
to documenting the disease in accordance whle tecommended clinical guidelines.

To wrte everything in such a shorter time is véif§icult, | think. Sometimes, we forget when

we are in hurry. According to WHO [World Health Organization] criteria there should be 25
minutes consultation time for evy patient but again patient load is toddgh and giving
proper time to every single patient is not possible. We are not practicing the way we should,
and mistakes happen like this. (Doctor 29)

It seemed that doctors were aware of the shortcomings ofrtpeactice at times but justified
that the pressure of work affected their approach towards treatment standards. Some
doctors stated that when treating patients sometimes more emphasis was placed on
prescribing antihypertensive drugs as opposed to disogshfiestyle changes with patients.
One exganation for this may lie in the preference of patients to take the drugs route first and
foremost, often believing this to be the only treatment available for HTN.

Every patient wants tablet, they think consiitd 2y dzaSf Saa AT 6S R2y Qi LINBaC
understand that lifestyle changes are equally important and often we should rely on these

solely, but we doctor admit this, some patients just want tablets and then we prescribe. They

are difficult to counsel rdly. (Doctor 22)

Such patients were descR | & WRAFFAOdZ 0Q YR & | NBadz (
them nutritional supplements in order to satisfy their demands. Some doctors even reported
prescribing antihypertensive drugs without a clinicakd because patients were so insistent

in their requests for it during consultations. Therefore, at times doctors were acting against

the recommended treatment standards and guidelines; their own judgements about patients

and failure to counsel them praply often influenced their decisions to diate from the

treatment recommendations of the guidelines.

5.2 TreatingPatients with HTN

When asked about their views of treating hypertensive patients they reported patedated
factors that theyperceivedas barriers to successful HTN management. For example, the
failure of patients to accept their condition and remain in denial abouirth'N diagnosis
were highlighted as importartvarriers influencing patient adherence to drugs and lifestyle
changes.
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The& R2y Qi O2yaARSNI KAIK o6f22R LINBaadaNBE | aSNA2dza R
has 180/120 mmHg blood pressure and he/she fieel and does his/her daily activities.

They think we are all right and high blood pressure is nothing. So, when atghiiks like

this how he/she can be compliant. This is the thing. (Doctor 18)

Many doctors reported that patients lackeah understandingthat HTN was a chronic disease
and this only served to strengthen their denial with regard to treatment needs. D®cto
believed that due to this lack of awareness patients took antihypertensive drugSardy
short time, did not comply with recommelations or advice and often failed to attend
scheduled checlap visits.

CKAAd Aa GKS T Od KlsthatbiSeybta® didygBoged with KTNG& | 6 NBy S a
must have taken the drugs lifelong and take the treatment throughout the life. They think

Hb A& tA1S | aSaarzzylf Ftdzx G(GKS@& {G11S RNMzZAa F2N |
further checkups. (Doctor ¥

Furthermore, the majority of doctors highlighted a laclaofarenessamongst patients about

the benefits of controlling their HTN amidere was a common concern that patients were not
aware of the consequences of uncontrolled HTN and as a result thelglwften go on to
develop complications. They considered that patients paid very little attention to adhering to
their plan of drugs aah felt frustrated by the seeming lack of interest by patients in disease
management.

tKSe S@Sy R2y Qippéndfiblsos pksgufe lwifi notcbritrél ani they even

R2y Qi (1y26 G(GKS 0O02yaSlidsSy0Sa 27F KA Jdiplegat 22 R LINB & & dzNF
patient with CVA (Cerebrovascular Accident) wants to go home after four days by own feet.

[Laughter] Due tolack of awareness they are not well informed about a proper HTN

treatment. (Doctor 4)

Some doctors mentioned that patients were reluctant to rely on lifestyle changes alone and
cited that their desire to enjoy life often overruled the need to regulate theastifle. They
considered it to be difficult to change the attitudes of such pasesith regard to the efficacy

of an active lifestyle as opposed to antihypertensive drugs.

Patients think drugs are more effective and rely on this. To modify the liféstgificult.

They think tablets will give instant cure and they expect after fininutes they will feel

0SGGSNY ¢KSe R2yQiG 3ISG alGAAFASR dzyf Saa 6S oNARGS
setup. Who thinks to make efforts, everyone picks an easgrop{Doctor 21)

It was clear that the doctors felt frustrated by the nadherene by their patients to drugs
plans and lifestyle changes, however, they atgmortedadherence to be a complex issue for
patients to adopt. To explain this further they higjfited economidarriersthat may affect

the decisions of patients regarding Hifdatment, such as skipping doses and purchasing
alternatives to the drugs originally prescribed due to financial problems. One doctor felt that
financial difficulties and otér priorities in the lives of patients often meant that the efforts
made by doctos to treat HTN were wasted to some extent:

Because the affordability issues here, not every patient can afford the treatment. Patients
who are poor, their tensions are somet) else. They think about money not about the
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health.Sometimes, they buy the eap medicine similar to the prescribed ones but relatively
less effective than the original so what will happen? Obviously if a patient cannot afford a
proper treatment due te@conomic issues then evesffort, we make becomes zero. (Doctor

6)

There was @eneral perception amongst all the doctors that educated patients were better
able to follow their HTN treatment plans and take the advice provided in spite of financial
difficulties in their lives. The doctors believed that educated patients were betfeipped

to understand the information provided and were aware of the consequences of
complications with their disease. By contrast, a few senior doctors believed the opposdite

that educated patients were more likely to adopt riskier behaviours tharr them-educated
counterparts, such as eating junk food, not exercising and subjecting themselves to greater
levels of stress despite being fully aware of the consequences.

Theeducated patients mostly present with high incidence of HTN, unfortunately likbey

to eat junk food, stressed then go to restaurants and do hoteling more as compared to poor
people. Obviously, they have an office work such as contracts, tenders medtefisions

and jobrelated stress they have more blood pressure problem andoggnmon in them as
compared to uneducated patients. They seem more stressed, forgetful, type [A] personality
due to work in competitive fields. So, we cannot say that eddcatople are more
compliant to treatment and advice given. (Doctor 14)

They futher emphasised that educated hypertensive patients often smoked tobacco even
though they were aware of the health hazards associated with this habit. According to these
senia doctor€ patient behaviour was a key factor in treatment adherence and degisio
making as compared to educational status.

Educated patients tell us that they smoke and feel unable to stop this. Even if they have no

money or lesstill, they spend mongon smoking, why? They should not smoke if education

is everything. TheactuaN2 6 t SY Aa GKSANI 0SKI@A2dz2NJ 6KI &G RS@St 2L
why patients are unable to change this or understand what is required for disease

management. Uncontrolled WMTis a consequence of it. (Doctor 9)

Seeking alternative treatment in the form qliacks and Hakeem medicine waerceivedas
areasonassociated with the choices of patients despite being aware of the consequences of
using such practices. Quack and Hakemedicine was described as being fasting but
interfered with antihypertensivelrugs and led to complications in patients which left doctors
with very few treatment options. A few doctors reported that quacks administered incorrect
intravenous medicatio such as steroids to treat hypertensive patients and put their lives at
risk.

Quacks are working because they are giving instant cure medicine. They give steroid

injections to hypertensive patients which further creates the problems. It is harmful for

patients to visit such healers, as they prescribe medication based on guesswork @nl

OFyQé adGFNI | RNMzZZ 6AGK2dzi Fyeée GNHzS 23200 652002N

All the doctors interviewed felt frustrated by the actions of their patients in seeking
alternative treatments fo their HTN. They stated that some hypertensive patients had a
strong faith onlyin Allah to heal their illness and treating such patients was considered to be
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very difficult. Doctors stated that such patients would often attribute improvements in their
condition to prayer rather than drugs and believed that their faith and prayers lgvou
eventually cure their disease. In addition to this, some doctors described how a few patients
asked them to pray for their health during consultations.

Religious patientask us to pray for them and sometimes they say: oh, doctor you have

written a tablet for me, but nothing will happen unless Allah wants. | say Allah also says take
treatment when necessary. They also demand us to pray for them along the prescription
[Laughter] (Doctor 11)

Many doctors expressed concerns at the way in which the rekgimliefs of patients often
led them to put their faith in spiritual healing for their illness. One doctor indicated that
patients often shared their spiritual treatment expence with her and assurances from a
spiritual healer had led patients to not aelfe to their recommended treatment plan or seek
appropriate medical advice.

Patients tell us about their spiritual healing treatments. Like a patient told me that he went
to a saint and saint gave him a Tawiz (amulet) for dizziness and he told nadtdravearing

that he did not feel dizziness. He continued saint treatment and also informed this to me.
(Doctor 3)

At the same time as highlighting the religious beliefs ofgras the doctors emphasised that
faith in Allah had a strong role to play in the lives of Muslims, however, they disapproved of
the practice of patients consulting saints and spiritual healersreatment. It appeared that
doctors haddifferent explanatons and expectations from patients when it camentanage

HTN and making choices about treatment.

5.3 PerceptionsRegardingLifestyle Management

¢tKAA GKSYS SELX 2NBa RidgeieicNd dietadzyhareshsaltlingakeA vy 3
smokingandalcotlol consumption

5.3.1 Understanding concerning involvement in exercise

A majority of doctors indicated that exercise is equally important taratluding obese and
non-obese hypertensive pants, for managing HTN, regardless of their body weight. They
believed exercise was more effective than antihypertensive drugs, highlighting medical
literature to this effect and shared their experiences with some patients. They pdiotie

need for exercise to progressively control high blood pressure. For nt&a doctor 2
described how somgatients who maintained exercise as part of their daily routine were
seen to have better control over their blood pressure than +gxercising patients:

First ofall, the most, most important thing is exercise and thendase this gradually. It

does not matter either you are obese or not, exercise is must. It is for everyone. | have seen
many patients who do exercise daily and in better control of their bloesspre control as
compared to those who sits all day. (Do@pr
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Doctors shared how patients indicated patients being aware of different types of exercise but
considered household activities such as washing, cutting vegetables and walking to a local
shop & an alternative to exercise. They highlighted a generabfickerest amongst patients

AY SESNOA&AS IyR (KIFIG &a2YS LI GASyGa SELINB&aasSH
the morning and evening. To improve the knowledge of patients sdawtors highlighted

the need for education in schools to ra@eareness about exercise and an active lifestyle.

The school and colleges should involve in this awareness. Children should be aware the
benefits of games and doing exercise from ¢thédhood. So, when they greup, they will

have a clear understandingthink. That is the way to create awareness and bring change

in behaviour. People will develop the habit of exercise and walk from childhood and that will
also grow with them and renia long lasting. (Doctor 13)

Doctors indicated that due to the busy n@é of their lives, patients might think that they

may be undertaking adequate exercise already in form of work. They described how some
patients used their occupation and working hoas an excuse for not taking any exercise,

for example doctor 1 descbR | LI GASY G Qad 2dzZAGAFAOLIGAZ2Y F2N
day at work as follows:

| have a patient and yesterday when | asked him texiercisehe used to tell me all his
routine [Laughter] he told me | come home at 5pm then two hours everystant with my

father and brothers to discuss current political issues then | eat dinner and go to bed. So how
can | find a time for exercise. [Laughter] So | think it is a matteiarity in patient life and

what is important to achieve. They have ieais excuses. (Doctor 1)

Many doctors viewed providing advice on exercise to hypertensive patients as part of their
role and reported promoting walking and cycling during consultatibhe.majority of doctors
claimed that whilst they had provided informah during consultations, they felt patients
were not taking an interest in or responsibility for exercise, possibly due to an unwillingness
to change their behaviours. Only two doctobelieved that they provided insufficient
information about exercise duto time restraints and thought this could potentially be a
barrier to patients achieving an active lifestyle.

Unfortunately, due to lack of time and patient burden we cannot do czlling in a proper
way. Even, we cannot tell everything in detail tor quatients. Although, they need
motivation and more information how to adopt exercise in their life. (Doctor 24)

The insightdromR2 O 2 NBR Q | 002 dzy il & K AiSsHeGmphéeioSadoptingk S 4 A
and maintaining exercise, and that some of thessre related to personal and social aspects

of the lives of patients. Doctors often perceived thdssuesl & W0 ltoNdaptiSgNEd
maintaining a healthy lifestyle.

Sociecultural norms

Many doctors indicated that it was not the norm within Pakistauiture to adopt exercise as

part of everyday life and therefore often not encouragétiey pointed that living in a society

where exercise is not viewed as a valuable practice camiicSa G261 NRa | f I O
involvement. The absence of cycling trackutdoor supports and absence of regular exercise
programs were pointedut by many doctors.
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Most of the doctors believed that Pakistani society observes a lack of women outdoor
exercise. Doctors stated that the priorities of Pakistani women had shiftedrds taking

OFNB 2F GKSAN)I K2dzaS I'yR OKAf RNBY ollofigerall ¥ SNJ
Fo2dzi YS¢ o . @ O2yiNYaidz az2vYy$sS R200G2Nm FSti4
for women due to social norms. For instance, they citegt ith most Pakistani families it is

not acceptable to allow wives and daughters to run and waltkhg roads due to the
widespread prevalence of sexual harassment, such as whistling and catcalling. This was
thought to be one of the reasons that women preafed to stay indoors and attend to

domestic chores.

Women face social restraints like wheredhe g At f 32 F2NJ I gl 1 ¢KS& R2YyQ
glLf12 y2 LSNYAdaiAzy FTNRY K2YSa (2 32 2dzis a20Al f f &
not acceptable to see woman walking alone outside due to whistling and catcalls. All these

factors matter and makéhe situation difficult for them. (Doctor 19)

¢KA& Aa | FILOG 0SOFdzaS 2dzNJ Odzf GdzNB A& y2i a2 2LSyo
and start runningand jogging on the road. Walk is acceptable but not the exercise and these
are the hurdles a Réstani female patient can face. (Doctor 26)

Doctors also cited woméneluctance to join gyms due to difficult access, membership cost
and an overall lack ofxercise culture. Some doctors highlighted the absence of feimalle
gyms in most cities as an additional barrier for women.

I SNBX Ay t I 1Aadl ymah ib Gooutsidg and afart fojhg @xerdise. Themd 2

should be gyms and health clubs from twernment that should be less expensive or free
of cost so everyone can afford. (Doctor 18)

There are no female gyms and fitness centres from the government sidedith clubs are
available for women. The government should build free fitness cewtrgafients especially
for women. (Doctor 21)

Some doctors indicated that the soeataltural restrictions made providing advice on exercise
to a female patient challeging and as a result they omitted such advice at times or modified
it according to the ecumstances of the individual. A few doctors advised that instead of
joining a gym or running and jogging outside, women undertake regular and frequent
activities wihin their home setting.

Due to some socioultural restraints instead of askingthemtdg 2 dzi 8 ARSX® L | al Yé& ¥FSY
hypertensive patients that instead of short passage route take a longer passage when you

need to go somewhere and in their routine ackivB & ® ! &S & 04 ANAR Yz2ad 2F GKS ;7
to sit all day and use stairs alotand ify@2 y Qi KI @S a4l ANE i K2YS (KSy :
take rounds again and again, do walk aroudoctor 19)

Concurrent health conditions

Some doctors indicated that emxdsting health conditions often restricted them in providing
exerciserelated advice to som patients. They pointedut that health conditions such as
22AyU0 LI Aya NBAUNAROGSR LI GASyOhaQ Y2oAaftade
suggesting exercide patients.
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If he/she already have joint pains, then | cannot tell my patient abouingyahd running.
How my patient will run or even walk briskly with joint pains. So, it happens that you become
conscious and aware that what kind of advice will patient and which one not. (Doctor 5)

Agerelated factos in elderly hypertensive patienteere commonly reported by doctors.
Many doctors felt that providing exercise advice is not valuable for older patients due to the
old age and as a result, they migigt discomfort and disability. Thegported that ageing
makes patients bones weaknd as a resultthey often fall that can be prevented by less
physical activity.

Doctors expressed a fatalistic view describing exenagtaed advice to be of no value for
older patients due to their increasing age, loss in muscle mass and decline in tligirtab
balance. They frequently made reference that ageing inevitablyivega marked decline in
physical fitness. For instance, a doctor who had worked in a hospital for five years claimed
that exercise was not safe for anyone over a certain age:

Fa exercise, | mostly see the age of a patient. For example, if pateM&ve2 f R 6 SOl dzA SX @
and about exercise sometimes he/she feels too odd to do exercise in old age. Because if

the patient is 60 or 65+ then how a patient can do exercise? Older patentst do

cycling and running they fell down and get hurt so it is not gooaddvise them exercise.

(Doctor 4)

Doctors displayed a tendency to neglect the notion of exercise as beneficial for older patients.
This is in stark contrast to research whiclygests that the older population experiences a
greater decline in their physal functioning and an increase in disease through lack of exercise
(Ip et al., 2013)

5.3.2Dietary management

A majority of doctors cesidered dietary management effective to control HTN and
consideredit for all hypertersive patients. However, doctors indicated a humbeissties
GKFG 6SNBE 0StASOSR (G2 AyFifdzSyOS LI GASYyGaQ
traditional foodks (ii) influence of family and friendand (iii) accessibility to junk food.

Role of taditional food

The majority of the doctors indicatefiat the use of traditional food high in saturated fats is

the major obstacle to an adjustmetd aLJ- G A Sy ky@i&t pl&anSDottars reported that
hypertensive patients should follow a diet th& lower in fat, spice and sugar content,
however, they felt there to be insufficient knowledgeamongstpatients with regard to eating
healthily. Eating traditional food o&ed in oil and particularly paratha at breakfast was
believed by most doctors to b#amaging the healthy eating plans of patients. Consumption

of fats in form of Desi ghee and developing a taste for this in childhood was perceived as a

nearunavoidable détary habit amongst patients.
They have one logic; that they eat one thing fribva start and throughout the life and since
they born. Ghee and oil. Ghee and butter, they like the most and to leave these at once is
difficult for them. Most of them, theyls€ A GQ& RAFFAOdzZ G FyR G2 St @S
thought about this. (Doctord)
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hdzNJ Fff GNIRAGAZ2YIE RAAKSA fA1S W KAOTSY .ANBIFIYAQ
and flavoured with cloves, cinnamon, cardamom, bay leaf, coriander, mintergiggrlic

and onions) and korma (a mildly spiced Indian curry dish of meahomfarinated in yogurt

or curds) contain high cholesterol content. All this led towards unhealthy diet, but patients

cannot resist because of traditional food®octor 28)

The majority of the doctors indicated that patients held beliefs and misconcepéisssciated

with certain foodstuffs. One doctor, for instance described how his patients believed that a
healthy diet should consist of salad and vegetables and these wermedarad to be lacking

in flavour. One doctor indicated that the majority of patie were confused about the intake

of Desi ghee in their diet and assumed it to be a source of energy and high in calories. The
belief by patients that Desi ghee would suptiigm with high amounts of energy and strength

was illustrated by doctor 8 in thi®llowing quotation:

Here in Pakistan, people use ghee instead of cooking oil. Ghee contains cholesterol. They
think ghee is more beneficial for their health. They have iir thends that Desi ghee can
give us extra energy and make us strong. [LaughtPdctor 8)

A senior doctowho had been working in a hospital for one year indicated that as opposed to
providing nutritional value, food had now become considered as a §oc@istructed status
symbolamongstsome uppeifclass families and representativé their social standing. He
highlighted that servin@ variety of expensive traditional dishes displayed a level of distinction,
wealth and power for individuals compared ttwat of other people in societyMoreover, this
custom was linked to the protot@and honour given to guests in providing a diversity of food
items, as doctor 14 highlighted below:

Nowadays it become our culture, if you have 10 dishes in an agees fanily dinner to

represent this as a status symbol. Plus, those 10 dishes wodkefibéely rich in oil. Food

has become a status symbol and presence of oily chicken dishes represents that you belong

to a respected and a wealthy family. People think if sone has invited me on dinner and

cooked 56 different variety of dishes then hefe will think an honour has been given. If a

person willnotcook® RA&AKS& YR AYy@AGS &a2YS2yS G(KS 3IdzSaid oA
GNASR (2 3Si{ NItink these arehdalthy or a2, thiey Sou Buyhloeti This

is the thing. (Doctor 14

Some doctors reported that convincing patients to reduce their intake of ghee or change their
dietary patterns was challenging due to what they believed were misconceptielasby
patients. This view was echoed by a doctor who described how some atientld often

argue against making healthy food choices and would not make the recommended changes
in order to manage their disease.

L R2y Qi GKAy1l (K SckthenwsbBudhdeibrfopdR Thesk patientgate véng
foody, ifyoutellthemevenin GAYSa R2yQd SFd ddKAazZ Ad Aa y20 322
fAaGSY YIS FNBdzySyda tA1S w221 R20G2NJ &2dz KI @S a
GKSe& f At](Soetord8 I i Qa&

A lack of selicontrol

A few doctors stated that people in Pakis are very fond of eating and enjoy great variety

in their food with family and friends. They described how at family reunions eating a meal
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was a regular event and thatwas often hard for patients to resist the temptation of fatty
foods at such gathéngs.

Pakistani people are fond of eating and food contains a lot of spices, salt and oil. Due to company
people eat more and that is the cause of obesity and other diséas I YR LI GASy da R2yQi
dietary recommended suggested by their doctor #rel/ eat whatever they want. (Doctor 29)

Patients in Pakistan are very fond of eating. They always want to eat oily and spicy food when they
SHid (§23S0KSNI dihisiigeftil hat hedlyFabd dargbg ahibptidnioytheir treatment.
They juswant to eat what comes in front. (Doctor 27)

However, a majority of doctors recognised this a lack of-gmitrol and/or an

unwillingness to stick to a healthy diet plan. Tiés LI2 NI SR LI GASy daQ 1+ O}
making dietary changes and pointed thlaty’ FI YAf & I GKSNAy3Ia | yR LI
LI G A Sy G & Qcortrol Betome @omieéht die to the temptation of tasty food.

Doctors pointed that patients believe takiniget tablet to control HTN is enough rather

follow dietary restrictions. By takintablets they had a reason to support their ron

adherence to dietary changes.

Accessibility to junk food

Doctors indicated that the consumption of fast food was very prevaiemhajor cities in

Pakistan due to the variety of fast food restaurants and duS G a4 & dzOK | & aO52y |
offering pleasant surroundings and a varied menu. They believed that eating fast food was a
common practice for everyone in major cities of Btki. Some felt that the proliferation of

vendors and hawkers in major and mingties selling lonwcost unhealthy street food was
exacerbating the problem. They highlighted the fact that low quality fast food was readily
available and provided people withsense of independence, joy and a wealth of opportunity.

Eating junk foods increasing day by day. In homes, who have money, they prefer and run to
eat from outside rather to cook inside the house. Because everywhere is fast food hawkers
and restaurams. The poor people eat fast food from hawkers and rich from McDonald and
KFC.Everyone is eating this unhealthy food. | think eating fast food give people an
independence that they have choicedifie, and they feel happy (Doctor 27)

A few doctors alsondicated experiencing difficulty in avoiding fast food due to the time it
took to prepare and cook traditional meals at home. The convenience of ready meals
combined with a busy schedule was one of the reasons given by doctors for opting for fast
food. Ore junior doctor reported feeling tired and unable to cook and eat a healthyl mea
after a long shift at work and empathised with patiemtko felt the same way:

2S R200G2N) S@Sy R2y Qi KIFI@®S GAYS G2 YIS artlrRaz 48§
fresh food every day. Even sometimes, we eat three days old food that is present in the

fridge. What comes front of us we do eat? We as doctors even cannot follow a&iVéims

we have greater knowledge and know everything. Then what we can say about patients who

even have less knowledge. This is the thing. (Doctor 21)

A few junior doctorglescribed that due to their busy schedules they had adopted unhealthy
eating patterns such as skipping breakfast and snacking on small unhealthy meals throughout
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their shifts. e availability and accessibility of energgnse foods such as fries, pizzalan

fizzy drinks and an absence of salad, fruit and vegetables at hospital canteens also played a
part in the eating choices of doctors. It was noted that fast food could cause peblems

and unmanageable HTN, but many doctors viewed the easily acee$sgtlfood outlets

selling lowquality fatty foods and sugary drinks as a contributing factor.

Who never wants to eat healthy but when it comesctwices,we see what is edyi

available™ere in hospital canteen we have fast food and drinks becaugeg#terofit on

GKFGe L YeaStT R2yQd Srid KSIHtake Fff GKS dAaYSasz L
of time and easy access. Sometimes, | skip my breakfast andsd@nfeSNE R2® {23 &2dz Ol y
aGA01 G2 KSIfidKe 722 Rgoodbut thigiig &fachi anoBuadiely. L 1y 26 AlGQa
(Doctor 3)

The majority of doctors felt that mass media could play an important role in the promotion
of healthy eating amongst the pomilon and highlighted the need for local food authorities

to improve theavailability of healthy food in schools and hospital canteens. This section has
illustrated the factors that doctors believed inform the food choices of patients. Moreover,
doctors hare also revealed that their own eating behaviours can at times be foamdimg

and that they sometimes hold erroneous views or stereotypical perceptions with regard to
their patients which may need to be addressed. The following category will examine the
views of doctors with regard to salt intake.

5.3.3Xlt consumption

Doctas indicated that hypertensive patients should cut down their salt intakevever, they
reported cultural practice and taste preferences as barriers to follow a less sadrdaig$
patients. The use of salt is firmly established within Pakistani eulsémce the majority of
doctors believed it to be harmful to hypertensive patients following a healthy diet regime.

Doctorsbelievedthat the use of salt in tea instead of sugar vpassibly a cultural practice in
certain Pakistani areas; being mgneevalent in some specific villages, geographical areas and
to the north of Pakistan. For instance, a senior doctor described:

Once | was travelling and | used to stay at one place. Itarasal hotel and you can say
poor people can afford this easilyo,S ordered the tea, when | took one sip, it was full of
salt. | asked from the hotel manager what this is. He said, sir here only bus drivers and truck
drivers come, and they used to takalty tea only. (Doctor 27)

Many doctors indicated that salt ises to flavour traditional foods in Pakistan and therefore
management of salt intake could prove challenging for patients. A junior doctor reflected that

a diet high in salt was prevalent@ngst some of his hypertensive family members and this

was due to prticular taste preferences. One doctor described how he had counselled his
mother about reducing her salt consumption and advised her to avoid salty tea. Initially she

was ambivalent buafter some encouragement and explaining the risks associated vgth hi
saltconsumptionKS gt a | 6fS (2 Y2RAFE KAa Y2G3KSNRa o
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LY YFAKYANE Ad0Qa | OGNIRAGAZ2Y G2 KIFI@S | altd Ay GSI
motherusedtotakesaliy SI Ay FNRyYyG 2F YSI gKIFG OFy L &l & Y2NBX
her antinypertensivef¥ SRA OAY S gAGK alftde GSHe® LT GKA&A A& KI LILIS
you can understand what is happening elsewhere. | counselled and encourage her again and

againal y& GAYSazx S@Sy RIAfe& FyR ydledheFroytd f t & AKS R2S3
take this and the risks associated and finally she gave up salty tea. [Laughter] (Doctor 14)

Some doctors emphasised that patients with greater knowledge about the bsneffit
reduction in salt intake were more likely to be able to cohtheir blood pressure. However,

a majority of the doctors were in opposition to this viewpoint and believed that knowledge
did little or nothing in changing the behaviour of patientsceinthe practice was firmly
embedded within custom and preferencestaste. Only one doctor argued that an inability

to change behaviours may be linked to a lack of awareness and inadequate provision of
information during consultations.

In this public setp, we have too much patients then we cannot do counselling as it
required but we try to do our best as much as we can. Unfortunately, due to lack of time
and patient burden we cannot do in a proper way. We cannot tell them how much salt is
needed in dieand how much they need to cut off and also, we cannot tell in datailit

high salt foods. (Doctor 21)

Some doctors were familiar with how much patients understood about the dangers of high
salt intake and their current practices in that regard, howegerfew confessed to being
unable to convey sufficient advice and cgefling to patients during consultations due to a
lack of time and a heavy workload.

5.3.49moking cessation

Doctors largely believed that smoking was harmful for all huspahether hypertensive or

not. Despite being harmfub health, a majority of daors mentioned that smoking cessation
was challenging for hypertensive patients due to some barriers. They highlighted a lack of
motivation, enjoyment and concealing their habit as mainrieas behind patients taking up

the habit.

A lack of motivation byatients to quit smoking was criticised by many junior and senior
doctors and they believed that many patients did not wish to quit as they felt no detrimental
effects on their health, goyed smoking and made false promises that they would eventually
quit at some point in the future. Junior doctors believed that the common reasons for
smoking amongst patients were pleasure, relief from boredom and enjoying seeing others
smoke. Doctors indated that patients often concealed their habit from them as welfram

other family members due to the stigma surrounding smoking and fear of embarrassment in
public.

| think they believe that this kind of information is very personal and confidénéal G Q& ¢ K@

they hesitate to tell us or maybe they feel shy and espect worthy if they tell us about
this. Because no one like the smokers and smokers are socially stigmatised. (Doctor 5)
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About smoking, no patient tells us or disclose us himself/hemsdlEmoking is the universal
truth nowadays. Every second persothiessmoker here except the few people. But patients
R2y QG (Sftt dza FyR S@Sy G(KSANI FIYAtASE RdzS (2 &KI YS

Interestingly many doctors displayed a lack of interest in asking quesstrom smokers and
providing themwith support and counselling wrder to help them quit. By way of explanation
they stated that smoking was difficult to quit and that patients were reluctant to discuss or
change their attitudes towards smoking cessati®octors indicated that the doctepatient
relationship may be copromised if the patient was perceived to be uninterested in
discussing smoking cessation during a consultation. Some doctors admitted that they had on
occasions brought consultations to and more rapidly if they felt the patient lacked interest

or appeaed uncomfortable when the topic of conversation turned to their smoking habit.

Many doctors stated that lack of time was the main reason why they did not provide more
support and motivatin to help patients quit smoking. A few doctors felt there was adrfee

a separate service that paid specific attention to assisting hypertensive patients engage with
smoking cessation.

Smoking is a habit that is very difficult to leave. In one sesgiercannot change who is
aY21Ay3 FNRBY (KS heithdbii and due té ricbtiNg they hedo@daddicis] S G
We do ask them to quit and | especially emphasis on this, but we cannot achieve this in just
few short consultations. (Doctor 19)

Due b lack of time we do ask about their smoking status, butcaenot counsel them
briefly. This needs long discussions with patients and sessions to counsel them. | think there
should be a separate service for such patients and that should be paid so wagzge
doctors with these patients. (Doctor 23)

Some doctorsalso highlighted the need for a mass media campaign to raise awareness
amongst people about the risks surrounding smoking. Doctors pointed factors such as a lack
2F LI GA Sy i a @estraigt ioSdeihselling In yrRer td sh¥n§e their smoking
habit. The next section examines the views of doctors with regard to alcohol consumption.

5.3.5Alcohol consumption

Excessive alcohol consumption was reporidamaging for HTN contraamongstall

doctors. Almost all the doctors pointed the role of religion in patient choice trink. They

believed that patients with strong religious commitments did not consume alcohol of any
F2NXO® 52002NBQ 0StASOSR (i Kdrinking/algohdl is seetzad ah ¥ & 2 (
unacceptable practice and a symbol of evil.

However, the majority of doctors conceded that patiemigh weak religious commitments

RAR LI NIIF{1S Ay GKS O2yadzYLliAzy 2F | fO02K2f T2
their families and doctors. Doctors stated that breaking Islamic laws bring shame and stigma

for patients within the society and that is the main reason they hide this habit. Many doctors

felt that the taboos surrounding drinking alcohol in Muslim courstvi@uld not allow patients

to openly acknowledge their habiThey described how such patients felt ashamed and
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concerned that they would be met with family disapproval and therefore tended to avoid
such discussions.

No one discloses anything about alchhee have to ask them again and again. We try that

they tell us the truth, but patient often does these kinds of things by hiding from the family.

People drink but if thegrink, i KS& aK2dzZ R y20 (Stf GKSANI R200G2NA®
drinker too? (Dodir 18)

LF GKS& IINB® |f02K2f A0 (GKS& ¢62yQi |RYAG GKA& YR
good practice in our culture and religion. (Doctor 23)

A few doctors indicated that despite the strict laws some hypertensive patients were still able
to illegally purchase alcohol of various brands provided they had sufficient purchasing power.
They also stated that patients who could not afford good quality alcohol often ended up

drinking toxic homemade liquor, often with fatebnsequences.

The biggest mblem of our society is that nothing is present at front but behind everything
exists and people do everything behind the closed doors. No one discloses anything about
alcohol, we have to ask again and again. We try that they tell us the truth, but satieats

often do these kinds of things and hide it from the family. (Doctor 2)

The majority of doctors stressed that time constraiptsvented them from counselling patients
adequately about the hazards associated with alcohol and the consequences haaoeilon their
HTN. One senior doctor state

2SS R2Yy QiU KIF@S a2 YdzOK GAYS G2 F2ftt2¢ dzlJ 6KS&asS LI GA
R2y Qi &aKI NB ¢ A ( sometiziesweyask thanT to §tdp Shis habig as it is
dangerous for your health. Weawenot counsel them briefly. (Doctor 11)

5.4 Informing Patients about HTN

A majority of the doctors reported providing information to patients about the disease and
the treatment of HTN during consultations and most stated that providing detailed
information was part of their role. By contrast, somperceivedtheir role with regard to the
provision of information as being confined to treatment with drugs alone and referred to
other sources of information from nutritionists or the mass media.

I R 2 O @oNye@thingQhiere should be other peolite a nutritionist and sources like
media or the newspaper. | think in this way, things willlgegter, and patients will be more
informed. There should be a mudisciplinary approach to deal with this prebi, | think.
(Doctor 19)

Some doctors reporig that due to insufficient time, provision of detailed information about
the treatment of HTN was often ignored or delayed. Similarly, information about specific
lifestyle changes tailored to the specific neeafsthe patient was not always discussed
discussed previousk{b.3). Doctors also believethat patients should take responsibility for
their own health and ask for more information if required.
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We accept that we have a lack of time, but at the same tirttink a patient should be
responsible for his/her health. They should ask us questions not silly ones [Laughter] and we
try to give them information despite the lack of time. (Doctor 12)

Though this assumption cannot unddra G A Y+ S LI G A Seed 300 moReS a A NS
informationfroY G KSANJ R2OG2NE® ¢KAa A& RdzS hido G4 KS NJ
ask questions and reported being shy by nature. It therefore seemed that doctors tried to
achieve satisfaction in the wake of their demanding jolméutralise the negative ingets of

less information. Owing to the limited time and the need to run to schedule for other patients
waiting, doctors stated they often lacked time to initiate a discussion about patient specific

needs and maintain a good doc-patient relationship. Adck of time and work load resulted

in less interaction with patients which further created a sense of conflict for many patients.

tFGASYd glyGa GAYS YR S R2Yy Qi KI @S Sy2daAKe 2 KSy
how youcan provide the informatiomia comprehensive way. It is very difficult in public
hospitals. (Doctor 23)

Due to lack of time, we cannot provide them proper time that they require and in this way
patient and doctor communication is affecting. (Doctor 2)

Only a few doctorsacknowledged that lack of information regarding HTN was one of the
NBI &2y a 2 T-adhibrénde $oyan épinalyfréayment plaithe next theme explores
the R2 Ol 2 NDa ihJ&KiIOSthJdomdyAhidation issues in clinical interant with
hypertensve patients.

5.6 Communicatiorissues indinical Interactions

In this study only, a few doctors reported having a satisfactory relationship with their
hypertensive patients. Most doctors had different expectations of clinical visitsttzey
recognised hat there were certain issues that often had an impact on their interaction with
patients and the provision of information. Due to a shortage of time and the pressures of
work they were often left with less time for interaction with patis and could onlgounsel

them very briefly. Furthermore, providing treatment to large numbers of patients in a limited
timespan exposed doctors to high levels of stress and often resulted in a lack of tolerance that
raised communication problems.

Doctoss are normal humabeing as well. How can a doctor manage the patient when doctor

is under pressure due to patients load and sometime administration put so much pressure
on doctors? Due to lack of time, we cannot provide them proper time that they reauire

in this way péient and doctor relationship affects. (Doctor 28)

{2YS LI GASYyia 6SNS RSAONAOSR a4 WRATFTFAOMZ GQ
them nutritional supplements in order to satisfy their demands. Some doctors even reported
prescribing antihyprtensive drugs without a clinical need because patients were so insistent

in their requests for it during consultations. In contrast, some junior doctors indicated that

they had experienced difficulties in explaining basic medical caadeppatients inUrdu;

patients would frequently request simple information to be provided to them in Urdu and

many doctors viewed their constant demands as a source of frustration. Continually being
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asked to repeat the information caused doctors to massumptions aboutheir patients

YR GKS& RSAONAOSR &adzOK LI GASydGa Fa WAtEAGS

demanding.

Some patients become so fussy. They ask same questions every time and, on every visit,
again and again. Mainly, becausesthare illiterate Doctor is also a human not a machine.

In that way, a doctor becomes rude and harsh. Then they complain doctor is rude. Why
patients ask same questions again and again, though they are aware of a long queue
2dzi AARSK ¢KS@)(Dobtd®B222dza G XH o! yINE

SomdJ- GASyGa a1l alvyYS ljdzSadAaz2y 2@0SNI YR 2@SNJ dzyf Saa

they do this. Maybe they are attention seekers. (Doctor 11)

Only two doctors felt empathy for their patients, stating that the individual life circums&nce
of their hypertensive patients may cause them to experience emotional and psychological
problems such as stress and depression as a result of the chronic nature of their HTN.

We as doctors can do things in terms of diseas@agementput everything depnds on

gooddocttNJ ' YR LI GASYyd NBEFGAZ2YAKALI FyR GKFG Attt yz2i

principles of doctepatient communication. If anywhere during the encounter; you feel

that other than the disease patient has some psychological issues comiggd you see

tel NE Ay LI GASyd SeSa a2 3IABS KAYKKSNI I Of dzS {GKI
in trouble and you are stressed out. (Doctor 6)

A few doctors indicated that better communication was needed to ensure that patients
overcame any aacerns about drugand lifestylechangesand this would in turn improve the
guality of their HTN management. To improtree service, they suggested extend the
outpatient clinic timings and the number of doctois public hospitals to overcome
communicaon problems.

5.7 Summary

Findings presented in this chapter clearly showed that doctorsiid own understanding

about HTN and its treatment. An inadequate awareness of the HTN guidelines amongst junior
doctors was evident due to deficiencies in th&aining and often fraught relationships with
senior doctors.Though generally they expected patients to take responsibility for the
management of HTN and discussed their patients lack of HTN awareness. Tieés bhap

also highlightedR 2 O GuddeisEddingson drug adherence and provided insight into what
R2OG2NB 0StASYS Fo2dzi LI 0ASydGaQ LINI OGAOSa
seemed aware of the soci@ dzt (1 dzNJ £ A y T { dzS y Gfdliagiseekiitg @alterBatell & Q
therapies and limited information provisionin consultations They acknowledged that
information to patients about HTN treatment and patrticularly lifestyle changes were often
curtailed due to the time constraints and their heavyrkload. Consequently, thigustified

the communicationdifficulties in consultationsand as a result poor HTN managemadnt

urban hospitals of Pakistan.
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Chapter6: Discussion

This chapteris comprisal of four main sections. The first section 6.1 will suarize and
reflect upon key findings frorthe study described in the previous two chapters. Implications
of the study findings for practice, Pakisfagolicymakers and future research will be
discussed in section 6.2ection, 6.3 will describe thstrengths and limitations of the study
and findly, the chapter will discuss the contributions of the findings to current knowledge and
draw conclusions.

The objectives of the study were:

A~ o~ 7

T ¢2 SEFYAYS 6KIG Aa |t NEBRRBOIZNBAY dzy B & N& (0 I
HTN and its treatment in urban areaf Pakistan.

T ¢2 SEtAOAG KELISNISyaiAgdS LI GASYydaqQ LISNDSLIA
its medical and lifestyle management in urban areas of Pakistan.

T ¢2 St AOA( ResGiitdddand belsiNdEySrdiig MPN and its medical and
lifestyle management in urban areas of Pakistan.

The first objective of the study was addressed by conducting a systematic review that
summarised existing evidence and found a lack of HTN awaseegardingliseaseand poor
HTNcontrol in patientsand subopimal treatment practicesamongstdoctors were identified.
Furthermore, the revievshowed a dearth of qualitative studies about hypertendivde G A Sy G a
understanding of diseasand no qualitative studies were found regardingR2 O 2 NA Q 6 S
about HTN managmentin PakistanChapters four and five addressed the secamd third
studyobjectives

Q
t

The findings revealethat patients understood their diagnosis, cause of illness the
importance of the medicines differently frothe waydoctorsdid. Patientshad insufficient
information onantihypertensive drugs antifestyle changes, andlathis influenced where
patients sought care, their adherence to treatment and managemarndetaileddiscusgon
of the studyfindings is presentetlelow in relation to theconceptual framework that is based
on healthbeliefs as discussed in chapter two (2.11).

6.1 Discussion dfindings

t | NI A Gdaltfilbeliefsan@re found to influenceheir understanding of illnessattitudes

and management of HT{($haw, 2002Helman 2007). Specifically, the findings of the current

study revealed how participants often drew on a range of frames of refereegarding

disease managemerin their everyday decision making 6 A Sy 14 Q o6Sft AS¥a dzy
they made sense of and expereed HTN itheir daily lives that affected their interpretation

and perceptionsregarding disease treatment and managemeiit. S A 4S> R2 00 2 NA Q
rationalised theirattitudes and approachtowards HTNmanagemen and the provision of

treatment. Both patents and doctors possessed various belegfisl expertise that shaped

their thinking, attitudes anddecisions regarding HTN megement. Doctors were more

familiar with the medical definition of HTNJuidelines prognosis, treatment optiongmainly
medicatbns) and outcome probabilities, whereas patients drew on a rangéapfbeliefs
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regardingthe HTNmeanings symptoms, causes and treatmerithe following sectionwiill
discusd J- G AISWHR aR2 O G 2skpamdtelyiinkl théh & gom@arisois providedo disclss
what further understandinghe findings fronthe currentstudy may add.

comdm t I iASytaqQ oSt ASTa

tFGASydaQ oSt A STostedart Mdrméibyayiidérsianding §eduied from
their sociocultural environment (local norms, social retats, religion), individual factors
(e.g. income, canorbidities) and to a lesser extent interaction with doctors. These beliefs
Ay Tt dzSy OSR Isdleking BelatiiduQadiefhce td tkeatment asaping strategies.
The findings offer insights abouté personal understanding of HTN and revealed that most

patients constructed the meaning of HTN in their everyday life based on symptoms, causes
and consequences that they experienced.

Accordingto pd A Sy a4 Q yIFNNI GAZSasr (KIERcomdfiddBstheg G O2y
performed their activities of daily living. These findings are consistent with a study conducted
in Indiaamongstthe Bondos tribe, which found that people defined illness aadpenable to

work, feeling weak and being ndanctiond and not being able to carry out everyday tasks
(Dixit et al., 2008). A lack of symptoms at the initial stage of HTN made it difficult for patients
in this study to adopt an early and appropriate hbadeeking behaviourThis findingis
comparable to thee identified in other studies (Ypinazar & Margolis, 2006; Shamsi et al.,
2017; Ashoorkhani et al., 2018) where patients perceived iliness to be associated with explicit
physical symptoms.

As the dise 4 S LINRBINBaaSRE LI GASy(a ®TNSdadIasel 8y OSR
severity of those, they explained that they could tell when their blood pressure was high.
Despite clinical literature that describes HTN as asymptomatic, the study findings are
consstent with other qualitative studies around the worldhere patients described
experiencing physical symptoms of HTN (Chow et al., 2013; L@gidteyet al, 2015;
Rahman et al., 2015; Kusuma, 2009; Shima et al., 2014; Shamsi et al., 2017). Patients
expeiencing physical symptoms believed that their bloodgsure was high, and they relied

on the intensity of symptoms to prompt them to take medication or see a doctor. A general
misconception that disease adwaysan episodic illness associated withysicakymptoms is

a belief that discounts HTN as a chimodiseaseHaving symptoms did not equate to having

an illnesshowever, clearly patients understandiagout the nature of HTN here reveals how

they managed itwhich can explairtheir non-adherencetowards mediations

Consistent with Boutain (2001findings revealed that many patients in the current study

believed stress, tension and worries caused their elevated blood pressure and thettedgre

reported avoiding stressful situations. One &qmtion, as suggested by Blumhagen (1980)
coudbethatlayJS2 L S Ay i SNLINB(i WKeLISNISyaazyQ | & SE
stress and worry as a cause of their high blood pressure; this was a commonly expressed belief

in the current study. NAdzl 6t @ (KS&a$S 7TAY R Aaffitddes a@ dfiidhdedly (O K| 1
by their beliefs and such beliefs impacted how they understand and experience disease
causes. Patients endorsed stregwoducing factors (e.g. family problems, overwork,
emotional statg as the predominant cause of their HTN. This finding isistant with studies
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that explored HTN beliefs in several other populatiansund the worldWilson et al., 2002;
Lukoschek, 2003;egideQuigley et al 2015 Rahman et al., 201p Patients indicated that

they avoid stressful situations in order to maedtpeir HTNand there is increasing evidence
suggesting that psychosocial stress contributes in the development of HTN (Vrijkotte et al.,
2000; Cohen et al., 2007; Spruill, 201@wever, such stress avoiding techniques alone are
not sufficient to controlHTN Whelton et al., 2002 Patients need to be aware of the
multifaceted approach to the management of HTN and doctors must address this (WHO,
2009; Chow et al., 2013ung & Ihm2019).

Patients believed that takingntihypertensivedrugs was necessatyg control HTN,but they
frequently admitted intentional and noimtentional drug noradherence A review of the
literature on drug adherence has shown that radherence is @roblem across all patient
groups and for all diseases (Martin et al., 200ndy & Jose, 2011)lthough this is
particularly common amongst people who experience unpleasantedfigets from drugs
(Saleem et al., 2012; Nayeri et al., 2015; Rahmawatj&rék, 2016). Patients whoelieve
and experience sideeffects from hypertensie drugs cannot appreciate the physiological
benefits of continuing therapyEnlund et al., 1991; Benson & Britten, 200@ichter (1996)
has identified that in Asian countriéise concerns patients have about drugs may be derived
from the popular beliefthat Western drugs are powerful but inherently dangerous in nature.

If patients believe sideffects are an inevitable bgroduct of taking drugs they may not
present promptly wien they feel unwell or volunteer information about sidfects in
consultatiors (Benson & Britten, 2002; Mostafavi et al., 20E&#)dings from the current study
support this notion, where the patients even considered minor side effects as potentially
significant This could mean patients were ready to quit the medicines at the digh of a
side-effect. Moreover, patients in this study were not informed about tReNXz3 Qaind dza S
coping with medicine adverse reactiodsstudy in North India reported thalhe provision of
appropriate medicineselated information, including informain pertaining to side effects is
crucial to ensuring continuation of drug therapy.

Il FdzNIKSNJ Ay Tt dzSyOS aAnftudeds helinad athekdsibculiirkl o St A S
context in which they grow up and live (Kleinman, 1988; Lucire; 2003p\AtI05; Aylward,

2006). The meanings attached to health and illness experience are rooted in aslgral

environment that provides a normat standard for decisions, ways of behaviag well as

making treatment choices. Finding®m the current stzRé NBJSI f SR G KIF & LI
were often contextual and dominated by the culture and norms of Pakistani society. For
instance, the sociaulural aspects of eating, social interactions and following advice from

other lay people, had a major influengey’ LIt GASYyGaQ 1 ¢b YIyl3SYSyic

Many patients in the study adopted limited changes to their diet following diagnosis of HTN

due to the key roles ofommensality and the roléhat traditional food had played in their

lives since childhood. The etiquette afparing traditional food with ghee and spices made

GKS NBY2@Qlf 2F WdzyKSIfGKeQ AYyaINBRASyGa RATFTTFA
continued enjoyment of their lives which came from eating delicious traditional food and
maintaining a socidife. Certain social practices such as eating together and one dish for all

were seen to be norms that limited patiefbility to make adaptatons to controlling their
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diet and this is consistent with other studies conducted in South Asian populatianggn
et al., 2008; Choudhury et al., 2009; Lucas et al., 20@pably,the presence of others
increases the amount consumed and thus exteti#smealduration.

Similarly, women prioritised family over their individual health needs, reported a laak of
exercise culture and as a result, they were less likely to adopt and integrate exetaigein

daily routine. This finding is in accordanwith studies conducted in Saudi Arabia and Qatar,
which highlighted that women perceived exercise as beradflaut were restricted in their
adoption of outdoor exercise due to family obligations and lack of facilities (Donnelly et al.,
2011; Samara etla 2015). Similar experiences have been noted in studies conducted with
British Pakistani women that highligdd how diabetic women were restricted in their
outdoor exercise due to family obligations and the absence of weordy facilities (Lawton

et al, 2006; Penn et al., 2014).

A qualitative study conducted amongst South Asians living in the UK stressed that
understanding external motivators and social context of the lives of patients is crucial for
developing successful exercise interventions (Jegdal., 2012) and recommended strictly
women-only spaces, facilities and opportuniti€thers argue that inmler to effectively deal

with these issuesany A Y 1 SNBSSy GA2ya Ydzad O0ly26fSR3IAS |
understandings they have acquired inctheir lived experiences with the iliness (Kirmayer et

al., 2004; White, 2005; Marshall et al., 2012). Faneple, in this study obese hypertensive
patientsbelievedexerciseto be purely a strategy for weight loss; and controlling their HTN

was not theaim. Moreover, patients stopped taking exercise when they did not feel it was

making any change to their boayeight.

The social unacceptability of tobacco um@mongstwomen in Pakistan is also anchored in
socicOdzf GdzNF f YSIFyAy3a |o62dzi oSAy3a | WFSYFES &
social norm and this finding is in line with a qualitative study cotetl the British Asian

population which observed socifdctors such as stigma associated with women smoking

(Bush et al., 2003). Due to the social taboos associated with women smoking, it may be
possible that women undereported their smoking status this study. In contrast to females,

smoking is a socialcceptable norm for mefivingin Pakistan (Shaheen et al., 20%8)ere

it represents a strong sense of social bonding endeen as Yy 2 NI | LI NI 2F W
(Irfan et al., 2014). Male patiegnwho smoked emphasised the influence of peers and badiev

that family members and friends who smoked played an important role in the initiation of

their smokingand its continuation. These findings concur with the results of other studies

that reported smoking was common amongst people when they were in thapamy of

other smokers and would therefore spend time smoking with them (Rozi et al., 2005; Kelishadi

et al., 2007).

[A1S6AaST LI GASYGlaQ NBtAIA2dza o StnadeFcape, LI | & S
seek help and cure HTN. For instance, nonthefpatients were aware of the relationship

between high alcohol intake and HTN, however, the dominksmic beliefthat the
consumption of alcohol in any of its forms is forbiddiefiuencestheir attitude anddecisiors

regarding drinking. Findings realed that patients also drew upon fatalistic beliefs when

coping with HTN, believing in destiny, or an act of fate, using this to explain what was
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happening to them. The notion of a condition oselse being an act of fate, God or related

to chance or spernatural forces have been reported by other studies conducted in Asian
countries such as Malaysia and Iran (Swami et al., 2009; Shahrbabaki et al., 2017). In this
study, some patients believethat their disease was an unavoidabéend uncontrollable

even.

Islamic teaching encourages Muslims to seek treatment when they fall sick and forbids acts
that will expedite suffering and ultimately death {8hahri & AKhenaizan, 2005; Atturat

al., 2019).Farooqi et al. (206) pointsout that such beliefs are associated with a lack of
understanding of Islamic principles and low literacy rates. Likewise, having the belief that a
religious healer can help cure disease compelled patients to the servicesitfadhealers
claiming to prowule treatment in the name of faith. llow incomecountriessuch as Pakistan

it is common for saints, Hakeems and quacks to misuse religion and provide fake remedies
for personal financial gain (Qureshi & Shaikh, 2086mlal, 2014. Khan et al. (1996) and
Farooqi (2006) have emphasised that traditional healers and otheforonal providers that

are less expensive and easily accessible play an important role in influencing the minds of
patients. Additionally, most traditical healers in Pakistan treattiéd LJ- G A Sy da Ay (K
cultural contextcharging less than seeing a medical doq®aeed et al., 200Bhaikh &
Hatcher, 2005;Farooqi, 208). This appeagd to contribute to why patients increasingly
choose to go toraditional healers rather than s&ing timely treatment from qualified
doctors. In this study, the results illustrate that spiritual healers attracted some patients by
offering them amulets made from the Holy book and quacks linked their treatments with
religious teachings. With regard telam, as well as providing guidelines for leading a healthy
life, it encourages seeking orthodox medical care for alleviating sickness (Qureshi & Shaikh,
2006). However, traditional healers and quacks are involved intipescthat contradict
Islamic teahings in Pakistan (Hunte & Sultana, 199Raikh & Hatcher, 200Qidwai, 200).

This clearly shows that traditional healers tend to emphasise building communication that is
consistent with cultural traditions anthe religious belief of the patients. Thhas important
implications for the training of doctors in their approach to care and how to communicate
with patients.

Other than religion, findings of the current study identified that some individual factors such

as ecmomic difficulties, availabilitpf medication, a busy routine, comorbidities, a lack of
Y2UAQ GA2Yy a2 AyFtdzSYOSR LI GASydlaQ RA&ASIH &
as a reason for intentional neadherence (Hugtenburg et al., 2013) was aenatrthy factor

amongst most of th patients in the current study which had a direct impact on their decision

to adhere to drug therapy or not. This finding corroborates the observed association between

poor drug adherence and lack of funds for the purchaseedications reported by Bilait

al. (2015). People are not covered by medical insurance in the Pakistani healthcare system,
however, they receive medications and public health services at a very low cost. Poor
availability of prescription drugs at theddzo £ A O K2 & LJA ( | fsy@t@m relidd N | O &
problem affecting treatment. Another study conducted in Pakistan also found that
inadequate access to essential medicines in public hospitals leads to poor drug adherence in
patients (Zaidi et al., 2013) anttherefore this could be a sigmant issue that needs
addressing. Similarly, a busy schedule and forgetfulness were other some of the non
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intentional nonadherence reasons presented by the patients for not adhering to medications
which are consistent wlt the experiences of participanis previous research (Al et al.,
2006; Hashmi et al., 2007; Jimmy & Jose, 2011; Shima et al., 2014; Nayeri et al., 2015).

2 KAt Al a2YS AYRAGARdAzZf FIO02NE &KFLISR LI GASY
study exposed how a lack afiformation from doctors during a clinical interaction played a
ONMXzOAf NRBES Ay LI GASYGaQ RSOA&AZ2YyA | o2dzi | ¢
reported that they were informed of changes adjunct to the management of HIEN as

regular exercisereducing salt intake and eating a diet low in; fatfinding similar to some

other studies conducted imariouscountries(Gascoret al., 2004.Tan et al., 2017Alefan et

al., 2019 LegideQuigley et al., 2019 A number of patiets reported nothaving received

adequate information and support from doctors and this put them at a significant
disadvantage in developing the understanding necessary to manage their condition.
Moreover, patients in the study were fearful of asking thdoctors treatmen-related

guestions. Similar results have been obtained in a recent mmethod study conducted in
Pakistanwhichfound that due to the technical expertise of doctors, patients ofbatieved

they wereinferior and unable to raise their ogerns (Jalil eal., 2017). Piette et al. (2004) in

their study highlighted that patients may not discuss issues with doctors when they think their
concerns are not important enough, feel embarrassment due to an inadequate understanding

of diseaser are deterred by thelack of time in the clinical consultation. As a result, patients

can feel disempowered and may be unable to achieve their health goals.

tFGASYiaQ Ay GKS OdzZNNByid &adGddzRé NBFNIAYSR TN
intimidated by the perceivel attitude of doctors who were often overburdened and in a
KAdZNNE® t I GASyiaQ ¢6K2 dzaSR K2YS NBYSRASA | a ¢
reveal this information to doctors due to the lack of doctor's interest and disapprd\salain

practices Perceived negative actions or responses by the doctor to patients could make them

even more reluctant to disclose their beliefs about using alternative treatments (&han

Wong 2004; Stokols &Milden, 2004; WahneiRoedler et al., 2006; kak et al., 2018 This
communication problem augments the risk of developingdverse drug reactions and
complicationdn patients by usingllopathic and alternative therapies combination

Likewise, the sense of feeling blamed caused patients to conlcest smoking habit from
doctors and they no longer felt comfortable in discussions related to smoking. It is not
surprising, therefore, that patients felt upset when they perceived that they were being
judged and even blamed for developing their disedskewse, in a study by Chapple et al.
(2004) patients felt ashamed because of the association held between their disease and
smoking. People can become highly dependent on tobacco due to nicotine addiction and
complete cessation of smoking may be diffiavhich some doctors fail to recognise (Fowler,
2000). However, there is a dilemma for doctors in this study who take it as their responsibility
to deter people from smoking and to encourage them to stop, but without being seen to be
blaming their patiets (Chaple et al.,, 2004; Stead et al., 2008; Meijer et al., 2018
F2ft29Ay3 aSOGA2Yy oAff RA&AOdzaa (GKS amddRe FTAY
how this influencd HTN management.

comdPH 52002NBQ 06SfASTa
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Like patients, doctors exhiled their own understandings of HTN management, and their
beliefs were informed by bimedical or scientific knowledge, soaaltural context, work
experience, stereotype assumptions and encounters with patieDtstors in this study
mentioned HTN as aehronic,often symptomfree condition which could be moderated by
biological and behavioural factors and requiring-ldag treatment, as supported by bio
YSRAOIf SOARSYyOS® ¢KA& FAYRAYy3I NBFEtSOGa I wa
provided trough abstract rules derived by the scientific evide(mold, 1989).

Likewise, the majority of doctotselievedthat reducing HTN complications such as stroke and
heart attack were not very important to their patients. They generally adoptedhraow
traditional biomedical belief reliant on medication for the management of HTN and concluded
that patient noradherence to drugs was a deliberate and an unacceptable pradtisenot
realistic to expect patients to comply with treatment when a lvel of diseaseelated
information from doctors existArguably, if a doctor believes that drug radherence is the
main cause of increased disease bur@ed anunacceptable practicehe/she wouldavoid
providing advice on drug adherenoe pay lessconsideration to other treatment options.
Doctors should acknowledge the challenges that patiemight find with taking medication
regularlywith verylittle information (Tuckett, 1985; Brittert al., 2000; Fischer et al., 2010)
Doctors need toset asi@ their own beliefs as this may help facilitate patiemtoctor
discussion about treatment adherenc&tévenson & Scamblest al., 2@5; Dyer, 2008;
Bezreh et al., 2012).

SocieOdzf (i dzN> £ O2y GSEUG Ay F2NXa& R2 002 NEbe withy RS N&
studies indicating that beliefs and attitudes within a particular culture can be broadly similar
irrespective of occupation and role (Koeing, 2012; Richards et al.; Plati¥lad et al., 2016
Doctors in the study pointed to the influence ofcsm norms, cultural values and individual
factors which they believed to be barriers (traditional food, a lack of exercise culture in the
country, busy routine of patients, access to junk food and individual problems such as
economic difficulties). Doctsrwele aware of the cultural restrictions on women in Pakistan,
therefore, female patients were often not advised by doctors to undertake any outdoor
activities. In a conservative society such as Pakistan, where women are often expected to
cover their head, wear anklelength dresses and sometimes cover their faces, the notion of
running on roads and swimming was perceived by doctors and patients as daunting. Arguably,
the lack of an exercise culture and social limitations for women with regard to spautithg
outdoor activities presents a particular challenge for doctors like to prescribe exercise.

Likewise, dctors conceptualised falls as inevitable and advised older patients not to exercise
due to the risk of injury. In Pakistani culture, it is a comrbehef that older people should

rest often and slow down due to a decline in body functions (Cassidy, 2018). This finding
supports that due to a shared cultural/national backgrouddctorsand patientsfrom the

same countrycan havesimilar beliefs than dators from different countries. However,
evidence supports that the beneficial effects of exercise are observed in older people with
non-communicable chronic health conditions such as HTN, diabetes, cardiovascular disease
and some cancers (Warburton et,&005; Blair et al., 2012; Taylor, 2014). Clearly, education
has a role to play here in addressing some of the challenges older patients faced with regard
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to the uptake ofexercise ananay explain the lack of awareness amongst doctors about HTN
treatment guiddines and be aware of their owndsin clinical decisiomaking.

Due to sharing a similar religious background, doctors seemed aware that patients gain
strength from their religious faith in cases of iliness and other major life events. Although the
fatalisticattitudesof patients such as seeking help from spiritugditers, quacks and, Hakeem
were considered as inappropriate. Doctors werebleto appreciate that patients who are
spiritual often utilse theirreligiousbeliefs in coping with iliness drthis can affect decisien
making and the treatment choices thayake.This also highlights that doctoegpproached
patients through the filter of their own beliefs that resulted in stereotyping patiebtstors
YSSR (12 0SS TdzZ f & IpatientdBakéadd vhy((Eisénkiedg, 109AAYRES S Q &
et al., 2000;Helman, 2007;Wilson et al., 200;7Street et al., 2007Street & Haidet, 201).
Similarly, due to the use of alternative treatments patients were often perceived to be
WR A F.Hawe e, lieQse of alternative treatments amongst patients is common to all
cultures (Lee et al., 200&ubramanian & Midha, 20)&nd patient explanations of disease
management can be technically complex (Kleinman & Benson, 2006).

Doctors often highlighted the presse of work in public hospitals and conflicts that arose
from encounters with patientsTheyacknowledged that information provided to patients in
the consultations was limited due to work pressure and being able to spend more titne wit
patients would be dsirable in order to support thenCompeting expectations, work pressure
and reported interpersonal conflict in consultations provided an insight into showingetie
world working situation of doctors in Pakistani public hospit&arcity of other resorces
(nutritionists/dietitians, mass media messages) was also a source of frustration for some
doctors, whobelievedthat more of their patients could benefit from a greater provision in
this area.

Owing to the limited time and the pssure to run to schade for patients waiting, junior
doctors at times did not diagnose HEMdcording to the guidelinegrescribed unneeded
nutritional supplements andntihypertensivedrugs without a clinical need in order to satisfy
patients. Prescribng nonessential drug$o patients is a serious concern (Basaran & AKici,
2012) and the choice of drug for a patient is one of the most important clinical decisions in
evidencebased medical practiceMasic et al., 2008Chow et al., 201,8_ehane et al.,21L9).
Moreover, takingantihypertensivedrugs withouta clinicalneed in undiagnosed patients
cause adverse consequences includimeking them hypertensivelrug resistance andther
side-effects (Wall et al., 2014Yhis finding is similar to theesults of other studies which
reported that a substantial number of doctors agreed that most irrational prescriptions were
patient-driven (Bazigha et al., 86; Ojo et al., 2014). However, doctors need to be fully aware
that irrationalantinypertensivedrug prescription contributes tthe increased burden of HTN
and has severe health consequences in patients (Liu & Wang, 2088;elal., 2016).

This attitude showshat at times doctors were acting against the recommended treatment
guidelines and failte to counsel patients properloften influenced their decisions to deviate
from the standards required for HTN management in hospitals. Howéwygsalsoevident
that junior doctors were not given the opportunity to improve their existing knowledge due
to high workload, time restriats and poor working relationships with senior doctors. Whilst
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doctors were open about the existence of work presspaticularlyinadequatetime and a
desire not to run late, thewere not able to recognispragmatic deci®n-making in the
workplace.Evidenceshowsthat a productive and healthy work environment is essential for
doctors to both achieve the goals of the organisation, patient care and derive personal
satisfaction from their work (Hyma& Pavlik,2000; Van der Zwet et al., 201Patel et al
2018.

In wontrast, a poor work environment contributes to medical errors, inaccurate deecision
making, stress and busout, absenteeism and high levels of staff turnover, which, in turn,
compromises the quality of caf&reen & Ruff, 2003Cook et al.2013 Salyerst al., 2017

West et al., 2018 Moreover, if doctors are unable to update their existing understanding,
they cannot construct an appropriate diagnosis or act upon new knowledge and translate
accurate information into their practicgely etal., 2002;Davis & Harrison, 2007 No doubt,
limited consultation time and patient burden was a constant source of stress for doctors
However, Howie et al. (1991) contend that doctors who believed and committed to offer
longer consultation timethat enableidentification andtreatment of more patient problems
result in greater satisfaction levels amongst patients. As a result of rushed consultations,
doctors in the current study experienced a lack of patient trust which affected their
communication andiltimately thedoctor-patient relationship. These findings are consistent
with several studies conducted in Pakistan on patient satisfaction and medical intesaction
related to chronic disease managemdaeed & Ibrahim, 2005; Khattak et al., 2012; &alil

al., 2017).

LG A& SOARSYld FTNRBY GKS TFAYRAY3IA G KiedicalR2 O 2 N
knowledge, socieultural context, working situations and daily encoursterth patients.lt is

clearli K I i Pwribdaradndnghaped theipractice, clinical decisionmakingand how

they managed TN in Pakistani urban hospitals of Pakistan. The following section will provide

I O2YLI NAazy oSiagSS peliefsho revealysiindalieslaydRliffedreBcddl 2 N&E Q
aboutHTN managemerdcross pdicipants

6.1.3 O2YLI NA &2y oS bdi&dssiyHTNdardgemedth LI y (G 4 Q

Differences between docto@and LJ- i A Befiefisdv€e noted in this studyregarding
understandingHTN andts management for HTNHigh blood pressure was often defined by
patients & avaried personal experience rather than by a specific sphygmomanometer
reading, was equated with stress, characteed by physical symptoms, treated with
numerous home or alternative remedies and underestimated as a major cause of death
amongstpatients. Patients in this study emphasised difficulties in the social domain and the
impact of HTN on their lives, while docsgerceivedHTN primarily as a pathophysiological
LINROESY gAGK AYLI Ol 2-eing Ratentd dvaluated yaTisandol ihJK @ & A O
terms of how they felt about symptoms while doctors evaluated blood pressure readings.
Manyhypertensive patierd mentioned a variety of physical symptoms of HiENhe disease
progresgd and did notexperiencet as asilentchronicdisease wich is in sharp contrast to

what doctorsbelieved Likewise, theexplanations of HTN differed widely from that of doctors
asincreasing age, a positive family history and poor treatment adherence in patients were
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considered prominent causes of HTanhongstdoctors. A possible explanatiorior this
difference is thadoctorshave beenrained according to thebio-medical model andhence
their diseaseexplanatiors often exclude the social, cultural and psychological dimensions of
ill health (Nettleton, 2006)Eisenberg (1977points out that for doctors, disease is an
abnormality in the structure and functionfo K S orgaddaddtBiey try to fix it. In
contrast for patientsan illness is an individual personal experience whictmbedded in
their everydy life.

With regards to adherence, odtors seemed frustrated about patienta @edicine non-
adherence and assumed thpatients paid little attention to their treatment plawhich is
significantly different compared thJI G A KN§efs #h@se findings areonsistent with other

studies suggesting thak 2 O (il @ayvary and are generaly in opposiion to what

patients think regarding takingnedicineaccording taa treatment plan(Gascoret al., 2004;

Richard& Haidet,2011; Rahman et al., 20)5Fom the perspectiveof biomedicine, non
adherence may seem irrationand incorrect However, OO2 NRA Yy 3 , tod LJ G A
adherencecanbe rational due topossibleside-effectsof the giventreatment or considering

that HTN requires symptomatic treatment likeher diseasesThishighlightsdisparities in
R2OU2NBEQ I ¢ NBYy Sbebefs atfRudes &n8 tkehtinendldécisichy Hicitiny

LI GASyGaQ oSt ASTa NBahd bRl goacerhsNdSserdialdo suppart (G NB |
informed choice and ojahal adherence to appropriately prescribed treatmeRogs et al.,
2004;Shiyanbola etla 2012;Horne et al., 20183

N

[N

Findings from the present studglsorevealed an overlap between beliefs of doctors and
patients insome areas about HTN managemeiior instance, #ike patients, doctors also
reported how certainsociccultural norms, concurrent health conditionsmdividual factors
andreligious beliefsnfluencedLJl { A thestrieRtiadherence andpproachto manage HTN
However, patients were often citised for showing an overall lack of interest in adopting
lifestyle changes that contradicted the aspects patients highlighiEsttlence supports that
doctors need tounderstand the reasons behind treatment nadherence and raise
guestions with the patiet in a problemsolving and nojudgmental mannefLey, 1988]Jin

et al., 2008Kleinsinger, 2010)hich is opposite to whas revealedin the current sudy.

In addition, actors reported operating a paternalistic consulting styledecidng on
consultation time andthe amount of information appropriate for patients without involving
them inthe decisiormakingprocessPatientsalso foundconsultationsshort, not helpfuland
desired informationregarding lifestyle changedrom doctors Lackof information is an
important reasonfor non-adherence tolifestyle changesamongstpatients (Hamer, 2010
Alefan et al., 2010 Evidenceshowsii K G LI 6 ASy GdaQ Ay T 2REY0I2A\NEYQ Y
perception of those needs and when left unresolved, this may lead terdadherence rates
(Brostrom et al., 2009Stavropoulou, 201R In contrast, sufficient informatioprovided by
doctorson prescribed medicine angroposed lifestylechanges helps in adherence dougs

and lifestyle recommendation&Gascoret al., 2004 Martin et al., 2005Sharma & Agrawal,
2017). According toHussain et al(2015)the majority of hypertensive patients reported
doctors as being their primary source of information regarding advice about a healthy lifestyle
in Pakistan.
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Previous research skws that doctors need to focus on delivering information in simple
languaggChrke, 2010Ha & Longnecker, 201&aton et al., 2018Varde et al., 2018w~hich
informs patients about how to modify their lifestyle in terms of changes in exercise, diet, salt
and smoking, and ideally tailog thisto the personal situation and beliefsf patients
(Walseth et al., 2011Noordman et al., 201B Patients who feel that their doctgorovides
them sufficient information,actively encourage them to be involved adopting lifestyle
changes tend to be more motivated to adheacethese changeferse et al., 2004; Bennet et
al., 2010; Vahdat et al., 201Blbur, 2015Sharma & grawal, 201}. However, dack of time

and work loadcanresut in lessinformation exchangeavith patients which further create a
sense of conflict fopatientsas acknowledgechanydoctorsin the current study

Consciously or unconsciously, doctors used social constructs (e.g. time) with patients to
manage HTN without taking account of theirmiagsp 52 OU2NBQ 6SNB dzyl 6
howtheir own beliefsand attitudesmay affectclinical practicend interactions with patients.

Due to time pressure and communication issues exchange of knowledge between patients

and doctors was not evident armbnsequently, patients could not construct a rationale (new
1y26f SRISO F2NJ 1 ¢b GNBI GYSY (i-seekiRK (BadtlBes @RIP 2 KA
adherence to treatment were highly dependent on thikey beliefs.It is without doubt that

due tolimited interactionand sevee time constraintsdoctors may make recommendations

that are inconsistent with beliefs of their patients and the realities in their livegifage &

Maynard, 2006;Jin et al., 2008Claramita et al., 2010furner, 2013,Currie etal., 2015.
Consequently, dcordant understandings may result in conflict, poor adherence to medical
NBEO2YYSYRIGAZ2Y & | YR LI dbhiGsinith@ durrddtistudy G A & I OG A 2

It is evident from the findings thate beliefs held byoth patients ard doctorsregarding

HTN management weraultiple and diverseD2 O (i 2 NE Q gr8atlyinflui@naed by $hiiiS
bio-medical knowledge, working situations and daily encousiteth patients. In general,

doctors seemed unaware that patients acquire aqueWS ELISNI A 4S5 Q o6& SELISNA
AffySaa YR Y2aG 2F (GKS LI GASyGaQ OK2AO0Sa Iy
their beliefs and becomes a major barrier to effective disease managerrentitably, a

shared understanding of HTN mamagert by patient and doctor was not obvious in this

study, which advocates that there is plenty of room for improving doctgatient
relationshigs. If the doctor is to improve patientQ éondition, the elicitation of the patiel®

beliefs should, therefore,axur at every stage of the clinical procesakett, 1985Kleinman

& Benson, 2006; Ha & Longnecker, 2asset, 2011Rahman et al., 2035

6.2 Doctor-Patient Relationships

By gaining a deeper understanding of patient beliefs and practices, doctobewitter able

to establish trustbased relationships with their patients and can provide a better service. A
way to improve service delivery for patients liesmeating a willingness amongst doctors to
engage in social, cultural and environmental aspeaf illness that extend beyond the
biomedical model of disease (Thomas et al140Ilt is vital to consider that a person may
present to a doctor with a varigtof explanations for the illness experienc@blam et al.,
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2003 Street & Haidet, 20)1P4ient beliefs maybe different than biomedical explanation but
these are usually consistent and rationale in their own te(®snovan 1999).

As evident in this study, patients drew on thbgalth beliefs to make treatment decisions.

Hence, to manage theiskase effectively, a doctor should understand patient beliefs and

there is needfor Y SA2 G A GA 2y 06S0G6SSy LI (5500 2INJ RYaRIXX
O2 y a i NHzO U A Hefdey? FO99jConfarg’ & Barker, 2010; Ha & Longnecker, 2010;
Bassett, 2011Mik-Meyer & Obling, 2012)it is evident that the clinician basic relational

attitudes, for instance, being friendly, being nppdgmental ad taking interest in the

LJ- G A Bngssty @liciting theiro St ASTa KIF @S || @GSNE Lidth 6 A S
(Jagosh et al., 201King & Hoppe, 201Raja et al., 201FRanjan et al., 2013ornhaber et

al., 2016;Saqib et al., 2018). Sevesildies point out that doctsl Ol y2 ¢t SRIAAY I LI
beliefs can improve therapeutic outcomes, patient satisfattand patient quality of life

(Rocco et al., 201 hipidza et al., 201%ahdat et al., 2014anini et al., 201&ornhaber et

al., 2016; Kee et al., 2018).

Evidence suppostthat the fundamentalcomponent of patientcentred care is the doctér a

interaction with patiensanddzy RSNAR G Y RAY 3 2afd chdceingEpstein®®Q 06 St A
Street, 2011 Mirzaei et al., 2013Weiner et al., 2013Kennedy et al., 2017}t requires a

strong doctorpatient relationship that is built through empathy and involeaseful listening

and responding to patients' preferences and providing clear and simple information regarding

care Roger et al., 20034alpern, 2003Adanset al., 2012 Marcum, 2013 Empathy is known

G2 0SS Iy SaaSyidAilt O2YLdhpgoBemnient fofowingldRlviigal A y 3 |
consultation and patients expect compassion from their doctors (Kim et #&4; Rlercer et

al., 2008; Hardy, 2017).This situates the doctor in a unique place of obligation and
opportunity to act not only as diagnosticidnut also as a confident patient educator and

listener.

Ly GKAA NBaAaLISOGI LI GASyhaic quidikés, i6 delniKihteiestad, 2y R
listening and devoting time3ascoret al., 2004; Anfossi & Numico, 2014; Mazzi et al., 2015;
Derksen et b, 2016; Hardy, 2017). Hence, instead of simply asking patiéisre does it

K dzRdhe&doctor shouldocusonSt A OAGAY 3 (GKS LI GASYyGQa | yagSN
next (Gregory & Dowd, 2004). In the therapeutic alliZgicquestions are the tosl of the

therapist in a therapeutic conversation and they are to be guided and informed by the views

of the clientsso that the conversation is geared toward the maximum production of new
knowledge Anderson & Goolishian, 199Rtgrgaard et al., 2012; Koraber et al., 2016).

| 26 SOSNE g A GK2dzi St abQuk theiryilAess| dlinickr®yniag Maked St A S
recommendations that are incompatible with the expectations of patients and the realities in

their lives. This implies that a new perspective lwalthcarein Pakistan one which goes

beyond the biomedical side of medicine saaled and that doctors must become more active

in their interaction with the patients and be able to examine the patient's understanding of

the world Gascoéret al., 2004; Ranjaet al., 2015).

22refers to the relationship between a healthcare professional and a client. It is an approach in which healthcare
professional and a client connect and engage with egtbler (Muran & Baber, 2011).
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Since the patient is at the heart of learning, a construstiperspective suggests that it is

essential that doctors make the effort to try to understand the patient bel{@ashid &

Jaggar, 199@ennick2016). It involves finding otlhe background knowledge of the patient

(Sensky, 1996Thomas et al., 2034communicating with then{Silverman et al., 200l et

al., 2006Kee et al., 208) and then educating them in a way that they can understé®avin

Baden & Major, 2004). Accordng to Dennick. (2016) that it is an engagement with an
individual that is analogue to the learnreentred approach and hence is stated as patient

centred. However, it can be argued that physical barriers in health service availability such as
time constrantsin public hospitalsrel y 26 adl Ot S (2 | RRNXaaiAy3d LI
Ly LldzidAy3d R2002NHEQ |00 deyfki envirdniyfeint? theLdGmdd LIS O G A
studyQ findings cannot overlook the work load as a factor contributing tirtpradice. The

pressure to see next patient within a short period of time undoubtedly influerRe& O i 2 NA Q
ability to create an active learning environment.

A study conducted in Britain found that increasing appointment times from 5 min per patient

to 7.5 min per patient was associated with identifying 50% more psychological problems
(Wagenaar et al., 2016). In countries like Pakistan, Bangladesh and China, an individual doctor
may undertake over 90 consultations per day with a substantial amount of tiken yp
providing repeat prescriptions (Irving et al., 2017)y & dzOK OA NOdzva il yOSs y
cannot be ruled ouss they are generallgood at communicating and explaining things to
patients(BalzerRiley, 2004Kourkouta & Papathanasiou, 2014n deeloped countries such

asthe United Kingdom, nurses not only play a vital role in providing clinical care in hospitals
but take part in a variety of health promotion activities, deliver counselling services, treat
patientsand prescribe medicationstaskspreviously undertakemnly by doctors.However,

in Pakistarthe main responsibilities of the nurse are limited to admieisig medicine and
providing medicinesrelated information to inpatients in the public hospitals (Saqib et al.,
2018).

A randomised antrolled trial conducted in Pakistan found that patient satisfaction with
doctors who were trained in scheduling follayp visits, providing satisfemry consultation
sessions with an explanation of ngharmacological interventions was 50% higher than in
those consulting untrained doctors (Abbasi et al., 2002). Similangersonand colleagues

in one hospital in Sweden trained doctors treating digdpatients to capture the essence of
empathy in effective communication and to incorporate it into thday-to-day practice
(Anderson et al., 2000). Their evaluation demonstrated that as a result of eddawo
workshop, doctors were more understandingtte needs of patients, less judgemental and
provided detailed information regarding treatment. Hence, Mmmistry of Health in Pakistan
needs to invest in coaching doctors throughout their medical training in how to conduct a
Y2NB WSIjdz £ Ppafiehts MEotdér XoZingpfdve dérvice quality. In this way,
patients will be able to share their concesrbeliefs and socioultural practices with ease and
doctors will feel more confident in treating patients and obtain more validation from them
whichwill also lead to greater job satisfaction.

The association of findings between clinical workload, déct@r A yfd: f@ldwi trgaiimiEnt
guidelines, ad hoc decisienaking, and patient dissatisfactipmdicates that doctors were
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less productive athanglly 3 K& LISNI SyaA@dS LI GASyiaQ ySSRao
the lack of time and work environmenhat hinders effective communicatiorEvidence

supports that patient satisfaction, commitment to treatment and perceived outcome of care

are greater wien the doctor and patient achieve a shared understanding on issues such as
GKS LI GA Syl QanmakN@ th&meanjhg & Bfornatidnzayd the treatment plan
(Michie et al., 2003Kleinman & Benson 200&pstein & Peters, 200a and Longnecker,

2010; Rathert et al., 201Xennedy et al., 2017). This dissertation takes forward the argument

that patientSunderstandings of diseaseed to beheededin routine clinicalnteractionand
addressing issues through a robust transferable healthcare delivery system is necessary if
hypertensive patients are to be effectivahgatedin public hospitals of Pakistan

6.3 Recommendations

Following the insights dhis study recommendations fgpractice, policy and future research
are detailed below:

6.3.1 For doctors

Key finding

Doctors made assumptions about patiedise to lack of understanding of the importance o

LI GASyGaQ o0StASTa 6KAOK | FFSOG 3 ofiitrikafme T FS O
outcomes.

1 Medical education should incorporate learning from social science research.

1 Promotepatient-centred empathic consultations with hypertensive patietitsough
organisng workshops or courses for qualified doctors to help them roye and
update their skills on a regular basis as a part of postgraduate training

Address wrkloadrelated challenges that hinder doctgatient relationships

1 Hospital admirstration, (mainly the Medical Superintendeng§hould consider how to
further foster a supportive work atmosphere for doctorBhis could includeghe
establishment of supportive networks.g. clinical supervisionworkgroups, peer
study support group, supeisor support)

9 Junior doctors showed po@wareness of HTN guidelines, therefore, PMDC needs to
consider actions to address this. This mightincihde 3 dzf + NI & | aaSaaAiy3
knowledge through workplacbased assessments and annual reviewsimjprove
and update the knowledge of junior2d0O0i 2 NA Q> GKS | @ At 0Af
professional development (CPD) programme is requifdiis might include regularly
FaaSaairy3d 2dzyA2N R2 O 2 NElased gssegsmeéhik ZuRl (1 K NE
annual revews.

1 The government needs to pay particuldiestion to developing a strategy to organise
workforce planning in public hospitals.
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6.3.2 For patients

Key finding

All patients wanted more information on HTN, its treatment and specifically more advice on
lifestyle changes.

1 Provide patient informationin an accessible format focused @3 management,
specifically about the chronic nature of HTN, causes, benefits of controlling high blood
pressure, the association of lifestyle changes with HTN and riskveevol using
alternate therapies.

1 Specific supportive training could be provided to other individuals (i.e. nuts84/'s,
nutritionists) in order that they are able to transfer information to patients in a more
appropriate setting, either individually oylgroup sessns.Nursescan be trained by
to provide follow-up information about HTN, lifestyle changes and treatment
adherence to hypertensive patients soon after their consultatiemphlets (in Urdu),

Of SIFNJ YSaal3Sa | yR WaravitlgtlaR ge lofitheideverydlady NI A OS¢
contact with the public.

Recommendations specific to each lifestyle change

¢tKS adddzRe FAYRAYy3Ia SY2yaidN)riS GKS AYLERNILFY

sociccultural contextand individual needs.
Key findig

Hypertensie patients particularly womenexhibited a lower level of engagement in adopting
an exercise routine.

91 Local authorities and gyms should be encouraged by the health ministry to offer
discounted memberships for women in order to help allevidteir anxietes
associated with issues of high cost.

1 Women would benefit from the provision and promotion of facilities such as wemen
only gyns/sessionsvith same sex instructors. Address the known problems related to
womenQ safetyto create opportunities forwomento exercise in a familiar setting
such as public parks and green areas.

1 Work in partnership with religious centres and mosques to enhance understanding
about the benefits of exercise. Draw on role models from religious arigab
background (at a local and national level) to provide inspiration and motivation to
the general public.

Key finding
The sociecultural aspects of eating (e.g. traditional foods, family expectations) impacted
KEeLISNISYyaAgsS LI GASydiaqQ OK2A0Sa 2F FT22R

1 Information neeals to be conveyed that healthy food options do not have to be bland
and tastelessPatientsshould be informedhat traditional dishes can be&ooked in
healthy ways and eaten alongside highre foodstuffs such as fruit and vegetahles
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1 Due to the sharecconsumption of food within families, it is recommended that
education and advice should be available to the whole family and not just the
hypertensive patient.

1 Promote dietary changes which work with the types of foods Pakistani people are
already eating.ln particular, this highlights the need for strategies to reduce the
consumption of fat whilst still focusing on traditional cooking practices and more
specifically, hrough the promotion of lower fat but authentic versions of recipes
which are commonlyansumed dishes (Kassafmamis et al., 2000).

Key finding

Patients consumed a high salt diet and were unaware of the recommended amount of salt
per day.

1 onduct a national public education campaign and implement salt reduction
strategies in purchased foad conjunction with broader policies and programmes, as
has been conducted in Indonesia, Malaysia, Thailand and Finland (Cobb et al., 2012;
BatcagarAbueget al., 2013)The campaign should focus on sensitising the general
public to the addition of salt tthomemade dishes and its effects, teaching them to
preserve natural flavours with better cooking methods and without the addition of
salt.

1 Pamphlets andie Short Message Service (SMS) in local language (Urdu) on the
benefits ofreducingsalt consumptiorto help withcontrolling blood pressureauld
be initiated by the Ministry of health as suggested by researchers in Iran (Golshahi et
al. 2015).

Key findig

The role of family and friends was seen as an important medium through which rules and
values assoated with smoking were shaped.

1 Thisfinding provides a foundation for testing existing tobacco control intervention and
campaign ideas in Pakistan. Cuttgnthe role of family and friends is not given special
mention in the national policies on smokingseation in Pakistan. Given that the
family plays an important role in the initiation and discontinuing smoking, tobacco use
prevention and cessation inteentions should be focus on targeting the family role.

1 Itis imperative that the government and authises should establish an appropriate
anti-smoking campaign and harness the power of positive peer influences to reduce
smoking.

1 Religious leadershould be involved in disseminating information about the risks
associated with smoking such as lung cansteoke and high blood pressure.

1 Effective tobacco control requires an astnoking policy backed by wHonitored
and strictly enforced nationa¢gislation in Pakistan. In addition, doctors need to place
greater emphasis on the availability of nicotineplacement therapy provided to
smokers by the government to handle addition and motivate patients to quit
successfully.
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6.3.3 Recommendations foruture research

The systematic reviewonductedhas identified that there are a very few qualitative studies
carried outin Pakistan( 2 dzy’ RS NA ( I yhierstanKi®ysof Y &tignis@a doctors
regarding HTN managementherefore, further qualitative re=arch is recommended
includingod a SN GA2y It &iGdzRRASAa (2 SEFYAYS iraaz2oOal
consultation styles and referral decisions.

Studies are required to explore other areas such as cultural competence, consistency and
patient-centred healthcare approaches with doctors. An ethnographic study that explores
information exchange and commuation in consultations through observations and in
depth interviews with patients and doctors would provide a better understanding of what
actually occurs during the consultation, including what and how information is delivered
regarding HTN treatment iRakistan. Some of the findings that arose from the study indicated
that HTN treatment guidelines were not followed by junior doctors in Pakistareldre, for

future studies, it is vital to explore further contextual factors that affect the trainingioby
doctors and the barriers to followg HTN guidelines across various healthcare settings and
how these influence the management of hypertengpatients in Pakistarin particular, there

is a pressing need to investigate whether findings obtained fribnis study areresonatein

the rural areas of Pakistan, whenealthcareservices are more dispersed

In this study, none of the doctomnentioned the need for patients to undertake blood
pressure monitoring as a part of their HTN management and diduggest it as an important
strategy. Pakistan does not have any national or regional blood pressure screening
programmes available (Ahmad Xafar, 2005), therefore, HTN usually remains undiagnosed
unless patients visit a doctor for a routine examinatiorddo have their blood pressure
checkedFuture studies should look at treglvantages anBarriers to routine blood pressure
monitoring as arrently people are diagnosed after seeking help for symptoms or consultation
for other health issues.

6.4 StudySrengths andLimitations

This is one of few qualitative studies in Pakistan that provides -@epth insight into the
beliefs of patients awell as doctors with regard to HTN and,riianagementA large amount

of data was collected during the study andetresearch design was strengthened due to my
language skills and sharing a similar professional background with doctors. My abilityko spea
Urdu and Punjabi fluently helped me to establish a good rapport with the study participants.
Additionally, acknowldging my position as a Pakistani qualified medic, doctors demonstrated
an interest in the study and felt comfortable sharing their experesin interviews.

In common with any research study, there were several limitations that should also be
recognisedThe participants were recruited from two cities in Pakistan, therefore the sample
was not representative of all hypertensive patients amttdrs in Pakistan. Nevertheless, as
the hospitals were typically representative of hospitals across Pakistan, [matvweere
recruited with a range of demographic characteristics, so the findings should be of wider use.
It is also important to be mindfulfahe limitations which may arise from using-depth
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interviews.As noted by Lawton (2003) interviews may inviteaatioular kind of account in
which people may be more concerned with presenting themselves in a socially favourable
light than conveying tair beliefs and behaviours in literal and direct ways. Therefore,
ethnographic approaches using observation coul@imployed in future work to find if there

are any discrepancies between what participants say and what they actually do, in particular,
obseavation of consultations.

The study findings may be relevant to other Asian populations. Although when applying the
findings from this study to other populations, it is important to note that patients in this study

were from urban areas and included hyparsive patients who were already diagnosed with

HTN and on prescribed treatmem{s a Pakistani qualified medic,dchmy own set of beliefs

about HTN treatment, causes and management. In order to counteract any potential bias, |
constantly reflected on ® GKAY ({Ay3 | 62dzi GKS SELISNASyOSa
beliefs they held.

6.5 Conclusion

The present studys one of the few qualitative studies to offer insights irtgpertensive

LJ- G A Belefs, o8k of the first studies texploreR2 O 2 NE Q 0 S farld$h€ first | 6 2 dzi
dddzReé G2 LINRPOGARS | 02 YL} NR & Bejfefs egidiaggSITN LI G A
management in Pakistan. ©hstudy complements and adds to the existikigowledgeon

pail A Sy (i & Q QundéistaRdh@régardiBmanagement of HTNd provides a detailed

picture of how beliefshapeattitudesanddecision makingAdditionally, thestudyhighlights
iYLRNIIFIYd RAFFSNBYyOSa 06Si6SSy R2Cdgendtat | y R LI
showthe urgent need foeducating andraining doctors in patiententred care.

It is evident that raising awareness about HaNongstthe Pakistan populatiors essential;

however, doctors musfirst recognise a patient's worldview to better understand the
meaningsbehind LJ- (i A Keglth de€lsions. This should focus on what matters most to a

patient (their personal goals) and the suppthey necessitateto manage their condition

Therefore the interactiors between patiens and doctos needs to be considered as one of

the main building blocks towards establishing an effective care plan forlHRN .interaction

is effective and meangful it could positivey affect the outcome throughimproved HTN

control, fewer complications andbetter well-being Docto@ Uhderstanding othe difficulties

patients face and how they navigate the iliness in tleseryday lifeis a basis for being able

to facilitate an impreed healthcareexperienceTo concludesuccessful HTanagement

will rely on doctor willingness tengagelJl (i A i gvéryds®@p of disease journeyp form a
doctor-patient teamin orderto achieve the agreedoals
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