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ABSTRACT

Introduction In Nepal, one-fourth of the adult population
has hypertension. Despite provision of comprehensive
hypertension services through the primary healthcare
system, huge gaps in treatment and control of
hypertension exist. Our study explored the individual,
interpersonal, health system and community-level barriers
and facilitators affecting hypertension management in
urban Nepal.

Methods We used a qualitative methodology informed by
Kaufman’s socioecological model, conducting focus group
discussions with hypertension patients and their family
members. In-depth interviews with hypertension patients,
healthcare providers and municipal officials were also
conducted.

Results We found that inadequate knowledge about
hypertension and harmful cultural beliefs hindered
effective treatment of hypertension. Interrupted medical
supply and distrust in primary healthcare providers
affected the poor’s access to hypertension services. Poor
communication between family members and gender
norms affected adaptation of treatment measures.

This study emphasised the role of family members in
supporting patients in adhering to treatment measures and
rebuilding community trust in primary healthcare providers
for better access to hypertension services. The findings
guided the development of a manual to be used by
community health workers during home visits to support
patients to control high blood pressure.

Conclusion The study highlights the importance of
integrating various aspects of care to overcome the
multiple barriers to hypertension management in urban
settings in low-resource countries. Participatory home
visits have the potential to empower individuals and
families to develop and implement feasible and acceptable
actions for home management of hypertension through
improved adherence to antihypertensive medication, and
behaviour change.

INTRODUCTION

One-third of the world’s 30-79-year aged
population have hypertension (1.28billion),
and two-thirds of them live in low and
middle-income countries (LMICs).! Huge
gap exists in the management of hyperten-
sion, particularly in LMICs, including Nepal.

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Interplay of individual, interpersonal, health system
and community factors determine effective man-
agement of hypertension.

WHAT THIS STUDY ADDS

= Despite availability of hypertension services poor
and elderly patients had poor access.

= Inadequate counselling to address wrong beliefs
and misconception regarding hypertension hindered
effective control of blood pressure.

HOW THIS STUDY MIGHT AFFECT RESEARCH,
PRACTICE OR POLICY

= To rebuild trust in primary healthcare facilities
through improved counselling skills of healthcare
providers and ensuring regular supply of hyperten-
sion medication.

= To support individuals and family members in self-
manage hypertension while encouraging routine
physician follow-up for cost-effective management
of hypertension without burdening the tertiary care.

A meta-analysis of surveys from 2005 onwards
reported 30% of the patients with hyperten-
sion were on treatment and 10% were able to
control hypertension in LMICs.” In Nepal, a
quarter of the adult population have hyper-
tension and only 28% were aware of their
diagnosis, 11% of those diagnosed were on
treatment and 4% had their blood pressure
under control.?

Medication adherence, self-monitoring
of blood pressure and lifestyle interventions
have been effective in controlling blood pres-
sure and reducing the incidence of cardio-
vascular events.* Despite evidences on the
effectiveness of lifestyle measures and antihy-
pertensive medication, hypertension manage-
ment remains challenging.”” Understanding
of the complexity in managing hypertension
demands a holistic approach considering the
individual, and structural factors and how
their interaction affects patient pathways.
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Individual’s beliefs or perceptions such as patients’
understanding of the causes, symptoms, course of illness
and effect of treatment affect adherence to behaviours
related to hypertension management.® ? Additionally,
exploring the social context is important to understand
patient behaviourism. Literature on behaviour change
theory'’ indicates that individuals and families can imple-
ment new knowledge for behaviour change when educa-
tion interventions are combined with improvement in
contextual factors. Despite the crucial role family has
in assisting hypertension patients adhere to healthy
behaviours,"" ¥ medication and follow-up visits" their
perspective on perceived facilitators and barriers are not
sufficiently explored in urban Nepal.

Literature shows individual-level barriers such as poor
knowledge about hypertension and its complications,
difficulty sustaining lifestyle changes and comorbidi-
ties hinder blood pressure control.'* '> However, posi-
tive relationships with healthcare providers and family
encouragement for lifestyle changes facilitate hyperten-
sion management.”’ Lack of community resources for
lifestyle changes and self-monitoring of blood pressure
are known community-level barriers.'” Inadequate infra-
structure, unaffordable medication, inadequate time and
incentive for counselling and poor adherence to guide-
lines contribute to poor management of hypertension.'®
These challenges relate to the design and the responsive-
ness of the health system to patient’s needs in controlling
hypertension. Also, there is insufficient contextual litera-
ture from urban Nepal on strategies to reach families in
supporting patients adhere to proven treatment measures
for hypertension.

Therefore, in this study, we explored facilitators and
barriers affecting hypertension control in urban Nepal.
The individual as well as community level facilitators
and barriers that interact with the health system to affect
hypertension control were explored and used to inform
the design and implementation of a comprehensive
approach to hypertension management intervention in
urban Nepal.

RESEARCH DESIGN AND METHODS

Study design

We applied an exploratory qualitative research design
using focus group discussions (FGDs) and in-depth inter-
views (IDIs) for data collection. Kaufman’s socioecolog-
ical model'” guided the study in understanding the facil-
itators and barriers to different aspects of hypertension
control from the perspectives of different participants,
including hypertension patients, their family members,
primary healthcare providers, municipal official and
ward representative. The socioecological approach has
previously been used in understanding factors predicting
cardiovascular risks in the USA'™ and behaviourism
promoting physical activity and healthy eating in the
United Kingdom." It is acknowledged to provide a thor-
ough understanding of complex health problems guiding

development of interventions to promote health.”” The
consolidated criteria for reporting qualitative research
checklist were followed in reporting the study findings.”'

Study setting

Budhanilkantha municipality is in Kathmandu valley,
the capital of Nepal, and has a population of nearly 180
000.% Tt is inhabited by the locals who have been living
here for several generations and those who have moved
and settled from other parts of the country. The adult
literacy rate (82.1%) is higher than the national average
(67.1%).* Urban areas like Budhanilkantha have one
of the highest prevalences of hypertension (28.4%) in
Nepal **

Budhanilakantha municipality runs four types of
primary healthcare facilities, one municipal hospital,
six health posts, two urban health centres and two basic
health centres. There is a wide array of private pharma-
cies and hospitals within the municipality and several
private and public specialised hospitals nearby. The basic
and the urban health centres provide counselling, blood
pressure measurement, primary treatment, including
medication, referral and follow-up services for hyperten-
sion. In addition to these services, health posts provide
basic pathology lab services.

Participant recruitment

Hypertension patients (n=36) and family members (n=33)
were purposively recruited with aims to explore facilita-
tors and barriers to hypertension management from the
individual, family and social level. Healthcare providers
from government (n=8) and private (n=4) health facili-
ties, municipal official (n=1), ward representative (n=1)
were conveniently sampled for interviews to explore facil-
itators and barriers to hypertension management from
health system perspective. To explore heterogeneity in
patient and family members’ experience young and old
(patients 42-89 years; family members 20-90 years), of
both genders as well as individuals from different ethnic-
ities were recruited.

We contacted and scheduled a visit to all public
health facilities. During the visit, healthcare providers
primarily responsible for providing hypertension care
were interviewed. There are a limited number of health-
care providers in primary healthcare setting, and inter-
viewing one from each facility was sufficient to gain
understanding of healthcare delivery from that facility.
We took appointments with municipal health official,
and ward representative before visiting their office for
interview. The healthcare providers and ward representa-
tives were requested to link us with hypertension patients
and family members. They gave us contact information of
the community volunteers who helped us recruit hyper-
tensive patients and family members from the commu-
nity. The private healthcare providers were recruited
from health facilities frequently mentioned by patient
and family members during interviews. None of those
approached refused participation. A signed informed
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Table 1 Data collection techniques and participants

In-depth
interviews

Focus group

Respondent type discussions

Hypertension patients, n 3 8
Family members, n 4
Public healthcare providers
Physician, n
Paramedic, n 4
Nurses, n
Private healthcare providers
Physician, n
Paramedic, n
Pharmacist, n
Municipal official, n

—_ = [N | = =

Ward representative, n
Total 7 22

consent was taken from the participants. The informa-
tion sheet was read to the illiterate participants before
taking a thumbprint.

Data collection
Two female researchers (SaB and SwB), with more than a
decade, experience in qualitative research conducted the
interviews and focus groups. Recruiting participants with
support from healthcare providers might have encour-
aged participants to expect the researchers to be care
providers or higher level authorities coming to monitor
hypertension care provision. However, it was explained
to the participants that none of the researchers was care
providers or was in a position to influence health service
delivery.

Data were collected between January 2022 and June
2022, using FGD and IDI guides with different groups of
study participants as shown in table 1. Data were collected
on a time and place chosen by the respondent.

1. FGD: we planned for four FGDs with hypertension
patients and family members, which are considered
sufficient to achieve code saturation gaining a com-
prehensive understanding of a range of new issues.”
We were only able to conduct three FGDs for hyper-
tension patients as it was challenging to collect them
to one place due to distance and work priorities. For
the FGDs, the participants were either invited to the
health facilities or other community spaces.

2. IDIs: we conducted eight individual interviews with
hypertension patients to supplement FGD data.
Interviews with hypertension patients were conducted
in their home and healthcare providers, municipal of-
ficial and ward representative in their workplaces.
Kaufman socioecological model guided development

of the tool and discussion with participants.'” The model

held that patients’ behaviour is influenced by individual,
and environmental factors and their interaction.'” FGDs

and interview guides were developed by SBW with feed-
back on the draft from all the authors. SwB pretested the
guide in a nearby municipality. Interviews and FGDs were
conducted in Nepali language, lasted between 30 min
and 45min and were audio-recorded. After each FGD
and interview, SaB and SwB discussed the findings noting
new emerging themes and gaps in information and
adjusted the guide accordingly. Examples of open-ended
questions used for patients and family members: ‘What
do you understand about hypertension?’, “What went
through your mind when you/your family member—
were told you had hypertension?’, “‘What factors affected
in management of hypertension?’” ‘What would help
you to better manage hypertension?, What support do
you receive/How do you support—in controlling blood
pressure?

Example questions for healthcare providers, municipal
official and ward representative were: ‘How successfully
is hypertension managed in the community?’, ‘What
measures are taken to improve quality of hypertension
services?’, ‘What community resources are available for
patient to control blood pressure?’ and ‘What problem
have you run into ensuring access to hypertension
services?’

Data management and analysis

The audio recordings of the interviews and FGDs were
transcribed verbatim. SaW and SwB both knowledge-
able of the socioecological model inductively coded
four transcripts (two healthcare providers’ interviews
and two hypertension patients FGDs) and compared
codes achieving an intercoder reliability of 82.8%. Inter-
coder reliability was assessed for better reflexiveness
and dialogue within the research team and to ensure
quality of results.”® Coding 10% of transcripts of different
respondent types and an intercoder reliability higher
than 80% is considered reasonable.”® The disagreement
in coding was discussed and mutually agreed before final-
ising the codebook. Then, SwB used the final codebook
to code the remaining transcripts using dedoose quali-
tative data analysis software. When new codes emerged
during coding, they were discussed before adding them
to the codebook. New codes were added four times, and
every time a new code was added, previously coded tran-
scripts were reviewed. The emerging codes were summa-
rised into categories in relation to the (1) individual (2)
interpersonal (3) health system and (4) community-level
factors affecting hypertension management. Descriptive
write up and main interpretations were done by SaB and
shared with all the team members for discussion, valida-
tion and adjustment.

RESULTS

The characteristics of the study participants are shown
in table 2. Patients with hypertension were on average
56 years old and family members were on average 42
years old. Majority of the participants were women (64%
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Table 2 Characteristics of study participants

Hypertension patients

Family members

Focus group
discussion (N=28)

In-depth interview
(N=8)

Total (N=36)

Focus group
discussion (N=33)

Characteristics
Age mean years (+SD) 57.8 (14.9)
Age group
<45, (%) 6 (21)
45-55, n (%) 6 (21)
>55, n (%) 16 (58)
Sex
Male, n (%) 10 (36)
Female, n (%) 18 (64)
Ethnicity
Advantaged group Brahmin/Chettri, n (%) 6 (21)
Newar (traditionally engaged in trading), n (%) 9(32
Indigenous (Tamang/ Magar/Gurung), n (%) 8 (29)
Disadvantages group (Dalits), n (%) 5(18)
Education
No education, n (%) 19 (68)
Primary, n (%) 2(7)
Secondary, n (%) 3(11)
High school and above, n (%) 4(14)
Occupation
Farming, n (%) 1(4)
Formal employment, n (%) 2(7)
Homemaker, n (%) 15 (53)
Business, n (%) 3(10)
Retired, n (%) 1(4)
Unemployed, n (%) 5(18)
Unskilled labour (physical labour), n (%) 14
Place for seeking hypertension care
Government health facility, n (%) 4 (14)
Private pharmacy, n (%) 17 (60)
Private hospital, n (%) 7 (26)
Family history of hypertension
Yes, n (%) 17 (60)
No, n (%) 11 (40)
Currently taking medication
Yes, n (%) 19 (68)
No, n (%) 9(32)

Relationship with patients
Spouse, n (%)
Father, n (%)
Mother, n (%)
Father-in-law, n (%)
Mother -in-law, n (%)
Others, n (%)

patients and 88% family members), Newar ethnicity
(28% patients and 48% family members) and home-
makers (53% patients and 73% family member). Most
of the patients had no formal education (56%) and 39%

50.5 (17.0) 56.4 (15.4)  41.5(12.8)
4 (50) 10 (28) 22 (67)
2 (25) 8(22) 5 (19)
2 (25) 18 (50) 6(18)
3(37) 13 (36) 4(12)
5 (63) 23 (64) 29 (88)
3(37) 9(25) 4(12)
1(13) 10 (28) 12 (37)
4 (50) 12 (33) 16 (48)
0(0) 5 (14) 1@)
1(13) 20 (56) 5 (15)
1(13) 3(8) 7(21)
2 (26) 5 (14) 13 (39)
4 (52) 8(22) 8 (24)
1(13) 2 (6) 1(3)
1(13) 3(8) 1(3)
4(52) 19 (53) 23 (73)
1(13) 4(11) 2 (6)
1(13) 2(6) 2 (6)
0(0) 5(13) 2(6)
0(0) 1(3) 1)
0(0) 4(11)
6 (75) 23 (64)
2 (25) 9(25)
0(0) 17 (47)
8 (100) 19(53)
6 (75) 25 (69)
2 (25) 11 (31)
12 (37)
2(6)
4(12)
2 (6)
11 (33)
2 (6)

of family members had secondary education. Most of
the patients had a family history of hypertension (47%),
were currently taking antihypertensive medication (69%)
and sought hypertension care from private pharmacies
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Facilitators
Availability of services
Convenience to reach health
facility
Free services

Barriers
Uncertainty of medicine
availability
Distrust with primary healthcare
providers
Weak linkage for routine follow up

Community

Facilitators
Gender roles
Barriers
Social norms and beliefs
Inability to improve
socioeconomic access

Interpersonal

Facilitators
Family support
Physician endorsement
Barriers
Poor family communication
Peer pressure

Figure 1

(64%). Most of the interviewed family members were
spouses (37%) or mother-in-law (33%). Most healthcare
providers were women (58%) and paramedics (42%)
(data not shown). Both the municipal official and ward
representative were men (data not shown).

Facilitators and barriers to hypertension management

The barriers and facilitators to hypertension manage-
ment were synthesised triangulating the perspectives of
the hypertension patients, their family members, health-
care providers and municipal representatives. Figure 1
summarises the facilitators and barriers at individual,
interpersonal, health system and the community level that
emerged from the data. Knowledge was both a facilitator
and a barrier, patients having knowledge adopted healthy
behaviour, whereas patients with inadequate knowledge
had poor adherence to antihypertensive medication.
Inadequate knowledge also augmented social norms and
beliefs regarding treatment measures affecting blood
pressure control. Family support facilitated hypertension
management, but its facilitating role varied with the level
of interactions between family members.

Facilitators to hypertension management

Individual-level facilitator

Knowledge

When patients and family members were aware of the risk
factors and hypertension control measures, they reported
to adopt healthy behaviours. Drinking alcohol and eating a
lot of oily food affects our blood pressure... we should limit what
we eat—an 89-year-old male patient.

My mum (hypertension patient) preferred home
remedies...eating bitter gourd to control blood pres-
sure, but when she learned taking one medicine does
good ... she has been taking medication regularly for
fouryears—an FGD family members

Facilitators

Knowledge
Barriers

Inadequate knowledge
and ignorance
Fear of having to take
medication for life
Old age

Multi-level facilitators and barriers to hypertension control.

Interpersonal-level facilitators

Family support

Patients who had family support had better adaptation of
blood pressure reduction measures. For example, families
encouraged healthy diet and modified cooking practices
to adapt with the necessary dietary modification required
for the hypertension patients. They (family members) keep
telling me you shouldn’t eat this and that,.... don’t eat oily and
Jried food—a 43 years male patient.

We have reduced the amount of salt when cooking
food—an FGD family member

Physician endorsement

Primary healthcare providers expressed hypertension
patients came for follow-up care when their competence
is validated by physicians in tertiary hospitals. Sometimes
they (patients) come back (for follow up) and tell us doctors in
hospital told them we (primary healthcare provider) saved their
life by referring them on time to hospital—a public healthcare
provider.

Health system-level facilitators

Availability of services

Availability of multiple services including physician
consultant, medication titering and laboratory facilities
in the same health facility was a major facilitator as it
saved patients and family members time in seeking hyper-
tension care.

Convenience to reach health facility

Proximity and convenient opening hours facilitated
patients to go for routine blood pressure monitoring.
I would go to a private pharmacy nearby, the public health
Jacility opens late and closes early—43-year old male patient.
Convenience was particularly important for older patients
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with mobility problems. ... as long as mum (patient) is able
to walk, we go to the pharmacy nearby—an FGD family member.

Free services

Most healthcare providers reported that provision of free
blood pressure monitoring, counselling and antihyper-
tensive medication encourages patients to use service
from public primary healthcare, particularly among poor
and elderly patients. Those from low socioeconomic status...
elderly who have no children to take them to hospitals, and those
who don’t have money to buy medicine come here (pubic primary
healthcare facility)—a public healthcare provider.

Community-level facilitator

Gender roles

Incorporating healthy behaviour into their daily routine
was easier for men than women because men in Nepali
society have lower responsibility for household chores
and hence have more time for leisure. Furthermore, it
is also more culturally acceptable for men to do physical
activity. Qur father gets up in the morning, he is careful about
what he eats... he goes for walks—an FGD family member.
Particularly, the men who are retired followed healthy
behaviour because not having a daily job provides them
time to focus on their health. [ have reached a certain age
now, so I go for a walk in the morning, do not take much stress
and eat less oily and salty food to balance the pressure—a male
FGD patient. In contrast Nepali women have responsibili-
ties of household chores, resulting in less or no time and
have social restriction for mobility. I don’t exercise... I don’t
have time.... I am busy... go there, do that, just like thal—a
female FGD patient.

Barriers for hypertension management

Individual-level barriers

Inadequate knowledge and ignorance

Ignorance about hypertension and its management can
delay seeking care and adopting control measures. Many
admitted that they do not regularly check their blood
pressure because of not having symptoms. When I have
headaches, feel dizzy and have breathing difficulty... I go to a
private pharmacy to check my blood pressure—45 years female
patient. Some patients who are on antihypertensive medi-
cation thought that they could stop medication after
following a healthy lifestyle. I used to take antihypertensive
medication when I had headaches. After oneyear I discontinued
and began doing exercise—an FGD patien. While patients
had the perception that antihypertensive medication
alone was sufficient to control high blood pressure. Hyper-
tension patients drink alcohol, eat oily food alongside medicine.
They believe nothing is needed when you are taking medicines—
an FGD patient. Some healthcare providers expressed
that their patients ignored high blood pressure because
they do not understand its consequences. It is very difficult
to make them understand...... we ask them to go to see a doctor
they ignore—a private healthcare provider. Some patients
reported that they delayed treatment believing high
blood pressure to be fleeting and can be reduced easily

through dietary adjustment. I didn t take medicine, because I
thought that I could just stop drinking coffee and salty packaged
food...—42-year female patient.

Fear of having to take medication for life
Most patients and family members delayed initiating anti-
hypertensive medication fearing having to take medica-
tion for life. When the doctor told us to start medication and
that it must be taken every day (for life), we were scaved...—an
FGD family member. Patients considered medicines to be
harmful and taking it everyday a nuisance. We don’t want
to take medicine, after all medicines are chemicals ... I feel our
body should not be exposed to harmful chemicals ....also I forget
taking medicine because.... I don’t want to take it, but I guess
I need to start taking it as there is no other way—a 44-year
female patient. Also, patients with low knowledge on
benefits of taking medication had interrupted medica-
tion adherence. I didn’t want medication,...but started again
after threeyears and left once more .... I didn’t think medica-
tion is necessary—an FGD patient. Even after multiple
encounters with healthcare providers fear of medication
remained affecting optimal medication adherence. She
(hypertension patient) has high blood pressure for many years
. she usually maintains her diet.... but takes hypertension
medicine when she has headaches that are intolerable—an FGD
family member

Old age
Some older patients refrained physical exercise fearing
it to be too arduous. ke sometimes goes for walk ...... but he

Jears his body and knees will not cope excercise—an FGD family
member

Interpersonal-level barriers

Poor family communication

Poor communication within family regarding hyperten-
sion and adherence status negatively affected medica-
tion adherence because family members would not know
medicine ran out or reminded patients to take medica-
tion. It has been 3 weeks since I stopped taking medication but
no one in my family knows, if they know they will scold me—44
years female patient. Poor communication also made it
difficult to do the necessary dietary adjustments. I have
high (blood pressure), my wife has low, it is difficult to balance
(diet) so we don’t bring it up...—an FGD patient.

Peer pressure

Peer pressure to drink alcohol and unhealthy food during
gatherings often demotivated hypertension patients to
follow healthier lifestyle. Drinking and eating happens,....
when friends coax us. They say if you drink a little or eat just for
oneday. ... nothing will happen—an FGD patient.

Health system-level barriers

Uncertainty of medicine availability

Gaps in antihypertensive medication at the primary
healthcare facilities delayed treatment of hypertension
patients. Many patients did not go to public facilities
because they think that antihypertensive medication
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is not available. do they (public health facilities) give hyper-
tension medication?....if we had known we would definitely
go there—an FGD family member. Some patients do not
go for refill because of their previous experience of not
being able to receive medication.

Distrust with primary healthcare providers

Primary healthcare providers expressed that the
services were underutilised because patients and family
members’ do not trust on their competency. People in
the community think we know nothing,... they want to consult
with a heart specialist—a public healthcare provider. Lack
of trust often arise because of irregular supply of anti-
hypertensive medication at the health facility when they
come for refill. Patients reported the lack of trust due
to poor behaviour of primary healthcare providers and
through that they compromise with the quality of hyper-
tension services. They (public primary healthcare providers)
were not keen on providing services.... ignoved my mother
(patient) I got angry and shouted at them—an FGD family
member.

Weak linkage for routine follow-up

The ward representative expressed that patients were lost
to follow-up at the primary level care because they did not
receive proper counselling in hospitals. Patients don’t come
to health centres...due to the high volume of patients, doctors in
hospitals do not have sufficient time to explain treatment options
and follow up care—the ward representative. Only on rare
occasions, hypertension patients with ongoing relation-
ships with primary healthcare providers returned for
counselling, follow-up care and medication.

Community-level barriers

Social norms and beliefs

Family members believed that inclination towards socially
accepted norms and beliefs regarding home reme-
dies (eg, eating bitter gourd) to control blood pressure
interfered with hypertension treatment. He (hypertension
patient) ate boiled bitter gourd, or anything bitter, ...bitter food
to reduce blood pressure level at first ...it didn’t work so started
medication—an FGD family member. An elderly patient
expressed that the lifestyle modification required unat-
tainable self-discipline. If people are ... religious and spiritual
like ‘saints’,.... having a lot of self-control... then blood pres-
sure would be under control—89-year-old male patient. Such
fatalistic notion deter patients from even initiating behav-
iour change.

Inability to improve socioeconomic access

As expected, poor and elderly patients with comorbid
conditions had poorer access to medication. When you
have both diabetes and hypertension, it is very difficult, medi-
cines are so expensive most of us can’t afford to buy them—FGD
family members. Though government provides some
funds to underprivileged, healthcare providers have
difficulty recommending patients due to absence of a
well-defined process to identify the poor (eligible). We
are unable to support them (poor) because we are not from this

community; we don't know whose economic condition is what—a
public healthcare provider.

DISCUSSION

Several barriers and facilitators affecting hypertension
management in urban Nepal were explored to inform
the implementation of comprehensive approaches to
hypertension management intervention. The major facil-
itators were, knowledge about risk factors and control
measures motivating patients to adopt healthy lifestyle
at individual level, family support at interpersonal level,
availability of hypertension services at health system level
and gender role enabling men to adopt healthy lifestyles
at community level. Several important barriers were iden-
tified such as inadequate knowledge affecting medication
adherence at individual level, peer pressure and poor
family communication at interpersonal level, distrust in
primary healthcare providers at the health system level
and misconceptions regarding treatment at the commu-
nity level. These findings have implications for future
community interventions seeking to engage patients and
families for hypertension control in Nepal and in similar
LMICs, and we discuss these below.

We found that the individuals with adequate knowledge
on hypertension were motivated to adopt healthy life-
styles and adhere to medication, which is also reported by
previous studies from Nepal® ** and LMICs.*™ Consis-
tent with findings from previous studies, motivation to
adopt healthy lifestyles waned after starting medication
in part due to insufficient knowledge about treatment
measures.” * *' * Patients and families could benefit
from understanding the value of antihypertensive medi-
cation, and medication in tandem with lifestyle measures
giving the best health benefit. Receiving information is
insufficient to adopt healthy behaviours for blood pres-
sure control.” *® Paulo Freire’s empowering education
approach® engaging families over a period of time to
critically analyse problems and its causes to develop and
implement prioritised behavioural actions have been
successful in managing chronic conditions.™

Intersections of age, gender and income affect patients’
ability to manage hypertension.” We found that elderly
patients refrained from physical activity equating it to
vigorous exercise, while female patients were unable to
allocate time. In Nepal, women are primarily responsible
for unpaid housework (cooking, cleaning, washing, shop-
ping) spending on average 268 min per day in compar-
ison to 56 min per day spent by men.* Tailoring physical
activity to patient capacity may boost confidence in incor-
porating physical activity to control blood pressure.*'

Adherence to antihypertensive medication is one of
the keys to effective management of hypertension.**™**
Non-adherence to antihypertensive medication increases
the risk of complications such as cardiovascular diseases
(heart failure, myocardial infarction and stroke), which
are increasing in Nepal.* The cultural belief that medi-
cines are mainly for curing severe diseases and not for
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reducing high blood pressure, an asymptomatic condi-
tion*® has created delays in initiation and discontinuation
among those who initiated in our study.

A strong belief in home remedies such as eating
bitter food to reduce blood pressure delayed or caused
discontinuation of medication. Previous studies have
also reported preference for home remedies to manage
hypertension and other chronic conditions in Nepal®’ %
and LMIC.”' ¥ Preference for home remedies is due
to their easy availability, perceived safety and endorse-
ment from family and friends.?” Misconception found in
our study may be due to the high proportion of illiterate
patient participants. Illiterates usually have poor access
to information and knowledge,* impending timely treat-
ment and control of hypertension and its complications.*
Increased knowledge on the benefits of medication could
counteract the negative consequences of misconception.

Our study found patients receiving family support
were able to adopt healthy lifestyles. Family support
in ensuring recommended diet was also reported in a
previous study from India.*’ It is an important factor for
patients’ blood pressure control.”® Improved interaction
and providing authentic information to patients and
family could enhance hypertension control. For example,
family reminding patients to take medicine is known to
improve adherence in South Asian countries.”* However,
the changing attitudes towards elderly and declining
intergenerational support in Nepal™ highlight further
research on family’s role in providing hypertension care.
Also, families may be forced to prioritise the needs of
breadwinners as opposed to elderly.”! The adult children
and spouses as caregivers can be key stakeholders in the
intervention, and they can play an active role in helping
patients in monitoring blood pressure and adhering to
medication and healthy behaviours.

The health system’s inability to identify poor obstructed
socioeconomic access to hypertension care. Poor patients
may not have the financial resources to seek care and
medicines.”” *® Reliable estimates of poverty are the
basis for inclusive healthcare. Also consistent with
previous studies from LMIC,* > % patients distrusted
the competency of primary healthcare providers. When
patients doubt the quality of healthcare, they self-refer
overcrowding the tertiary care.”® The cost of travel and
high fees at the tertiary care burden patients from low
socioeconomic status.”® Studies from Nepal have shown

patient discontinue treatment due to high cost of medi-
cine and diagnostic tests.”” Hypertension services in the
public primary healthcare facilities are free, therefore
ensuring uninterrupted supply of antihypertensive medi-
cation, and training healthcare providers on treatment
protocols can improve access. Trained primary health-
care providers can personalise counselling based on
patients’ blood pressure measurements,” and regular
positive interaction can help instate trust in the primary-
level care.

Positive patient—provider interactions are important for
hypertension management.”” Our study identified poor
patient counselling negatively affected patient follow-up.
The high volume of patients in LMIC health centres is
not conducive for positive patient—provider interaction™
in lack of healthcare provider time and space. Patients
not receiving counselling are likely to be non-adherent
to treatment and routine follow-up.” * ** % In Nepal,
the female community health volunteers have tradition-
ally channelled health information to the community.”
Female community health volunteers may find partici-
patory discussion difficult to implement,” but there is a
possibility to leverage on the existing approach to bridge
patient-provider communication gap by recruiting
trained nurses for a comprehensive approach to hyper-
tension management. Flexible and tailored approaches
considering individuals’ and family context are important
when developing and implementing hypertension
intervention.

Our results provide insights which can be applied glob-
ally. Research from other LMICs also show that adequate
knowledge on hypertension services motivates patients
to adopt treatment measures,””™ and that addressing
misconceptions® * and continued family support™ *
contribute to sustained behavioural changes. Rebuilding
trust in primary healthcare providers™ * % is critical to
ensure access to services for marginalised communities.”
Figure 2 highlights the recommendations drawn from
our findings to guide future implementation of similar
interventions in LMICs.

Strengths and limitations

The study’s main strength was collecting the perspectives
of different stakeholders: hypertension patients, family
members, private and public healthcare providers and
municipal and ward officials to gain a comprehensive

* Multi-component intervention, such as community mobilization and health system strengthening can

rebuild trust in primary healthcare providers.

* Hypertension management requires tailored counselling considering individual’s ability, family, and

community context.

* Household visits can enable development and implementation of feasible strategies to address contextual

barriers to hypertension management.

* Engaging family members can address detrimental misconceptions to enable behavioral change to manage

hypertension.

Figure 2 Overcoming barriers to hypertension control—future perspective.
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understanding of hypertension management in the
community. Mixing different methods of data collection
provided opportunities for clarification and triangula-
tion of findings. The iterative process in data collection
to achieve code saturation to gain comprehensive under-
standing of a range of new issues is expected to provide
better internal validity. All focus groups and interviews
were conducted by the authors (SaB and SwB) from
similar cultural backgrounds as the participants. There
were some limitations too. The heterogeneous (various
socioeconomic background) sampling prevented us
from understanding the intersection between evolving
family roles, social class, gender, ethnicity, but we expect
the participatory discussion during the intervention will
allow further exploration. The findings are from a sample
within one municipality and may not be generalisable
to rural Nepal. Nevertheless, findings can be relevant
for urban municipalities in similar low resource settings
hoping to successfully manage hypertension.

Conclusion

Our study revealed the complexity of managing hyper-
tension in urban Nepal. Inadequate knowledge and
misconception on hypertension and medication affected
adherence to treatment measures. Empowering families
with knowledge on hypertension and its management
was vital to optimise family support in home management
of hypertension. The findings were and can be used in
designing and implementing interventions to overcome
the individual, interpersonal, health system and commu-
nity barriers in managing hypertension.

Patient and public involvement

Participating hypertension patients, their family
members, healthcare providers and municipal represent-
atives were informed about the objective of the study and
its implication. However, they were not directly involved
in developing research questions and study design. The
results of this study were discussed with the municipal
representatives when developing the home visit manual.
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