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HIGHLIGHTS

e Lack of awareness and underestimation of hypertension is prevalent more than a quarter of the adult world population.

e Knowledge gap about symptoms, risk factors, and management practices of hypertension are predominant among participants.
e Study participants prefer the self-management practices of hypertension without taking medication.

o Financial hardship, forgetfulness in taking medication, anxiety, and stigmas create challenges to manage hypertension.

e Comprehensive, integrated and structured intervention programs should be develop to control hypertension.

ARTICLE INFO ABSTRACT
Keywords: Background: Hypertension, as one of the main predisposing factors of many non-communicable diseases, is
Bangladesh generally underdiagnosed among women with a significant uncontrolled rate. This study explores the under-
Blood pressure standing, management practice and challenges related to hypertension among hypertensive women in rural
Challenges

. Bangladesh.
Hypertension

Management practices Methods: A qualitative study was conducted among hypertensive rural women at Kumarkhali Upazilla, Kushtia,
Qualitative study Bangladesh, using purposive and snowball sampling technique. Data was collected through in-depth interviews
Understanding among twenty-three hypertensive women until they reached saturation. Data were analyzed thematically.
Women Results: Findings of the study found that a small number of participants perceived the symptoms, risk factors,
management and treatment of hypertension based on biomedical understanding. Also, their awareness level and
adherence to preventive practices reflected a significant gap between biomedical preventive practices and local
practices. A substantial number of participants preferred home management and alternative treatment for hy-
pertension over the medication adherence and hospital treatment. This investigation revealed that poor socio-
economic conditions, such as financial insufficiency, and, gender-based negligence impacted women's percep-
tion of and practice for hypertension and resulted in risky hypertension management behaviors.
Conclusion: Based on the study, formulation of a comprehensive health education program for creating awareness,
provisioning of significant interventions services related to hypertensive care are needed. Further intensive
research is needed at the community-level to manage this chronic disease.
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1. Introduction

Hypertension is one of the notable risk factors of heart disease, stroke,
kidney failure, disability, and premature death, and already it has
reached epidemic proportions globally [1]. A higher prevalence of high
blood pressure (HBP) is responsible for a higher rate of cardiovascular
diseases (CVDs) and correlated morbidities [2, 3, 4]. According to the
World Health Organization (WHO), hypertension contributes to closely
9.4 million deaths per year [5]. It is estimated that more than 1.5 billion
people are likely to be affected with this disease worldwide by 2025 [6,
7]. Like other developing countries of South Asia, Bangladesh is also
transitioning to higher ratios of communicable to non-communicable
diseases [8] such as cardiac arrest, hypertension, and diabetes, which
leads to death, disability, and health burden for various communities and
for the country, in general [9]. The important reasons behind hyper-
tension in these regions are rapid growth of urbanization, increased life
expectancy, unhealthy lifestyle amongst, others [10]. A study conducted
from 2004 to 2014 in Bangladesh found that the pooled estimate for
hypertension prevalence was around 21 % among the study population
[8]. However, limited evidence has been found on the understanding and
the experience of hypertension among people. Moreover, their health
outcome is influenced by their knowledge about disease pattern and the
experience of becomingill [11, 12]. As a supplement to this, a significant
shortage of routine surveillance of chronic diseases [9] is missing in
studies to date.

Evidence also revealed that research on women, specifically related to
CVDs, was utterly inadequate [10]; although, hypertension was on a
regular increase among women [13]. Moreover, women typically did not
obtain the optimal management and treatment needed against hyper-
tension, and were frequently exposed to poorer health outcomes,
compared with men [14]. In comparing some nation-wide surveys in
Bangladesh, it had been found that the prevalence of hypertension was
about 18 % in general with 18 % and 17 % being men and women,
respectively [15]. Another study discovered that the overall prevalence
of hypertension was around 26 %; while 20 % was among men, and 32 %
was among women [16]. In a recent study, overall hypertension and
prehypertension among rural women were found as around 21 % and
17 %, respectively [17]. Furthermore, in comparison to men, rural
women are usually faced with less availability and accessibility to in-
formation and related sources and less exposure to media and intensive
campaigns, impacting their health outcomes. Additionally, lack of
health-care-seeking practices also prevails among women [18]. In this
connection, the prevalence of hypertension among women in Bangladesh
should not be underestimated.

Women in rural areas are even surrounded by a number of in-
equalities as a result of socioeconomic limitations and gender disparities
[19, 20]. The social determinants of health such as health care access and
quality, education access and quality, social and community context,
economic stability, neighborhood and built environment also have a
great impact on their health outcome and quality of life [21, 22]. These
social determinants define who will live longer, get sicker, and die
sooner. Again, the unequal distribution of resources and lower social status
of women within the social hierarchy paves the way for the maintenance
of health inequality. Even, these hierarchy can lead to chronic exposure
to stress, damage of tissue and end up with increased rate of illness and
unexpected deaths [23]. Hypertensive situation among women is not out
of this discussion. Like other health disparities, the disparities between
social status of men and women could affect hypertension treatment and
prevention practices.

Patients' self-management, particularly blood pressure (BP) moni-
toring, is a practical approach at reducing their BP [24, 25] and the
treatment of hypertension [26, 27]. Thus, recognition of the above fac-
tors from the perspective and experiences of the patients will lead to a
more precise understanding of the disease; which can influence the
production of knowledge related to it, and help healthcare professionals
as well [28]. Additionally, compliance with the understanding of the
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disease mechanism, having information on the proper management of
the health problems, and reducing challenges to hypertension control,
are some critical initiatives aimed at preventing the complications of
hypertension. Therefore, this qualitative study attempted to examine
women's understandings about hypertension, their experiences of
symptoms and complications related to this, lifestyle modification and
medication adherence, prevention, management practices, and the bar-
riers they faced in controlling hypertension.

2. Methods
2.1. Study design

A qualitative study design was applied using the conventional
narrative analysis approach. The study was carried out from July to
August 2019 to understand the patient perspective and the management
of hypertension and challenges facing the management of hypertension
among 23 hypertensive women. An in-depth interview was conducted
among participants to gather the data. Study participants were under-
standably prepared to share their experiences associated with hyper-
tension. It allowed a resilient exploration of participant's understanding
and coping strategies, which might not be uncovered by the quantitative
approach [29, 30]. Furthermore, employing the phenomenology
approach that entails understanding their viewpoint based on their daily
lives, has helped to investigate the patient's insights concerning their
hypertension [31].

2.2. Sample population and sampling technique

The study was carried out in a rural Kumarkhali Upazilla of Kushtia
district, Bangladesh, made up of 201 villages and about 328,457 resi-
dents, within about 79,008 households. The female population with
164,996 inhabitants constitutes about half of the total population [32].
The average literacy rate was below 40 %; with 41 % for males, and 35 %
for females [33]. Participants were selected based on their age, between
35 and 65 years, while men and non-cooperative women were excluded
from the study. Their illness was already diagnosed by doctors at the
nearest hospital and by the pharmacist. To increase the validity of
appropriate participant selection following the study context, the pre-
scription and medicine related to hypertension were thoroughly checked.
Purposive as well as the snowball sampling techniques were used, and
data was collected until saturation was reached [34]. Consequently, in-
terviews were expected to be conducted among the 30 participants
(pre-listed). Consent was taken from them before the interview to ensure
their participation. Finally, a total of 26 hypertensive women agreed to
take part in an in-depth interview (IDI). Interviewing ended after inter-
viewing 23 participants due to rich information gathered; further find-
ings were not derived from the participants' responses.

2.3. Data collection procedure

An unstructured questionnaire for the IDI was prepared in English
language, and further, it was translated into the participant's native
language (Bengali language) and reviewed by the authors. Another
expert independent translator (who had proficiency in translating
colloquial language) conducted back-translation from the Bengali into
the English language, and then again it was cross-checked by the authors
to ensure the essence of the language. Participants were encouraged to
interact and share their thoughts according to their experiences [35]. The
first part of the questionnaire included participants' details, such as age,
marital status, level of education, and profession. The second part
included IDI-related issues (Table 1), which were designed to evaluate
the participant's understanding and experiences related to hypertension,
its preventive measures, health care expectations, and challenges. Before
the data collection, the questionnaire was pilot-tested among seven hy-
pertensive women not included in the study population. It helped in
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Table 1. Interview guide.

Before being affected with hypertension, did you know about this disease?

How did you get informed about it?

How did you diagnose hypertension in your body?

Do you think hypertension as a major disease? Please explain your thoughts.

Can you please describe the symptoms you face during hypertension?

How does this disease occur? When do you mostly felt having high blood pressure?

Do you know about the predisposing factors? Can you describe it?

What kind of problems you have faced due to having hypertension? How it impacts on you?
What do you know about the severe complications of hypertension?

Can you explain the management of those complications? From where did you hear about
this?

How important it is to have proper knowledge about management of hypertension among
women? Please explain your thoughts.

Do you think hypertension can be prevented? What are the preventive measures?

What do you know about the importance of having regular blood pressure checkups?
How often and when you monitor your blood pressure?

What is the importance of a healthy diet for controlling blood pressure?

Have you tried to modify your dietary habit for preventing hypertension?

Is there any relation between obesity and high blood pressure? Can you explain your
thoughts?

What kind of medicine do you take to control hypertension? How often you are taking it?
Have you tried any alternative treatment, apart from hypertensive medicine?

Have you faced any barriers to lifestyle modification? Can you mention those issues?
What are the challenges you have faced due to being hypertensive?

What are the barriers to prevent hypertension among women?

Have you got proper hypertensive care facilities from the health care institution? If you
have faced any barriers in it, can you describe it?

What can be done to reduce the problems of hypertensive women in your area?

testing for content validity, face validity, and clarity [36]; and for addi-
tional editing in the questionnaires, as per study context.

The first author, who conducted the interviews, had previously
received training on qualitative interviews and data collection. Two
community health care providers (CHCPs) assisted her in accessing the
participants in their residents. Informed consent was written in Bengali,
and the interviewer read it out before starting each interview. They also
read statements following the Helsinki Declaration of 1975. The consent
was written about the study motives, interview duration, participant's
autonomy, confidentiality of their verbal response, and audio recording.
Additionally, they were also allowed to refuse to answer any question or
suspend the interview. When the participants agreed, they signed the
consent form. Then the interviewer stated the study topic, objectives, and
goals to the participants. Later, participants were requested to be seated
for at least 5 min, and then the arm was restfully supported in semi-
flexion at heart level [37] to check their BP. As per WHO instruction, a
Sphygmomanometer (Brand name: Omron, jpn 2) was used to measure
the BP of the participants. The BP measurement was taken to cross-check
their hypertensive problem.

Participants were encouraged to give probes during the discussion
when needed. Examples include: “What are the challenges you have
faced due to being hypertensive? Can you please elaborate on some of
them?” For the interviews, the interviewer followed the interview guide
shown in Table 1. During the whole conversation with participants,
audiotaping was carefully done for each interview. Information security
and confidentiality were meticulously maintained. The duration of the
IDI was approximately 45 min to one and a half-hours.

2.4. Data analysis
Data was analyzed by following the thematic analysis guidelines

presented by Kiger et al. (2020) in a previous study [38]. The interviews
were transcribed in Bengali by hearing the audio clips and later
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translated into English. Codes were developed from the textual data
pertaining to the study context. After critically reviewing the codes, and
based on their similarities and uniqueness, some themes and sub-themes
were identified and merged. Descriptive statistics for variables related to
socio-demographic characteristics were done by calculating frequency
distribution. To manage textual data, Microsoft Excel was used.

2.5. Data trustworthiness

Qualitative data trustworthiness, based on the parameters such as
dependability, credibility, confirmability, and transferability [37] were
ensured in this study [39]. For example, to better understand their ex-
periences, the interviewer engaged the study participants in discussion
after careful and intensive rapport building. After data collection, the first
author also discussed the reviewed data with the CHCPs serving as
healthcare providers in rural areas. It helped assess the data consistency
respective to their culture and finding the scenario of available health-
care facilities in those areas according to their commentary. Data credi-
bility was done by pretesting the questionnaire, using continuous data
comparison [28], spending intensive time in the field, and regular
debriefing sessions of the interviewer with other team members. The rest
of the authors reviewed the interviewed data and records and measured
coding accuracy and inter-coders’ reliability to verify the data depend-
ability. Data confirmability was maintained by the organized collection
and management of the data and regular investigator's meeting. To
ensure data transferability, two sampling techniques and data saturation
methods were applied. The final research documents were reviewed and
approved by the authors with the institutional review board of
“Biosafety, Biosecurity, & Ethical committee” at Jahangirnagar Univer-
sity, Dhaka, Bangladesh.

3. Results

A total of 23 women participated in the study, of which most of the
women were married (around 91 %) and housemakers (around 74 %).
Educational status was below the satisfactory level, since about 43 % of
participants were illiterate, and 30 % had primary education only.
Detailed information about the socio-demographic characteristics of the
participants is presented in Table 2.

Three major topics were derived from qualitative analysis of the data.
These topics described their knowledge and experiences associated with
hypertension managements that they practiced and their challenges in
controlling this health problem. Themes and sub-themes of the study are
displayed precisely in Figure 1.

3.1. Theme 1: patients’ perception of hypertension

3.1.1. Awareness of hypertension and its causes

The participants were all diagnosed with hypertension, so almost all
of them were aware of it as a disease. However, excluding three partic-
ipants, none of the other women were accustomed to the term ‘hyper-
tension.” Rather, they perceived it as ‘increased pressure or high
pressure.” The acceptable BP range (120/80 mmHg) was unknown by
most of them. While participants were asked about the likely causes of
hypertension, they spoke of not being briefed on the disease's mecha-
nism, rather they knew about the probable influential factors which were
accountable for increasing their BP. The experiences of one of the par-
ticipants were as follows:

‘I usually have much concern about my family and my children. I keep all
the pieces, and nobody's here to help me. I think when I feel stressed, high
blood pressure occurs inside me.’ [IDI-22, Age-53]

Other hypertensive women expressed similar sentiments, and a
particular participant said the following:
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Table 2. Background characteristics of participants (N = 23).

Indicators Category Number (n %)
Age group (Years) 35-39 1 (4.35)
40-44 1 (4.35)
45-49 4 (17.39)
50-54 9 (39.13)
55-59 6 (26.09)
60-64 2 (8.70)
Education Illiterate 10 (43.48)
Primary 7 (30.43)
Secondary 2(8.70)
Higher secondary or above 4(17.39)
Marital status Married 21 (91.30)
Widow 2 (8.70)
Occupation Teacher 1 (4.35)
Housewife 17 (73.91)
Field level health worker 2 (8.70)
Cleaning services at school 1 (4.35)
Domestic worker 2 (8.70)

‘I don't know a lot about why I became affected by this health problem. I
did not have it before [...]. But I guess when I don't eat my meal properly,
my BP gets high.’ [IDI-4, Age-50]

A majority of the participants were unaware that genetics has a role to
play in hypertension [40]. They had no idea about the mechanism of
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action of hypertensive medicine to reduce their BP. Though some par-
ticipants perceived this disease as a common problem, they were also
distressed about it, because they often faced a recurrence of hypertensive
events. However, the perception level varied among the participants; but
they were interested in finding out more about this disease.

3.1.2. Sources of information and diagnosis of the disease

Participants gained information about hypertension from different
sources, such as hospital doctors, pharmacy medicine sellers, relatives, or
neighbors. Many participants expressed that they were not aware of the
symptoms that happened to them. After being influenced by the sug-
gestions of the surrounding people, they went to the hospital. Hence, this
disease was diagnosed by the hospital doctors and others by the nearby
pharmacy. However, this was a common occurrence among hypertensive
women:

I felt illness in my body, but I never checked my BP before. One day, my
son took me to hospital, and there I measured my BP and came to know I
had a problem with BP.’ [IDI-09, Age-53]

There was no clue about disease screening among all participants.
They did not know that hypertension can also be asymptomatic, which is
a significant reason for the lower rate of diagnosis of this disease among
rural women. This is what one participant had to say:

‘I went to the hospital thinking that I might have gastric problems. However,
the doctor told me I had high pressure. But usually, I didn't get symptoms. 1
thought the doctor was incorrect.’ [IDI-21, Age-52].

1 Y
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Figure 1. Diagram illustrating key themes and subthemes of the study.
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3.1.3. Symptoms and related consequences of hypertension

Participants most often could guess about their HBP by self-
diagnosing the symptoms of it. A majority of the participants had expe-
rienced “dizziness” and “pain in the neck” as the primary and acute hy-
pertensive symptoms. Some women have reported various symptoms like
breathing problems, migraine, strained feeling in the chest, light-
headedness, and asthenia. The comment of a participant illustrates this:

‘I usually can assume once hypertension arises within me. I feel like
something heavy is sitting on my neck; hence, I cannot move my head easily
[....]. Time by time, I begin to feel uncomfortable in my chest. These
problems continue to grow unless I take my medications.’ [IDI-7, Age-55]

Besides hypertension, some participants had some other comorbid-
ities, more frequently mentioned as diabetes, heart disease, and preg-
nancy complications associated with. They usually prioritized those
comorbidities, more than hypertension. One patient stating:

‘I have been suffering from diabetes for the last four to five years. A
physician told me that I also have problems with HBP. However, I am too
poor to take many medicines. I often take insulin only, but usually, I neither
go to a physician for monitoring BP nor taken any hypertensive medica-
tion.” [IDI-23, Age-58]

Few women knew about the severe hypertension complications and
mentioned them as cardiovascular disorder, diabetes, heart attack, and
organ damage. The following quote supported this assertion:

‘Due to the complications of hypertension, one's kidney may be damaged.’
[IDI-5, Age-54]

3.1.4. Awareness of hypertension preventive measures

Except for a few women, all other participants also had knowledge of
specific predisposing factors. They identified the excessive stress and
anxiety, which they regarded as the main risk factors for hypertension.
Some women have been told about foods, which might make their BP
high. As one participant explained:

‘When I was diagnosed with hypertension, I have been told that sweet,
meat, salt influences HBP. So, I try to avoid these.” [IDI-15, Age-51]

Participants were asked about the preventive measures of hyperten-
sion, although all women were unable to give an accurate answer. Some of
them mentioned that the preventive measures of hypertension included
the exclusion of meat, egg, oil, salt from their diet, taking hypertensive
medicine, and reducing stress. The following quote supports this assertion:

‘Proper diet should be maintained for hypertension prevention [...]. When I
eat something and realize that is has increased my BP, then I usually avoid
further consuming that food.’ [IDI-6, Age-53]

Other participants said that, despite appearing healthy, all women
must know about their health. This is evident in the following comments:

‘It's important to have the knowledge about hypertension management
among women and regular BP checkup. It is especially important for
pregnant women. If they have hypertension and eat milk, egg, etc. then they
may start to show symptoms of eclampsia suddenly.’ [IDI-20, Age-55]

3.1.5. Impact of hypertension on the participants’ daily life

The majority of the participants reported that hypertension hampered
their daily work a lot because it made their body so weak that they
sometimes have to stop working. They simply took a break by lying on
the bed. Others reported some physical, mental, and occupational bar-
riers due to hypertensive issues. One participant had to say:

‘During hypertension, I typically have a headache and feel pain while
talking with others. I used to feel like my breathing will be stopped [....]. I
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have always been afraid of it, that I may have a heart attack at any time.’
[IDI-11, Age-60]

Thus, hypertension had disrupted the normal lives of many partici-
pants. The physical consequences of it have kept them from carrying out
their household chores and hindered their children's care. However,
several times, they had to ignore these types of diseases and continue to
work with persistent physical weakness.

3.2. Theme 2: hypertension management practices

3.2.1. Blood pressure monitoring practices

Irregular monitoring of BP was common among most participants.
They measured their BP, only when they felt uncomfortable or felt a
distinct symptom of hypertension. However, many of them supported the
fact that regular checking of BP is important among hypertensive people
but few practiced it regularly. Some women didn't go to the doctor, as
they had so much work to do for their family, and just had to ignore their
health condition until it became intolerable. So, going to the hospital for
only BP checkup was quite trivial to them rather than doing household
activities. This is evident in the following comments:

‘I know what I have to do and what not. However, I cannot maintain
regular checkups for high pressure. I am a poor housewife [...]. In fact, I
hardly go to a hospital or outside my house.’ [IDI-18, Age-45]

Very few participants were also used to BP monitoring practices
regularly. BP monitoring is maintained especially by those who had fa-
cilities to measure BP at home.

3.2.2. Home management against hypertension

Many participants ignored the hypertensive symptoms until they
worsened. They usually did not feel the need to monitor BP. They
depended on self-management only and following advice from people
around them. One hypertensive woman made the following comment:

‘When I am affected with hypertension, I used to stay steady and put oil
and water on my hair. People around me suggested eating raw garlic with
water at that time. Again, I have been told that water mixed with tamarind
can reduce hypertension. Normally, I follow all of these administrations.’
[ID-23, Age-58]

Most participants confessed that women should have a good knowl-
edge about hypertension management, but they generally ignored their
unfavorable health condition and kept themselves occupied with their
jobs. One participant stated:

‘I have observed that women are affected more with hypertension than
men. However, they have huge patience and usually do not give importance
to their health problems [....]. The number of women who die of cardiac
disease is less than men. So, they don't prioritize prevention of it. However,
they should know more information about hypertension prevention and
management for their well-being.” [IDI-3, Age-38]

3.2.3. Dietary modifications and practices of exercise

An appropriate diet and exercise are two of the most important self-
management strategies for hypertension. Our participants had positive
thinking about the relationship between excessive weight and HBP;
hence few of them were trying to reduce their weight. However, many of
them were reluctant to exercise regularly. This is evident in the following
comments:

‘Usually, I have to do many works at my home. How could I go for exercise
daily? I'm working hard by doing household activities. So, it works as an
exercise for me, I think.” [IDI-18, Age-45]

An exception to this kind of view was also found. The following quote
supports this assertion:
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‘I do not think there is any kind of relation to our weight with HBP. I also
have seen many slim people have this disease’ [IDI-8, Age-57]

Almost all participants were concerned about reducing salt intake and
avoiding added salt in their meal. Still, the participants somewhat knew
about a healthy diet, but they barely kept it daily. This is what a woman
had to say:

‘When I went to the doctor, he suggested that I avoid meat and oily foods
and told me to take vegetables and fruits. However, it is difficult to
maintain these kinds of diet. Resisting taking favorite food sometimes be-
comes difficult for many people, isn't it?’ [IDI-13, Age-42]

3.2.4. Lack of medication adherence and the use of alternative treatments

Participants did not take their medication regularly. They didn't take
medicine until health problems became intolerable; some women could
not even remember the name of the medicine they were taking. They
could only describe their appearances by color or shape. They didn't
think it was necessary to remember the names all the time. However,
those participants who had to remember the name of the medicine they
were taking, they just remember the names as Angilock and Indever
(generic name, Losartan Potassium and Propranolol Hydrochloride,
respectively). One woman said she had a hypertensive crisis once; she
had to take drug infusion intravenously.

A few participants had conceptions about the treatment of hyper-
tension. They regarded herbal or Ayurveda medicine (i.e., garlic, tama-
rind) as an alternative to allopathic medicine. They figured these might
eventually reduce their BP. Our study illustrates this with one partici-
pant's comments:

‘My neighbor suggested me to take homeopathic medicines for treating high
pressure. She told me that those medicines are safe and effective.” [IDI-17,
Age-46]

3.3. Theme 3: hypertension management challenges

3.3.1. Negligence towards hypertension and hypertensive women

For a disease like hypertension, women usually didn't get significant
support from their family and other fellow members. Moreover, sometimes
they suffered negligence due to being a woman and because of their disease
conditions, the message conveyed was that women should not get sick.

‘If I would have fever or injury, everybody could see that. Since other
people around me cannot see the visible symptoms of high pressure within
me, they do not give priority over it. They cannot feel what is happening
inside me.” [IDI-19, Age-53]

Since hypertension remained most prevalent among men, many
people had a misconception that it was not pertinent to women. Addi-
tionally, other people also believed it was a less-severe disease among
women and is more common among men, so it should be taken care of by
self-care. Thus, women became demotivated to take care of themselves, to
deal with hypertension individually and to feed their expectation to get
rid of this health problem. This underestimation causes women to
monitor their blood pressure less regularly and leads to less medication
adherence, and greater uncontrolled hypertension rates.

3.3.2. Challenges in avoiding risk factors of hypertension

Most of the participants were informed about the importance of a
healthy diet in preventing hypertension, but they could not maintain a
healthy diet because of different reasons, such as financial difficulties to
afford sufficient food, family responsibilities and workload, lack of
knowledge about healthy food, and aversion towards specific foods.
Despite knowing that excessive salt could increase their pressure, some
women still consume it. These are some of the comments by a
participant:

Heliyon 7 (2021) e07679

‘I know little information about a healthy diet, but diet maintenance is not
so easy for us. Actually, I am too poor to eat good food. Sometimes I have
nothing to eat except rice with salt, onion, and pepper.’ [IDI-16, Age-50]

According to the participants, if they had less anxiety, they could have
handled their hypertension more effectively. The majority of them re-
ported that they had to do a lot of work at home, including taking care of
children and cooking meals several times a day. This is coupled with an
extra workload for some of them during harvesting time. All of these
responsibilities increased their level of stress and anxiety.

3.3.3. Unaffordability of medicine

Since most participants were not financially stable, purchasing med-
icine remained a challenge for them. The following quote supports this
assertion:

‘I have no one who can put water on the head when I become ill. I have
been suffering from HBP and diabetes for a long period. I take medicine
when I can manage money to purchase it. Then my pressure becomes higher
due to not taking medicine regularly [....]. I have also tried to commit
suicide once, but I failed. My sons do not look after me either. When I
encounter severe BP, it becomes so intolerable that I want to die.’ [ID-7,
Age-63]

Hypertensive medicine was not available at the nearest government
hospital; for that reason, people bought it from the market. Usually, the
majority of women in rural families were not allowed to go to the market.
So, they usually relied on others to bring those medicines. This is evident
in the following comments:

‘My husband is usually busy with his works. When I asked him to purchase
medicine, he forgot it several times. Again, if I go to the nearest government
hospital, they told me they do not have that medicine. So, the problems
have been hidden within me. What else could I do?’ [IDI-1, Age-49]

Most participants complained about the unavailability of free hy-
pertensive medicine at government hospitals. Despite severe financial
hardship, they had to buy it from the pharmacy.

3.3.4. Barriers to medication adherence

Drug adherence requires persistence, which is important for con-
trolling hypertension and related complex disorders. However, the rea-
sons for insufficient medication adherence varied among the study
participants. Some women had expressed that they usually forgot to take
medicine; particularly, they also did not have any specific support which
could remind them of taking medicine regularly.

Other women emphasized the negative effects of medicine; they were
afraid of taking it because of side effects. Some participants thought
hypertensive medicine caused indigestion among them, which made
them avoid taking it further. One of them stated:

‘I do not think medicine can cure my disease; I have taken medication
several times earlier. Now I am not a regular in taking medicine. Most
importantly, medicine initiates indigestion whenever I consume it.” [IDI-12,
Age-59]

3.3.5. Unavailability of awareness programs for women

There was a lack of awareness programs for the causes, management
and prevention of hypertension and other cardiovascular diseases. Ac-
cording to the participants, they did not have any campaigns in their area
to get more information on this topic. Some participants said women
should be more conscious and take care of their health. They should go to
the hospital sometimes to check BP and see the doctor when they get sick.
Some of them also expected awareness to be created among them to
prevent this disease. Although they had a willingness about these issues,
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due to these diverse barriers, they could not manage to do that. One
participant made the following comment:

‘Rural women usually do not care about high pressure until it becomes
unbearable. People around here also do not prioritize it as a disease. Lack
of awareness may be the main cause of it.” [IDI-10, Age-51]

4. Discussions

This study has highlighted the hypertensive women's understanding
of their disease, their experiences about the symptoms, complications,
impact, and different barriers they were facing to cope with the disease.
Here, in this study, several participants did not know about the
screening of diseases, and it was diagnosed by chance in a hospital or
pharmacy. Equally, in another study, patients were diagnosed with
hypertension due to an infrequent visit to a healthcare institution [41].
Findings from our study also revealed that stress was the foremost
dominant risk factor of hypertension. These results are in line with other
studies [42, 43, 44]. Additionally, hypertension greatly impacted the
participants' physical and psychological health and affected their
everyday life.

A previous study showed that patients with chronic illnesses tend to
learn how to deal with those diseases, which will result in the
improvement of their health condition [12]. In the current study, a sig-
nificant knowledge gap already existed regarding hypertension and its
management among the participants. For example, although some of
them knew about hypertension complications, they were not eager to
monitor BP or take hypertension medication regularly. Again, some
disagreed with the importance of a healthy diet and exercise in pre-
venting hypertension. Unwillingness to avoid risk factors of hypertension
and ignoring medication adherence also reflected the knowledge gaps
among them, causing less hypertension prevention. Thus, they might
develop uncontrolled hypertension gradually.

Since many families were less concerned about the adverse health
consequences of their women's family members, women had to rely on
home management of hypertension rather than consulting with doc-
tors. Here, the family was playing as an agent of structural disparities
as a result of which women were confined to the home environment
and took less health care management. Consequently, the conventional
treatment and management of disease occurred more at home;
healthcare institution is less prioritized [12]. At home, many patients
relied on their familial guidance and adjustment of lifestyle behaviors
to manage their HBP [28]. However, the participants were not habit-
uated with proper self-management practices. For instance, they
prioritized tamarind juice over hypertensive medicine and hardly
monitored their BP. According to one previous study, non-adherence
had been identified as the main reason of the failure of controlling
hypertension [45]. Whereas, without the proper knowledge about the
unrestrained BP complications, it is tough to motivate patients to
medicate for a long time [46]. Although adherence to medication is
one of the most important preventive measures for unbridled hyper-
tension, this practice was not significantly noticeable among the study
participants. They were advised to take medicine by the doctor but
were not adhering. This was especially due to their inability to afford
the expensive medicines because of financial constraints, consciousness
and lack of family support in controlling high blood pressure. Again,
not getting sick made them more reluctant to take preventions and
medications. Hence, personalized disparities have an impact on
women's decision making [47].

Similarly, another study found that instead of knowing about the target
line of BP level, patients were taking antihypertensive medicine [48],
which means that patients’ level of knowledge and disease awareness was
not enough to optimize their BP. Other studies have found that side effects
of medicine and the concern about medication addictions among the pa-
tients had led to lower adherence to hypertensive medicine [43]. Patients
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also had the misperception that those medications would lead to the kid-
ney failure [36]. In the present study, few participants uttered that they
had avoided hypertensive medicine because of indigestion. Some women
also confessed that they had taken homeopathy and herbal medicine since
they thought those medicines are harmless and free of side effects. The
prevalence of using orthodox therapies as an alternative method for BP
control was also found in other studies [36, 49].

However, findings of the study reported significant gender-
stereotyped ideology and segregation regarding diseases including
hypertension. Perelman et al. (2012) have found that women's use
of healthcare was underestimated owing to the social inequalities be-
tween men and women [50]. Social determinants of good health like
education, occupation and wealth index have the greatest influence on
gender-based health patterns; for example, in many regions, women are
disadvantaged in accessing economic opportunities and higher social
status [51]. In Bangladesh, chronic diseases, like hypertension, are still
under-diagnosed among many women.

The current study has also pointed out the challenges such as un-
derestimation of hypertension among women, unaffordability of healthy
foods, unavoidable causes of anxiety, forgetfulness about taking medi-
cine, financial insufficiency to buy medicine, and unavailability of
appropriate awareness programs. Several other obstacles found in other
studies include: costs of transportation to health care facilities, distance
to the hospitals, long waiting time, scarcity of therapeutic supplies at
government clinics and poor access to specialist care [41, 52], which
differed from our study. In the present study, participants only com-
plained about the inaccessibility of hypertensive medicine, and specialist
doctors in the hospital. Some women conceded that they had to rely on
their men for access to medicine, and to get permission to visit a doctor.
Here again, structural disparities were found related to conventional
words concerning women being more vulnerable to hypertension than
men. However, the “differential vulnerability hypothesis” showed that
women and men responded differently to structural factors, mostly with
social predictors, life events, psychological issues, and capital having a
greater impact on women [53]. Therefore, when a disease is being ste-
reotyped based on gender differences, then its influence is distinctly ex-
pected from societal perspectives. This will in turn have an impact on
every step of disease outcome such as diagnosis, prevention, treatment
and control. Hence, it is important to find out those structural factors
influencing women's hypertension management and practices to reduce
the health burden.

However, biosocial notions of medical stimuli are crucial, particularly
when serving low-income populations; for example, the natural history of
any of the disease cannot be clarified without addressing the social factors
such as racism, inadequate housing, and poverty because social and
environmental factors can restrict the efficacy of interventions [54, 55,
56]. In the world's poorest countries, the extent of structural disparities
and violence is more apparent. Again, the paucity of social and economic
rights is a key factor in the continued existence of structural disparities; in
that case, structural interventions can have a huge effect towards health
outcomes [56]. Though, being a lifelong illness, hypertension requires
continued treatment; therefore, identifying and controlling its risk factors
can help prevent this disease and its complications [28, 57, 58].
Furthermore, structural determinants may also influence health outcomes
and access to preventive and recovery services; thus, well-designed
structural interventions are critical for optimizing rural women's secu-
rity and avoiding structural inequalities by continually upgrading and
enhancing interoperability and viability of such programs [59].

Since patient's feelings and beliefs of being well can change their
behavior [48], more awareness should be created to strengthen their
belief. This will help them modify their lifestyle, regular BP monitoring
practice, and medication adherence to avoid uncontrolled hypertension.
Screening of hypertension and providing health education among rural
women can be a fruitful strategy to improve their knowledge and initiate
appropriate management of it.
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5. Significance and limitation of the study

The study is important because of its in-depth examination through
IDIs as a method, which helps explore understandings and experiences
related to hypertension among women. It reflected their self-
management practices and misconceptions regarding hypertension
thoroughly, through which we can assess the knowledge gaps persisting
among them. In turn, these can help formulate awareness programs and
provide needed health interventions and services among them. Findings
of this study have allowed for the identification of barriers to hyperten-
sion prevention and management. Therefore, it reflected the factors that
are needed more to make women accessible to hypertensive care ser-
vices. Also, this is one of the few qualitative studies investigating the case
of hypertensive women in rural Bangladesh. Therefore, the result of the
study can help policymakers formulate interventions related to chronic
health care services in a gender and socio-cultural perspective.

Apart from the strengths, this study has some limitations; language
compensation of the translation was not biased. The study also lacks
focus group discussions (FGDs) among the participants, which would
have revealed more new themes related to the study context. Again, this
study lacks generalizability; particularly rural women have been taken as
study participants here; so, the findings would probably differ somewhat
from other studies, which had been conducted among the hypertensive
population from urban or urban slum areas. Moreover, the inclusion of a
participant observation method could have brought more in-depth un-
derstanding from an intensive cultural perspective.

6. Conclusion

In essence, the results of this study reflected that few participants
perceived symptoms, risk factors, management and treatment of hyper-
tension in terms of biomedical understanding. Furthermore, a significant
gap was found among them in their awareness in understanding and
controlling hypertension. It can guide any evidence-based intervention in
the provision of improved access to hypertension management among
hypertensive patients. More research is needed to promote health edu-
cation by examining peoples’ understanding and management practices
of hypertension. It will assist in formulating effective preventive mea-
sures to combat this problem in the prospect of rural Bangladesh.
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