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ABSTRACT
7KHVWXG\LVDLPHGWRH[SORUHWKHSHUFHSWLRQVDQGH[SHULHQFHVRIK\SHUWHQVLYHSDWLHQWVWRZDUGPHGLFDWLRQXVH
DQGDGKHUHQFH7KHVWXG\ZDVTXDOLWDWLYHLQQDWXUHFRQGXFWHGDW6DQGDPHQ3URYLVLRQDO+RVSLWDORI4XHWWDFLW\
3DNLVWDQDSXEOLFKRVSLWDOFDWHULQJWRWKHKHDOWKQHHGVRIDERXWRIWKHSRSXODWLRQ$TXDOLWDWLYHDSSURDFK
ZDVXVHGWRJDLQDQLQGHSWKNQRZOHGJHRIWKHLVVXHV6L[WHHQSDWLHQWVZHUHLQWHUYLHZHGDQGWKHVDWXUDWLRQ
SRLQWZDVDFKLHYHGDIWHUWKHthLQWHUYLHZ$OOLQWHUYLHZVZHUHDXGLRWDSHGWUDQVFULEHGYHUEDWLPDQGZHUH
WKHQDQDO\]HGIRUWKHPDWLFFRQWHQWVE\WKHVWDQGDUGFRQWHQWDQDO\VLVIUDPHZRUN7KHPDWLFFRQWHQWDQDO\VLV
\LHOGHG ¿YH PDMRU WKHPHV   3HUFHLYHG EHQH¿WV DQG ULVNV RI PHGLFDWLRQV   SK\VLFLDQ¶V LQWHUDFWLRQ ZLWK
SDWLHQWV  SHUFHSWLRQWRZDUGWUDGLWLRQDOUHPHGLHV  OD\PDQFRQFHSWWRZDUGPHGLFDWLRQVDQG  EHOLHIV
WRZDUGK\SHUWHQVLRQDQGLWVFRQWURO7KHPDMRULW\RIWKHSDWLHQWVFDUULHGVSHFL¿FXQUHDOLVWLFEHOLHIVUHJDUGLQJWKH
ORQJWHUPXVHRIPHGLFDWLRQ\HWWKHVHEHOLHIVZHUHKHDYLO\DFFHSWHGDQGSUDFWLFHGE\WKHVRFLHW\7KHVWXG\
LQGLFDWHGDQXPEHURINH\WKHPHVWKDWFDQEHXVHGLQFKDQJLQJWKHEHOLHIVDQGH[SHULHQFHVRIK\SHUWHQVLYH
SDWLHQWV3K\VLFLDQ¶VDWWLWXGHSDWLHQW¶VSDVWH[SHULHQFHVDQGNQRZOHGJHUHODWHGWRK\SHUWHQVLRQZHUHQRWHGDV
PDMRUFRQWULEXWLQJIDFWRUVWKXVUHVXOWLQJLQQRQDGKHUHQFHWRWKHUDS\SUHVFULEHG
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INTRODUCTION

Hypertension has a persistent, continuous, and
independent relationship with the onset of cardiovascular
diseases. [1] Even in the presence of evidence-based
HIÀFDFLRXV DQWLK\SHUWHQVLYH DJHQWV DQG JXLGHOLQHV D
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large number of patients in clinical practice struggle with
uncontrolled hypertension.[2] It was estimated that only
60% of the patients take their medication as prescribed,[3]
and this rate further seems to decline when the studies
focus underdeveloped areas. Some studies project this
ratio ranging from 50% to 75%. [4,5] Multiple factors
DUH LGHQWLÀHG ZKLOH DGGUHVVLQJ WKLV LVVXH EXW SDWLHQW
nonadherence with medication remains the dominant
factor in major healthcare settings.[6] It is important to
mention that, in addition to inadequate hypertension
control and development of additional disorders,
PHGLFDWLRQ QRQDGKHUHQFH SRVHV D VLJQLÀFDQW EXUGHQ
on healthcare utilization. Nonadherence results in an
XQQHFHVVDU\HVWLPDWHG\HDUO\FRVWRI ²PLOOLRQ[7]
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whereas in between one-third and two-third of all
medication-related hospital admissions were also
attributed to nonadherence.[8,9] This has promoted an
interest in using social cognition theories to predict,
measure, and understand adherence. [10] Patients’ low
adherence to medical treatment is seriously undercutting
the benefits of medical care, especially in the case
of chronic illness and prescribed self-administered
medication.
7KH:RUOG+HDOWK2UJDQL]DWLRQ :+2 GHÀQHVDGKHUHQFH
DV ¶¶WKH H[WHQW WR ZKLFK D SHUVRQ·V EHKDYLRUWDNLQJ
PHGLFDWLRQ IROORZLQJ D GLHW DQGRU H[HFXWLQJ OLIHVW\OH
changes, corresponds with agreed recommendations from
a health care provider’’.[11] Adherence is a multifactorial
phenomenon and varies from population to population.[12,13]
Factors such as age, gender, socioeconomic status and level
of disease severity, [14]  FRPSOH[LW\ RI  SUHVFULEHG
medications, [15] societal acceptance, [16] poor patientrelated relationship, cost, forgetfulness,[17] and presence of
psychological problems[14] have all been shown to affect
the adherence in various populations. Furthermore, the
perception of a patient toward medications itself can
play a relatively major impact.[18] 6WXGLHV GR UHÁHFW WKH
authenticity of the concept as documented in developed
countries[19,20]EXWLQWKHFRQWH[WRI GHYHORSLQJFRXQWULHV
sparse data are available and hence, Pakistan is not an
H[FHSWLRQ
The major population burden of the world is carried by
Asia and thus the frequency of cardiovascular risk is also
seen at the higher side.[21] Very poor degree of knowledge
regarding hypertension is often reported when the
South Asia comes into discussion.[22]:LWKLQWKLVFRQWH[W
there is paucity of data about hypertension risk factors,
management and treatment not only from major cities of
Pakistan but also from tribal residencies with no formal
education and having compromised access to healthcare
facilities.
The patient’s perspective on health and illness has
always primarily been taken into account in adherence
UHVHDUFKDQGLWLVLPSRUWDQWWRH[SORUHWKHSHUFHSWLRQDQG
understanding of patients for the advice given to them.
The most prevalent factor affecting adherence seems to be
patients’ beliefs about medication and disease.[23] Therefore,
to have an in-depth knowledge about hypertensive patient’s
perception and opinions related to hypertensive treatment
and management in Pakistan, this study was undertaken.
The study, therefore, highlighted hypertensive patients’
SHUFHSWLRQDQGH[SHULHQFHVDERXWK\SHUWHQVLRQWUHDWPHQW
and management.
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MATERIALS AND METHODS

Study design and settings
A qualitative approach was used to gain an understanding
RI  SDWLHQWV· SHUFHSWLRQ DQG H[SHULHQFH 7KH TXDOLWDWLYH
DSSURDFKZDVXVHGEHFDXVHLWDOORZVDÁH[LEOHH[SORUDWLRQ
RI  UHVSRQGHQW·V H[SHULHQFHV[24] It also helps to gain
understanding of knowledge and coping strategies that
quantitative research is unable to uncover, and covers
WKH FRPSUHKHQVLYH VFHQDULR LQ WKH UHVHDUFK ÀHOG[25,26]
The study took place in Sandamen Provisional Hospital
(SPH, public hospital) of Quetta city, Pakistan; a public
hospital catering to the healthcare needs of about 40%
of the population.
Patients
Inclusion and exclusion criteria
Patients aging 18 years and above, diagnosed with
K\SHUWHQVLRQDQGDELOLW\WRFRPPXQLFDWHLQ8UGX QDWLRQDO
language of Pakistan), were approached for the study.
,PPLJUDQWVDQGSUHJQDQWODGLHVZHUHH[FOXGHGIURPWKH
study.
Purposive sampling was conducted and the data were
FROOHFWHGXQWLOVDWXUDWLRQZDVUHDFKHGDQGQRQHZÀQGLQJV
were drawn.[27] All patients were introduced to the nature
of the research prior to the beginning of the interviews.
Permission for conducting the interviews was obtained
from the Medical Superintendent of the respective
hospital. Written consent was also obtained from each of
the respondents.
Study procedure and interview process
A semi-structured interview guide was developed after
DQ H[WHQVLYH OLWHUDWXUH UHYLHZ )DFH DQG FRQWHQW YDOLGLW\
RI  WKH JXLGH ZDV SHUIRUPHG E\ H[SHUWV RI  'LVFLSOLQH
RI  VRFLDO DQG DGPLQLVWUDWLYH SKDUPDF\ 8QLYHUVLWL 6DLQV
0DOD\VLD 7KH JXLGH ZDV WKHQ WUDQVODWHG LQWR 8UGX $Q
independent translator was approached for the translation.
,QWHUYLHZVZLWKSDWLHQWVZHUHDOVRFRQGXFWHGLQ8UGX$OO
interviews were audio-taped and transcribed verbatim by
D SURIHVVLRQDO WUDQVFULEHU 7UDQVFULSWV ZHUH YHULÀHG E\
the researcher for their accuracy by listening to the tapes.
7KH ÀQDOL]HG WUDQVFULSWV ZHUH WKHQ WUDQVODWHG EDFN LQWR
(QJOLVKE\DQRWKHULQGHSHQGHQWWUDQVODWRU7KHÀUVWDXWKRU
then analyzed the transcripts line by line, which were read
repeatedly and thematically analyzed for their contents.[28]
Re-analysis of the themes and contents was done by the
FRDXWKRUV(DFKLQWHUYLHZODVWHGDSSUR[LPDWHO\²PLQ
Journal of Young Pharmacists Vol 4 / No 2
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To draw in-depth views, the patients were given freedom
WRH[SUHVVDGGLWLRQDOUHYLHZVDQGFRPPHQWV,QWHUYLHZV
mainly focused on the perception of patients toward
DQWLK\SHUWHQVLYH DJHQWV H[SHULHQFHV ZLWK PHGLFDWLRQV
nature of interaction with healthcare personnel and
knowledge toward hypertension.
RESULTS

6L[WHHQ K\SHUWHQVLYH SDWLHQWV +3²+3  ZHUH
interviewed. The saturation point was achieved at the
14th interview but the interviews were carried on till 16
to assure the emergence of no new themes. Ten patients
ZHUHGUDZQIURPWKHXUEDQDUHDZKLOHVL[ZHUHUHFUXLWHG
from the rural locality. Five patients had primary, eight
had secondary while three had the bachelor level of
education. The duration of hypertension ranged from
1 to 7 years with a mean age of 2.93 years. The number
of total medications per day ranged from 1 to 4, with a
mode of three medicines per day. Patients’ demographic
characteristics are summarized in Table 1. None of the
SDWLHQW KDG FRPRUELG GLVHDVHV 'XULQJ WKH DQDO\VLV ÀYH
PDMRUWKHPHVZHUHLGHQWLÀHG  SHUFHLYHGEHQHÀWVDQG
risk of medications, (2) physician interaction with patients,
(3) perception toward traditional remedies, (4) layman
concept toward medications, and (5) believes toward
hypertension and its control.
Table 1: Patients’ demographic characteristics
Description
Sex
Male
Female
Age (years)
25–34
35–44
45 and older
Education level
Primary
Secondary
Bachelor
Duration of disease
1–3 years
4–6 years
More than 6 years
Hypertension control
Adequate (less than 140/80 mmHg)
Non adequate (More than 140/80 mmHg)
Total number of medications
Two medications
Three medications
Four medications
Locality
Urban
Rural
Journal of Young Pharmacists Vol 4 / No 2

N
12
4
3
10
3
5
8
3
8
6
2
10
6
4
9
3
10
6

7KHPH3HUFHLYHGEHQHÀWVDQGULVNVRI PHGLFDWLRQV
In the interviews, patients were asked about their current
medications and their perception about the treatment
they are undergoing. The majority of the patients stated
that medications have more adverse and unwanted effects
as compared to the beneficial ones. Even those who
did not had this perception believed that the long-term
usage of medications can lead to additional physiological
abnormalities in addition to the previous ones. Identical
conclusion were also reported in studies in developed parts
of the world.[29]
“Yes. I do use medicines but after all they are chemicals and they do
cause damage to body. Continuous use of medicines can cause liver
and kidney problems and I do not want an additional disease that
is why I limit my use of medicines”. HP6
“My brother used medications for three months after an accident and
then he developed gastric problems. Now he is always eating tablets or
drinking syrup. He cannot eat as he wish and still complains about
his stomach. It is all because of the medications he used so I avoid
using medications as I do not want to be like him”. HP11
Some patients even stated that medicines are even
poisonous in nature. It was observed that the concept of
medications is taken inversely by the patients and in major
cases they try to avoid using medication.
“Medicines are all bad; they react when they go inside body so you
should tell me why I should use a bad thing to correct something that
is all ready bad"µ HP5
In addition, patients that were using medication quite
IUHTXHQWO\ GLG H[SUHVV WKH IHDU RI  GHYHORSLQJ IXUWKHU
complications. They admitted that due to the fear of
medications being harmful in nature, they often skip a dose
RUWZRVRWKH\FDQDYRLGIUHTXHQWH[SRVXUHWRPHGLFDWLRQV
“When I use medicines for one week continuously, my taste becomes
bitter. I don’t feel hungry and I become lazy. When I give a break in
medication, I don’t feel such problems. These medicines are destroying
my body and I am afraid that with hypertension soon I will have
additional problems.” HP4
Theme 2: Physician’s interaction with the patient
Regarding patients’ views on the physicians’ attitude, the
PDMRULW\RI WKHSDWLHQWVVWDWHGWKDWWKH\ZHUHQRWVDWLVÀHG
with the way physicians deal with them. They indicated
that they could not freely discuss their health status with
the doctor. There was clear evidence that the patients did
not have good relations with their physicians. It was also
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REVHUYHGWKDWWKHSDWLHQWVH[SHFWHGPRUHNQRZOHGJHIURP
their physicians and the ability to talk about their concerns
with healthcare professionals as reported in other studies.[30]
“As soon I started using medications, I had some problems. I tried
to call the doctor but he did not answer. I managed to reach him at
night where he said “I don’t see patients at my home”. Next day he
changed my medicines yet again and charged me fee too and I still
have the problem. I think he is testing medicines on me and I don’t
like this attitude”. HP5
“I went to a doctor where I waited for about 2 hours for my check
up. The doctor took only about 3–4 minutes and charged me a huge
fee. The medicine cost was in addition to it. He even did not listen
completely to me. I am sure he is too busy making money so I did
not use the medicines”. HP14
Patients emphasized the rude and nonfriendly behavior
and attitude of physicians as one of the key reasons not
to take medications. Patients also highlighted low level of
interaction and minimum consultation time, a key problem
faced during their visits to the physicians.

for hypertension I try traditional products and only visit the doctor
when I fell seriously ill”. HP9
“Compare people living in the cities with us (rural). We are strong
and heavily built because we are near to nature. We use different
herbs and never rush to doctor. That is why we have high resistance
against diseases.” HP3
“Products that are bitter in taste do well to human body. Take
H[DPSOHRI JDUOLF,WFOHDQVEORRGDQGSXULÀHVEUDLQ. People in our
area use a number of bitter herbs that keep them perfect. I stick to
herbs and advice other too”. HP7
“I do use medicines prescribed by my physician but at the same time I
use some traditional remedies so I can avoid the side effects. My blood
pressure was not controlled on medications alone but when I started
traditional remedies along with the medications, I faced no problem.
It is a good combination”. HP10
Religious beliefs also had a strong impact on the patients.
The majority of patients stated that diseases can be cured
with amulets, sacred water, and religious treatments.[33]

“During my last four visits to my physician, he changed my medications
thrice and was uncertain about my condition. At time he seemed to be
rude too. I observed that he gave me the wrong medications so I quit
going to physician and taking those medicines”. HP9

“My father and forefathers used to go to the local spiritual healer for
treatment. He usually gave some water, amulets and the disease normally
eradicated within days. There is health in spiritual healing and almost
all of our people prefer to go there and not to the doctor”. HP8

3DWLHQWVZKRGLGQRWKDYHVXFKSUREOHPVH[SUHVVHGWKHLU
concern toward little and incomplete information from
their physicians regarding hypertension and its treatment.

Theme 4: Layman concept toward medications

“After my check up, the physician said to use these medicines and
avoid salt, oil and stress. I already knew more than that. What would
I have to do if some happens at home" What if my blood pressure is
not control" What can I eat, drink, do and etc" He told me nothing
and advised me nothing”. HP6
Theme 3: Perception toward traditional remedies
Almost all the patients strongly supported the use of
traditional remedies for the control of their condition and
stated that only in the case of failure of these remedies
they moved to the hospitals. There seemed to be a huge
trend toward the use of traditional medications in society
not only for hypertension but also a number of other
problems too. The use of complementary and alternative
medicine is not new and has been reported in a number
of studies.[31,32]
“I saw my parents treating me and other kids with herbs, home
remedies. They said that natural products do not interfere with
human body. I was brought up with the use of these things. Even
104

This theme revealed most interesting ideas and it seemed
that the general perception of patient toward medications is
quite strange and totally different as compared to its general
pharmacology. On the basis of these concepts, the patients
hesitated to take medications continuously resulting as a major
contributing factor toward nonadherence. Such conclusions
were also reported in studies of the same nature.[19]
“Medications are hot (warm) in nature. They enter the stomach and
increase temperature which interferes with digestion. At the same
time, body temperature rises too. The best thing is to avoid use of
medications for long and if is too important medications should be
used along with milk or cold water to avoid this problem”. HP2
“I observed that people who started using medicines developed problems
one after another.$WÀUVWLWLVRQHWDEOHW, then two and so on. I am
sure these medications are made in such a way. Medications cure one
problem and produce another”. HP10
Interestingly, patients were more in favor of parental
SURGXFWV DV FRPSDUHG WR RWKHU GRVDJH IRUPV $ ÀUP
EHOLHI ZDVVHHQUHJDUGLQJWKHHIÀFDF\RI SDUHQWDOSURGXFWV
and more satisfaction was seen toward intravenous (i.v.)
Journal of Young Pharmacists Vol 4 / No 2
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preparations. This is a unique observation that was not
reported in the studies before.
“Tablets and syrups do nothing good to me. I force physicians to give
me injections in blood. My temperature rises, my body stretch up and
I feel good in just 10 minutes. The bigger the injection size, better it is,
so that is why I trust injections and do not use tablets or syrups”. HP4
“When I meet my doctor for blood pressure, he gave me tablets. I asked
him that if he can replace them with injections but he denied. I am
sure that tablets have no effect so I don’t take them as often”. HP9
Theme 5: Beliefs toward hypertension and its control
Some patients had uncertainties about the treatment
and management issue. One common concept that was
perceived by the patients was regarding the difference
between treatment and management of hypertension.
Often at a controlled state the condition was taken as cured
by patients and treatment was discontinued.
“Whenever I move out with family, I feel relaxed and my blood
pressure remains in controlled range. Even for days I do not take
medicines and nothing happens. I think that it is the routine (activities)
that controls my blood pressure and not the medications”. HP6
“With medicines my blood pressure is controlled. So I normally stop
taking my medications. Normally I quit for a week and then start
again. Why should I use medicines when I feel ok"µ HP12
Some patients considered hypertension, an uncontrollable
condition, and stated that it is useless to use medicines as
there is no cure and it always become worse with time. This
LVFRQÁLFWLQJWRWKHGDWDWKDWLVUHSRUWHGLQHDUOLHUVWXGLHV[34]
“I use medicines properly but when I feel sad, or I am doing some
important work my blood pressure rises again. My doctor told me that if
I use medications properly I won’t feel this. It means that this condition
is not treatable and whatever I do, it will keep coming back.” HP1
“My father had hypertension for 15 years. He was on strict diet plan
and used his medication regularly. Even then his blood pressure was
not controlled so as I see diet plans, walk, medication, etc. has no
effect on hypertension. Once it develops, it is forever and you cannot
do anything”. HP8
DISCUSSION

This study highlighted the perception of Pakistani
hypertensive patients regarding medication use in
hypertension, which was not previously addressed.
Medicines for hypertension and other cardio-related
Journal of Young Pharmacists Vol 4 / No 2

disturbances are given out daily to a number of patients
every day. The area that is often neglected by physicians
is how the patient perceives and acts on the use of
PHGLFDWLRQRUWKHSUREOHPVWKH\PLJKWH[SHULHQFH
The respondents were found stressed with medicines and
had almost similar ideology about this issue. This may be
one of the reasons for nonadherence to the medication
regimens. Analysis of the interviews further revealed
that their knowledge regarding general use and nature of
medicines, treatment and control of hypertension was
average which is consistent with previous studies conducted
in other developing countries.[35]7KLVVWXG\DOVRH[SORUHG
PXOWLSOH IDFWRUV WKDW FDQ LQÁXHQFH FRPSOLDQFH EHKDYLRU
in hypertensive patients. The results generally indicated
negative feelings toward antihypertensive medications,
low awareness about the condition and dissatisfaction
with clinical encounters which were also documented in
various studies.[36,37]
,QWKHFRQWH[WRI GHYHORSLQJQDWLRQVVXFKDV3DNLVWDQWKH
KHDOWKVHHNLQJEHKDYLRUDOZD\VRFFXUVLQWKHFRQWH[WRI 
medical pluralism, where the patient will use a different
system of healing. In this study, it was obvious that
patients focus more on complementary and alternative
PHGLFLQH &$0 FRPSDUHGWRRUWKRGR[WKHUDS\3DWLHQWV
made independent but similar assessments regarding
the use of modern medicines. It was also observed that
RUWKRGR[PHGLFDWLRQVGRQRWKDYHVXFKGRPLQDQFHRYHU
the population as it is seen in the western world.[38,39] In
addition, indigenous healing systems particularly hikmat
(Ayurvedic) and spiritual healing are quite prominent in the
VWXGLHGSRSXODWLRQ7KHUHLVQRRIÀFLDODFNQRZOHGJPHQW
as far as the spiritual healing is concerned; still it is the
treatment of choice to the majority of the population.
,QVXIÀFLHQWLQIRUPDWLRQDQGXQGHUVWDQGLQJZDVHPHUJHG
as a major barrier toward the medicine use. Knowledge
about the disease and medications used for its treatment
was apparently poor, which in turn had a greater impact
on patients’ adherence to medications. When patients
were asked regarding their willingness to earn knowledge
about hypertension, its management and medications,
their responses were very positive. They stated that this
will help them to control their condition. Some of the
patients even added that awareness programs shall be
implemented at the community level so that the majority
RI  WKH JHQHUDO SRSXODWLRQ FDQ JHW EHQHÀWV IURP WKHP
This study suggests that there is plenty of room for
the improvement in patient–physician interaction and
communication, which can lead to better treatment
RXWFRPHV DQG SRVLWLYH EHKDYLRUDO FKDQJHV 7KLV ÀQGLQJ
105
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was consistent with a previous study conducted on an
approach toward hypertension treatment.[40] Moreover, the
term adherence to treatment was seen unfamiliar among
people and this need to be addressed at the earliest stages
of treatment as supported by other investigators.
Advancement in preventive and curative health responses
needs to be reconsidered. The gap between healthcare
professionals and the patients must be narrowed if optimal
results need to be achieved. Development of immediate
health strategies, policies, and interventions are the utmost
demand of the present day, and this development has to
move ahead from promises to practices. An important
concern in Pakistan is that strategies and policies are
delivered centrally and the remote areas are often neglected.
There is merely no concept of development or delivery of
interventions and the areas that are focused are diseases such
DVSROLRPHQLQJLWLVRUH[WHQGHGSURJUDPIRULPPXQL]DWLRQ
Irrespective of living standards, socio-economic standards
DQGOLIHH[SHFWDQF\FKURQLFGLVHDVHVVXFKDVK\SHUWHQVLRQ
and diabetes have to be equally addressed in a more
systematic and serious manner. Implementation of
interventions for increasing awareness on management of
GLVHDVHVDQGPHGLFLQHVVKRXOGEHH[WHQGHGWRDUHDVWKDW
have limited access to healthcare facilities. There are chances
that these programs can result in dramatic changes in the
perception of patients toward medicines and diseases.
Discussions of the advantages and disadvantages of
medications in ways that are relevant for individual patients
were apparently lacking in the studied population. This
needs a complete and quick turnover of the practices that
are currently being employed in the healthcare system
of Pakistan. Individuals should be educated not only on
the risk factors, presenting features and complications of
K\SHUWHQVLRQEXWDOVRDERXWWKHEHQHÀWVRI PHGLFDWLRQV
on the treatment outcomes and quality of life. Patients
may need to be educated about the differences between
curing hypertension and treating it with medications.
(IIRUWVWRHGXFDWHWKHSXEOLFDERXWOLIHVW\OHPRGLÀFDWLRQV
in the prevention of hypertension and other cardiovascular
diseases may also be of utmost importance.
CONCLUSION

Findings from this research can be utilized in helping doctors
and pharmacists who seek to understand their patients’
behaviors and attitudes about antihypertensive medications
at the start or during the course of treatment. This may be
one of the potential areas for future researchers to focus
more on patient’s behavioral and informational education
about the disease and medications in future. In our sample
106

of hypertensive patients, knowledge about medication
and disease seems to be poor. Effects of medication and
disease, patient–prescriber relationship, social support,
and patients’ beliefs and attitudes appear to play a role in
PDLQWDLQLQJDGKHUHQFH7KLVVWXG\LGHQWLÀHGDQXPEHURI 
key themes that might be useful in enhancing the awareness,
knowledge, adherence, and attitudes of Pakistani patients
with hypertension. To improve behaviors, healthcare
providers should improve their relationship with patients.
A well-planned educational program is also recommended
to educate patients and encourage them to practice a healthy
lifestyle. The most important aspect is the need to check
on patients’ understanding of the information concerning
their illness and treatment. Therefore, an assessment of
adherence is vital to improve the effectiveness of any
educational program on hypertension.
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