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Abstract:
Objective:
Hypertension is an important public health challenge in both developing and developed countries. It is one of the commonest causes
of death in Sri Lanka. The patients’ perception, beliefs and attitudes about management of hypertension have an independent effect
on patients’ compliance in adapting their lifestyle behaviors. Thus, the purpose of this study was to describe the adapting self-care
practices, attitudes among patients with hypertension.
Methods:
The cross sectional descriptive study was carried out among 424 hypertensive patients attending medical clinics, Teaching Hospital,
Batticaloa, Sri Lanka. Systematic sampling technique was used to select participants. Interviewer administered questionnaire was
used to collect the information and descriptive statistics was applied using SPSS software. Ethical clearance was obtained.
Results:
Majority was females (59%) and the mean age of the participants was 60.4 years (SD± 9.6) with 1-5 years duration. More than 65%
of patients agreed that ‘Doctors listen and concern their problems’. More than half of the participants also agreed that ‘Doctors
clearly explain their condition’ while majority agreed that ‘I can manage my disease’. About 92.0% have reported that they have not
checked their blood pressure at home. Majority of participants (88%) agreed that ‘Avoidance of extra salt in their diet is good’.
About 33.0% disagreed that ‘Regular physical exercise is essential to control blood pressure’. About 24.0% of participants disagreed
that it is ‘Good to have fruits than deserts and sweets’ while less than 40.0% participants disagreed that ‘high blood pressure affects
kidney functions, vision, blood vessels, and lead to stroke and ischemic heart disease’.
Conclusion:
Majority of the hypertensive patients believe that Doctors understand and concern about their disease and have also developed
confidence in self-care. Though, creating a short clinic appointment with adequate knowledge need to be encouraged for their
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adapting self-practices on factors related to patients and physicians .
Keywords: Hypertension, Self-care behaviors, Attitudes, Batticaloa, Kidney failure, Heart failure.

1. INTRODUCTION
Hypertension is an important public health challenge in both developing and developed countries [1]. Hypertension
is one of the commonest causes of death in Sri Lanka [2]. According to Katulanda et al (2009), around one-third Sri
Lankan adults over 20 years suffer from hypertension with the prevalence of 27.8% and 30.7% in rural and urban
respectively [3]. Further, the age standardized prevalence rate for hypertension for men was 18.8% and 19.3% for
women in Sri Lanka [4]. The overall global prevalence among adults was 26.6% in men and 26.1% in women [5] while
the world health statistics report in 2014 has stated that prevalence rate for hypertension in Sri Lanka for men and
women were 21.6%, 20.8% respectively [6].
Increasing awareness on treatment of hypertension is one of the main focuses of primary prevention of
cardiovascular diseases (CVDs). The patients’ beliefs and attitudes about management of hypertension have an
independent effect on patients’ compliance on recommended lifestyle behaviors [7].
Hypertension itself is a major risk factor for stroke and coronary heart disease as well as for the progression of
chronic heart and kidney failures. Worldwide, around 54% of stroke and 47% of ischemic heart diseases were
attributable to high blood pressure [8]. Nearly, 7.6 million premature deaths (about 13.5% of the global total) were
attributed to high blood pressure itself. The people of South Asian descent have one of the highest risks of CVDs in the
world [9] and failure in achieving the targeted Blood Pressure (BP) control is also a global problem [10]. The nonpharmacological treatment (smoking cessation, weight reduction, proper diet and regular physical activity) is an integral
and crucial element in controlling BP [7, 11].
The factors associated with inadequate BP control could be either due to patient or physician related factors. Thus,
the purpose of this study was to describe the adapting self-care practices, attitudes among patients with hypertension
attending medical clinics, Teaching Hospital, Batticaloa, Sri Lanka. The outcome of the study might help to identify
strategies to improve blood pressure control among hypertensive patients.
2. METHODOLOGY
The cross sectional descriptive study was carried out among hypertensive patients at medical clinics of Teaching
Hospital, Batticaloa. Both male and female patients of age 18 years and above who were diagnosed as essential
hypertension attending the medical clinics were included. Patients who were critically ill, cognitively impaired were
excluded.
The extensive literature search has revealed that studies on attitudes and reported self-care practices among patients
with hypertension in the region of Batticaloa has not been reported or published. The maximum sample size was
obtained for a given margin of error (d) 0.05 with the prevalence of any of the characteristics taken as 50%. The
calculated sample size was 384 and this number was inflated by another 10% to account for non-respondents. Thus, the
final sample size was 424.
Systematic sampling technique was used to select the participants from the medical clinics at Teaching Hospital,
Batticaloa. Interviewer administered questionnaire was used which was designed based on an extensive literature
review of similar studies and focusing the objective of the study. Initially, it was prepared in English and translated to
Tamil and again retranslated to English to ensure the accuracy. This questionnaire was pretested on 10 hypertensive
patients who were fitting with inclusion criteria, and were not included in the final study sample. The final
questionnaire was modified based on the results of the pre-testing of the questionnaire.
Participation for the study was strictly on voluntary basis and informed written consent was obtained prior to the
study. The information sheet had included the details of their part in it, how privacy is maintained, and their right to
refuse. Anonymity and confidentiality of the information were maintained through a code number for the participants.
Accessibility to all the data collected was limited to the investigators only.
Ethical clearance was obtained from the Ethical Review Committee, Faculty of Health Care-sciences, Eastern
University, Sri Lanka, prior to the commencement of the study. Verbal permission was obtained from Director and
consultant physicians of relevant medical clinics of Teaching Hospital, Batticaloa
Data were entered in to Statistical Package for Social Sciences (SPSS) software version 21, and checked twice by
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the investigators. Descriptive statistics was applied to obtain percentage and mean and relevant inferential statistics was
performed.
3. RESULTS
3.1. Sociodemographic Characteristics
Total of 424 hypertensive patients were examined and among them, 250 (59.0%) were females. Majority of
participants (71.4%) were in the age group of 51-70 years. The mean age of them was 60.4 years (SD± 9.6) [61.2 years
(± 9.1) for men and 59.8 years (±9.8) for women]. Two hundred and sixty participants (61.3%) were studied up to GCE
Ordinary Level. About half of the participants (47.6%) were either unemployed or unskilled. A significant majority of
participants (91.3%) were living with an extended family system. Nearly 46% of participants had hypertension for 1 to
5 years of duration. Fifty seven percent have revealed that source of information on hypertension was obtained from the
clinic (Health care provider) while only 2% of participants had obtained from friends or relatives. The sociodemographics details are shown in Table 1.
Table 1. Socio-demographic characteristics of participants based on gender differences.
Characteristic

Response

Gender

Male
n (%)

Female
n (%)

Total
n (%)

174 (41.0)

250 (59.0)

424 (100.0)

Age group (years)

≤ 30
31 - 50
51 - 70
71 - 90

0 (0.0)
28 (16.1)
122 (70.1)
24 (13.8)

1 (0.4)
39 (15.7)
181 (72.7)
28 (11.2)

1 (0.2)
67 (15.8)
303 (71.4)
52 (12.3)

Ethnic Background

Tamil
Muslim
Burger

134 (77.0)
24 (13.8)
16 (9.2)

204 (81.6)
20 (8.0)
26 (10.4)

338 (79.7)
44 (10.4)
42 (9.9)

Never attend to School
Upto GCE (O/L)
Upto GCE (A/L)
Diploma/Degree
Postgraduate

34 (19.5)
119 (68.4)
16 (9.2)
4 (2.3)
1 (0.6)

93 (37.2)
141 (56.4)
15 (6.0)
1 (0.4)
0 (0.0)

127 (30.0)
260 (61.3)
31 (7.3)
5 (1.2)
1 (0.2)

< 10,000
10,000 – 24,999
25,000 –39,999
≥ 40,000

72 (41.4)
74 (42.5)
20 (11.5)
8 (4.6)

156 (62.4)
74 (29.6)
18 (7.2)
2 (0.8)

228 (53.8)
148 (34.9)
38 (9.0)
10 (2.3)

Single
Married
Divorced/Separated
Widowed

6 (3.4)
161 (92.6)
2 (1.1)
5 (2.9)

16 (6.4)
192 (76.8)
2 (0.8)
40 (16.0)

22 (5.2)
353 (83.3)
4 (0.9)
45 (10.6)

<1
1-5
6 - 10
> 10

12 (6.8)
77 (44.3)
49 (28.2)
36 (20.7)

23 (9.2)
117 (46.8)
48 (19.2)
62 (24.8)

35 (8.3)
194 (45.7)
97 (22.9)
98 (23.1)

Educational level

Monthly income (Rs)

Marital status

Duration of hypertension (years)

3.2. Attitudes About Management of Hypertension
Around 55.0% of participants agreed that their blood pressure is within normal range. Forty six percent have agreed
with the statement that ‘doctor listens their concerns at clinic’. Around 57.0% of participants agreed with the statement
of ‘doctor clearly explains my condition’. One in ten participants disagreed with the statement of ‘availability of
relevant medication’. About 24.0% of participants were not aware that including green leafy vegetable in their daily diet
would help to improve hypertension. Approximately 5.0% have disagreed with the statement that ‘they do not have the
ability to manage their hypertension’ (Table 2).
Table 2. Attitudes on hypertensive management modalities (n, %).
Extent of agreement with the following statements

Strongly agree

Agree

Neutral Disagree Strong
disagree

My blood pressure is now within normal range

77 (18.2)

232 (54.7) 87 (20.5) 22 (5.2)

The waiting time at the clinic is acceptable

60 (14.2)

178 (42.0) 81 (19.0) 83 (19.6) 22 (5.2)

The doctor listens to my concerns

86 (20.3)

194 (45.8) 73 (17.2) 71 (16.7)

6 (1.4)
----
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Extent of agreement with the following statements

Strongly agree

Agree

Neutral Disagree Strong
disagree

The doctor understands my concerns

102 (24.1)

174 (41.0) 81 (19.1) 65 (15.3) 2 (0.5)

The doctor clearly explains my condition to me

92 (21.7)

149 (35.1) 124 (29.2) 55 (13.0) 4 (0.9)

Relevant medications are available most of time in pharmacy

118 (27.8)

146 (34.4) 116 (27.4) 41 (9.7)

3 (0.7)

I can manage my disease

83 (19.6)

186 (43.9) 133 (31.4) 17 (4.0)

5 (1.2)

It is good to include green leafy vegetable in my daily diet

150 (35.4)

156 (36.8) 100 (23.6) 14 (3.3)

4 (0.9)

Eighty eight percent agreed with statement of ‘avoidance of extra salt in their diet is good’ for better hypertensive
management. About 24.0% of them disagreed the statement of ‘it is good to have fruits than deserts and sweets’. About
33.0% disagreed that regular physical exercise is essential to control blood pressure. Further, around less than 40.0% of
participants disagreed with the statement of ‘high blood pressure affects kidney functions, vision, blood vessels, lead to
stroke and ischemic heart disease (Table 3).
Table 3. Attitudes on complication of poorly controlled hypertension (n, %).
Extent of agreement with the following
statements

Strongly agree

Agree

Neutral Disagre Strongly
disagree

It is good to avoid extra added salts in your diet.

148 (34.9)

225 (53.1) 30 (7.1) 17 (4.0) 4 (0.9)

It is good to avoid extra cooking oil in your diet.

156 (36.8)

212 (50.0) 34 (8.0) 18 (4.2) 4 (0.9)

It is good to have fruits rather than deserts and sweets.

113 (26.7)

193 (45.5) 101 (23.8) 13 (3.1) 4 (0.9)

Excess alcohol can worsen the blood pressure level.

96 (22.6)

192 (45.3) 124 (29.2) 8 (1.9)

4 (0.9)

Regular physical exercise is essential to control blood pressure

110 (25.9)

174 (41.0) 130 (30.7) 6 (1.4)

4 (0.9)

High blood pressure will affect your kidney functions.

68 (16.0)

192 (45.3) 139 (32.8) 17 (4.0) 8 (1.9)

High blood pressure will affect your vision.

75 (17.7)

223 (52.6) 118 (27.3) 4 (0.9)

4 (0.9)

High blood pressure can affect your blood vessels.

68 (16.0)

173 (40.8) 166 (39.2) 9 (2.1)

8 (1.9)

High blood pressure can lead to stroke.

102 (24.1)

161 (38.0) 153 (36.1) 2 (0.5)

6 (1.4)

High blood pressure can lead to ischemic heart disease.

85 (20.0)

202 (47.6) 126 (29.7) 3 (0.7)

8 (1.9)

3.3. Reported Practices Towards Management of Hypertension
Few of them (1.2%) mentioned that in addition to western medicine, they use other treatment methods such as
Ayurveda or herbal treatment. About 92.0% have reported that they have not checked their blood pressure at home at
all. Among those who checked, 52.8% of them had checked once a month (Table 4).
Table 4. Self-care practices on hypertension management.
Details

Response

Male
n (%)

Female
n (%)

Total
n (%)

Yes
No

0 (0.0)
174 (100.0)

5 (2.0)
245 (98.)

5 (1.2)
418 (98.8)

Yes
No
Daily
Twice a week
Weekly
Once a month

20 (11.5)
154 (88.5)
1 (5.0)
6 (30.0)
3 (15.0)
10 (50.0)

16 (6.4)
234 (93.6)
1 (6.3)
4 (25.0)
2 (12.5)
9 (56.2)

36 (8.5)
388 (91.5)
2 (5.6)
10 (27.8)
5 (13.8)
19 (52.8)

Herbal treatment used by patient
BP measurement at home
Frequency of BP measurement

Majority of the participants consume vegetables and fruits either occasionally or frequently while about 45.0% of
participants consume pickle occasionally (Table 5).
Table 5. Frequency of consuming certain verities of foods (n, %).
Food items

Never

Occasionally

Frequently

Daily

Always

Dried fish

55 (13.0)

292 (68.9)

72 (17.0)

5 (1.1)

0 (0.0)

Fast foods

112 (26.4)

270 (63.7)

40 (9.4)

2 (0.5)

0 (0.0)

Chutney

92 (21.7)

280 (66.0)

42 (9.9)

10 (2.4)

0 (0.0)

Red meat

161 (38.0)

208 (49.0)

50 (11.8)

5 (1.2)

0 (0.0)

Fruits

1 (0.2)

43 (10.2)

221 (52.1)

137 (32.3)

22 (5.2)

Vegetables

6 (1.5)

15 (3.5)

82 (19.3)

243 (57.3)

78 (18.4)

Pickle

162 (38.2)

193 (45.5)

58 (13.7)

11 (2.6)

0 (0.0)
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Food items

Never

Occasionally

Frequently

Daily

Always

Nuts

205 (48.3)

199 (46.9)

15 (3.5)

5 (1.2)

0 (0.0)

4. DISCUSSION
In this study, hypertension was observed predominantly among females than in males. Similar observation was seen
in a study where females were more among the hypertensive patients [12]. The participants in the age group of 51-70
years, unskilled employment status and educational qualification of up to GCE O/L were the other predominant
categories. Similarly, Mahajan et al (2012) study had revealed that, majority of participants were either unemployed or
unskilled [13]. More than half of participants had the monthly income of less than Rs. 10, 000. Thus, the findings
suggest that there is a strong influence of low income and lower educational level on poor hypertension outcomes. This
is evidenced by ignorance and lack of relevant knowledge or skills required to maintain quality hypertensive care and
control. Majority of participants (91.3%) were living with an extended family system in this study population and that
was supported in a study [9]. But, living in an extended family system may lead to exposure and reinforcement of
traditional and potentially unhealthy health practices and beliefs [14].
Majority of the participants in this study agreed with the statements of “Doctor listens and understands their
concerns at clinic” and “Doctor clearly explains their condition”. Thomson et al. (2001) have suggested that health-care
professionals should promote patients’ knowledge, correct perception, beliefs and attitude towards management of
hypertension through sufficient explanation of the nature, consequences and management of the disease [15]. In a
developing country like Sri Lanka, a relative shortage of medical manpower and an overwhelming burden of
communicable diseases have led to inadequate time and contact with patients. However, there should be concentrated
efforts to improve. But, it is advisable to provide adequate knowledge to patients through provision of a short clinic
appointment to create more contact with health care providers.
In this study, majority of participants believed that tablets and lifestyle modifications (exercise and diet therapy)
were the useful strategies for controlling hypertension. It was evident that lifestyle modification is an effective public
health tool for successful treatment and control of hypertension [16, 17]. Further, the European Society of Hypertension
(ESH) and the European Society of Cardiology (ESC) guideline in 2013 clearly stated that appropriate lifestyle changes
are the cornerstone for the prevention of hypertension. In addition, lifestyle changes may safely and effectively delay or
prevent medical therapy in hypertensive patients and contribute to BP reduction already on medical therapy [18].
Furthermore, the updated guideline of American College of Cardiology (ACC)/ American Heart Association
emphasizes that non-pharmacologic therapy (lifestyle changes) alone is especially useful for management of
hypertension [19].
Most of participants (92%) reported that they have not checked their blood pressure at home. This may be due to
unavailability of blood pressure apparatus at home or inadequate knowledge on measurement of blood pressure. In this
study, it was found that currently few percent of male participants were smoking and consuming alcohol. But in
contrast, it was found that tobacco and alcohol consumption in any form was found high among hypertensive patients
[13]. This finding is not correlated with our findings as the results were obtained subjectively. Further, in this study,
more than half of participants were with Body Mass Index (BMI) above the normal range. According to the evidence,
overweight was associated with a 2 fold to 6 fold increase in the risk of developing hypertension [13]. It was also shown
that BMI amongst hypertensive patients were high [20, 21].
CONCLUSION
Home blood pressure monitoring seems to be very minimal among study participants. Majority of the hypertensive
patients believe that Doctors understand and concern about their disease and have also developed confidence in selfcare. Though, creating a short clinic appointment with adequate knowledge need to be encouraged for their adapting
self-practices on factors related to patients and physicians.
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