


































































































5.2 Exit interview

5.2.1 Sociodemographic characteristics

Of the 120 study participants interviewed, 79 (65.8%) were females and the rest 41 (34.2%) were
males. The average age of the patients was 51.91 (SD=12.12) years and they were aged between
26 and 78. With regards to educational background, 35 (29.2%) were secondary and 29 (24.2%)
were illiterate. Concerning their marital status, 66 (55%) were married and 25 (20.8%) were
widowed. With regards to occupation, 28 (23.3%) were houscwives and 27 (22.5%) were

government employees.

Table 7: Demographics of exit interview respondents, Addis Ababa, Ethiopia, 2008 (N=120)

_Characteristics N %
Sex o . i _ - B
Male 41 342
Female 79 65.8
Age group
15-44 31 25.8
45-64 65 54.1
>65 24 20.0
Educational status
[lliterate 29 24.2
Read & write 6 5.0
Primary(1-8) 23 19.2
Secondary(9-12) 35 29.2
College/University 27 22.5
Marital status
Married 66 55.0
Widowed 25 20.8
Single 11 9.2
Divorced 9 15
Separated 9 7.3
Occupation
House wife 28 233
Government employee 27 22.5
Private sec. employee 18 15.0
Retiree 17 14.2
Unemployed 15 12:5
Self employee 11 9.2
Military 4 33
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5.2.2 Treatment duration

Seventy (58.3%) of the patients replied that they were taking medication for the last five years
while 27 (22.5%) of them were on therapy from five years to ten years. The rest 23 (19.2%) were

taking drugs for more than ten years.
5.2.3 Average payment per month

Seventy one (59.2%) of respondents revealed that they were taking medication freely and the rest
49 (40.8%) were paying at the start of treatment. The average payment per month was
approximately 39 Ethiopian Birr (SD=43.17).Whereas during interview, 49 (40.5 %) ol the
respondents claimed they were paying for medication and the rest replied they were not paying.

The average payment was 46.5 Ethiopian Birr per month (SD=41.55).
5.2.4 Comorbidity claimed during exit interview

Half of the respondents, 60 (50%) replied that they had co morbidity in addition to hypertension.

Chronic kidney diseases, 24 (20%) was on the top of the list followed by diabetes mellitus. 20

(16%) (Table 8).

Table 8: Comorbidity claimed by hypertensive respondents, Addis Ababa. Ethiopia, 2008.

Comorbidity - N %
Chronic kidney diseases 24 20.0
Diabetes mellitus 20 16.7
Cardiovascular diseases 13 10.8
Eye disease 10 8.3
Stroke 5 4.2
Gout 4 3.3
Arthritis 4 33
Asthma 2 1.7
Others™ 4 3.3

* includes breast cancer, prostate cancer and gastritis.
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5.2.5 Non pharmacological treatment (advices)

Non pharmacological treatment plays a vital role in the prevention/control of various discascs
including hypertension. It is applied before first line drugs and/or as a supplement with
medication therapy. Almost all, 119 (99.2%) of the respondents claimed that they were given
advices as to how to control their blood pressure in addition to taking medications. The most
frequent advices were to reduce salt intake, 116 (96.7%) followed by restriction of coffce

consumption, 73 (60.8%) (Table 9).

Table 9: Advices given to respondents by prescribers, Addis Ababa.Ethiopia,2008.

Advices ' - N %
Reduce salt intake _ 116 967
Restriction of coffee 73 60.8
consumption

Reduce alcohol 45 375
Restrict from fatty meals 44 36.7
Lixercise 43 35.8
Avoid stress 14 11
LLose weight 13 10.8
Restrict from sweet meals 9 o
Quit smoking 7 5.8
Others* 9 7.5

*includes checking BP regularly, refrain from khat, sweetie meal, bread, tea intake and

restricting from drinking a lot of water.



5.3 Consumption of antihypertensive drugs

The consumption of drugs was described using DDD and cost of sales. The DDD is the assumed
average maintenance dose per day for a drug used for its main indication in adults. For
chronically used drugs, DDDs per 1000 population per day gives a better estimate on the

consumption of drugs.

It is also important to note that appropriate age group for the population should be selected since
some drugs are not used in all age groups. In our study. we encountered patients who are
hypertensive as young as 18 years old. In addition, since the drugs were imported and get
distributed to the whole country, the Ethiopian population excluding those under the age of 15
was used as a population in the denominator which stands at 40,649,074 according to population
and housing census in 2007. Recent DDD of each antihypertensive drug was used from

ATC/DDD Index 2009 developed by WHO (WO, 2009).

The formula used to calculate DDD/1000 population/day was used as per the recommendation of

WHO’s manual introduction to drug utilization research (WHO, 2003):

» 100

)
65 (days)

[]

Amoeunt used in 1 year (m

DDD/ 1000 population/day =

]
3

DDD {mg) * population =

5.3.1 Imported antihypertensive drugs

Drug Administration and Control Authority is a drug rcgulatory agency in Ethiopia under the
Federal Ministry of Health. All pharmaceuticals that are imported in to the country are reported
to the authority office. Hence, all available data on the list of imported antihypertensive drugs
was obtained for two years (1998 and 1999 E.C.) and hence, the consumption of the drugs was

quantified using DDD.
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5.3.2 Volume of locally manufactured antihypertensive drugs

Ethiopian Pharmaceutical Manufacturing

Ethiopian Pharmaceutical Manufacturing is a pharmaceutical company located in Addis Ababa. It
manufactures a wide range of pharmaceuticals and hence. the quantity of manufactured
Furosemide in 1998 and 1999 E.C was calculated and hence DDD/1000 inhabitants/day was

quantified.

Addis Pharmaceutical Factory

Addis Pharmaceutical Factory is a pharmaceutical company located in Adi-grat. Amlodipine.
furosemide and methyldopa are antihypertensive drugs manufactured by APF. The amount of
Amlodipine, Furosemide and Methyldopa manufactured from 1998 to 1999 E.C was obtained

and the respective DDD/1000 inhabitants/day was calculated.

Table 10: DDD/1000 population/day for each antihypertensive drugs imported as well as

manufactured, Ethiopia, 2008.

7 Dcséf‘iﬁtion Quanﬁt_y (in mg) - DDD/ 100_()_[_75_}3u'1a_ti(_)n_fdaiy7

1998 E.C 1999 E.C 1998 E.C 1999 E.C

Furosemide 260,104,000 382,024,000 0438 0.643
Mecthyldopa 3.743.775.000 5,173,275,000 0.252 0.348
Enalapril 34,994,500 44,785,000 0.235 0.301
Nifedipine 54,205,000 141.696,000 0.121 0.318
Atenolol 106.073.000 165.060.000 0.095 0.148
Propranolol 83.330,000 65.615,000 0.035 0.027
Captopril 71,927,500 17,194,500 0.096 0.023
Lisinopril 2.562.000 2.117.600 0.017 0.014
Amlodipine 1,973,670 237,670 0.026 0.003
HCT 3.290,000 3,810,000 0.008 0.01
Felodipine 219,300 775,000 0.002 0.01
Verapamil None 57,600 None 0.00001

Npl}e 0.022 Nomé

Spirinolactone 25,000,000



5.3.3 Data compiled from KENEMA retail pharmacies

KENEMA pharmacies are retail outlets which are run by the government with a profit margin
range of 18% to 20 % with the objective of ensuring affordable prices of medicines to the society.
They were selected for this study because of the fact that they hold the biggest market share and
they have organized sales data. The sales figure of all antihypertensive drugs in two kenema

branches was added up over the years.

Kenema no. 2 (Piassa)

Data on the sales of antihypertensive drug were obtained for the period between January 2006
and October 2008. As it can be seen in the table 11 below. nifedipine stands at the top followed

by atenolol and hydrochlorothiazide.

Table 11 : Cost of sales of each antihypertensive drug [rom Jan’06-Oct’08 for Piassa Kcnema

Pharmacy, Addis Ababa, Ethiopia, 2008.

Description ~ Cost of sales (in Eth. Birr)
Nifedipine 415,508.97
Atenolol 193,371.00
Hydrochlorothiazide 182.390.90
Spirinolactone 146.657.20
Enalapril 134,516.34
Methyldopa 116,110.28
[Furosemide 103.609.42
Felodipine 7927113
Carvedilol 712,815.25
Lisinopril 55.643.63
Propranolol 46,682.94
Captopril 32.286.90
Amlodipine 24.362.70
Verapamil 1,555.00




Kenema no. 3 (Stadium)
Data on the sales of antihypertensive drugs was obtained for the period between July 2007 and
October 2008.Just like the above pharmacy branch (Piassa), nifedipine ranks at the top followed

by atenolol and hydrochlorothiazide.

Table 12: Cost of sales of each antihypertensive drug from Jul’07-Oct’08 for Stadium Kenema

Pharmacy. Addis Ababa, 2008.

Description Cost of sales(in Eth. Birr)
Nifedipine o 33915233
Atenolol 230,202.50
Hydrochlorothiazide 172.889.70
Lisinopril 141.829.01
Enalapril 128.630.30
Felodipine 115,189.87
Spirinolactone 93.829.60
Carvedilol 78.380.95
Furosemide 75.248.73
Amlodipine 56.410.03
Methyldopa 46.,076.53
Propranolol 40.526.24
Captopril 13,500.80
Verapamil 3,754.35




6. DISCUSSION

This study revealed that hypertensive patients with regards to sex are almost equal in proportions
from the record review. With regards to age group. majority of the study particpatns were

between 45 and 64 years.

The present study also found out that there is significant association between treatment pattern
(monotherapy and multiple therapies) with sex, where; both males and females tend to get treated
with monotherapy. However, there is no significant association between different age groups and

treatment pattern (monotherapy and multiple therapies).

Control of BP to levels persistently below target levels will require multiple antihypertensive
agents in the majority of patients with hypertension (Flack. 2007). In most. if not all.
hypertensive patients, therapy should be started gradually and target blood pressure values
achieved progressively through several weeks. To reach target blood pressure, it is likely that a
large proportion of patients will require combination therapy with more than one agent.
According to the baseline blood pressure and the presence or absence of complications, it appears
reasonable to initiate therapy either with a low dose of a single agent or with a low-dosc

combination of two agents (Erdine et al., 2006).

This study also found out that the use of two and more drugs (multiple therapies) in almost one
third of the patients. This can be explained probably by physician’s attempt to control blood

pressurce adequately with multiple drugs instead of a single drug at later times of the discase.

The present study found out that the most commonly prescribed antihypertensive drugs in the
health institutions either alone or in combination were methyldopa, nifedipine,
hydrochlorothiazide, enalapril and atenolol from each category of drugs during the initiation of
medication therapy. This gives a clue that physician’s prescription pattern is in accord with the

standard treatment guideline (be it zonal hospital, district hospital or health center) of the country.



This finding is almost consistent with other studies done in Nigeria where methyldopa.
nifedipine, hydrochlorothiazide or their combination are commonly prescribed antihypertensive

drugs (Amira and Okubadejo; 2006, Yusuff and Balogun, 2005).

Methyldopa’s usage. alone or in combinations, has been considerably reduced in the developed
world due to their side effects (WHO, 1999). The negative impact of patients' experience of
adverse cffects on level of adherence and subsequent outcome of therapy arc well documented

(Eraker er al., 1984).

The finding of this present study also revealed that there is tremendous treatment shift among
different antihypertensive drug therapeutic category. The possible reasons for treatment shift are
commonly failure to respond to drug, reason not known (not documented in the patient cards) and

side effect to mention few.

Patient noncompliance with prescribed antihypertensive drug regimens are very common. High

medication adherence (> 80%) compared with intermediate (50%-79%) and low (< 50%)

medication adherence to a single-pill antihypertensive drug regimen was recently linked to
270

greater BP control—43% for high. 34% for intermediate, and 33% for low medication adherence.

respectlively, over a 4-year period in 13 USA health plans (Bramley ef al., 20006)

This finding is in accord with a study done in USA where the continued shift from calcium
antagonists to beta blockers and diuretics plus the large use of angiotensin converting enzyme

inhibitors would indicate greater adherence to treatment guidelines (Lopez ef al., 2004).

Despite the widespread perception that the new agents are better tolerated, randomized clinical
trials had failed to document any significant differences in rates of compliance or adverse events

among the different classes of antihypertensive drugs (Mcalister ef al.. 1997).

In addition, data from more than 20 RCTs have been published since 1967, comparing diuretics,
beta blockers, and calcium channel blockers against placebo hypertensive patients. The data

conclusively demonstrated reductions in both morbidity and mortality with these three drug
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classes. A meta analysis of data from RCTs comparing two newer classes. i.e. angiotensin
converting enzyme inhibitors and calcium channel blockers, against older classes, i.e. diuretics
and beta blockers, in almost 75,000 hypertensive patients was published in 2000. For the end
points of total cardiovascular mortality, the meta analysis showed no significant convincing

differences between drug classes or between groups of old and new drugs (Whitworth, 2003).

Since the clinical trials document no significant difference among the different classes of
antihypertensive drugs, cost effectiveness should be the vantage point for treatment shifts if there

are no other confounding factors.

With regards to consumption, furosemide has the highest DDD/1000 inhabitants/day value. This
is possibly due to self medication by a large number of the population. Another reason that could
be cited is its availability at the market (imported and manufactured) in a tremendous amount has
led to increased consumption of the drug by the society. Its consumption might have been
exaggerated because it is also used for other clinical indications other than hypertension ( for

example; edema due to cardiac and renal disorders).

It is not surprising methyldopa to be the most common prescribed drug for the treatment of
hypertension in a resource limited country like Ethiopia and the DDD/1000 inhabitants/day value
is amongst the top becausc it is a generic drug. Its high prescription rate is in agreement with its

high DDD/1000 population/day value.

Nifedipine, enalapril and atenolol have also high DDD/1000 population/day value which agrecs
with their high prescription rates at the selected health instutions. However, hydrochlorothiazide
has low DDD/1000 population/day despite of their high prescription rates. This possibly could be

due to frequent stock out of the drugs at the market or patient noncompliance.

Verapamil and spirinolactone had a gap when they were being imported to the country. This
possibly happened due to decision of the respective importer companies to quit importing the
drugs. The time between decision of the previous importer to stop importing and the registration

of another importer to re continue its import might have been the cause for the gap.



The rest of the antihypertensive drugs have low consumption and this is possibly due to very low

prescription rates of the drugs by physicians.

Cost figures are suitable for an overall analysis of expenditure on drugs. Long-term studics arc
difficult due to fluctuations in currency and changes in prices. When cost data are used. an
increase in the use of cheaper drugs may have little influence on the total level of expenditure on

drugs, while a shift to more expensive drugs is more readily noticed (WHO, 1993).

Based on cost of sales of antihypertensive from the selected two kenema pharmacies: nifedipine.
atenolol, hydrochlorothiazide and enalapril stand at the top which is in agreement with the most
commonly prescribed antihypertensives at the health institutions except for methyldopa. The
possible reason could be self medication being practiced by the patients to control their blood
pressure adequately as a result of peer influence or difference in price amongst antihypertensive
drugs. Hydrochlorothiazide is at the top based on the cost of sales but low at consumption; this
could be possibly duce to the fact that a large number of populations purchase drugs from Kenema
pharmacies because they have low profit margin as compared to private retail pharmacy outlets.
The picture would have been different if the cost of sales was seen from private pharmacy retail

outlets.

Lifestyle measures should be instituted whenever appropriate in all patients, including subjccts
with high normal blood pressure and patients who require drug treatment. The purpose is to lower
blood pressure and to control other risk factors and clinical conditions present. The lifestyle
measures that are widely agreed to lower blood pressure or cardiovascular risk and that should be
considered are: smoking cessation, weight reduction, reduction of excessive alcohol intake.
physical exercise, reduction of salt intake, increase in fruit and vegetable intake. and decrease in

saturated and total fat intake (Erdine ef al., 2006).

Substance use such as cigarette smoking, binge drinking, and khat chewing could increase risk
for CVD among adults because of their widespread prevalence among adult men and their
significant association with increased diastolic BP (Tesfaye er al., 2008). This indicates that the

nonpharmacologic treatment should be continued in a strong manner.
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Our finding also revealed that the most common complications and comorbidity were diabetes

mellitus, chronic kidney diseases and cardiovascular diseases.

This is in agreement with a study done in South Africa where cardiovascular discases, chronic
kidney diseases. diabetes mellitus, asthma and arthritis are the most frequent underlying

comorbid states. (Rayner ef al.. 2007).

Recent data suggest that individuals who are normotensive at age 55 years have a 90% lifctime
risk for developing hypertension. The relationship between blood pressure and risk of
cerebrovascular disease events is continuous, consistent and independent of other risk factors.
The higher the blood pressure, the greater the chance of myocardial infarction, heart failure,
stroke and kidney disease. For individuals aged 40-70 years, cach increment of 20 mmllg in
systolic blood pressure or 10 mmHg in diastolic blood pressure doubles the risk of cardiovascular
disease. These alarming data support a need for greater emphasis on public awareness of the
problem of high blood pressure and for an aggressive approach to antihypertensive treatment.
The presence of cardiovascular risk factors, particularly diabetes mellitus, target organ damage
and associated cardiovascular and renal disease, substantially increases the risk of hypertension.
The level of risk is used to determine the threshold and type of therapeutic intervention (WI110.,

2005).
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7. STRENGTHS AND LIMITATIONS OF THE STUDY

Even though the study is informative, it has many limitations. Recall bias during exit interview
by respondents is evident. Another limitation that could be cited is, as we know, there arc
antihypertensive drugs which are also used for other clinical indications (for example, ACLIs for
congestive heart failure and beta blockers for cardiac arrhythmias) and might have exaggerated
the prescription pattern and consumption. Consumption trend of drugs for at lcast five yecars

could not be assessed due to lack of available data.

Despite the above limitations, the present study provides useful information to assess
hypertension treatment pattern and consumption of antihypertensive drugs. Furthermore. the
large sample size and the use of several methodologies to complement different methods with

each other can be taken as the strength of the present study.



8. CONCLUSION AND RECOMMENDATIONS

From the present study it can be concluded that methyldopa, nifedipine, hydrochlorothiazide.

cnalapril and atenolol are widely used drugs cither alone or in combination for the treatment of

hypertension which is in line with standard treatment guideline of the country and the guideline

of international society of hypertension with the exception of methyldopa. There is tremendous

treatment shift amongst different therapeutic class of antihypertensive drugs mainly based on

failure of the drug to adequately control blood pressure. Furosemide followed by methyldopa,

enalapril, nifedipine and atenolol are the most consumed drugs for two consecutive years based

on the data obtained by drug regulatory authority and manufacturing plants. Nifedipine ranks at

the top based on cost of sales of the two selected kenema pharmacies followed by atenolol.

hydrochlorothiazide and enalapril.

Based on the findings the following recommendations can be made:

Policy makers. clinicians, drug regulatory agency and other concerned stakeholders
should assess and reconsider the benefits and risks of using methyldopa in the treatment
of hypertension except for pregnant patients.

Cost effectiveness should be a priority during treatment shift among the different category
of antihypertensive drugs.

Manufacturers should try to produce at least one drug from each therapeutic class,
namely; nifedipine, hydrochlorothiazide. enalapril and atenolol locally and importers
should prioritize on these drugs to be imported in to the country so that stock out will be
avoided.

Health education should be given to the public at large about the risk factors for
hypertension and how to avoid unhealthy life style and ill feeding habits.

Future longitudinal research should be done to describe consumption trend of

antihypertensive drugs.
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Annex 1: Data abstraction format

Assessment of hypertension treatment pattern at selected health facilities in Addis Ababa

and consumption of antihypertensive drugs

Data abstraction format

Name of the health institution:

Female

Date of initial diagnosis of hypertension

Number of medication/s prescribed

antihypertensive

medication/s

prescribed

Is there a change of medication/s prescribed (treatment shift)? |:| chD No If No, Skip

Code No
1. Sex Male
2. Age -
3.
4. At initial diagnosis name of the
Category of medication/s
Date of prescription
9
toQn§
6. Reason given for treatment shift
[] No reason given
[] Failure to respond to drug
[ ] Improvement
[ ]Side effect
[ ] Change of diagnosis
[ |Others, please specify
i

Name of the current antihypertensive medication/s prescribed

Number of medication/s prescribed

Category of medication/s

Date of prescription
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8. BP measurement

Early BP

2" Visit BP

3" Visit BP
4" Visit BP |
Recent BP

9. Was there any complication/s due to hypertension?
[[] Yes [] NolIfNo, skip to Qn. 11
10. What was/were the complication/s?
[] Diabetes mellitus
[] Cardiovascular diseases
[ ] Chronic kidney discases
[] Stroke
[[]  Others, please specify

11. Was there concomitant mediation? [ ] Yes [ ]  No
12. If yes to the above question, name of the medication/s

A.

m o ow
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Annex 3: Questionnaire for exit interview (Amharic)
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Annex 4: Informed consent (English)
Assessment of hypertension treatment pattern at selected health facilities in Addis Ababa
and consumption of antihypertensive drugs

Hello! My name is and [ am part of a team of people who are

carrying out a study on “Assessment of hypertension treatment pattern at selected health of
facilities in Addis Ababa and consumption of antihypertensive drugs”. The purpose of this study
1s to bring tangible changes to the individual, family and the health facility thus contributing a
great positive role towards the treatment of hypertension. | would like to ask you some questions
about hypertension and related issues and it will take about 20 minutes. Your response will be
anonymous. All questions are based on your full consent and you have a full right not to answer
any question. All answers are based on your full consent and you have a full right not to answer
any question that you feel stressful. However, we hope that you will participate in this study since

your views are very important.

As you willing to participate in the study?

Yes - No
Name of Data collector: - ~ Signature
Name of supervisor: Signature -
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Annex 5: Questionnaire for exit interview (English)

Name of the health facility

Code No

Date of interview

A.

1. Sex . I:l Male I:l 2. Female

2. Age

Fducation

(8]

1. |:| [lliterate

-4 D Can read & Write
) I:] Primary

4, D Secondary

S D College/University

(8]

4. Marital status
I.D Single
2 D Marricd
l_—_] Separated
Divorced

Widowed

A

5. Occupation

]

[]
1. I:] Government Employee
2. I:] Private sector employee
A D Self Employee
4. l:l Student
3 D House Wife
6. | Military

7. I:I Retired

8. I:‘ Unemployed
AR —
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1. How long have you been diagnosed as hypertensive?
2. How long have been taking antihypertensive medications?
3. What was/were the antihypertensive medication/s prescribed for you initially at the start of
you diagnosis?
Al I:J Mecthyldopa |:p Furosemide
B I:I Carvedilol D]. Lisinopril
33 | Atenolol [ P Lnalapril
3.4, |:| Propranolol [:b Captopril
3.5 ’:| Spirinolactone |::|4 Nifedipine
3.6. [:] Hydrochlorothiazide I:]S Others, Please specify
e A Amilodipine
3.8. D Felodipine
39. Ij Verapamil
4. Tor how long have you taken these antihypertensive medication/s listed above?
5. Were you paying for these antihypertensive medication/s?
L [:l Free QD I was Paying
5.1.  If you were paying, how much per month? ~ Eth Birr
6. What is/are the antihypertensive medication/s you are currently taking?
6.1. l:] Methyldopa [:IIO. Furosemide
6.2 |:] Carvedilol I:I Il Lisinopril
6.3. [:I Atenolol 6.12. D Enalapril
6.4. I:I Propranolol 6.13. D Captopril
6.5. |:’ Spirinolactone 6.14. l:l Nifedipine

6.6.[ |
6.7. ]

68 ]
6.9.[ ]

Hydrochlorothiazide
Amilodipine
Felodipine

Verapamil
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7. For how long have you taken these antihypertensive medication/s listed above?

8. Arc you paying now for these antihypertensive medication/s?
1.[ ] Free 2.[ ]I am paying
5.1.  If you are paying, how much per month?
B Eth Birr
9. In between from the initiation of antihypertensive medication/s up to present ones, were there
any other typed of antihypertensive medication/s prescribed for you?
1. [ ] Yes 2.[ ] No
9.1.If yes to the above question, what was/were the antihypertensive medication/s
prescribed? For how long?
Duration Duration
9.1.1.[ ] Methyldopa 9.1.10[ | Furosemide
9.1.2.[:' Carvedilol 9.2.1 l.l:l Lisinopril
9.13[] Atenolol 9.1.12._] Enalaprii
9.14.[ | Propranolol 9.1.13.[ | Captopril
9.1.5[ | Spirinolactone 9.1.14.[ ] Nifedipine
9.1.6.[ ] Hydrochlorothizide 9.1.15.[ ] Others, Please Specify
9.1.7.|:[ Amilodipine
9.1.8.|:] Felodipine
9.1.9,D Verpamill

9.2. What was/ware the reason/s given for switching the previous antihypertensive

medication/s to the current one?

92.1. |:| Side effect 9.2.5.DChange of diagnosis

8.2.2. [:] Improvement 9.2.6.‘] No reason given

9.2.3.[ | Discontinuation 9.2.7.[ ] Unavailability of prescribed drug
9.24. |:| FFailure to respond to drug 9.2.81:' Cost of drug

9.2.9. D Others, please specify
10. Do you have co morbidity/co morbidities other than hypertension?

1. YCSI:' E.D No
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10.1. It yes to the above question, what is/are the co morbidity/co morbidities?

10.1.1. D Diabetes mellitus 10.1.4. D Stroke
.12 |:] Cardiovascular diseases 181 .5. D Asthma
10.1.3. [ ] Kidney discase 10.1.6. [ Arthritis

10.1.7- |:| Others, please specify

11. Was advice given in addition to antihypertensive medication/s?

1. [ ]| ¥Yes 2. [ ]No

blal [t yes to the above question what was/were the advices given to you?
11.1.1. [ ] Reduce salt intake 11.1.6. [ ] Restrict coffee consumption
11.1.2. [ ] TLose weight 11.1.7. [_] Restrict fatty meals

0 e |:| Increase acrobic exercise 11.1.8. D Other, please specily
11.1.4. [:] Quit smoking
Py s 8 D Limit alcohol consumption

I have finished my interview. Thank you very much again for

your time and cooperation.
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