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Abstract
Introduction: Identification of causes of hypertension on the basis of the perspectives and experiences of
patients is the key to success in health plans of these patients. The aim of this study was to describe the
experiences of life before becoming hypertensive patients.
Methods: This qualitative study was conducted during August 2015 to April 2016. Twenty-seven hypertensive
patients referred to hospitals affiliated to Tehran University of Medical Sciences were selected based on
purposive sampling, and semi-structured in-depth interviews were conducted with them. The data were analyzed
by the content analysis method and using qualitative data analysis software MAXqda 2011.
Results: Three main categories were extracted from data analysis. Patients experienced factors such as
negligence and neglect, life stress, lack of healthy lifestyles and abuse awareness, spirituality abandonee in the
main category of “personal experience,” factors such as family conflicts, heredity, inappropriate nutritional and
life style in the main category of “family life,” and also factors such as job stress, economic problems,
urbanization, chemical agents during the war in the main category of “social life.”
Conclusions: Based on the findings, patients before becoming hypertensive under the influence of their culture
and beliefs had experienced many risk factors associated with hypertension. Comprehensive planning and
appropriate to the cultural, social, and beliefs context about the prevention and correction of these factors is
necessary.
Keywords: Hypertension, Qualitative research, Life experience
1. Introduction
In recent decades, rapid social and economic changes have led to increments in prevalence of high blood pressure in
Mediterranean and Middle Eastern countries (1). Iran is a Middle Eastern middle-income country with diverse
ethnicities and lifestyles (2). There is strong proof that, in Iran, the rapid increase in the prevalence of HTN has
started more recently (3). A systematic review of published studies from Iran has estimated that the overall
prevalence of hypertension was approximately 23%. Also, the maximum and minimum prevalence of hypertension
in these studies were in Tehran (47.0%) and Ghazvin (6.9%), respectively (4). High blood pressure and its
complications have been recognized responsible for most deaths in all regions of Iran (5). This disease damages
organs of the body as an independent risk factor (6) and causes problems such as cerebrovascular disease, coronary
disease, heart failure, chronic renal failure, and vascular disease (7, 8). Although high blood pressure is associated
with many problems, it is easily preventable (9). Studies have shown that identification and controlling the causes of
high blood pressure can help prevent developing this disease and its complications (10). In this context, the general
recommendations have been brought up, e.g., physical activity, consumption of fruits and green vegetables, cutting
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tobacco and alcoholic beverages (11), hiking, mental health, and the use of leisure facilities, in order to prevent
development of hypertension. However, following these recommendations is typically based on the different
cultures, attitudes, and awareness. For example, in some American cultures, obesity and consumption of high-fat
foods is high despite the knowledge that healthy foods are common and accessible (12), i.e., due to the poor dietary
habits in the Iranian people, salt intake is typically more than double the recommended amount by the World
Organization of Health (13). The results of a study in Tehran revealed that the cause of neglect and lack of respect
for healthy lifestyles by the participants is limited knowledge and unawareness of hypertensive and its risk factors
(14). Lack of awareness regarding the risk factors for developing hypertension and inadequate knowledge about
appropriate preventive measures could lead to delay in diagnosis and inadequate control of blood pressure (15). In
addition to these factors, living in crowded cities and/or limited availability and access to health services, social
protection, public attitudes toward neighborhood health, and health-related behaviors play important roles in the
development of high blood pressure (16). The World Health Organization reported that the risk of high blood
pressure in African countries in urban areas is more than in rural areas (17). Therefore, increasing urbanization may
be an important threat to public health regarding hypertension, especially in developing countries (18). Khatib et al.
showed in systematic reviews of several qualitative researches that high volume work, living in crowded and unsafe
neighborhoods, urban pollution, and traffic susceptibility play roles in creating high blood pressure (19). In this
context, the results of studies revealed that the prevalence of hypertension in Tehran was higher than in other cities
of Iran (14, 4). High prevalence of hypertension in Tehran has been associated with urbanization problems and
lifestyle changes (18). Studies that have examined the risk factors for high blood pressure have obtained different
conclusions about risk factors associated with hypertension; its causes include factors such as genetics, race,
generation status (20), nationality, attitudes, beliefs (9), cultural, social, environmental, and economic subjects (16).
Marshall et al., in a systematic review on qualitative research, showed that, in different ethnicities, causes of high
blood pressure or aggravation factors are different. Therefore, in order to better and deeper understand the causes of
high blood pressure, the perspectives and experiences of patients should be profoundly examined. In this systematic
review, it was concluded that, in the view of the patients, the lack of attention of health teams toward high blood
pressure and its causes is one of the key obstacles to the success of health programs for these patients (9). Therefore,
identification of these factors is important from the perspective of patients and based on their experiences and can
lead to the effective production of knowledge in this field to improve general health (21). In order to truly
understand these factors, the experiences and perspectives of these individuals can be used in qualitative studies
(22). Due to the above reasons, and, in order to increase our knowledge of the risk factors and causes of
hypertension based on individual, cultural, social, and economic circumstances, this study was conducted aimed to
explore experiences of life before becoming hypertensive patients.
2. Material and Methods
2.1. Settings and Participants
This is a qualitative study with a content analysis approach. This study was conducted from August 2015 to April
2016. Participants in this study included 27 patients with hypertension who were referred to health centers affiliated
with Tehran University of Medical Sciences. In order to study multiple variables related to the subject and obtaining
the best understanding of the studied phenomenon, purposeful sampling was used with maximum variation (by age,
sex, education, marital status, and duration) (22). Inclusion criteria included a desire to participate in the study,
having the ability to share the experiences, fluency in Farsi, hypertension according to medical diagnosis, and being
older than 18 years. The exclusion criteria of the study were having a cognitive impairment and/or mental illness
confirmed by a physician or the individual patient. Sampling continued until data saturation.
2.2. Data collection
The main method of data collection in this study was profound semi-structured interview. Researchers explained the
aim and the questions of the study for each participant. If subjects agreed to participate in the study and signed
informed consent, the interview was conducted based on the comfort of the participant at the agreed-upon time and
place. Interviews were conducted in a private room. Each interview began with general questions such as “What do
you think caused severe hypertension?” “Why do you think you do not comply?” and “When and in what situations
do you usually have high blood pressure?” Participants were asked to express their experience and understanding
before becoming hypertensive. Interviews continued to gain a deeper understanding of the studied phenomenon. The
interview was recorded using a digital voice recorder. Each interview was transcribed and then analyzed step by
step. The duration of each meeting was between 90–45 minutes based on the tolerance and interests of participants
to describe their experiences. If necessary, a second session of the interview was implemented. Interviews were
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drawn to the second session with three of the participants. The three interviews are in excess of 27 interviews with
key participants.
2.3. Data analysis and data trustworthiness
In order to analyze the views and experiences of participants, content analysis was used due to Graneheim and
Landman (23). Contractual content analysis is a regular coding and data classification, which is used to identify
implicit and explicit themes or patterns of text data through a systematic approach (24). For the analysis, at first,
each interview was written on paper. For obtaining a general understanding of the text, the interview text was read
several times, and then the data were divided into semantic units, and a concept name (code) was assigned to them.
Codes with similar concepts were put together in a group and categories were formed. Categories and codes for each
interview were constantly compared with other interviews until subcategories and main categories were formed.
With data saturation, interviews were stopped. Saturation was detected by repetition and confirmed using
information previously collected data. Finally, identifying the main categories that emerged from participants’
experiences and perspectives analysis was completed. We then tried to find the highest homogeneity between the
classes and the highest heterogeneity between the classes. MAXqda 2011 software was used to classify the
transcribed data. To ensure accuracy of the data, the proposed Guba and Lincoln (23) indexes were used. Validation
of data was demonstrated with continuous data comparison. Long-term engagement with participants and devoting
sufficient time for data collection also was conducted for a better understanding of their experiences. Data reliability
was obtained using the techniques of the participants reviewing. The reliability of data was confirmed using the
reviewing technique of the participants. Research team weekly meetings and discussions were implemented about
the collected information for obtaining data reliability. Additionally, three experts in qualitative research (peer
review), in the course of analyzing and interpreting the data, had very close cooperation with the research team. Data
verifiability was confirmed using systematic data collection and retaining the documentation for the research. For
transmission of data, sampling with maximum diversity was used so that samples were selected from both sexes,
with different age, education, and jobs and multiple clinical centers affiliated with Tehran University of Medical
Sciences.
2.4. Ethical considerations
The present study is obtained from the nursing doctoral thesis in Tehran University of Medical Sciences, which was
approved by the Tehran University of Medical Sciences Research Ethics Committee, which has a code of ethics
(IR.TUMS.REC.1394.1497). Objectives and methods used in the study were fully explained to the participants. The
purposes and methods applied in this research were completely explained to participants. All participants signed
informed consent before entering the research. They also were assured about confidentiality and anonymity in the
study. They were told that the study is voluntarily and that unsubscribing was possible at any stage of the study
while there are no consequences for them. All participants were volunteers, and written consent was obtained from
each of them in which the voluntary nature of the participation was mentioned. Time and place of the interview were
determined with the agreement of the participants based on their preferences.
3. Results
The age range of participants was 28 to 74 years (mean age 52.62±1.18). A total of 27 people were interviewed
among which 12 subjects were men, and 26 subjects were married. Other specifications of the participants are
shown in Table 1. Three main categories of “personal experience,” “family life,” and “social life” were extracted
from data analysis that is obtained from the experiences of patients before having the risk of hypertension (Table 2).
Below, the meaning of each of these classes provided for participants with the use of direct quotations.
Table 1. Specifications of participants
Condition
Gender
Male
Female
Education level Illiterate
Under graduated
Educated in university
Job
Employee
Retired
Self-employed
Housewife

n (%)
12 (44.4)
15 (55.6)
7 (25.9)
15 (55.6)
5 (18.5)
6 (22.2)
3 (11.1)
6 (22.2)
12 (44.5)
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Table 2. Main categories and primary categories extracted from participants’ experience
Main Category
Primary Categories
Individual experiences Negligence and ignorance
Life stress
The lack of healthy life styles
and abuse awareness
Leaving Spirituality
Family life
Family conflicts
Inheritance
Dysfunctional eating style
Social life
Job stress
Financial problems
Urbanization
Chemical agents during the war
3.1. Individual experiences
All participants believed that they have contributed to the development of their blood pressure. All participants
before becoming hypertensive had experiences about the negligence and ignorance about nutrition, obesity, exercise,
and smoking and knew this as one of the reasons for their disease and hypertension, although some of the
participants were aware of the consequences of an unhealthy lifestyle as a result of negligence. The remarkable point
is that this neglect was higher in participants with an education level. Men had experienced lack of observation of
diet (such as eating salty foods and high fat) more than women, while women further experienced smoking, obesity,
and physical inactivity. P25: “... because I worked too much and walked also too much, I did not believe in diet, I
thought that I could eat any food and fire all of them” (male aged 25). All participants before becoming hypertensive
had experienced types of conflicts such as life stress, anxiety, life occupations, and so on. These patients believed
that increase in the stress long-term tolerance of them were the most important reasons for having high blood
pressure. Those tensions were experienced by women more than men. The remarkable point is that most of the
participants thought that the main reason for their daily stresses was modern advancement of technology, which had
played a role in the risk of hypertension. This belief was higher among younger patients. P3: “I think, being
hypertensive was mainly due to my stresses ... my life tensions were too much, the life stresses were causes of my
hypertension” (Male aged 28). A number of participants expressed that pre-hypertensive they had abused their
awareness and unhealthy lifestyle. The elderly and low-educated patients further expressed this lack of awareness.
The remarkable point is that most of the participants believed they had higher awareness than their family relatives
and elders; thus, their knowledge of scientific sources wasn’t credible. They knew the lifestyle of their family
elderly and followed the patterns; they believed that they should follow the lifestyle of their elders. Neither of these
participants before becoming hypertensive had the experience of visiting a doctor or referring to a science book for
information on healthy lifestyles. Some of them did not believe in medical advice and thought medicines prescribed
for them were harmful chemicals. P14: “I did not fully understand and had less time information at that time.
Whatever the adults told us I accepted for example, they said traditional oil was very good, eat too much ... but now
the doctors prohibit eating it” (female aged 68). Most participants (n = 15) believed that leaving spirituality and
being away from God was one of the most important factors in the development of the hypertension. Of those,
women believed it more than men. Participants had expressed that they experienced lack of relaxation in their life
followed by being aware of God and leaving religious practice (prayer, Quran, and remembrance of God), which
was an important factor for the development of hypertension. P9: “... a thing that brings variety of diseases in
human, especially blood pressure bar is discomfort and stress of being away from god, when you are with God your
nerve is comfort ... I was away from God before becoming hypertensive” (female aged 71).
3.2. Family life
All participants believed that families play roles in the development of hypertension through factors such as poor
nutrition style of family, inheritance, and family conflicts. According to some participants, poor nutrition style of
families has been among the main reasons for the prevalence of hypertension. They had the experience of
consumption of high-fat and salty foods in the family before becoming hypertensive. The experience is further
expressed by men. Some women participants believed that they have been the reasons behind eating the wrong
foods and cooking and that family had a lesser role in this regard. The important point is that most participants
(n=12) had a positive family history of hypertension, while, despite observation of complications of hypertension in
their family, they continued an improper feeding style. P27: “My family also had ignorance in some issues; they
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could cook lower fatty foods, but they did not. In our house, breakfast, lunch, and dinner are fatty, solid oil is used.
We ate plant or low fat foods in less time” (Male aged 45). Some patients (n=14) noted inheritance as the reasons for
hypertension. They blamed their families for being hypertensive. These beliefs were observed more in older and less
educated women. P14: “My mom had high blood pressure, my grandmother had high blood pressure, too, and it
came to me ... if they were not hypertensive then I was not hypertensive ...” (68-year-old illiterate women). Some of
the participants (n=19) before becoming hypertensive had experienced some problems such as arguing with family,
child-bearing stress, death of family members, unemployment of children, spouse neglect, husband addictions, and
others. They believed that these factors played important roles in the development of hypertension. The conflict was
experienced in women more than in men. The important point is that respondents were younger or were recently
diagnosed with high blood pressure and had experienced this conflict more; the main cause of tensions and conflicts
in their life before becoming hypertensive was expressed in the indiscriminate use of cyberspace by family members
and their addiction to the Internet. P25: “... I think I have blood pressure because I’m nervous. It’s true, I was an
aggressive man, but my family was guilty, they didn’t understand they always argue with me in the house ... Finally,
I got sick ...” (male aged 55).
3.3. Social life
The participants believed that social environment as job stress, economic problems, urbanization, and chemical
agents during the war contributed to the development of hypertension. Some of the participants (n=11) suggested
that job stress is involved in the development of hypertension. Most of these patients were older and more
experienced. In addition, this belief was highly observed in respondents who were higher educated as well as had no
management responsibility in their jobs. P17: “I had so much stress in my job, I had the responsibility of the
department, and I liked the works to be regular in a day, but I did not know this would be the cause of blood
pressure. Job stress had effects in the home also; all the things should be regular, and finally it brought stress” (male
aged 63). One of the factors that participants had experienced before hypertension and knew it as the cause of blood
pressure was economic problems. The experience was greater in men than in women. Most participants expressed
that economic problems have a negative impact on most aspects of life, particularly on mental aspects, which caused
family conflicts and problems and played an important role in the development of hypertension. P23: “... poor
economy makes people have high blood pressure during life ... my economic status was not good; I was all ashamed
of my wife and family. Mental pressure was so high that it led to high blood pressure” (male aged 43). Participants
had experienced residing in the crowded and bustling city of Tehran and the ensuing problems such as air pollution,
congestion, high cost of living, low emotion, tenants, and repeatedly moving home before becoming hypertensive
and recognizing the risk factors for having blood pressure. This belief in men was more than in women. Most of the
participants were born and lived in small towns and, in recent years, had migrated to Tehran. P12: “... life in Tehran
was one of factors for my high blood pressure. Pollution, overcrowding, long distances, kids go to school in big city
are all worries. You get away from your family, and it is hard ...” (female aged 39). Three participants, who
experienced presence in the battlefield and exposure to chemical agents, knew exposure to the chemical agents
during the war as the factors that affect high blood pressure. The participants expressed that they had experienced
mental and physical complications after exposure to the chemical agents that were effective on them for being
hypertensive. The remarkable point is that these patients lived more than 20 years with chemical agents and, during
the recent years, had been hypertensive. They also expressed individual and family risk factors of hypertension but
further emphasized the role of these agents. P11: “... From the time that I was exposed to chemicals in the war in
Iraq, it affected my blood pressure. I think the main cause of blood pressure originated from chemicals during the
war...” (male aged 54). The most important finding of this study was that the majority of participants had
experienced a series of these factors and believed that increase in the number of agents played a role in the risk of
developing hypertension more than the intensity of a single factor. They expressed that moving toward modern life,
the frequency and intensity of these factors also increases. P25: “... On the one hand, family problems, on the other
hand economic problems, they cooperated in developing my blood pressure, I accept and I blame myself ...” (Male
aged 55).
4. Discussion
Based on the findings, participants in the study believed that, with negligence and carelessness in the fields of
nutrition, exercise, and obesity, tobacco use had contributed to the development of their blood pressure. In several
studies, factors such as physical inactivity, smoking, obesity, high blood cholesterol, and poor diet create risk for
developing hypertension (25). Therefore, in this part of the paper, other risk factors of blood pressure were
experienced by participants. Having knowledge about the disease, is an important factor in the adoption and health
related behaviors (26). In our study, some participants knew the lack of awareness of healthy lifestyles as their own
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risk factors of hypertension. The results of a qualitative study in Nepal revealed that the cause of neglect and lack of
respect for lifestyle by the participants is limited knowledge and unawareness of its potential effects on blood
pressure (27). In another qualitative study, it has been shown that, due to a lack of awareness of hypertension, its
risk factors and healthy lifestyle play important roles in developing hypertension in participants (19). Accordingly,
people who are already aware of the possible consequences of high blood pressure comply more seriously with
preventive behaviors (27). The remarkable thing in our study is that most participants who believed that are aware
obtained more information than their elders and families; their awareness from information sources was not
scientifically valid. They just used their elder’s lifestyle as a pattern believing it was a model to follow. This finding
may be due to the cultural and religious context of the culture of the participants in our study. The researches have
shown that lifestyle is a combination of works and habits that affect people’s behavior in the field of cultural, socioeconomic, and social relations between individuals (9, 16). Khatib et al. showed, in systematic reviews of several
qualitative researches that among the reasons for developing participants’ blood pressure, is their beliefs about
lifestyle modification. Some of them modeled their lifestyle on tribal elders and implemented their
recommendations, despite them being unscientific and did not believe in doctors and medical recommendations.
Others had a forced perspective and believed that everything is implemented by Allah and that hypertension is
inevitable; hence improvement of lifestyle had no effect on preventing blood pressure (19). Most participants in our
study believed that a major cause of their disease and high blood pressure was being away from God and leaving the
religious practices (such as prayer, the Quran, and remembrance of God). Studies have shown that people who are
engaged in religious and spiritual activities have lower levels of cortisol (a stress biomarker), which reduces the
probability of having high blood pressure (28, 29). Yon concluded that researchers and health care providers should
consider the role of spirituality as an important and influential factor in health and health-related behaviors,
particularly in susceptible individuals with hypertension (30). In the above studies (28-29) the role of spirituality in
reducing or controlling blood pressure has been noted but, in none of these studies is leaving spirituality mentioned
as a factor in the development of high blood pressure; while in our study participants saw this as an important factor
in getting high blood pressure, which can be considered a unique finding.
All participants in our study believe that families through one or more of the factors such as poor nutrition styles,
family complications, and inheritance have contributed to the development of hypertension. The underlying
structure of families is significantly associated with health-related behaviors of individuals (31). Research results
have shown that, in chronic diseases such as hypertension, families play important roles (19, 25, 31). Participants in
the qualitative study conducted by Barreto et al. mentioned the role of families in development of hypertension as a
complication in the familial relationships and lack of awareness about the prevention of disease among the members
of the family (31). Khatib et al. showed in systematic reviews of several qualitative researches that lack of family
support (especially psychological) and their improper lifestyle are the reasons for participants being hypertensive
(19). It is obvious that participants in our study had experienced a lot of tension and conflicts with their families
following the indiscriminate use of the Internet and cyberspace and knew it as one of the most important risk factors
and their own lack of blood pressure control. Studies have shown that the indiscriminate use of internet and virtual
spaces create a virtual identity in person and reduce interaction with family members which leads to family conflict
(32). In Iran, the prevalence of Internet addiction is high and rising problems leads to complaints of physical,
occupational problems, obsessive-compulsive disorder, interpersonal sensitivity, depression, anxiety, hostility,
phobic anxiety, paranoid ideation, and psychosis, which could cause development of chronic cardiovascular disease
(33). In several quantitative studies (19, 25, 31), participants failed to mention Internet addiction as a factor in the
development of their blood pressure; in contrast, in our study, participants saw it as an effective factor in developing
high blood pressure. This finding could be due to differences in texture or in-depth interviews about Iranian culture
with other countries in our study compared with other studies. The risk of high blood pressure in people with a
family history of hypertension is two times more likely than in others (34). In our study, participants considered a
genetic cause of the hypertension. Similarly, participants in the qualitative study, participants understood heredity as
a factor that must be considered for having high blood pressure (19, 27, 31), which is consistent with results of our
study. The difference is that, in our study, participants blamed their families in the transmission of hereditary blood
pressure and claimed that negligence of their families caused them to prevent transmission of their high blood
pressure; however, in the above studies (19, 27, 31), participants did not blame their families. This finding in our
study could be the lack of knowledge and ways of developing the disease and transmission of blood pressure in
which basic planning must be done in order to improve awareness. In our study, participants believed that job stress
and economic hardship played a role in the development of hypertension. Participants with a higher education or
management responsibility in their jobs also had experienced the most job stress as a contributing factor in the
development of high blood pressure. Studies have shown that economic status and occupation are closely associated
Page 3930

Electronic physician
with hypertensive, so that, as the economy status weakens, or a higher level of job stress is experienced, then the
development of high blood pressure is more probable (25).
A study in Ira revealed that one is likely to develop high blood pressure when engaged in managerial jobs because of
high job stress and reduced physical mobility (2). Khatib et al. showed in systematic reviews of several qualitative
researches that participants believed that social and economic pressures, workload, and conflicting roles in
managerial positions were related to the development of their blood pressure (19). Participants in the study believed
that urbanization (especially for people who are accustomed to living in small towns) has played an important role in
the development of hypertension. The World Health Organization reported that the risk of high blood pressure in
African countries in urban areas is more than the rural areas (17). Some participants in the study of Shakya-Vaidya
et al. believed that factors such as air pollution, chemical fertilizers, and lack of health monitoring had a negative
effect on their health in the food market and is involved in the development of hypertension (27). Khatib et al.
showed, in systematic reviews of several qualitative researches that work stress and severe anxiety, high volume
work, living in crowded and unsafe neighborhoods, urban pollution, and traffic susceptibility play roles in creating
high blood pressure (19). Considering the increasing rate of urbanization in Iran society and the willingness of
Iranian young people toward living in the cities, paying attention to authorities and basic planning in this field is
important for the prevention of high blood pressure. Three of the participants in our study experience the presence in
the battlefield and were exposed to chemical weapons during the war and believed it became a factor in the
development of their high blood pressure. Contacting with chemical weapons as an extreme traumatic event can lead
to psychological problems, loss of security, and chronic physical disabilities (35). Studies have shown that exposure
to chemicals used in war has severe effects on people’s cardiovascular system and hematopoietic system of the body
(36, 37). The articles did not mention the chemical agents as risk factors for hypertension disease, and there are few
studies conducted in this area. Hence this finding is unique in our study and can be a guide for further research in
this field. One limitation of this study was that some participants who were at higher age and many years had passed
from the risk of high blood pressure had difficulty remembering and sharing experiences, thus helping experiences
of families to overcome this limitation in this regard as well as the second-session interview being conducted for
three of the participants. Another limitation of this study was the lack of similar studies in Iran to compare the data.
It is suggested that more qualitative research be conducted in other cultures on blood pressure with regard to cultural
differences in more dimensions of the factors associated with this disease, along with construction-related tools and
conducting few studies in this area.
5. Conclusions
Based on the findings, patients before becoming hypertensive were typically influenced by the cultural and their
beliefs context and had experienced many personal, familial and social risk factors that are directly associated with
the risk of hypertension. Recognition of these factors from the perspective and experiences of patients can lead to
production of knowledge in this field and can help healthcare professionals in setting up suitable healthimprovement programs, and also effective interventions in control and treatment of hypertension. Therefore, in these
patients, overall planning and appropriate cultural, social, and beliefs context is necessary in regards to the
prevention and correction of these factors. It is recommended that further researches be done concerning
hypertensive patients in other cultures in order to determine more dimensions of these patients with regard to
cultural differences.
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