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General introduction

Due to expanding migration, health care systems worldwide are increasingly confronted 

with a multiethnic patient population. Following a longer tradition in North America, also 

in Western Europe research on ethnicity and health is beginning to develop. Studies carried 

out in several European countries have identified significant differences in the health 

status of migrant populations and native European populations. One significant finding 

of these studies is that migrant populations of African descent have an increased risk of 

hypertension (high blood pressure). Another significant finding is that ethnic differences 

in blood pressure control seem to persist despite adequate access to care. Insufficient 

blood pressure control may be one explanation for the higher rates of hypertension-

related morbidity and mortality that has been found in populations of African descent.1,2,3 

Hypertension is modifiable through pharmacologic treatment and lifestyle changes. 

Consequently, there is an urgent need for interventions that facilitate adherence to these 

treatments by patients from ethnic minority populations in order to reduce the observed 

health disparities.

This thesis presents a series of studies that aimed to provide baseline information for 

the development of such interventions. These studies focussed on two ethnic minority 

(immigrant) populations of African descent living in the Netherlands. This introduction 

provides some information about the African-Surinamese and Ghanaian populations, 

research data on the prevalence, awareness, treatment and treatment outcomes of 

hypertension among these populations, the role of the patient’s perspective in health 

and illness and information about hypertension care. At the end of the introduction 

the objectives and research questions and outline of the thesis are presented. First, an 

overview of some terms used in the thesis will be given.

In this thesis, the term diversity refers to general differences among population groups, 

such as gender, ethnic origin, age and socio-economic circumstances.4 The term ethnicity 

refers to a multidimensional concept that comprises one or more of the following 

characteristics: shared origins or social background; a shared culture or tradition that is 

distinctive, maintained between generations, and leads to a sense of identity and group; 

and a common language or religious tradition.5 Culture is defined as the shared values, 

beliefs and perceptions of the world that lie behind people’s behaviour and are expressed 

in the ways people live.6 The characteristics that define ethnicity and culture are, however, 

not fixed and may change over time.

Populations of African descent in the Netherlands

The Netherlands is one of the European countries with an increasing number of immigrants. 

In 2009, 11% of the total population was of non-Western origin (1,810,000 people), with 

the four largest groups coming from Turkey (378,000), Morocco (342,000), Suriname 

(339,000) and the Antilles (134,000).7 Ethnic minority populations are concentrated in 

urban areas. In 2007 for example, 35% (260,000 people) of all the registered inhabitants 
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of Amsterdam were of non-Western origin. Of the registered inhabitants in the district 

of southeast Amsterdam (79,000 people), 63% (50,0000 people) were of non-Western 

origin, with the two largest population groups coming from the former Dutch colony of 

Suriname (26,300 people) and from Ghana (7,300 people).8 More background information 

on the Surinamese and Ghanaian populations is given in Box 1.

Box 1 Surinamese and Ghanaian populations in the Netherlands

Migration history
Although the African-Surinamese and Ghanaian populations in the Netherlands have certain 
shared ancestral features, these groups differ in several respects, such as migration history, 
language, socio-economic position and culture.
The Surinamese group migrated from the former Dutch colony of Suriname and consists 
largely of people of African (45%) and South Asian origin (45%). While the majority of the 
South Asians live in The Hague, the majority of the African-Surinamese live in Amsterdam. The 
initial Surinamese migrants to the Netherlands were from the higher socio-economic groups 
and migrated for educational reasons. The majority of the current immigrant population 
migrated when Suriname gained its independence in 1975 and when a visa requirement was 
introduced in 1980.
The Ghanaian group, coming from sub-Saharan West Africa, migrated in two phases. The 
first phase, from 1974-1983, was a result of the worldwide oil crisis. Because of tightened 
restrictions on immigration to the UK, Ghanaians went to other countries, including the 
Netherlands. In a second phase, at the beginning of the 1990s, many Ghanaians emigrated 
because of an extreme drought, political instability and the expulsion of Ghanaians from 
Nigeria. The majority of the Ghanaian immigrants in the Netherlands live in Amsterdam, in 
particular in the southeast district. The majority are ethnic Ashanti, a group known in Ghana 
and in neighbouring parts of Africa as merchants. In addition to the registered Ghanaian 
immigrants in the Netherlands there is also a large number (estimates vary from four- to 
twelve-thousand) who are living in the country illegally.

Socio-economic status, language and religion
The average socio-economic status of the Surinamese and Ghanaian immigrant groups is 
lower than that of the ethnic Dutch population. However, compared to other immigrant 
groups in the Netherlands the Surinamese enjoy a somewhat higher socio-economic status. A 
relatively high proportion of immigrant groups in the Netherlands are unemployed and have 
household incomes that are lower than ethnic Dutch residents.
Although the official language of Suriname is Dutch, ethnic groups within Suriname have 
their own languages (e.g. Sranantongo, spoken by African-Surinamese and Sarnami, spoken 
by South Asians). Because the Surinamese had some familiarity with the Dutch language and 
culture prior to immigration, they have had few difficulties with the Dutch language. The 
Ghanaians, in contrast, come from a country whose official language is English and where 
many different languages are used within the various ethnic groups.
The majority of both the African-Surinamese and Ghanaian immigrants in the Netherlands 
are Christian. Among the Christians, a great variety of religious movements are represented.

Hypertension in populations of African descent

Hypertension is considered to be present when a person’s blood pressure is consistently 

at least 140 mmHg systolic or 90 mmHg diastolic. Hypertension is a major risk factor for 

cardiovascular morbidity and mortality, contributing to cerebrovascular disease, ischaemic 
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heart disease, and kidney disease. The cause of hypertension is generally unknown. 

However, conventional risk factors (e.g. dietary intake, physical inactivity, obesity) can 

negatively affect blood pressure.9

More than one-quarter of the world’s adult population had hypertension in 2000 and this 

is expected to increase by about 60% (1.56 billion) by 2025.10 In the Western hemisphere, 

ethnic minority populations of African descent in particular are disproportionally affected 

by hypertension and hypertension-related complications.11,12,13,14 For example, a study 

conducted in the UK found that, in the study population, 51% of men and 54% of 

women of African descent had hypertension as compared to 33% and 24% in white men 

and women.15 Data from the USA also reported higher prevalence rates among people 

of African descent: 43% and 45% among African American men and women compared 

with 30% and 24% in white men and women.16 These ethnic disparities were also 

found in the Netherlands. In line with the UK data recent research from the Netherlands 

reported a prevalence of hypertension of 47% in people of African descent (47% men; 

46% women) compared with 33% in white people (41% men; 26% women).11,17 The 

higher prevalence of hypertension is also reflected in a higher degree of incidence of 

cardiovascular disease morbidity and mortality (e.g. stroke, kidney disease) among 

populations of African origin.1,2,3

Although there are several hypothetical explanations pointing to the role of genetic factors 

(salt sensitivity,18 creatine kinase,19 low birth weight,20) and conventional risk factors (low 

socio-economic status,21 obesity,22 unhealthy diet,23 physical inactivity,24) the reasons for 

the higher prevalence of hypertension among populations of African descent living in 

Western countries remain uncertain.20,25

Awareness, treatment, and control of hypertension

Despite the observed higher prevalence rates of hypertension among people of African 

descent in the Netherlands, there are no differences in awareness and pharmacological 

treatment rates of hypertension compared with ethnic Dutch people.11 However, people 

of African origin who receive antihypertensive treatment are less likely to have their blood 

pressure adequately controlled compared to their white counterparts, and this is especially 

true for men: only 14% of African-Surinamese men and 48% of African-Surinamese 

women were found to have adequately controlled blood pressure, versus 42% of ethnic 

Dutch men and 50% of ethnic Dutch women.11 These control rates are low, especially 

among men, when compared with their African American counterparts in the USA (48% 

of men and 44% of women),26 and their African Caribbean counterparts in the UK (57% 

of men and 67% of women).27 Strict blood pressure control can reduce the occurrence 

of cardiovascular events. For example, by achieving the target of 140 mm Hg systolic, 

there would be an estimated reduction of 28–44% in cases of stroke and 20–35% in 

cases of ischaemic heart disease depending on age.28 Moreover, some hypertension 

guidelines in the USA recommend aggressive management of hypertension in people of 
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African descent, with a targeted goal of below 130 mm Hg systolic and below 85 mm Hg 

diastolic.20

The reasons for lower blood pressure control rates among African populations in the 

Netherlands are unclear. However, many studies suggest that patient adherence to 

antihypertensive therapy (medication-weight control-physical activity) is poor, particularly 

among ethnic minority populations in Western Europe and the USA.11,29,30,31 This could be 

one possible explanation for inequalities in blood pressure control rates among populations 

of African descent.

The patient perspective and illness behaviours

In the management of chronic diseases like hypertension patients themselves are the 

principal caregivers. Health care providers have the important task of teaching their 

patients how to do this and supporting them in doing so.32 This requires an understanding 

of how patients’ beliefs about their disease and its treatment may affect health 

behaviours,33,34,35,36,37,38,39 as patients have their own ideas about their health or illness. 

Several so-called ‘common sense models’ have emphasized the importance of the patient 

perspective as a factor influencing illness behaviours. 

Box 2 Key concepts of ‘common sense models’

Leventhal: representations of illness
Patients form their own representations of their illness
Illness representations are implicit ideas about the nature of a disorder and are generated 
under the influence of cognition and emotions 
Illness representations are linked to five components
Illness representations play a key role in decision making about treatment recommendations: 
patients are ‘Active Problem Solvers’

Kleinman: Explanatory Models
Health care professionals as well as patients use their own explanatory models 
Explanatory models contain basic assumptions about health care guidelines and about 
health-related behaviours
Explanatory models outline five components of an illness
Explanatory models are expressions of ‘clinical reality’, which evolves in the context of 
shared opinions, shared habits and behaviours with significant others
Difference between ‘disease’ and ‘illness’
Discrepancies between the explanatory models used by health care providers and those 
seeking care can lead to conflict and affect treatment outcomes

In health psychology a well-known theoretical model that addresses this issue is Leventhal’s 

‘self-regulation model’,40 which has been extensively studied and validated across a 

wide range of illness conditions.41 According to this model, patients typically gather 

information about their condition from different sources and subsequently form their 

own representations of their illness on the basis of this information. These representations 

may be linked to one or more of five components: (a) the identity of the illness, based on 
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the diagnosis and the symptoms thought to be associated with it; (b) the timeline of the 

illness (acute, cyclic, or chronic); (c) the short- and long-term consequences of the illness; 

(d) the factors contributing to the illness; and (e) the perceived control over the illness, 

which includes perceived self-efficacy, treatment efficacy and actual abilities. Based on 

these representations, patients will develop action plans or coping strategies which will 

then influence their behaviours and emotional responses.

According to the theory developed by medical anthropologist Arthur Kleinman, health 

care professionals as well as patients use their own explanatory models of disease.42 The 

components of Kleinman’s explanatory models are very similar to the five components 

of illness representation proposed by Leventhal. They also include the definition of the 

problem, the perceived causes, symptoms, duration, severity, the expected consequences, 

the appropriate treatment and the anticipated outcomes.33,42 According to Kleinman, 

explanatory models used by health care providers are shaped by the biomedical model 

which they learned during medical training. They rely mostly on scientific logic, objectivity 

and evidence and place an emphasis on the individual. While the explanatory models 

of professionals focus on the disease, those used by patients focus on the experience 

of the disease, which Kleinman refers to as illness. The explanatory models of patients 

are not fixed but shift over time, are often context-dependent and vary according to 

personality and socio-cultural factors. In contrast to Leventhal, Kleinman has put more 

emphasis on the influence of cultural factors such as the personal experiences, family 

attitudes and group beliefs that shape patients’ health beliefs (‘clinical reality’).33 One of 

the prerequisites for effective intercultural communication is that patient and physician 

agree on the health problem of the patient and understand, acknowledge and respect 

each other’s explanatory model for the health problem. The fact that health care providers 

and patients often hold discrepant models of health and illness and the fact that this may 

influence the manner in which health problems are presented can affect the outcome of 

a clinical visit; for example, patient non-compliance with advised therapy. The way to get 

more acquainted with each other’s ‘clinical reality’ is by exchanging explanatory models.

Of the various ‘common sense models’, the models in health psychology put forward 

basic elements for ‘patient-centred care’. The models in medical anthropology, which put 

more emphasis on the role of the broader socio-cultural context, form the basic elements 

for the ‘cultural competence movement’ in health care. Both movements have garnered 

a great deal of attention in the last decade. Although both movements have many 

principles in common and both aim to improve the quality of health care, the emphasis 

of each is on different aspects of quality. The primary aim of patient-centredness has 

been to individualize quality, to complement the health care quality movement’s focus 

on process measures and performance benchmarks with a return to an emphasis on 

personal relationships and ‘customer service’. As such, patient-centredness aims to elevate 

quality for all patients. The primary aim of the cultural competence movement has been 

to balance quality, to improve equity and reduce disparities by specifically improving care 

for ethnic minority populations and other disadvantaged populations.43
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Studies among ethnic minority populations in the USA and the UK suggest that 

cultural factors have an impact on the manner in which patients from these groups 

explain hypertension.30,31,44,45,46 Because Kleinman’s explanatory model framework 

emphasizes the importance of the broader socio-cultural context for effective intercultural 

communication, this model forms the guiding theoretical framework for this thesis.

Hypertension care

In the Netherlands, general practitioners play an important role in the treatment of 

hypertensive patients. The modern treatment of hypertension consists of long-term 

pharmacotherapy and lifestyle changes (e.g., weight control; increased physical activity; 

avoidance of salt, alcohol and tobacco) in order to reach target blood pressure levels and 

reduce the overall cardiovascular risk profile.9

Clinical practice guidelines for hypertension recommend patient education as a means 

for improving patients’ ability to take control of and manage their condition.9,47,48 Even 

though European and Dutch clinical practice guidelines stress the need to take the 

patient’s beliefs about hypertension and its treatment into account, they do not provide 

any recommendations on how hypertension care providers might address cultural 

variations in patients’ perspectives on hypertension. Moreover, studies from the UK and 

USA found that explanatory models of hypertension and treatment may differ between 

ethnic groups 30,31,44,45,46.

Given the high prevalence rates of hypertension among African-Surinamese and Ghanaian 

immigrant populations in the Netherlands, there is an urgent need to improve prevention 

and control of hypertension among these groups. Although similarities do exist, the socio-

cultural backgrounds of these immigrant groups differ from those of the ethnic minority 

populations that have been studied in the UK and the USA. There is no data available on 

the explanatory models of hypertension among these groups, on the impact of socio-

cultural and migration-related factors on the use of antihypertensive medications and 

lifestyle changes, or how this information might be used to optimize care for hypertensive 

patients in multi-ethnic primary care settings.

Objectives and research questions of the study presented in this thesis

The findings in this thesis are based on the data derived from two research projects 

financed by ZonMw as part of their ‘healthy living’ and ‘ethnic minorities in health care’ 

programmes. The funding of both projects emphasized the desire that the projects 

would lead to results that were practically useful to patients and care providers. For these 

projects a stepwise approach was followed:.The first project ‘Heebroedoe’ was designed 

to explore and compare the patient perspectives of African-Surinamese, Ghanaian and 

ethnically Dutch hypertensive patients who were treated in primary care and to explore 

the need and possibilities for a culturally appropriate approach in primary care for these 

patient groups. The follow-up study, ‘Under Pressure’, was designed to develop a provider 

intervention to enhance culturally appropriate hypertension care and to evaluate whether 
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the intervention would improve the cultural competence of hypertension care providers in 

a multi-ethnic primary care setting. 

Both projects were generally explorative in nature and, in line with the objectives, consisted 

mainly of qualitative research methods. Such an approach offers the opportunity of studying 

phenomena in natural settings, giving due emphasis to the meanings, direct experiences, 

and views of the participants, and in particular, to uncovering themes that the researchers 

may not have anticipated.49 The main qualitative methods used were interviews and focus 

group discussions; the main quantitative methods used were questionnaires. Details about 

all these methods are described in the following chapters.

The main objective of the studies presented in this thesis was to explore and compare 

explanatory models of hypertension among African-Surinamese, Ghanaian and ethnically 

Dutch hypertensive patients in order to foster the development and evaluation of services 

that focus on the improvement of primary health care for hypertensive patients among 

these groups in the Netherlands.

To address this goal, we formulated the following research questions:

1. With regard to hypertension patients in a Dutch multi-ethnic primary-care setting  

What are the explanatory models of hypertension of African-Surinamese, Ghanaian 

and ethnic Dutch patients who are treated for hypertension? This question focuses 

particularly on socio-cultural and migration-related influences on:

 a. Perceptions of hypertension

 b. Management of prescribed antihypertensive medications

 c. Inhibitors or enablers of adopting or maintaining regular physical activity

2. With regard to hypertension care in a Dutch multi-ethnic primary-care setting:

 a. How can an intervention to stimulate culturally appropriate hypertension 

education for African-Surinamese and Ghanaian patients among health care 

providers be developed?

 b. What is the effect of a provider-based intervention to enhance culturally 

appropriate hypertension education with regard to the attitudes and perceived 

competence of hypertension care providers?

 c. Among health care providers, what are the barriers and enablers to adopting a 

culturally appropriate approach to hypertension education?

Outline of the thesis

The first research question will be answered in Chapters 2, 3 and 4. The data in these 

chapters were derived from a qualitative study using individual in-depth interviews. The 

second research question will be answered in Chapters 5 and 6. Chapter 5 focuses on (a) 

the culturally appropriate hypertension education programme that was developed and 

(b) on the health care providers’ attitudes and perceived competence with regard to 

culturally appropriate care. For this, quantitative data from a questionnaire were used. 

Chapter 6 describes (c) the implementation of a culturally appropriate hypertension 
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education programme in a routine primary care setting. For this, qualitative data from 

different sources were used. Chapter 7, the general discussion, summarizes and reflects 

on the main findings, discusses some methodological considerations and discusses the 

implications for health care and research in this field.
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Abstract 

The aim of this study was to explore and compare explanatory models (EMs) of hypertension 

in native-Dutch, first-generation Ghanaian and African-Surinamese (Surinamese) 

hypertensives in Amsterdam, the Netherlands. 

Through semi-structured interviews, we elicited accounts of the nature, causes and 

consequences of hypertension in a purposive sample of 46 patients (aged 35–65 years, 

treated for hypertension in general practice for one year or more). 

All three groups had difficulty in describing hypertension. All groups mentioned 

culturally specific nutritional habits as possible causes of hypertension (Dutch liquorice; 

Ghanaians fufu; Surinamese salty diet). Most respondents, particularly those of Ghanaian 

and Surinamese background, perceived stress as the main cause of hypertension and 

experienced symptoms of hypertension. Many Ghanaian and Surinamese respondents 

attributed hypertension to migration related factors: changes in diet or climate, stress 

owing to adaptation to the Dutch society or obligations towards family in their homelands. 

Many immigrants felt a return to their homeland could cure hypertension and were 

concerned about the consequences of hypertension. Half of the Dutch and almost all 

Ghanaian and Surinamese respondents believed uncontrolled hypertension could cause 

immediate damage. Some Ghanaians expressed reservations sharing their concerns with 

community members because it might cause social stigma. Few respondents associated 

hypertension with obesity, even though many were overweight.

Confirming findings from UK and US studies, this study reveals that EMs of hypertension 

in patients from three ethnic groups differ from the common medical perspective. These 

differences are greater for patients from migrant groups. Our findings can be useful 

in developing patient centred hypertension interventions, particularly in new migrant 

populations.
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Introduction 

Hypertension is a major risk factor for cardiovascular morbidity and mortality. In the 

Western hemisphere, hypertension is more prevalent and its complications are more 

severe among people of African descent than it is among populations of European 

descent.1-4 As do other European countries, the Netherlands has a growing immigrant 

population of African descent, particularly in urban areas. African Surinamese immigrants 

from the former Dutch colony of Suriname and Ghanaians from West Africa comprise two 

major categories of these immigrants. Hypertension rates are twice as high among African 

Surinamese (hereafter, Surinamese) men and nearly four times higher among Surinamese 

women than they are among their white Dutch counterparts.1 Hypertension is also highly 

prevalent among Ghanaians.5

The modern treatment of hypertension consists of long-term pharmacotherapy and 

lifestyle changes (e.g., weight control; increased physical activity; avoidance of salt, 

alcohol and tobacco). However, patient adherence to hypertension treatment is often 

poor, particularly among ethnic minority populations in Western Europe and the USA.1, 6-8 

According to the theoretical model of medical anthropologist Kleinman, healthcare 

providers and patients have different ‘explanatory models’ (EMs) of sickness and 

treatment, including explanations for the aetiology of the condition, the timing and onset 

of symptoms, the patho-physiological processes involved, the natural course and severity, 

and appropriate treatments.9, 10 Lay EMs vary according to personality and socio-cultural 

factors, while those of healthcare providers rely more on scientific logic and evidence. 

Studies among ethnic minority populations in the US and the UK suggest that cultural 

factors have an impact on the manner in which patients from these groups explain 

hypertension.7, 8, 11-13 For example, a study on the beliefs about hypertension among 

lower-class and middle-class African Americans showed that many think that hypertension 

is caused by eating pork and that it can be treated with home remedies.12 Another study 

indicated that African Americans are more focused on the present regarding their daily 

experiences with managing hypertension than White Americans are.13 A British study 

suggested that beliefs about hypertension among Afro-Caribbeans are influenced by 

traditional cultural beliefs and practices from their country of origin.8 

It is becoming increasingly recognised that doctors must improve their understanding 

of the EMs of their patients in order to increase patient adherence to hypertension 

treatment.14-18

Given the high prevalence rates of hypertension among African Surinamese and Ghanaian 

migrant populations in the Netherlands, there is an urgent need to improve prevention 

and control of hypertension among these groups.1 Although similarities do exist, the socio-

cultural backgrounds of these migrant groups differ from those of the ethnic minority 

populations that have been studied in the UK and the USA. Nonetheless, no data are 

available regarding the EMs of hypertension among these groups.

23

How Ghanaian, African-Surinamese and Dutch patients explain hypertension

proefschrift Beune.indb   23 16-4-2010   10:16:07



The aim of this study was to provide baseline information for the development of services 

and programmes that focus on hypertension care in the above-mentioned populations. 

To this end, we explored the EMs of hypertension of Ghanaian, Surinamese and Dutch 

patients who were treated for hypertension in a Dutch primary-care setting. We compared 

the EMs of these patients to each other and to those that have been reported in the US 

and the UK studies.

Materials and methods

To elicit the EMs of Ghanaian, Surinamese and Dutch hypertensive patients, we conducted 

a qualitative study using in-depth, semi-structured interviews. We chose this method, as 

it offers respondents the opportunity to express their own ideas and address themes that 

the researchers may not have anticipated.19 

Recruitment and sample 

We recruited respondents from three general practices in South East Amsterdam, a 

neighbourhood with a high proportion of Surinamese and Ghanaian residents. Electronic 

patient records were used to generate a list of patients who met the following criteria: 

age between 35 and 65 years, diagnosis of hypertension (IPCP code K.86) without 

co-morbidity, at least one year of pharmacotherapy and of Surinamese, Ghanaian or 

Dutch origin. Because the electronic patient records provide no information on  ethnic 

background, the attending physicians helped identify Dutch, Ghanaian and Surinamese 

patients according to their knowledge of the patients or their names. Of the 120 patients 

who were invited to participate in the study, 65 expressed interest in participating. Of 

these 65 patients, we invited a purposive sample of 54 respondents (a typical sample 

size for qualitative interview studies) for an interview, based on ethnicity (first-generation 

immigrants and native Dutch) and sex.19 The self-identification method was used to double-

check ethnicity.20 Nineteen of the respondents were Ghanaian; 19 were Surinamese, and 

16 were Dutch. All respondents gave informed consent. The study was designed with 

reference to the research code for qualitative research,21 of the Academic Medical Centre 

of the Universiteit van Amsterdam and approved by the medical ethics committee of this 

institution. 

Interviews

The interviews were structured around a list of broad topics that were designed to elicit the 

respondents’ ideas about the nature, causes, duration and consequences of hypertension; 

their everyday experiences living with this condition; their concerns and expectations about 

the future; and how their conditions were perceived by people in their own environments. 

The topic list built upon earlier work on patient perceptions of illness;9, 22 it was adapted 
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and pre-tested for this study by EB and JS. The topic list was edited in Dutch and translated 

from Dutch into Ghanaian English by a Ghanaian-English translator.

EB conducted the interviews in English with the Ghanaian respondents and in Dutch with 

the Surinamese and Dutch respondents. Respondents were guaranteed confidentiality. All 

but three interviews took place in the respondents’ homes. The interviews were digitally 

recorded and lasted an average of 90 minutes. 

Data analysis

The interviews were fully transcribed, checked for errors and analysed as follows: 

(1)  Fragments containing the respondents’ ideas about the nature, causes and 

consequences of hypertension were selected from each interview.

(2)  In each fragment, the respondent’s ideas about this topic were coded. Similar codes 

were assigned to related ideas, resulting in a code list for each interview. 

(3)  Code lists were compared to identify common and unique themes, yielding a thematic 

matrix for each ethnic group. 

(4)  Similarities, variations and patterns among ethnic groups were identified by comparing 

the matrices.

Data analysis was performed using Maxqda software.23 This programme facilitates the 

assignment of labels, codes and themes to text fragments and the generation of matrices 

that contain these elements.

Data were analysed by EB; to increase reliability of the code list, JS coded four interviews 

independently. EB and JH, who subsequently compared the thematic matrices from each 

ethnic group independently, discussed the similarities and variations they found and 

reached consensus about the conclusions. To verify the conclusions, they were presented 

and discussed in a larger group of five researchers, a group of six physicians and a group 

of eight other primary health care professionals from practices who were involved in the 

study.

With few exceptions, the results section contains literal citations of respondents’ answers.

Results 

Characteristics of respondents

Forty-six of the 54 interviews were included in the data analysis. Eight interviews were 

discarded; in seven cases, information obtained in the interview revealed that the patients 

did not meet inclusion criteria for this study (e.g., co-morbidity, no pharmacotherapy), and 

one of the interviews was not recorded.

Sixteen were Ghanaian, 15 Dutch and 15 Surinamese (table 1). Most Ghanaians were 

Ashantis (11/16). A majority of the respondents had been born and raised in urban 

environments. All of the Ghanaian and Surinamese respondents had been living in the 
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Table 1 Characteristics of patients analysed in qualitative study 

Ghanaian Dutch Surinamese Tot

Sex

- Male 7 7 6 20

- Female 9 8 9 26

Age

Median (range) 45(35-54) 50(40-62) 50(37-65) 47(35-65)

Duration of stay in NL (yrs) 

Median (range) 14.5(4-26) - 24(6-43) -

Migration-perspective 

-wants to stay in NL 1 2

-wants to return to country of origin 10 3

-doesn’t know yet 3 7

-no information 2 3

Educational level1

- Low 6 1 3 10

- Middle 7 12 10 29

- High 1 2 2 5

- no information 2 - - 2

Insurance

- national health services 14 12 11 37

- private insurance 0 3 4 7

- non2 2 - - 2

Income from

-employment 7 9 9 25

-social security or disablement benefits 7 5 4 16

-pension - 1 2 3

-no income2 1 - - 1

-no information 1 - - 1

Religiousness3

-not religious 0 10 1 11

-partly active 2 5 8 15

-active 14 - 6 20

Years since diagnosis of hypertension 

median (range) 6(1-24) 18(1-30) 5(1-23) 7(1-30) 

Body Mass Index (kg/m2)

Median 28.7 27.8 31.6 29.5

(range) (23.0-37.1) (21.6-47.4) (25.5-60) (21.6-60)

<25 4 4 - 8

25-30 6 4 5 15

>30 5 7 10 22

-no information 1 - - 1

Blood pressure controlled4 6 8 6 20

-no information 2 3 2 7

Familiar with hypertension in social network 13 13 14 40

Familiar with complications of hypertension in 
social network

9 2 6 17

1. categories: low: up to primary school, middle: up to secondary school or middle vocational training; high: up to 
higher vocational training or university. 2. due to illegal status 3. categories: -partly active: visits church regularly 
-active: visits church once a week or more  4. BP <140/90 mmHg
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Netherlands for several years. Most of the Ghanaian respondents did not want to stay in 

the Netherlands permanently; the Surinamese respondents were more ambivalent about 

staying in the Netherlands. All of the Ghanaians, nearly all of the Surinamese (14/15) 

and one third of the Dutch respondents were religious (Christian). Most respondents 

were of lower to middle socio-economic status. While most respondents had been living 

with hypertension for many years (varying from one to thirty years), the Dutch patients 

generally had longer histories of hypertension. Most respondents (37/46) had a body 

mass index above normal (>25 kg/m2), and nearly half (22/46) could be considered obese 

(>30 kg/m2). According to the electronic patient records, the blood pressure (BP) of nearly 

half of the respondents (20/46) was (BP) adequately controlled.

Perceptions on hypertension

Table 2 summarises how the respondents perceived their conditions.

What is hypertension?

Most respondents had difficulty in describing hypertension:

‘It means that your heart is under strain to pump. Otherwise, I have no idea what it really 

means’. (41-year-old Dutch male: ID42)

Others described it as a rapid pulse, blood that is ‘too thick’ or constrictions. ‘Rising blood 

looking for a way out’ was a description that was unique to the Surinamese respondents: 

‘And then that blood enters your brain or comes to your head. And then it wants to get 

out. Yeah, it has to get away somehow, somewhere, because there is that pressure’. 

(59-year-old Surinamese male: ID20) 

Several Ghanaians characterised hypertension as ‘too much blood’. This seems to be the 

literal sense of the phrase Mogya Broso (‘excess of blood’) from Ghanaian Twi language:

‘Here (in Holland:EB) you can’t sweat, so everything stays in your body: Too much blood! But 

if you are in Africa, you sweat’. (45-year-old Ghanaian female: ID5)

Perceived causes

Most respondents had clear ideas about what had caused their hypertension, and they 

usually mentioned a variety of causes. Some differentiated between ‘created’ and ’natural’ 

hypertension, as illustrated by the words of a 35-year-old Ghanaian male (ID4):

‘We have people who are naturally BP and we have people who create BP. 

I am a natural BP because my father had BP’.

According to this differentiation, a majority considered hypertension a ‘created’ condition 

(20/46) or both ‘created’ and ‘natural’ (20/46); few (4/46) attributed hypertension to 

purely ‘natural’ causes. ‘Natural hypertension’ was mostly associated by hereditary factors 

and occasionally with pregnancy or menopause. Ghanaian and Surinamese respondents 

were more likely than their Dutch counterparts were to emphasise ‘created’ causes.
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Most respondents (particularly Ghanaians and Surinamese) perceived stress as the principal 

cause of ’created’ hypertension. Almost without exception, Ghanaians (14/16) saw stress 

(‘over-thinking’) as the most important cause. Many believed that this was related to their 

status as immigrants, and they perceived the social pressures of living in Holland, as well 

as the continuing social obligations to family members in Ghana, as the primary sources 

of their hypertension:

‘And also I have my brother’s children in Ghana. My brother died. I have to add them to my 

children. I have to cover for my brother, you know. So all these situations … you know our 

culture is different, also in the Netherlands: the tax; all those kind of things make your pres-

sure go high. You get a letter; you have to come tomorrow to pay this amount! I be bombed 
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Table 2 Patient perspectives on hypertension: causes, symptoms, course, consequences, concerns

Ghanaian 
(n=16)

Dutch 
(n=15)

Surinamese 
(n=15)

Tot
(n=46)

Perceived cause(s) of hypertension 

Created 9 (56%) 4 (29%) 7 (50%) 20 (45%)

Both: created and natural 6 (38%) 7 (50%) 7 (50%) 20 (45%)

Natural only 1 (6%) 3 (21%) 4 (9%)

Unclear 0 1 1 2

Symptoms

Experiences symptoms of hypertension 16 (100%) 7 (50%) 13 (93%) 36 (82%)

Unclear 1 1 2

Course and consequences 

Expected duration 

Chronic 5 (31%) 12 (80%) 11 (73%) 28 (61%)

Temporary 11 (69%) 3 (20%) 4 (27%) 18 (39%)

Perceived consequences1

Sudden death 8 (50%) 6 (40%) 14 (30%)

Stroke 7 (44%) 10 (67%) 11 (73%) 28 (61%)

Heart attack 3 (19%) 8 (53%) 3 (20%) 14 (30%)

Liver and kidney problems 4 (25%) 1 (7%) 5 (11%)

Fainting/coma 2 (13%) 2 (4%)

Eye problems 1 (6%) 1 (7%) 2 (13%) 4 (9%)

Higher risk for CVD in general 3 (20%) 1 (7%) 4 (9%)

Perceived onset of consequences

At any moment/unpredictable 16 (100%) 7 (47%) 12 (86%) 35 (78%)

In the longer run 8 (53%) 2 (14%) 10 (22%)

No information 1 1

Concerns about having hypertension

Yes 16 (100%) 4 (27%) 11 (73%) 31 (67%)

1. Several respondents mentioned more than one.
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in stress. And the pressure will go higher. That’s why most of we blacks have more high BP 

than the white people’. (50-year-old Ghanaian male: ID10)

Most of the Surinamese respondents (14/15) also attributed their hypertension to stress. 

Frequently cited factors included stress due to migration (e.g., difficulties in coping with 

the faster Dutch way of life) and issues involving their immediate and extended families, as 

well as issues at work. Some mentioned discrimination as a reason for stress. In contrast 

to the Ghanaians, however, Surinamese respondents reported less pressure from their 

families in Suriname:

‘Everybody who gets high BP is stressed, stressed! When you open your mailbox, bills, bills, 

only bills, for months on end! Yeah, as Surinamese, we are not used to such things, eh!’... 

‘When you come out of the bar, immediately the police is on your case. Pull you over, ask for 

ID’. (58-year-old Surinamese male: ID31)

More than half of the Dutch respondents (9/15) also believed that stress had caused their 

hypertension. Family and work-related issues were the most frequently cited reasons:

‘It is the burden of my family. BP is a sort of...eh. Actually it doesn’t make a difference how 

you call it: BP or worrying too much; it seems to be the same thing’. (51-year-old Dutch 

female: ID36)

A few respondents mentioned lifestyle or environmental factors as causes ‘created’ 

hypertension. Some of the Ghanaians considered the typical Ghanaian diet (i.e., starchy 

food, undercooked red meat or beer) as a possible cause of hypertension. Some linked 

migration-related changes in diet (e.g., less fresh and more canned food) to hypertension 

or increased alcohol use in Holland to hypertension. Others suspected that the Dutch 

climate aggravated hypertension:

‘But here, in wintertime, when I eat groundnut soup or peanut butter, everything stays in 

my body. Because it’s very cold here...so it stays inside and nothing comes out’. (42-year-old 

Ghanaian female: ID13)

Several of the Surinamese respondents considered the salty Surinamese diet as a cause 

of hypertension, and some of the Dutch respondents mentioned the consumption of 

liquorice:

‘I used to buy a bag of liquorice, and I would eat the whole bag at once. However, when you 

realise, well this is a reason for hypertension, then you quit for a while’. (49-year-old Dutch 

male: ID44)

Surprisingly, very few respondents saw a link between overweight (7/46) or lack of 

physical exercise (4/46) and hypertension, even though overweight was very common 

among the respondents (37/46).

Everyday experience: symptoms

Many respondents (36/46) claimed to be able to recognise elevated BP through such signs 

and symptoms as a painful or tense feeling in the head, dizziness or a lack of energy. Other 

symptoms included sweating, palpitations and breathing problems, blockage of the nose 
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and itching or discoloration of the skin. Some of the respondents differentiated between 

the types of headaches that are associated with BP and those that are not. Ghanaian 

(16/16) and Surinamese (13/15) respondents were particularly likely to report noticing 

symptoms, saying that they trusted their bodies to alert them to fluctuations in their BP. 

Those symptoms were sometimes seen as a cue to act at once: take rest immediately, seek 

medical advice, take medication, call in sick at work, cool off or avoid sunlight:

‘I get headache and pain in my leg. Sometimes I feel very weak, you know. Very…very tired. 

When I feel this, I lay down sometime, sit quiet, you know. I try to not lead myself into 

stress’. (45-year-old Ghanaian female: ID6)

Or:

‘When my BP is too high I see stars, or I become dizzy. Then I know that...well: there is 

something wrong here. Then I go to the doctor in a hurry, like a bullet! Yes, my body gives 

clear indications, really!’ (45-year-old Surinamese female: ID22)

And:

‘When BP is high, then there is this swirling sensation. I can feel it right now, now while I 

am talking about it... if you were to measure it, it would be high’. (51-year-old Dutch female: 

ID36)

Duration

A majority of respondents (28/46) considered hypertension a chronic condition:

‘Actually I let go of the idea I ever can do without medication’. (47-year-old Dutch female: 

ID43)

A considerable proportion of the respondents (18/46) assumed that hypertension affected 

them only temporarily or intermittently. This assumption was particularly common among 

Ghanaians (11/16). Those who saw hypertension as the result of migration-related stress 

were particularly likely to assume that their BP would drop once these circumstances 

changed:

‘If I work away those problems, I think my pressure will become normal. It will cure. Because 

if I go to Ghana and I measure it, it’s different. When I’m here it’s different’. (50-year-old 

Ghanaian male: ID10)

And:

R: ‘In Suriname, life is relaxed.’

I: ‘Do you still need medication for hypertension if you’re there?’

R: ‘Not at all. You look surprised, but it’s really true!’ (57-year-old Surinamese male: ID31)

Expected consequences

All respondents were aware that badly controlled BP could have detrimental effects. They 

mentioned potential damage to vital organs, especially the brain. Strikingly, three-fourths 

of the respondents, primarily Ghanaians (16/16) and Surinamese (12/15), believed that 
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immediate damage can occur if the BP rises too high. The most commonly anticipated 

harmful consequence was ‘that the blood vessels will burst’. Quite a few of the Ghanaian 

and Surinamese respondents thought that elevated BP could result in ‘sudden death’:

‘It can happen to me any time. So all the time I have to check my BP’. (51-year-old Ghanaian 

male: ID8)

Or:

‘BP is nasty, Erik. You can have high BP, it flows upwards and bang! your brains. And you 

have a stroke. But I also had an uncle, who was sheer lucky. The blood went up: bang! But 

it found a way out. It came out of his nose. Like a tap, really, like a tap!’ (45-year-old Suri-

namese male: ID27)

And:

‘You uh...you can be struck down if it gets real high’. (59-year-old Dutch female: ID32)

A minority of respondents (10/46), primarily Dutch (8/15), believed that poorly controlled 

BP could have harmful consequences only in the longer run:

‘There are also other factors. I don’t smoke, my cholesterol is not too high. So, these factors 

are also a risk for the heart and blood vessels. I don’t have that. The consequences could 

be that you end up with problems in your heart or blood vessels. In my case, only the BP is 

high..... It is not the other factors that are too high’. (50-year-old Dutch male: ID40)

Concerns

The accounts of the Ghanaians and some Surinamese reflected a great concern about 

their condition, because of its potential threat to both their health and their social lives. 

They expressed recurrent fears that they would be unable to control their BP, that they 

would become dependent on medication or that they would no longer be able to fulfil 

their social responsibilities to their immediate or extended families:

‘I have two children in Ghana, but I have two here of 6 and 4 ½ …. When I die in Ghana I 

know my father and mother is there. My family is big there. My only problem is just my pres-

sure. Sometimes, when it's gone, I like to stay here. To let my children, the ones born here, 

get the education here. But the moment it’s coming and I start getting worried, I like to go 

home’ (35-year-old Ghanaian male: ID35).

And:

R: ‘It is always at the back of my mind. Like if I worry, it goes up again’.

I: ‘What are you afraid of?’

R: ‘Of dying (laughs)...sorry. That you...uh, maybe you just drop dead’. (65-year-old Suri-

namese female: ID25)

Dutch respondents generally expressed fewer of these concerns:

‘I am quite easy about it. I don’t have any problems with it myself, and neither does my wife. 

She just knows that if I just do this right and take my pills, my BP will just be good’. (59-year-

old Dutch male: ID37)
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Shame

Surinamese respondents often said they shared their hypertension experiences with 

others, especially their families or immediate friends. Although Dutch respondents were 

willing to talk to others about hypertension, they did not think it important to do so 

regularly. In contrast, about one in three Ghanaians reported being reluctant to talk about 

their hypertension, for fear that it would trigger gossip within the Ghanaian community. 

In this community, hypertension is perceived as a sign of problems at home or an inability 

to fulfil social obligations:

‘Our people they are different. If you tell them your problem, they’re going to talk. Then 

everybody knows….They think maybe you have a problem in your house. Or maybe your 

husband have another woman’ (39-year-old Ghanaian female: ID14).

Shame also appears related to social class, however, as illustrated by the words of a 

35-year old Ghanaian male (ID4): 

‘I’m talking of BP because it killed my father. And my father is an engineer and we were not 

poor. So I know my father didn’t have stress, he also got it from his father. So it’s been a 

genetic thing in our family. So I can talk about it. And I feel free. If I’m talking to a Ghanaian 

here, he knows I’m not poor. I’ve been educated, I am an engineer’.

This respondent was not ashamed to talk about his condition because, in his case, other 

Ghanaians would be less likely to attribute it to stress due to social or financial problems.

Discussion

The aim of this study was to explore explanatory models (EMs) of the nature, causes, 

experiences and consequences of hypertension in native-Dutch, first-generation Ghanaian 

and African Surinamese hypertensives in Amsterdam, the Netherlands. Although the EMs 

of the three ethnic groups are similar in many respects, the results also reveal that socio-

cultural factors play a role in manner in which patients explain hypertension.

Ghanaian and Surinamese respondents were more likely than Dutch respondents were 

to mention stress as the major cause of hypertension, and they often linked their stress 

to such migration-related factors as difficulties in adapting to the requirements of Dutch 

society and their continuing obligations towards their (extended) families in their countries 

of origin. Some migrants also associated hypertension with migration-related changes in 

diet or environment (e.g., weather). In addition, some respondents in all ethnic groups 

attributed the onset of hypertension to culturally specific aspects of their diets (e.g., the 

use of starch in the Ghanaian diet, salt in the Surinamese diet, and the consumption of 

liquorice by the Dutch). Surprisingly, however, although obesity was very common among 

the respondents, only very few linked obesity with hypertension. Immigrant respondents 

were more likely than Dutch respondents were to experience clear symptoms of elevated 

BP and to trust their bodies to alert them to high BP. Interestingly, many immigrants, 
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particularly Ghanaians, felt that their hypertension was an episodic condition that would 

disappear when visiting or returning to their countries of origin. In contrast Dutch patients 

regarded hypertension mostly as a chronic condition. As compared to the Dutch, immigrants 

were also more concerned and frightened about having hypertension and the potentially 

lethal consequences it could have at any time. This is perhaps not surprising, as minority 

populations of African origin tend to be disproportionately affected by complications of 

hypertension.1-4 Indeed, most Ghanaian and Surinamese respondents knew examples 

of people in their community who experienced fatal consequences of hypertension. In 

addition, Ghanaians were particularly concerned about having hypertension, as ill health 

might prevent them from fulfilling both the social and financial obligations to family and 

friends in the country of origin and their tasks in the Netherlands. The Ghanaians were 

unique in that they sometimes tried to keep their hypertension a secret from their families 

in Ghana or from the Ghanaian community in the Netherlands, as they feared that others 

might interpret hypertension as resulting from financial or family-related stress.

The strength of the method we chose in this study is that it builds on the direct experience 

of patients. As is the case for most qualitative methods, however, only a limited number 

of participants were included. Our selection was limited to respondents of lower to middle 

socio-economic status, and the Ghanaian and Surinamese patients were first generation 

immigrants. Our selection of patients was limited also to those who volunteered to be 

interviewed. Finally, although patients in all groups had been living with hypertension for 

many years, Dutch patients generally had longer histories of hypertension. This might 

have contributed to the differences between the EMs of Dutch patients and those of 

migrant patients. In particular, this makes it unsurprising that most Dutch patients viewed 

hypertension as a chronic condition. Each of these factors could be a potential source of 

bias. Caution should therefore be exercised when making generalisations from the results.

Nevertheless, consistent with studies of patient perspectives on hypertension in other 

populations, this study has shown that patients have their own EMs of hypertension, and 

that these EMs diverge from the medical explanatory model (Table 3). Current clinical 

guidelines define essential hypertension as an asymptomatic condition without a clear cause 

that, as a part of an overall cardiovascular risk profile, may gradually lead to degenerative 

cardiovascular damage.15, 24, 25 Patients, however, often understand their conditions as a 

separate disease with identifiable causes, that is recognisable through symptoms and that 

may have severe consequences when the BP is high. Also consistent with other studies, 
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Table 3 Main patients’ perspective and medical perspective on hypertension compared

Explanatory Model Main perspective of hypertensive patients Main perspective in GP-guidelines

Nature Stands on its own Part of overall risk profile

Cause Psycho-social is central Physical is central

Course Symptomatic Asymptomatic

Consequences Immediate threat, bloodily Long term threat, ischemic
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the patients in this study viewed stress as an important causal factor.7, 8, 26-29  This suggests 

that stress is a fundamental and cross-culturally embedded dimension in a patient’s EM 

of hypertension. Our results also suggest, however, that this EM may be more common 

among hypertensive immigrant patients than it is among indigenous populations and that 

migration is often seen as a trigger for stress. Health care providers may find such views 

irrelevant, as clinical evidence for the role of stress in producing sustained elevation in BP 

is poor.15, 24, 25 Neglecting patient explanations for the causes of hypertension, however, 

may thwart communication about hypertension and its management.

Similar to earlier research,8, 12, 27, 29-31 we found that patients often experience hypertension 

as symptomatic and, similar to results reported in one British study, 8 this was more 

common among immigrant patients of African origin than it was among native Caucasian 

patients. Because symptoms are not a reliable indicator of elevated BP,32, 33 clinicians 

should discuss symptom perception in the clinical encounter. Patients might confuse 

symptoms of stress with elevated BP, alter their drug-taking in response to the presence 

or absence of symptoms27, 32 or worry excessively about these symptoms.

Prior studies on culturally related common-sense beliefs about illnesses among ethnic 

minorities from African, Asian or South American descent in Western countries claim that 

these groups often perceive illness as punishment for violating norms, roles, or moral and 

religious taboos; or, that they view illness as supernaturally caused.34, 35 This result has 

also been found in a few hypertension studies.12, 28 In this study, however, few Ghanaian 

and Surinamese respondents attributed causes of hypertension to traditional explanations 

of health and illness that may exist in their countries. Nonetheless, both groups clearly 

shared the perception that hypertension is associated with the migration experience, even 

though there are important cultural differences between Ghanaians and Surinamese both. 

This suggests that the EMs of these immigrant populations in the Netherlands may be 

more influenced by the circumstances of daily life than they are by the traditions of their 

country of origin. Perhaps, as Helman claimed, the notion of stress should be interpreted 

as a modern, secular version of a supernatural conceptualisation of illness.34

In conclusion, this study highlights that the patient perspective of hypertension among 

three ethnic groups differs sharply from the common medical perspective with the 

differences being greater in immigrant hypertensive patients than in Dutch patients. 

Migration often plays a significant role in how migrants perceive hypertension. 

Understanding patients’ views is crucial if adherence to long-term hypertension treatment 

is to be improved. At present, patient-centred approaches are assumed to improve 

adherence.14-17, 36 The development of patient-centred approaches to the prevention 

of cardio-vascular complications in multi-ethnic clinical practices must consider both 

culturally specific factors and the specific living conditions which migrants experience 

in their new environment. The findings from this study may provide useful information 

for the development of such programs. It is important to emphasise, however, that 

patients’ explanatory frameworks for health and disease are not fixed but may be context 

dependent and shift over time. This study has explored the explanatory frameworks of 
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first-generation migrants from two very different cultural groups. Similar studies of other 

migrant populations and generations are needed to expand our understanding of the 

impact of socio-cultural factors on patients’ explanatory models of hypertension.
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Summary table

What is known about the topic?

Hypertension is highly prevalent among people of African origin

Adherence to hypertension-treatment is often poor, particularly among ethnic minority groups in Western 
countries

Perceptions of hypertension may vary between ethnic groups; understanding patients’ perspectives is 
crucial if adherence to long-term hypertension treatment is to be improved

What this study adds?

The patient perspective on hypertension in patients from three ethnic populations differs sharply from the 
common medical perspective even if they are treated for hypertension

These differences are greater in immigrant patients than in native Dutch patients and migration is often 
used as explanatory framework for causes, experiences and consequences of hypertension

Patient-centered hypertension interventions in multi-ethnic clinical practices must consider both culturally 
specific factors and the specific living conditions which migrants experience in their new environment
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Abstract

Objectives

To explore and compare how Ghanaian, African-Surinamese (Surinamese), and White-

Dutch patients perceive and manage antihypertensive drug treatment in Amsterdam, 

Netherlands.

Methods

Qualitative study was conducted using detailed interviews with a purposive sample of 46 

hypertensive patients without comorbidity who were prescribed antihypertensives.

Results

Patients in all the ethnic groups actively decided how to manage their prescribed 

antihypertensive regimens. In all the groups, confidence in the doctor and beneficial effects 

of medication were reasons for taking prescribed antihypertensive dosage. Particularly, 

ethnic-minority patients reported lowering or leaving off the prescribed medication dosage. 

Explanations for altering prescribed dosage comprised disliking chemical medications, fear 

of side effects and preference for alternative treatment. Surinamese and Ghanaian men 

also worried about the negative effects of antihypertensives on their sexual performance. 

Some Ghanaians mentioned fear of addiction or lack of money as explanations for 

altering prescribed dosage. Surinamese and Ghanaians often discontinued medication 

when visiting their homeland. Some respondents from all ethnic groups preferred natural 

treatments although treatment type varied.

Conclusion

Patients’ explanations for their decisions regarding the use of antihypertensives are 

often influenced by sociocultural issues and in ethnic-minority groups also by migration-

related issues. Self-alteration of prescribed medication among Surinamese and Ghanaians 

may contribute to the low blood pressure (BP) control rate and high rate of malignant 

hypertension reported among these populations in the Netherlands. This study provides 

new information, which can help clinicians to understand how patients of diverse ethnic 

populations think about managing antihypertensive drug treatment and to address ethnic 

disparities in medication adherence and BP control.
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Introduction

Hypertension is a major modifiable risk factor for cardiovascular morbidity and mortality. In 

the UK and USA, ethnic-minority populations of African descent have a higher prevalence 

of hypertension and associated cardiovascular morbidity and mortality than people of 

European origin (henceforth, White).1-3

The Netherlands has a growing population of first generation immigrants of African descent, 

particularly in urban areas. In Amsterdam, African-Surinamese (hereafter, Surinamese) 

from the former Dutch colony of Suriname and Ghanaians are two major groups. A 

recent study from Amsterdam indicated that the prevalence of hypertension is higher 

in Surinamese than in White-Dutch people.4 Surinamese who received antihypertensive 

medication were less likely than their White counterparts to have their blood pressure (BP) 

adequately controlled. Hypertension is also highly prevalent among Ghanaians.5, 6

Adherence to prescribed antihypertensive medication is often poor,7, 8 particularly among 

ethnic-minority populations.3, 6, 7, 9-12 This may be one explanation for ethnic disparities in 

BP control and hypertension-related complications. To reduce these disparities, enhancing 

adherence to prescribed antihypertensives in ethnic-minority populations is, therefore, an 

important challenge in current hypertension care. According to the theoretical model 

of Kleinman, healthcare providers and patients have different ‘explanatory models’ of 

sickness and treatment.13, 14 Explanatory models of healthcare providers are generally 

focused on the disease and rely mostly on scientific logic and evidence. Lay explanatory 

models are generally focused on illness (the experience of disease) and may vary 

according to personality and sociocultural factors. Several studies have shown that a 

patient-centered approach that tries to understand patients’ explanatory models about 

antihypertensives may help healthcare providers to improve compliance.8, 15-20 Studies of 

patients’ perceptions regarding antihypertensive therapy have mainly focused on White 

populations.21-28 The only such studies among ethnic-minority populations of African 

descent were conducted in the USA and the UK.10, 11, 29-32

For example, studies comparing ethnic groups,10, 11 have indicated that low income 

African–Americans focus more on the present regarding their daily experiences with 

managing hypertension than do White-Americans and believe more strongly in the 

immediate beneficial effects of traditional home remedies than in those of prescribed 

medication.11 A British study among African–Caribbeans revealed that medication 

decisions were influenced by traditional cultural beliefs and practices from the country 

of origin,10 and provided a motivation for seeking herbal remedies and other alternative 

resources.10, 31 The impact of migration-related factors on the use of antihypertensive 

medication has not yet been studied. Surinamese and Ghanaians in the Netherlands 

are mostly first generation migrants. There are also important sociocultural differences 

between these groups.33 This provides an opportunity to gain more insight into the role of 

both sociocultural and migration-related factors in patients’ decisions regarding prescribed 

antihypertensive medication.
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The objective of this study was to explore and compare how Ghanaian, Surinamese, and 

White-Dutch hypertensive patients perceive and manage their prescribed antihypertensive 

medications. We focused especially on their explanations for taking the medication as 

prescribed and/or for self-regulating the prescribed medication regimen.

Patients and methods

To elicit information on how hypertensive patients viewed and managed prescribed 

medication regimens, we undertook a qualitative study based on in-depth individual 

interviews, guided by a topic list. Such interviews are particularly useful for the exploration 

of patients’ own ideas, as they give respondents the opportunity to address themes that 

researchers may not have anticipated.34

We recruited patients from three primary care health centers in southeast Amsterdam. 

This area has a high proportion of Surinamese and Ghanaian residents. Together, 

these health centers have 17 general practitioners (GP), 17 practice nurses/assistants, 

and three pharmacies. Treatment takes place according to the Dutch GPGuidelines for 

hypertension.35 These guidelines provide no specific recommendations concerning the 

diagnosis and treatment of patients of African descent.

In qualitative research, saturation is a criterion for determining the sample size. This means 

that the number of respondents is sufficient if interviews do not yield any new themes. 

Large qualitative studies seldom consist of more than 50–60 interviews.36 Our aim was 

to recruit a purposive sample of up to 60 patients. Inclusion criteria were: age between 

35 and 65 years, diagnosis of hypertension (IPCP code K.86) without comorbidity, at least 

1 year of pharmacotherapy. The second criterion was used because comorbidity may 

interfere with patients’ views on hypertension; the latter because we sought patients 

with established treatment patterns. Within this group, we sought maximum variety with 

respect to health center, physician, ethnicity, and sex. Electronic patient records from 

the GP-practices were used to generate a list of all patients, (453) who met our inclusion 

criteria. As Dutch electronic patient records provide no information on patients’ ethnicity, 

attending physicians helped to identify Dutch, Ghanaian, and Surinamese patients 

from our initial list. On the basis of our criteria for variety, the researcher invited 120 

patients for an interview by mail. Sixty-five expressed an interest in participating but 54 

respondents were interviewed. Ethnicity (first generation) was double-checked using self-

identification.37 Nineteen respondents were Ghanaian; 19 were Surinamese and 16 were 

White Dutch.

The topic list for the interviews was built upon earlier work on patients’ perceptions of 

medicines and illness13, 38, 39 and was adapted and pretested by Erik Beune and John 

Schuster. It consisted of open-ended questions to explore the following issues: ideas 

about the nature, causes, duration, and consequences of hypertension; past and current 
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experiences of managing hypertension, concerns, and expectations about the future and 

medication use. Box 1 illustrates the questions about medication use. The topic list was 

edited in Dutch and translated from Dutch into English by a Ghanaian-English translator. 

Erik Beune conducted the interviews in English with the Ghanaian respondents and in 

Dutch with the Surinamese and Dutch respondents. Respondents were guaranteed 

confidentiality. All but three interviews took place in the respondents’ homes. The 

interviews were digitally recorded and lasted an average of 90 min.

Demographic data about each participant were collected at the end of the interview. 

Information concerning respondents’ most recently measured BP, BMI, prescribed 

medication, and how often prescriptions were collected at the pharmacy in 6 months 

prior to the interview was collected from the electronic patient records. All respondents 

gave informed consent for the interviews and for consulting their records.

All interviews were fully transcribed and checked for errors. The transcripts were analyzed 

using content-analytical techniques: fragments containing the respondents’ ideas about 

major themes were identified from each interview; fragments with statements about 

medication were selected and coded. Similar codes were assigned to related statements, 

resulting in a code list for each interview; code lists were compared to identify common and 

Box 1 Topic guide about medications used to help conduct interviews

Ask about prescribed medication  (last year – present)

Prompts: How do you feel about it?
How do you feel about medicines in general?

Ask about medication-taking patterns (during last month – the past)

Prompts: Day-to-day routine 
Routine during holidays or stay in Ghana/Suriname
Expected duration of use
Explanations for medication-taking pattern

Ask about perceived (dis)advantages and (side)effects of the prescribed medications

Prompts: Expectations
Experiences

Ask about use of additional therapies

Prompts: Perceptions
Experiences
If applicable, explanations for use of it 
How does it interfere with prescribed medication?
Is doctor aware? If no, why?

Ask about advices from others

Prompts: From whom?
How do you feel about them? 
How do they affect you?

Ask about how medications are discussed with the doctor

Prompts: How do you feel about it?
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unique themes, yielding a thematic matrix for each ethnic group; similarities, variations, 

and patterns among ethnic groups were identified by comparing the thematic matrices.

To classify self-reported patterns of medication use, we used two categories suggested by 

Conrad:40 use as prescribed and self-regulated use during the past month. The category 

self-regulated is used if a person has reduced or raised the daily dosage of prescribed 

medication for several weeks or more, or commonly skipped or increased dosages under 

specific circumstances, or stopped taking the drugs completely for 1 week or more.

Data analysis was performed using Maxqda software.41 Erik Beune analyzed the data 

using four mechanisms to increase validity: to establish the initial code list for fragments, 

Erik Beune and John Schuster coded four interviews independently to check for intercoder 

consensus concerning the assignment of text segments to major themes; to establish a 

code list for fragments on the use of antihypertensive medications, Erik Beune and Joke 

Haafkens independently coded 20 fragments on medication use and discussed intercoder 

consensus; Erik Beune and Joke Haafkens compared the thematic matrices from each 

ethnic group independently to check for consensus on conclusions regarding similarities 

and variations; the main results of the study were presented in separate meetings with 

six physicians and eight other primary healthcare professionals from practices who were 

involved in the study to receive feedback about the plausibility of the conclusions.

Results

Respondent characteristics

Forty-six of the 54 interviews were included in the data analysis. Eight interviews were 

discarded because they did not meet the inclusion criteria or could not be recorded.

Table 1 shows characteristics of the participants. All Ghanaian and Surinamese respondents 

had been living in the Netherlands for several years. Most Ghanaian respondents did 

not want to stay in the Netherlands permanently; Surinamese respondents were more 

ambivalent on this issue. Ghanaians were generally less educated. With the exception of 

one Ghanaian, all respondents had a regular income through work, social security benefits 

or a pension. Two Ghanaians did not have a health insurance because of lack of residency 

permit.

Most respondents had been living with hypertension for many years (varying from one 

to thirty years). Dutch patients generally reported longer histories of hypertension than 

Ghanaian and Surinamese patients. According to the electronic patient records, most 

respondents (37/46) had a BMI above normal (>25 kg/m2), and nearly half (22/46) were 

obese (>30 kg/m2). Only 39 of the 46 patient records provided information about BP 

readings during the last medical check-up preceding the interview. Nearly half of those 

readings reported uncontrolled BP. According to patient records, three-quarters (35/46) 
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Table 1 Respondent characteristics

Ghanaian 
(n=16)

Dutch (n=15) Surinamese 
(n=15)

Total
(n=46)

Socio-economic characteristics:

Sex (woman) 9 8 9 26

Age

Median  (range) 45(35-54) 50(40-62) 50(37-65) 47(35-65)

Educational level*

-Low 6 1 3 10

-Middle 7 12 10 29

-High 1 2 2 5

-Missing data 2 0 0 2

Income from

-Employment 7 9 9 25

-Social security or disablement benefits 7 5 4 16

-Pension 0 1 2 3

-No income** 1 0 0 1

-Missing data 1 0 0 1

Duration of stay in NL (years)

Median (range) 14.5(4-26) - 24(6-43) -

Migration perspective 

-Wants to stay in NL 1 2

-Wants to return to country of origin 10 3

-Does not know yet 3 7

-Missing data 2 3

Health insurance

-Public health insurance 14 12 11 37

-Private insurance 0 3 4 7

-No insurance** 2 0 0 2

Disease specific characteristics:

Years since diagnosis of hypertension 

Median (range) 6(1-24) 18(1-30) 5(1-23) 7(1-30)

Body Mass Index (kg/m2) 

Median (range) 28.7 (23.0-37.1) 27.8 (21.6-47.4) 31.6 (25.5-60) 29.5 (21.6-60)

<25 4 4 0 8

25-30 6 4 5 15

>30 5 7 10 22

-Missing data 1 0 0 1

Blood pressure controlled (patient record)***

-Yes 6 8 6 20

-Missing data 2 3 2 7

Prescribed antihypertensives collected at pharmacy (patient record) 

-Yes 11 13 11 35

-Missing data 2 2 0 4

*Categories: low: up to primary school, middle: up to secondary school or middle vocational training; high: up 
to higher vocational training or university. **Due to illegal status, ***BP less than 140/90 mmHg, BP, blood 
pressure; NL, Netherlands
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had collected prescription medication at the pharmacy during 6 months immediately 

preceding the interview.

Reported patterns of medication use

Using the criteria proposed by Conrad, respondents reported three major patterns of 

antihypertensive medication use (Table 2). The first group reported having taken their 

medication according to prescription consistently since they were diagnosed with 

hypertension. Most of these respondents were Dutch. The second group reported 

currently taking their medication according to prescription, after having experimented 

with self-regulation earlier. Most of these respondents were Surinamese. The third group 

reported regulating their medication use themselves. Most of these respondents were 

Ghanaians. None of these respondents reported raising the daily dosage of prescribed 

medication. Overall, 10 respondents reported forgetting to take medication once a week 

or more.

Table 2 Self-reported patterns of medication use in three ethnic groups

Always as 
prescribed

As prescribed now, self-
regulateda in the past

Self-regulateda Forgets once a 
week or more

Dutch 11 3 1 2

Surinamese 5 7 3 4

Ghanaian 6 3 7 4

Total 22 13 11 10

aSelf-regulated.40

Patients’ explanations for using antihypertensive medication according to prescription

The group of respondents who said they had always used their antihypertensives according 

to prescription (six Ghanaians, 11 Dutch, five Surinamese) gave five major reasons for this 

choice (Box 2).

(1) Eleven respondents mentioned trust in their doctors’ decision authority as an 

important reason for adopting this pattern of medication use (ID41, ID1, ID26).

(2) The beneficial effect of the medication on the BP was mentioned by nine respondents 

(ID37). Interestingly, particularly Surinamese (3/5) and Ghanaian respondents (4/6) 

emphasized that they also adhered to the prescribed regimen to reduce the symptoms 

they experienced from hypertension (ID1, ID4, ID25).

(3) For some respondents the absence of side effects had been an important condition 

for following the prescribed medication regimen (ID45). Indeed, the majority (16/22) 

of these `adherent’ patients reported they had not experienced side effects; but 

those who had experienced such effects (6/22) felt they had to accept them, and 

moreover, they did not always discuss this with their doctors (ID24).

(4) The prevention of the potentially harmful effects of hypertension was another reason 

why people adhered to the prescription. Particularly Ghanaian and Surinamese 
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Box 2 Patients’ explanations for using antihypertensive medication according to prescription (n=22)

Reported reason Examples of statements

The doctor knows best ID41: I properly stick to what he (the doctor) tells me to do, 
because he knows more about it than I do (62-year-old Dutch 
female).
ID1: They say I should use it. Maybe it can help me. And he says 
if I’m using this correctly maybe a time will come, it’s not two 
but just one pill... (39-year-old Ghanaian female).
ID26: The doctor didn’t prescribe it without reason, so... 
(38-year-old Surinamese female).

Beneficial effects on 
hypertension 

ID37: I am taking them because with these very simple 
medications I am able to keep my BP completely in control 
(59-year-old Dutch male).
ID1: Always I’m taking it. I think that one is helping me to get 
more energy. To work a lot (39-year-old Ghanaian female).
ID4: Any time I feel the eye pain... I know that the pressure is 
playing around with me. And when I take the medicine, then it 
goes down (35-year-old Ghanaian male).
ID25: I take my tablet every day. Because if I don’t do this, I get 
palpitations (65-year-old Surinamese female).

No decisive side effects ID45: I am not afraid of medicines, but I am afraid of 
medicines that have side effects; That’s why I refused to take 
antidepressants
I: And what about Adalat?
R: I have never had any side effect of that drug (57-year-old 
Dutch male).
ID24: I just want to keep this BP in control, so I just swallow 
them. ..you do notice that it has an effect on sexual potency. But 
eh.. I haven’t really discussed this with the GP… God, it is always, 
how shall I say this, yes a painful topic. It’s a bit taboo isn’t it.. 
(37-year-old Surinamese male).

Prevention of harmful 
effects from hypertension

ID25: That fear, I even carry my tablets always with me. In case 
I forgot, I could take it at once…That fear, in case I don’t take it, 
my heart or my BP.. (65-year-old Surinamese female).
ID40: You have to use these medicines over a longer period of 
time, in case you want to realise an effect (50-year-old Dutch 
male).
ID44: Look, they just say: you shouldn’t smoke and do this, 
do that! Well, I really don’t feel like doing that. Cuz..well 
uhm.. ye-ah.. really, I feel like I’m on the right track with these 
mediciations.. I‘ve been slowing down and cutting down, but 
I’m not just going to sit here, like I’m a hermit or somethin’ 
(49-year-old Dutch male).

Hypertension may be time 
limited

ID14: The house doctor told me, I’m going to take this medicine 
forever.
I: What did you think of that?
R: I, well, I said to the doctor, I don’t think so. Every time I pray 
to God to cure this disease. So every time I pray for it. And I 
believe, one day, maybe the God will answer my prayer (39-year-
old Ghanaian female)
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respondents felt that this pattern of use might prevent the sudden complications 

they expected and feared from elevated BP (ID25). In contrast, others thought that 

medications might help prevent long-term cardiovascular damage (ID40). Two Dutch 

respondents reported taking medication as prescribed to avoid making any other 

lifestyle changes (ID44).

(5) A final consideration, particularly mentioned by Ghanaians, was that the medication 

would be necessary only for a limited time. They believed that hypertension is curable 

for instance under healthier living conditions, or by praying (ID14).

Patients’ explanations for self regulating antihypertensive medication

At the time of the interview, 11 respondents were not taking their medication according 

to the prescription (seven Ghanaian, one Dutch, three Surinamese). The most frequently 

mentioned patterns of self-regulation comprised reducing the prescribed daily dosage for 

several weeks or more, skipping doses regularly under specific circumstances, discontinuing 

medication for several days each week or for even longer time intervals, and substituting 

alternative therapies.

Respondents’ accounts yielded five major reasons for changing the prescribed regimen 

(Box 3).

(1) Distrust in modern doctors. This consideration was only mentioned by the Dutch 

respondent (ID42).

(2) Avoiding actual or expected side effects of the medication was a more commonly 

mentioned reason, for example, weakness, weight gain or increased urination 

(ID3). Surinamese and Ghanaian men also mentioned concerns about their sexual 

performance as a reason for regularly omitting medication (ID31, ID9). A Ghanaian 

respondent explained this in terms of the experience that the loss of sexual performance 

affects the social status of men in his community. Some Ghanaian respondents also 

feared antihypertensives may loose their efficacy if they are used regularly (ID8) or 

that they might cause addiction. This might present problems, should they return to 

Ghana in future (ID10).

(3) Perception concerning the cause and nature of hypertension was a third reason 

for altering the prescribed dosage. Whereas many respondents (37/46) linked the 

cause of their hypertension to stress, Ghanaian and Surinamese often saw their 

hypertension as a result of stress due to their migrant status. For some, this was a 

major reason for discontinuing medication use when visiting their homelands (ID9, 

ID31). Some Ghanaian and Surinamese respondents also said they could monitor 

their own BP through physical signs and symptoms, and that they regulated their 

medication accordingly (ID31). Others used BP measurement outcomes from doctor 

visits as a reason for adjusting the dosage. Some interpreted a normal BP reading 

at the doctor’s office as evidence of being cured, and therefore as a sign that no 

further medication was needed (ID12). Conversely, an uncontrolled BP reading when 
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Box 3 Patients’ explanations for self-regulating antihypertensive medication (n=11)

Reported reason Example of statement

Distrust in doctors ID42: I really don’t want to put down Dr. S. But, you know, the doctors 
we have today..I really don’t trust them much, and I really mean that! 
If I get a prescription  for two pills and I find that one pill does the 
trick, why take another? I decide, it’s my body! (40-year-old Dutch male)

Side effects ID3: If I will stay away a long day, maybe one day I don’t take, because 
of the urine, so I don’t take it (50-year-old Ghanaian female)
ID31: When you use those tablets you get other troubles, for instance 
kidney problems or.. you lose your erection, that’s number one. Because 
of all the tablets I am using now, my erection has deteriorated. I tell you 
this honestly.. (57-year-old Surinamese male)
ID9: During the medication my sexual intercourse doesn’t work normal 
as I see it…Every time I take the medicine, I find it real hard to make sex. 
I don’t feel like making sex, you know. But when my medication is not 
there, then I feel like making sex, you know. So that is the way I see the 
difference (45-year-old Ghanaian male)
ID8: It will come to some point the medicine cannot work anymore. 
So most of the doctors here tell me, …like if you take paracetamol every 
day, it will be sometime that you take paracetamol and your headache 
will stay (51-year-old Ghanaian male).
ID10: … you depend on the tablets every day. Maybe one day, you need 
tablet and you’ll be in Ghana. And there’s no tablet anymore there.. 
Then, that can going to give problem. Because already the body has got 
used to the tablet, you know. That’s why I’m trying now to minimise it. 
So two times a week, or one time, then it is okay, it come down then 
(50-year-old Ghanaian male)

Perceptions of 
hypertension 

ID9: When I was in Ghana I didn’t took the medication. But here, I 
come and the pressure is going high! Because the situation here, you 
have to think about your tax, every time it’s just pay, pay, pay... Once 
the pressure is high, I think it makes sense [to take the medication], 
because, that BP I can control it myself, when I look inside me I feel 
there’s no need to take the medication (41-year-old Ghanaian male) 
ID31: In Suriname I don’t have any problems with my hypertension. 
Everything is normal.. No symptoms at all. Life is relaxed there. 
I: Do you still take your medication if you are there?
R: Not at all. I don’t need them. Really, You look surprised but that’s 
how it is.. (57-year-old Surinamese male)
ID30: I went back to the doctor and he said: It is going in the right 
direction, because the BP is somewhat lower again, man, all right. But I 
didn’t tell him I had stopped
(63-year-old Surinamese male)
ID12: Sometimes when it’s regulated I stop for some time (43-year-old 
Ghanaian female)

Natural therapy 
treatment of choice

ID31: now and than I take a tablet in between.. once a week a tablet 
and for the rest I drink this [Niem], you know? (57-year-old Surinamese 
male)

No health insurance ID2: I quit my medication sometimes.
I: Why is that?
R: I’m not working. I have problems with my stay permit. That’s why.
I: And you cannot pay for the medicines?
R: No. I’m not working. I only want to quit the medicine for one..; one 
week is okay. After one week I have to find a way to get medicine to 
take (38-year-old Ghanaian female)

49

How ethnic groups manage antihypertensives

proefschrift Beune.indb   49 16-4-2010   10:16:09



medication was used consistently as prescribed could indicate that medication was 

not effective, and that it could therefore be reduced.

(4) Most Surinamese respondents had a great deal of knowledge about traditional 

Surinamese remedies for hypertension. One respondent in this group replaced the 

prescribed medication with Surinamese herbal remedies (ID31), because he had more 

confidence in herbal treatment. He believed the pharmaceutical drugs had caused his 

sexual problems and, in addition, he was concerned of future harmful effects.

(5) A lack of money was also an explanation for reducing the prescribed daily dosage. This 

was only mentioned by two Ghanaians without a residency permit and, therefore, 

no health insurance. For instance, a Ghanaian woman (ID2) explained she could only 

buy her medication if the church had provided sufficient financial support.

Despite the fact that most self-regulating respondents had major concerns about the 

prescribed medication regimen, only a few had sought advice from the healthcare 

professionals who were in charge of their treatment.

Patients’ explanations for shifting from self-regulation to a prescribed pattern of 
antihypertensive medication use

Thirteen respondents reported having self-regulated their antihypertensives earlier, but 

had eventually resumed using the medication as prescribed (three Ghanaian, three Dutch, 

seven Surinamese). The interviews revealed that explanations for self-regulation differ 

little from those mentioned before (Box 3). Nevertheless, four major reasons emerged 

why respondents shifted from self-regulation to the prescribed pattern of use (Box 4).

(1) Respondents in all groups reversed their self-regulated medication regimen after 

noticing undesirable effects. For example, after symptoms had returned (ID18) or 

after measurement at the doctor’s office or elsewhere had shown that their BP was 

too high (ID36).

(2) Some respondents reported changing their medication patterns after they had come 

to the conclusion they might be at serious risk for cardiovascular disease. For some, 

their age or increasing physical disabilities had triggered this realization. For others, 

particularly Surinamese and Ghanaians, the realization emerged when other people in 

their communities had suffered strokes or other serious consequences of hypertension 

(ID19).

(3) For some respondents, discussing their self-regulated patterns with their doctors had 

led to the decision to return to the prescribed regimen (ID11).

(4) Finally, some reported resuming the prescribed medication just for practical reasons, 

because natural remedies were sometimes difficult to find and may require lengthy 

preparation (ID21).

Natural therapy

In general, the type of natural therapies used as an addition to or a substitute for 

prescribed medication differed by ethnic group. Dutch respondents preferred homeopathy, 
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acupuncture, Philippine healing, magnetization, or home remedies (e.g., apricots). 

Surinamese respondents primarily used herbal and home remedies from Suriname, such 

as bush-sopropo, coconut bark, red cotton, neem, papaya leaf, garlic tea, blanched 

celery, cucumber, and lemon, but also homeopathy and acupuncture. A few Ghanaians 

used perekese, a Ghanaian herbal remedy for BP; but most Ghanaian respondents were 

reluctant to use Ghanaian herbs for fear that the combination of herbs and medicines 

would be dangerous. Some also associated herbal treatment with lower social status. In 

Ghana, these treatments are used most commonly by those who cannot afford western 

medicines.

Box 4 Patients’ explanations for shifting from self-regulation to prescribed pattern of antihypertensive 
medication use (n=13)

Reported reason Example of statement

Unsatisfactory outcomes ID18: Last year in Suriname it struck me that I became 
nauseated and dizzy. So I thought this is because I 
stopped the medication. So I decided it would be better 
to take them (38-year-old Surinamese female)
ID36: A friend of mine is a Philipino healer and he was 
giving me treatments. He said you are still using the 
medications but you can just as well stop, now that you 
are receiving these treatments. I thought, well let’s try. 
But in the same period I joined a meditation group, and 
I needed a medical check up to enter the group. Then 
it appeared that my BP was extremely high, so then I 
started using them again. That was the turning point. 
I realised I shouldn’t mess around with the medication 
(51-year-old Dutch female)

Increased awareness of the risks 
associated with hypertension

ID19: Since I got this message of someone in my family 
who’s very ill, and I am also getting older, I realised.., 
I don’t want anything to happen, I still want to go on 
living. So now I’m more careful with my tablets than 
before…(61-year-old Surinamese female)

Discussing  medication-use with 
the doctor

ID11:  I stopped  the medicine about six months or 
something. And when I go to the doctor I told, now 
I stop the medicine. And the doctor tell, no I should 
continue to drink, if I don’t drink the medicine, they 
will, infect something or… Then I started to drink the 
medicine again (44-year-old Ghanaian male)

Convenience ID21: I stick to the prescribed medicines. It is much 
easier, as compared to celery. Celery you have to buy 
and then you have to cook it a long time. Pills, you have 
already at home and the only thing you have to do is 
press the strip and to take one (42-year-old Surinamese 
female)

51

How ethnic groups manage antihypertensives

proefschrift Beune.indb   51 16-4-2010   10:16:09



Discussion

In this study, we explored and compared explanations of Dutch, Ghanaian, and Surinamese 

hypertensive patients concerning their use of prescribed antihypertensives in Amsterdam, 

Netherlands. Our findings show that patients do not simply follow doctors’ orders but 

actively decide how to manage their prescribed medication regimens. About half of the 

respondents had decided to adopt self-regulated regimens to reduce the prescribed 

dosage. Half of these self-regulating respondents, however, had eventually resumed the 

prescribed pattern of medication use.

The explanations the participants of three ethnic groups mentioned for their reported 

pattern of antihypertensive medication use were similar in many respects and not 

exclusive for one ethnic group. Nevertheless, the results also suggest that cultural and 

social considerations play a role in patients’ medication decisions.

Some considerations for taking antihypertensives as prescribed were only mentioned by 

Ghanaians and Surinamese and not by the Dutch. One consideration was that medication 

helped relieving the symptoms that they attributed to hypertension. This may be related 

to cultural differences in patients’ explanatory models of hypertension, which is consistent 

with results of previous studies that suggest that hypertension is more often experienced 

as a symptomatic condition among ethnic-minority patients than among Whites.10, 42 The 

other consideration was that medication was only needed for a limited time as hypertension 

was thought to be curable. In contrast, only a few Dutch participants reported taking 

antihypertensives as prescribed to counteract unhealthy habits that may increase the risk 

of cardiovascular disease.

Whereas all groups mentioned side effects as a reason for decreasing the prescribed 

medication, only some Surinamese and Ghanaian men mentioned concerns about the 

negative influence of the medication on their sex lives as a major reason for choosing this 

pattern of medication use. A Ghanaian participant attributed this concern particularly to 

the social pressures on sexual performance in his community (loss of sexual performance 

affects the social status of men). Such concerns require further attention, as they may 

offer one possible explanation for the low rates of hypertension control found among 

African–Surinamese men recently in southeast Amsterdam.4

Another interesting finding is that many Ghanaian and Surinamese patients mentioned 

discontinuing their medication when visiting their homelands. This may be related to how 

first generation migrants view hypertension. In a prior paper, we reported that there was 

a widely held belief in both groups that hypertension is caused by the stresses and changes 

in climate and nutrition patterns associated with migration to a new environment.42 Some 

Ghanaians mentioned concerns about becoming dependent on antihypertensives as a 

reason for reducing their dosage, emphasizing that this side effect might be particularly 

problematic should they return to Ghana, where this medication may be less readily 

available. In addition, for migrants without health insurance, financial difficulties may be 

a reason for limited medication use. In the Netherlands, access to health insurance is 
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particularly problematic for migrants without a residency permit, such as two Ghanaian 

participants in this study. This is in line with a recent study in southeast Amsterdam, which 

found an association between low antihypertensive medication adherence and insurance 

status among African patients.6

Finally, some respondents from all ethnic groups, particularly Surinamese, preferred 

natural treatments to antihypertensives, but treatment type varied by culture.

In this study, a qualitative method based on detailed interviews proved to be a useful 

approach to elicit perspectives on the use of prescribed antihypertensive medication of 

White-Dutch and two previously unstudied ethnic-minority groups in Europe. The strength 

of the chosen method is that it builds on direct experiences of patients. We interviewed 

a sufficient number of people to reach saturation, which is a criterion for sample size in 

qualitative studies.43

Our study has, however, some limitations. First, the group we interviewed was limited 

to White-Dutch and first generation Ghanaian and Surinamese hypertensive patients, 

without comorbidity or complications, who were between 35 and 65 years old and, 

chiefly, of lower to middle socioeconomic status. In addition, Ghanaian participants 

were more socioeconomically disadvantaged compared to Dutch and Surinamese. 

Moreover, participants had received treatment for an average of 5 years. Consequently, 

our findings may not capture the perspectives of other groups of patients, for example, 

second-generation migrants. Future studies may want to explore the perspective on 

antihypertensive medication use in these populations. Secondly, adherence was measured 

by self-report and not by pill counts or other more objective measures. Although the size 

and uniqueness of our study population do not allow for generalizations, the analysis of 

the data was rigorous. Furthermore, the information we obtained is credible in the light 

of other studies on decisions about antihypertensive medications among different ethnic-

minority groups in the UK and the USA.10, 11, 16, 21-23, 31, 32

In conclusion, although we found similarities between patients from the ethnic-minority 

groups and the host culture, the study reveals that the patients in all groups also have 

culturally specific explanatory models for medication management. There were some 

consistent accounts of Surinamese and Ghanaians, suggesting that the experience of 

symptoms of hypertension, side effects of medications, the meaning of remedies from 

their countries of origin, and the migration itself are important considerations for 

following or altering the prescribed medication regimen. Patient-centered approaches are 

currently recognized as a means of improving adherence,15, 18-20, 25 thus possibly increasing 

hypertension control rates. Our findings imply that healthcare professionals in multi-ethnic 

clinical practices should consider both culturally specific issues and migration-related issues 

regarding the use of antihypertensives in ethnic-minority patients. Our findings provide 

new information that can help clinicians to understand how patients of diverse ethnic 

populations think about managing antihypertensive drug treatment. They may be used 

in clinical practice and for future research to address the ethnic disparities in medication 

adherence and BP control.
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Abstract

Regular physical activity (PA) can reduce blood pressure, but hypertensive patients in 

ethnic-minority populations are often inactive. The objective of this qualitative study was 

to explore inhibitors and enablers of PA from the perspective of hypertensive Ghanaian, 

African-Surinamese and White-Dutch patients in Amsterdam, the Netherlands. 

In-depth individual interviews with 46 patients were analysed for thematic content, using 

Maxqda software. 

All three groups mentioned their hypertension, the presence of other health conditions, 

lack of priority, lack of social support, limited financial resources or access to PA facilities as 

inhibitors for maintaining or increasing their level of PA. Common enablers included health 

related incentives, support from physicians or family and having physically demanding work. 

Specific inhibitors only mentioned by Ghanaians and Surinamese included inexperience 

with recommended “Western” activities (cycling), little access to their habitual forms 

of PA, cultural preferences for large body sizes, unfamiliarity with the host country and 

the pressure of social demands from Dutch society and their own communities. Specific 

enablers for Ghanaians and Surinamese included access to community or church-based 

support groups.

The patient identified inhibitors and enablers can be a useful framework for promoting 

PA in hypertensive patients, particularly from immigrant groups. Physicians may build their 

advice on the identified enablers and tackle the inhibitors.
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Introduction

In Western countries, hypertension is more prevalent among ethnic-minority populations 

of African descent, and hypertension-related morbidity and mortality rates are higher 

among these groups than among people of European origin.1-3 High rates of hypertension 

have also been observed among two major immigrant groups of African descent in the 

Netherlands: African-Surinamese from the former Dutch colony of Suriname (hereafter, 

Surinamese) and Ghanaians.4-6 Moderate physical activity (PA) is regarded as an effective 

lifestyle intervention for all patients with hypertension.3, 7, 8 It can reduce systolic and 

diastolic blood pressure (BP) by an average of 3.84 mmHg and 2.58 mmHg, respectively.9 

Nevertheless, patients with increased risk of cardiovascular disease remain often inactive, 

especially in ethnic-minority populations.10-12 A Dutch study found that only 44% of 

Surinamese patients being treated for hypertension fulfilled the requirements for regular 

PA, as compared to 62% of White-Dutch patients.13

Given the high rates of (uncontrolled) hypertension in African descent minority populations, 

an important question is what can be done to positively influence PA in these groups? For 

health care providers the most important instrument is patient education. The literature 

describes a number of educational models for PA promotion. The first model, the Five 

A's construct,14 proposes that constraints to changes in PA are primarily rooted in an 

individual’s motivational characteristics. Consequently, this model suggests a step-wise 

educational method for positively influencing a patient’s motivation to engage in PA. The 

second so called social ecological model proposes that inhibitors or enablers of PA go 

beyond individual motivation, and may also be rooted in contextual factors, such as an 

individual’s socio-economic circumstances, cultural background or living environment.15, 16 

This model proposes educational strategies for promoting PA that address the whole range 

of these factors. 

At present, European and Dutch guidelines on cardiovascular risk management recommend 

an educational approach for promoting PA that is based on the first model.17, 18 Studies 

from the USA suggest, however, that interventions based on the social ecological 

model may be particularly effective in ethnic-minority populations such as urban African 

Americans, because it acknowledges a wider ranges of specific factors that may inhibit or 

enable PA.19

Although African Americans and African descent populations in Europe may share 

common ancestry, they differ in many respects including migration history, socio-cultural 

backgrounds and geographical origin.20 For example, large proportions of African descent 

populations in Europe are first generation immigrants. 

To the best of our knowledge, in Europe, research on the needs for PA promo tion among 

immigrant populations with an increased risk for cardiovascular disease has only been 

carried out among British South Asians with coronary heart disease or diabetes.21-23

The aim of this study was to remedy this deficiency and to gain a better understanding 

of what may positively influence PA among immigrants of African descent with 
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hypertension. This requires information on the views of patients themselves. Our objective 

was, therefore, to explore and compare perspectives of Ghanaian, Surinamese and White-

Dutch hypertensive patients as regards to PA. Our specific research questions were: What 

do these patients understand by PA and what do they perceive as inhibitors or enablers of 

adopting or maintaining regular PA?

Methods

In line with our objective to acquire a better understanding of how patients perceive PA,

we adopted a qualitative inductive research approach, without formulating prior 

hypothesis.24-26

Recruitment and sample

We recruited patients from three primary care health centres in southeast Amsterdam. This 

area has a high proportion of Surinamese and Ghanaian residents. Together, these health 

centres have 17 GP’s, 17 practice nurses/assistants, and three pharmacies. Treatment 

takes place according to the Guidelines of the Dutch College of General Practitioners.27 

These guidelines provide no specific recommendations concerning the diagnosis and 

treatment of patients of African descent.

In qualitative research, saturation is a criterion for determining the sample size. This means 

that the number of respondents is sufficient if interviews do not yield any new themes. 

Large qualitative studies seldom consist of more than 50–60 interviews.24 Our aim was to 

recruit a purposive sample of up to 60 patients. Inclusion criteria were: age between 35 

and 65 years, diagnosis of hypertension (IPCP code K.86) without co-morbidity, at least 

one year of anti-hypertensive therapy. The co-morbidity criterion was included because 

co-morbidity may interfere with patients’ views on hypertension. The treatment period 

was chosen to allow identification of patients with established treatment patterns. Within 

this group, we sought maximum variety with respect to health centre, physician, ethnicity, 

and sex and age. Electronic patient records from the GP-practices were used to generate a 

list of all patients (453), who met our inclusion criteria. As Dutch electronic patient records 

provide no information on patients’ ethnicity, attending physicians helped to identify 

White-Dutch, Ghanaian and Surinamese patients from our initial list. On the basis of our 

criteria for variety, the researcher invited 120 patients for an interview by mail. Sixty-five 

expressed an interest in participating. Because no new themes had emerged after about 

50 interviews, we limited the number of interviews to 54. Ethnicity (first generation) of the 

respondent was double-checked using self-identification.28 Nineteen respondents were 

Ghanaian; 19 were Surinamese and 16 were White-Dutch.
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Data collection

Data were collected through in-depth individual interviews, guided by a topic list. This 

interview method was selected because it offers respondents the opportunity to tell about 

their experiences from their own point of view, and to address themes that the researchers 

may not have anticipated.29 The topic list was constructed for a larger study that had the 

aim to explore patients’ perceptions on hypertension.30, 31 It built upon earlier work on 

patient perceptions of illness,32, 33 and was adapted for this study. The topic list was 

edited in Dutch and translated from Dutch into Ghanaian English by a Ghanaian-English 

translator. Pilot interviews were carried out by two researchers to check if the meaning 

and the wording of the topic list was clear and unambiguous for both Dutch and English 

speaking patients. The topics related to PA are listed in Box 1. Interviews were held at 

the participants’ homes by EB, in English with Ghanaian participants and in Dutch with 

Surinamese and White-Dutch participants.

Information concerning the participants’ most recently measured BP and BMI was collected 

from patient medical records. 

The study was submitted to the Medical Research Ethics Committee of the Academic 

Medical Centre of the University of Amsterdam. In line with Dutch legislation, this 

Committee ruled that the study did not require extensive ethical review as participants 

were recruited on a volunteer basis and were not requested to undergo any physical 

examination or intervention.

All participants gave informed consent for the digital recording of the interviews and for 

consulting their medical records. They were assured anonymity in the presentation and 

publication of the data. They were also offered the opportunity to contact the research 

team, should they want to withdraw from participation or for further questions related 

to the interview.

Box 1 Topic guide about physical activity used to help conduct interviews

What would you define as PA?

Over the past month, did you do anything to maintain or increase your physical activity?

If yes, prompts: What kind of physical activities?
What has enabled you to do this? (e.g. routines, circumstances, 
customs, travel, advice from healthcare professionals, family, 
work, media)

If no, prompts: What has been a barrier to do this? (e.g. routines, circumstances, 
customs, travel, advice from healthcare professionals, family, 
work, media)

How do you view the link between hypertension and physical activity?

Prompts: Advantages or disadvantages?
Experiences?
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Analysis

The interviews were transcribed literally in the original language in which they had been 

held and transcriptions were checked for errors by the interviewer. The analysis of the 

interview transcripts took place by using the coding procedures and constant comparative 

method developed by Strauss.34 We selected this method because it is a frequently used 

inductive, bottom up method for analysing qualitative data.35 The coding process begins 

with the assignment of a series of codes to the transcripts of individual interviews, which 

are then grouped into similar concepts in order to make them more workable. From 

these concepts, broader categories and subcategories are generated, through a process 

of constant comparison or verification. The ultimate outcome, a data-based taxonomy or 

framework of categories, can serve as a basis for adapting or testing existing theoretical 

models. Maxqda software was used to process, order and compare the codes:36  In the 

present study, in each interview, sections containing information about PA were coded 

into meaningful fragments (concepts) by open coding. Identified concepts were then 

grouped under three main themes, referring to our research questions: perceptions of PA 

and perceived enablers and inhibitors of PA. Subsequently, thematic coding procedures 

were used to group the concepts under each theme into categories and subcategories. 

Results of the multi level code lists were summarised into matrices. Patterns of similarities 

and variations between and among ethnic groups were identified by comparing the 

matrices and code lists.

EB analysed the data. To increase credibility of the results, the following steps were taken: 

(1) To establish a code list for concepts, categories and subcategories, EB and JH coded 20 

interviews independently. Results were compared and if differences occurred (for instance 

with respect to the most plausible naming or the division of concepts into categories and 

subcategories) they were resolved through discussion and by going back to the original 

data. (2) To verify conclusions regarding similarities and variations within and between 

the ethnic groups, they compared the code lists from each ethnic group independently in 

a similar way. (3) Final conclusions were reviewed by all authors and checked for clarity 

and plausibility. For the presentation of the final study results, selected quotes from Dutch 

speaking participants were translated into English by a professional translator and checked 

by the interviewer. Quotes from Ghanaian participants were not translated.

Results

General characteristics of the three groups

Fifty-four patients were interviewed. Eight interviews were discarded because they could 

not be recorded or participants did not meet the inclusion criteria, leaving 46 interviews 

for the final analysis (Ghanaian: 16; Surinamese: 15; White-Dutch: 15). Participant 

characteristics are presented in Table 1.
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Table 1 Participant characteristics

Ghanaian 
(n=16)

Dutch 
(n=15)

Surinamese 
(n=15)

Total
(n=46)

Socio-economic characteristics:

Sex (Woman) 9 8 9 26

Age

Median (range) 45(35-54) 50(40-62) 50(37-65) 47(35-65)

Educational level*

- Low 6 1 3 10

- Middle 7 12 10 29

- High 1 2 2 5

-missing data 2 0 0 2

Income from

-employment 7 9 9 25

-social security or disablement benefits 7 5 4 16

-pension 0 1 2 3

-no income** 1 0 0 1

-missing data 1 0 0 1

Type of work

-physically demanding 6 3 5 14

-not physically demanding 1 6 4 11

-no work 8 6 6 20

-missing data 1 1

Health insurance

- public health insurance 14 12 11 37

- private insurance 0 3 4 7

- no insurance** 2 0 0 2

Duration of residence in NL (years) 

Median (range) 14.5(4-26) - 24(6-43) -

Migration perspective 

-wants to stay in NL 1 2

-wants to return to country of origin 10 3

-doesn’t know yet 3 7

-missing data 2 3

Religion***

-None 0 10 1 11

-Yes: moderately active 2 5 8 15

-Yes: active 14 - 6 20
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Perceptions of PA

In response to the question what participants regarded as PA, 28 participants mentioned 

leisure time activities, 13 mentioned daily activities at home or at work, while 5 participants 

mentioned both types of activities (see table 2). Only 17 participants said they had actively 

engaged in PA during the last month prior to the interview (Ghanaian: 6; Surinamese: 

6; White-Dutch: 5). However, all participants had clear ideas about what could inhibit or 

enable PA-participation.

Table 1 Participant characteristics (cont)

Ghanaian 
(n=16)

Dutch
(n=15)

Surinamese 
(n=15)

Total
(n=46)

Disease specific characteristics:

Years since diagnosis of hypertension 

Median (range) 6(1-24) 18(1-30) 5(1-23) 7(1-30)

Body Mass Index (kg/m2) 

Median (range) 28.7 (23.0-37.1) 27.8 (21.6-47.4) 31.6 (25.5-60) 29.5 (21.6-60)

<25 4 4 0 8

25-30 6 4 5 15

>30 5 7 10 22

-missing data 1 0 0 1

Blood pressure controlled****

-yes 6 8 6 20

-missing data 2 3 2 7

*Categories: low: up to primary school, middle: up to secondary school or middle vocational training; high: up to 
higher vocational training or university; ** Due to illegal status; ***Categories: moderately active: visits church 
regularly; active: visits church once a week or more; ****BP <140/90 mmHg.

Table 2 Perception of PA in three ethnic groups

Category Ghanaian 
(n=16)

Dutch 
(n=15)

Surinamese 
(n=15)

Total
(n=46)

Leisure time activities* 7 10 10 27

- organised 4 5 7 16

- non-organised 3 5 3 11

Functional activities**: at home/at work 7 2 4 13

Both 2 3 1 6

* Leisure time activities included: organised activities (e.g. aerobics/fitness, soccer, basketball, volleyball, boxing, 
squash, tennis, table tennis, yoga) or such non-organised activities as (brisk) walking (with dog), cycling, dancing 
and home exercises (e.g. TV, home-trainer/fitness).
** Functional activities included: activities at home (e.g. climbing stairs), cleaning and other household activities 
(e.g. scrubbing bathroom, hand-washing laundry, cooking), activities with children (or grandchildren) and 
transportation by bike or on foot, or activities at work (e.g. cleaning, walking, climbing stairs).
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Inhibitors and enablers of PA

Analysis of all interview transcripts identified 49 different concepts referring to PA. These

concepts could be grouped into seven broad categories referring to inhibitors or enablers 

of PA: Hypertension and other health conditions, healthcare, social context, culture, 

financial factors, living-environment and individual factors. Furthermore, each category 

had a set of subcategories that further described its meaning. Tables 3 and 4 summarise 

the taxonomies of the inhibitors and enablers of PA that were mentioned by the three 

groups.

Inhibitors

Factors that participants perceived as making it impossible or difficult to become or remain 

physically active were defined as inhibitors. Table 3 summarises these inhibitors.

Hypertension and other health conditions

One common perception was that PA can be dangerous or even lethal for people with 

hypertension and should therefore be avoided. Although White-Dutch participants also 

expressed this belief, the fear of lethal consequences was more pronounced among 

Ghanaians and Surinamese. For example, a Surinamese man said:

‘An acquaintance used to play sport regularly. At some point during an indoor soccer match, 

he just collapsed. And he died! That made me think, “I should take it easy with sport because 

of my high BP”’. (ID28)

One perception held primarily by Ghanaian participants was that people with hypertension 

can participate in PA only if there are no symptoms. A Ghanaian woman said:  

‘I’m waiting for a time when my BP is low. Then I try the exercise’.

Interviewer: Only when the BP is low?

‘Yeah, you know, when the BP is high I become weak or I have headache. I can’t do the 

exercise’. (ID15)

In addition to hypertension, other health conditions (e.g. musculoskeletal problems or 

tiredness) or embarrassment due to being overweight could keep participants from 

exercising: 

‘You’re at the gym with all those tight outfits. I ask myself, “What am I doing here” (with my 

figure: EB)?’ (White-Dutch female-ID32)

Healthcare

Two Surinamese patients reported refraining from PA because of what their doctors had 

told them:

‘I used to jog around the lake, but the doctor told me I should not do it anymore with high 

BP’. (Surinamese male-ID20)
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Table 3 Inhibitors of physical activity: a taxonomy (n=46)

Inhibitors of PA (158 statements*)

Category Subcategories Concepts Gh Du Su

Hypertension and 
other health 
conditions

Hypertension PA is dangerous for hypertensive people 3 4 6

PA only possible if no hypertension symptoms 4 1 1

PA did not reduce BP 2

Other health conditions Musculoskeletal problems 3 3 3

Tiredness 1

Shame for having a physical problem 1 2

Healthcare Doctors’ advice GP said running with hypertension is bad 2

Social context Work No time/Inconvenient working hours 3 3 4

Having no work 1 1

Demands of family Have to care for children/parents 2 4 3

Social activities Have to go to church 1

Have to go to evening class 1

Lack of social support Lacking interested others to exercise with 4 2 5

Feeling alone, socially isolated 3

Culture Experience with PA We are not accustomed to swimming/cycling. 5 2

Preferences for PA Like dancing, but then to own (Surinamese) 
music

1 1

Desirable weight Africans like fat people, therefore no habit of 
exercising

5 2

Being fat makes one look wealthy 3 1

Being fat makes one look healthy and strong 2 1 1

Social position/role Driving a car reflects social position 2

Joggers have nothing better to do 1

Older people no longer exercise 3 2 2

A mother should stay at home 1

Financial limitations Low income Cannot afford membership/entrance fee 2 1 3

Living-environment Country Decreased PA in the Netherlands 5 4

Climate is too cold/rainy 2 1 4

Lack facilities No place to meet, play, walk 2 3 1

No facility close by home

Unsafe Car is safer than walking/cycling 2 3

Transportation Alternatives available: car/metro 2 2 1

Individual constraints Self image Not the sporty type 3

Lazy 1 1 1

Physical education Lack of stamina 1 3

Lack of experience 2

*Statements of Ghanaian (Gh), White-Dutch (Du) and African-Surinamese (Su) participants referring to inhibitors 
of PA: a condition that makes it difficult to adopt or maintain PA
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Social context

Many participants cited work, family demands, social activities and lack of social support 

as important constraints to increasing their PA levels. 

Inconvenient or overloaded work schedules were mentioned by all three groups:

Interviewer: What makes it so difficult to exercise?

‘No time! Work in the morning up to two o’clock, and in the evening from six until eight-

thirty’. (Ghanaian male-ID8)

In contrast, two participants mentioned unemployment as a reason for their current 

sedentary lifestyle.

All groups also mentioned family demands as a factor inhibiting PA (e.g. having to care 

for children or parents). 

Several Ghanaian participants mentioned that church-based, educational or other social 

activities left them little or no time for exercise.

Surinamese participants were particularly likely to see a lack of social support as inhibiting 

PA:

‘I have to do it alone, and I don’t really like that. … it’s nicer if someone would join me’. 

(Surinamese female-ID18)

Culture

Several participants (mainly Ghanaian and Surinamese) referred to cultural habits and 

customs that keep them from increasing their PA.

Some Ghanaians said they were not able to carry out activities their doctors had 

recommended (e.g. cycling or swimming) because they had not acquired the appropriate 

skills for those activities in Ghana: 

‘In Ghana, Ashanti people don’t know how to swim or how to ride bicycle’. (Ghanaian 

female-ID15)

Two immigrants remarked that the available options for engaging in physical activities 

in the Netherlands were insufficiently adapted to their cultural habits. One Surinamese 

woman said:

‘I love to dance, but to Surinamese music. But, when I search on the Internet for ways to lose 

weight, they suggest only Dutch things’. (ID22)

Many Ghanaian and Surinamese patients explained that weight is often regarded as 

sign of beauty, prosperity and strength in their communities and that these norms could 

discourage them from being physically active:

‘It’s not our habit. You know, we Ghanaians we are.. we like fat people. So we don’t do 

exercise’. (Ghanaian female-ID15)

‘When I lost weight, they started saying things like “You’re so skinny. You look terrible”. 

Now that I’ve gained all the weight back, they don’t say anything anymore’. (Surinamese 

female-ID25)
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‘It’s the mentality, slim people are poor people’. (Ghanaian female-ID1)

Finally, several participants in all ethnic groups referred to social role expectations (e.g. 

regarding social status, duty and age) as factors discouraging exercise:

‘I’ve stopped doing aerobics. It’s my age; I think, “Why bother?”’ (White-Dutch female-ID32)

Financial limitations

In all groups, several people mentioned low income as an inhibiting factor for starting or 

continuing PA:

‘Truth be told, I work only 28 hours a week, and so I have to watch my spending. I went to 

the swimming pool with my children, but it costs a fortune to swim: nine euro for the three 

of us. I’ll go broke at that rate’. (White-Dutch female-ID35)

Living-environment

Patients from all ethnic groups mentioned factors related to their living environments as 

inhibitors of PA. 

Several Ghanaians and Surinamese participants explained that, after migrating to the 

Netherlands, they were no longer able to sustain the physical activities to which they had 

been accustomed in their countries of origin:

‘Since I’ve been here, I am always inside the house. But in Suriname you always go outside, 

so you see people play and exercise’. (Surinamese female-ID19)

‘In Ghana I would walk from here to Central Station without taking a metro or car. You 

don’t have money to pay a taxi or metro. All you do is exercise. So in Ghana the people are 

healthier than we Ghanaians in Europe’. (Ghanaian female-ID2)

In all three groups, several people attributed their inactivity to a lack of PA facilities (e.g. 

places to meet, play, walk or exercise) in their neighbourhoods. Others said they did not 

go out because they felt unsafe in their neighbourhoods. Participants in all ethnic groups 

mentioned easy access to (public) transportation as a reason for not using more physically 

active means of transportation (e.g. walking or cycling):

‘I live two steps from a metro station; and the metro is a lot quicker than cycling’. (Suri-

namese male-ID24)

Individual constraints

Several participants from all ethnic groups reported individual factors (e.g. laziness, lack of 

stamina, dislike of sports) as their main obstacles to being active:

Interviewer: If you were advised to take up a sport or to exercise more for your BP, would 

you be able to do it?

‘No, I’m not used to it. I just don’t think about it’. (White-Dutch male-ID40)
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Enablers

Factors that made it easier for patients to be physically active in the perception of the 

participants were defined as enabler. Table 4 summarises these enablers.

Table 4 Enablers of physical activity: a taxonomy (n=46)

Enablers of PA (70 statements*)

Category Subcategories Concepts Gh Du Su

Hypertension 
and other health 
conditions

Hypertension Always think of exercise since hypertension 
diagnosis

2 1 1

Other health conditions Overweight 2 5

Stress 1

Overall health 2

Healthcare Doctor’s advice GP says I must exercise (or is helping me to 
continue)

2 1 2

Facilities available Health centre provides special facilities 3

Social context Work Physical demanding work /double job 4 3 4

Church/community Church/community organises PA; is meeting-
point for PA

5 1

Doing together Children or grandchildren force me to exercise 2 3 1

PA is easier together/brings us together 1 4

Culture Desirable weight Skinny is beautiful and healthy 5 6

Financial incentives Free of charge Walking and cycling is free 1

Financial sanctions Fine of 2 euro for being late, 5 for no show 1

Living-environment Home Exercise while watching TV/staying home 2 1

Individual incentives Self image Having an athletic nature 1 1

Being competitive 1 1

*Statements of Ghanaian (Gh), White-Dutch (Du) and African-Surinamese (Su) participants referring to enablers 
of PA: a condition that makes it easy to adopt or maintain PA

Hypertension and other health conditions

Thirteen participants, particularly Surinamese and White-Dutch, said that they had started 

PA for health reasons. Some claimed that hypertension had prompted them to engage in 

PA, but most mentioned other health related incentives (e.g. reduction of overweight). 

Interestingly, people in the latter group were seldom aware of the fact that PA can also 

help reduce BP. A White-Dutch man said:

‘And I swim. But yeah, that has nothing to do with my high BP. In general, it’s just good 

to exercise at least a half hour every day … and I’ve started fitness training as well’. (ID 45)

Healthcare

Five participants mentioned advice from their GP as a motivating factor for PA:
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‘In the past I always thought that I could have a heart attack or a stroke if I were to play 

sport. After the doctor said that exercise is important, I started seeing sport as part of the 

treatment for high BP’. (Surinamese female-ID28)

Three Surinamese women reported starting PA because the healthcare centre had 

organised group activities (e.g. walking, swimming) to stimulate PA among obese women.

Social context

Work may also be an enabler of PA. Eleven participants saw their physically demanding 

jobs as a way to get enough exercise, for example:

‘You know the work I do is exercise. Because I start nine o'clock and work to five o'clock. You 

go and come, you sit, mop, throw the rubbish’. (Ghanaian female-ID5)

‘I walk a lot in my job; I also take walks with the children I work with. On days that I don’t 

work, I try to cycle or walk’. (Dutch male-ID36)   

‘I work in a warehouse: I walk kilometres a day!’. (Surinamese male-ID31)

Several Ghanaians and a Surinamese participant referred to the church as an enabler of 

PA. Churches can be important meeting points for people who want to engage in PA, and 

some Ghanaian churches offer PA programmes:

‘The church is helping me with my BP, because once a week we go to exercise training. That 

is helping me. I think that church… they know it very well’. (Ghanaian female-ID1)

Eleven participants in all ethnic groups mentioned friends and family as an incentive for 

engaging in PA. A number reported being pushed by their friends, children or grandchildren 

to be physically active. For example, a Ghanaian woman said:

‘Every morning, I walk with my granddaughter to the day care centre, and after three 

o’clock, I bring her home. That’s my exercise’. (ID2)

Other participants, particularly Surinamese, said that PA provided opportunities to meet 

other people:

‘There does have to be a social aspect’. (Surinamese female-ID26)

Culture

Eleven White-Dutch and Surinamese participants saw prevailing standards regarding 

beauty and weight as an incentive for being physically active, as was expressed by this 

Surinamese female:

‘Nowadays, a lot of Surinamese girls are also saying that they really don’t want to get fat.’

Interviewer: Nowadays?

‘Right. Nowadays. In Suriname as well; but you used to hear “the fatter you were the prettier 

you were”; that’s no longer the case, except for the elderly’. (ID18)
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Financial incentives 

For one Dutch participant, the availability of organised physical activities that are free of 

charge had stimulated her to get sufficient exercise. A Ghanaian man said that financial 

sanctions for not participating in physical activities to which he had subscribed served as 

a stimulus.

Living-environment

Several Ghanaian and Surinamese participants said that creating facilities at home had 

helped them to engage in regular PA:

‘When you are back from work, you feel too lazy and tired to go to the gym. But I have the 

machine in the house here, and when I am finished with cooking and eating, I can just go 

and start here’. (Ghanaian male-ID10)

Individual incentives

Several White-Dutch and Surinamese participants perceived their personal experiences 

and strengths as the main enabling factor for engaging in PA:

‘I live my life just like I used to; sports are a part of who I am’. (White-Dutch male-ID37)

Discussion

In this study we explored perspectives on PA among Ghanaian, African-Surinamese and 

White-Dutch patients who were treated for hypertension. 

Patients in all ethnic groups designated many different activities as PA. Interestingly, over 

one fourth of the participants considered their daily activities at work or at home as a 

form of PA.

The perceived inhibitors and enablers of PA in these populations could be classified into 

seven general categories: hypertension and other health conditions; healthcare; social 

context, culture, finance, living-environment and individual factors.

Many of the perceived inhibitors were similar for all three groups. Examples include lack of 

priority (due to work or social obligations), lack of social support, lack of financial resources 

and lack of access to (safe) places in the neighbourhood for engaging in PA. A surprising 

barrier mentioned by all ethnic groups was the belief that PA may be dangerous for 

people with hypertension. Similarly, many of the perceived enablers of PA were common 

to all ethnic groups. Examples include health status, support from physician or family and 

physically demanding work.

Despite these similarities, the patients in the two immigrant groups experienced also 

culturally specific and migration specific inhibitors and enablers of PA. One barrier 

reported by several Ghanaians and Surinamese was that, due to a lack of Western types 
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of exercise in their cultures, they were not able to carry out some of the physical activities 

recommended by their doctors (swimming, bicycle riding). The fact that they had not 

been able to find possibilities to sustain the types of exercise that were common to their 

culture in the Netherlands was considered as another barrier. Furthermore, cultural norms 

regarding body size and beauty or prosperity within their communities discouraged some 

Ghanaian and Surinamese participants from being physically active. Some of the inhibitors 

of PA referred to migration related conditions, such as unfamiliarity with the host country, 

different weather conditions, access to motorised transportation, spending time indoors 

and fewer social relationships with people who are physically active. In addition, busy 

work schedules and the demands of participating in both Dutch society and their own 

communities could thwart the motivation of immigrants to engage in PA. Finally, one 

enabler of PA mentioned solely by Ghanaian and Surinamese participants was the 

possibility to participate in PA programs that were specifically organised by people from 

their community. Church-based programmes were important among Ghanaians.

In this study, a qualitative method, using detailed interviews proved to be a useful method 

to elicit perceptions on PA of hypertensive patients from White-Dutch origin and two 

previously unstudied ethnic-minority groups in Europe. The strength of this method is 

that it builds on the direct experiences of patients. We interviewed a sufficient number 

of people to achieve saturation, a criterion for sample size in qualitative studies.37 The 

study has limitations as well. The group we interviewed was limited to White-Dutch and 

first-generation Ghanaian and Surinamese hypertensive patients without co-morbidity or 

complications who were 35-65 years old and, chiefly, of lower to middle socio economic 

status. Moreover, patients were treated for over five years on average. For that reason, 

our findings may not capture the perspectives of other groups of patients, for example 

second-generation immigrants. However, at present, the population of second-generation 

Surinamese and Ghanaian hypertensive patients of the studied age group in the 

Netherlands is still small. Further studies may want to explore the perspectives of different 

(sub)groups of immigrants. Although the size and uniqueness of our study population do 

not allow for generalisation, the analysis of the data was rigorous. Furthermore, several of 

the findings from this study are credible in the light of other studies.

Consistent with studies that are based on socio-ecological models of health behaviour,15, 

19, 38 our study found that patient-identified inhibitors and enablers of PA are not limited to 

personal motivational factors, but also include contextual social, financial, environmental 

and particularly cultural factors. Moreover, Ghanaian and Surinamese participants in our 

study also referred to specific migration related barriers to PA. Studies among immigrants 

in the UK and USA,22, 39 have also noted that pressures associated with the ‘immigrant 

condition’ may thwart motivation for PA. In addition, corroborating findings from this 

study, the existence of cultural preferences for large body sizes,40-43 and the barriers 

that such preferences represent for engaging in weight controlling activities,44, 45 have 

also been observed in other studies. According to a recent study in Ghana, however, 

body images are changing particularly in the younger generation.46 In our study, this 
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was also observed among a number of the Surinamese participants. The facilitating role 

of community networks and of faith-based organisations has also been found in several 

other studies among ethnic-minority groups in the USA.47, 48

Although this study found similarities between patients from the ethnic-minority groups 

and the host culture, it also reveals that the patients in ethnic-minority groups may 

experience culturally specific and migration specific inhibitors or enablers of PA. Previous 

research has emphasised the need to pay attention to the specific cultural needs when 

developing services to promote PA among patients with an increased risk for CVD.49-

51 However, at present, specific recommendations for PA counselling to ethnic-minority 

populations with hypertension have not been taken up in European clinical guidelines. 

The results of this study provide some suggestions for interventions that may be useful 

for clinicians.

First, while clinical research has established that PA may result in BP reduction,9 we found 

that patients do not always understand this. This suggests that health professionals need 

to address this issue specifically and clearly in their advice to patients by exploring how 

they perceive the link between hypertension and PA. Second, in the clinical literature, 

PA is often defined as ‘specifically, planned, structured, repetitive, and purposive bodily 

movement done to improve or maintain one or more components of physical fitness’.52  

Primary care guidance to promote PA is commonly restricted to advice to take up leisure 

time sports activities such as brisk walking, cycling or swimming.7, 8 This study revealed that 

patients from ethnic-minority populations may not be accustomed to such Western forms 

of PA. This suggests that health care professionals need to pay attention to the specific 

(cultural) needs and habits of patients in order to be able to provide advice about physical 

activities that are suitable to them. Third, the taxonomies of inhibitors and enablers of 

PA that have been identified in this study may provide a useful framework for health 

care providers to communicate with patients about PA. This may help them to identify 

social, cultural, financial and environmental or personal enablers of PA and to tackle the 

inhibitors. It should be recognised, however, that some barriers to PA (e.g. safety in the 

neighbourhood, absence of community-based or church-based activities, financial, work-

related and social barriers) cannot be tackled by physicians alone. Solutions will require the 

concerted efforts of physicians and public health and community services within a given 

catchment area. If these suggestions for interventions are to be implemented in practice, 

quantitative controlled studies are needed to evaluate their impact on the behaviour of 

health care providers and patients.
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Summary table

What is known about the topic?

Ethnic groups of African descent in Western countries have higher hypertension rates with poorer rates of 
hypertension control than other European groups

Physical activity participation can reduce blood pressure

It is unknown whether perspectives on inhibitors or enablers of adopting regular physical activity differ 
between African and European descent hypertensive patients in Europe

What this study adds?

Some perceived inhibitors and enablers of physical activity participation are common to all ethnic groups; 
a particular inhibitor related to hypertension is the belief that exercise may be dangerous for people with 
hypertension

Specific inhibitors identified by Ghanaian and African-Surinamese patients are inexperience with 
recommended “Western” activities (swimming, bicycle riding) and insufficient access to their habitual forms 
of PA, cultural views regarding preference for large body sizes and characteristics of  the host country 
(e.g. climate, transportation, housing, demands of participating in both Dutch society and their own 
communities)

Specific enablers identified by Ghanaian and African-Surinamese patients are access to community- or 
church-based support groups
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Abstract

Background

To improve hypertension care for ethnic minority patients of African descent in the 

Netherlands, we developed a provider intervention to facilitate the delivery of culturally 

appropriate hypertension education. This pilot study evaluates how the intervention 

affected the attitudes and perceived competence of hypertension care providers with 

regard to culturally appropriate care.

Methods

Pre- and post-intervention questionnaires were used to measure the attitudes, experienced 

barriers and self-reported behaviour of health care providers with regard to culturally 

appropriate cardiovascular and general care at three intervention sites (N= 47) and three 

control sites (N=35). 

Results

Forty-nine participants (60%) completed questionnaires at baseline (T0) and 9 months later 

(T1). At T1, health care providers who received the intervention found it more important 

to consider the patient’s culture when delivering care than health care providers who did 

not receive the intervention (p=0.030). The intervention did not influence experienced 

barriers and self-reported behaviour with regard to culturally appropriate care delivery.

Conclusion

There is preliminary evidence that the intervention can increase the acceptance of a 

culturally appropriate approach to hypertension care among hypertension educators in 

routine primary care.
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Background

In Western countries, ethnic minority populations of African descent have higher rates of 

hypertension and worse hypertension-related health outcomes than Europeans 1-3.

This has also been observed among Afro-Surinamese (hereafter, Surinamese) and 

Ghanaians living in the Netherlands. A recent study conducted in Amsterdam reported a 

higher prevalence of hypertension in Surinamese (47%) than in ethnically Dutch people 

(33%). Treatment rates were the same for both groups, but Surinamese who were treated 

for hypertension had lower rates of blood pressure control 4, which may explain the excess 

mortality due to stroke found in this group 5. Hypertension is also highly prevalent among 

Ghanaians 6, 7.

Poor adherence to antihypertensive medication and therapeutic lifestyle changes is an 

important modifiable factor contributing to ethnic disparities in blood pressure control 8, 

9. There is evidence that patients’ health beliefs can be an important barrier to adherence 
10-12 and that culture can influence those beliefs 13-17. This was also found in our own 

studies of Surinamese, Ghanaian and ethnically Dutch hypertensive patients living in the 

Netherlands 18-20.

Hypertension guidelines recommend patient education as a tool for improving adherence 
21, 22. There is some evidence that culturally appropriate educational interventions can 

improve treatment outcomes in ethnic minority patients 23, 24. However, the literature 

provides no descriptions of those interventions for hypertensive patients 25, 26.

For this reason we developed an intervention to facilitate the delivery of culturally 

appropriate hypertension education (CAHE) by primary care providers. In a previous study 

we identified two barriers that may prevent health care providers from using CAHE: a 

negative attitude towards culturally appropriate care in general and a lack of the skills 

needed to implement this type of health education 27. Thus, we conducted a pilot with the 

aim of evaluating whether the intervention could remove these barriers.

Methods

Study design, setting and participants

We used a quasi-experimental design, contrasting intervention and control groups, to 

evaluate the effects of the intervention (see Figure 1). The study was conducted in six 

primary care health centres (PCHCs) belonging to the GAZO health care consortium in 

southeast Amsterdam. This area was chosen because it has a relatively high proportion 

of Surinamese and Ghanaian residents. Three of the selected PCHCs had also participated 

in a previous study 18-20, 27, and they volunteered to pilot the intervention. The three 

other PCHCs served as control centres. It is estimated that 26% of the 24,094 patients 

registered in the intervention centres and 26% of the 20,076 patients registered in the 
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control centres are of Surinamese or Ghanaian origin (data are from 2007). Based on data 

from the SUNSET study 4, we expected that some 47% of the patients of African origin 

would suffer from hypertension.

Figure 1 Overview of the implementation and the measurement
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All six centres used a similar protocol for hypertension care, based on the guidelines of 

the Dutch College of General Practitioners 21. According to this protocol, hypertension 

education for patients with uncomplicated hypertension can be provided by a general 

practitioner (GP), or by a nurse practitioner (NP) or a general practice assistant (GP 

assistant) under the supervision of a GP. The intervention targeted all health care providers 

who provide hypertension education to patients with uncomplicated hypertension (K86). 

The intervention group consisted of 47 health care providers: 7 NPs, 18 GP assistants and 

22 GPs. The control group consisted of 35 health care providers: 5 NPs, 14 GP assistants 

and 16 GPs.

Intervention

The aim of the intervention was to support health care providers in using CAHE, specifically 

for Surinamese and Ghanaian patients. Interventions are more likely to elicit change in 

health care professionals if they use multiple approaches 28, 29. Our intervention consisted 

of three components: written tools, training and feedback.

Written tools: We supplemented the standard hypertension protocol used by the 

intervention centres with information about six tools to support CAHE: 

(1) A topic list to explore the patient’s ideas, concerns and expectations regarding 

hypertension and hypertension treatment. 

(2) A topic list to explore culturally specific barriers to and facilitators of treatment 

adherence. 

 The items on the lists were derived from the work of Kleinman 30, 31, recent approaches 

to improve adherence 10, 32, 33, and our prior study 18-20 (see Box 1).

(3) A checklist to facilitate the recognition of specific barriers to hypertension management 

in Surinamese and Ghanaian patients, based on our prior study 18-20.

(4) Information leaflets for Surinamese or Ghanaian patients with answers to frequently 

asked questions about hypertension. These leaflets were adapted to the language, 

customs, habits, norms and dietary cultures of the Surinamese and Ghanaian 

communities, using information obtained from our previous study 18-20. Consideration 

was also given to recommended surface and deep structure elements 34. The leaflets 

were pre-tested in two focus groups with Surinamese and Ghanaian hypertensive 

patients. 

(5) A referral list, including neighbourhood facilities offering healthier lifestyle support 

tailored to Surinamese and Ghanaian patients. 

(6) A list of items used to register the results of hypertension counselling sessions.

 Information about these tools was made available on paper and also through pop-up 

screens in the digital hypertension protocol used by the intervention centres.

Training and feedback: To support the use of these tools, we provided a training course 

of two half-day sessions to all NPs and GP assistants in the intervention centres. During 
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Box 1 Topic list for eliciting immigrant patients’ explanatory model of hypertension1

Communication

•
•

•

Determine how a patient wants to be addressed (formally or informally)
Determine the patient’s preferred language for speaking and reading (Dutch or 
another language) 
Use this information in your interaction with the patient

Introduction

• It is often difficult for us (care providers) to give advice about hypertension and 
how to manage it if we are not familiar with the views and experiences of our 
patients. For that reason I would like to ask you some questions to learn more 
about your own views on hypertension and its treatment.

Topic list 1: Elicit personal views on hypertension and its treatment

Understanding

• What do you understand hypertension to mean?

Causes

• What do you think has caused your hypertension? Why did it occur now/when it 
did; why to you?

Meaning and symptoms

•
•

What does it mean to you to have hypertension?
Do you notice anything about your hypertension? How do you react in this case?

Duration and consequences

•
•

How do you think your hypertension will develop further? How severe is it?
What consequences do you think your hypertension may have for you (physical, 
psychological, social)?

Treatment

•
•

What types of treatment do you think would be useful?
What does the prescribed therapeutic measurement(s) mean to you?

Topic list 2: Elicit contextual influences on hypertension management

Social

•

•

Do you speak with family/community members about your hypertension? How do 
they react?
Do family/community members help you or make it difficult for you to manage 
hypertension? Please explain.

Culture /Religion

• Are there any cultural issues/religious issues that may help you or make it difficult 
for you to manage hypertension? Please explain. 

Migration

• Are there any issues related to your position as an immigrant that make it difficult 
to you to manage hypertension? Please explain.

Finance

• Are there any issues related to your financial situation that make it 
difficult for you to manage hypertension? Please explain.

1Based on Kleinman’s Explanatory Model format 30,31 and our previous study 18-20.
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the first session information about the prevalence and treatment of hypertension among 

populations of African origin in Western countries was provided and discussed. There was 

also discussion of how the tools might be used. During the second session training was 

given in culturally sensitive counselling skills through role-playing exercises with Surinamese 

and Ghanaian hypertensive patients. Educational materials consisted of a course manual 

and instruction on the use of the new tools. As a second supportive intervention the 

researcher (EB) organised feedback meetings (lasting 1.5 hours) with the NPs and GP 

assistants once every two months. NPs and GP assistants could also ask for individual 

advice. The GPs were invited to an information meeting at their health centre (lasting one 

hour) at the start of the project and received feedback after every group meeting with the 

NPs and GP assistants.

Implementation of the intervention

Implementation started in April 2007 with the training course for NPs and GP assistants. 

The GPs were not invited because almost all of them had completed a somewhat similar 

training, organised by the PCHCs at an earlier stage. After the training, the tools for 

CAHE were made available on paper to the health care providers. Two and four months 

later, these tools could also be accessed through the digital hypertension protocol on the 

PCHC intranet portal. Technical circumstances delayed the intranet access to this protocol. 

During follow-up, 5 information meetings for GPs and 7 feedback meetings for NPs and 

GP assistants were held and individual coaching sessions on request.

Measurement

A questionnaire was used to evaluate the extent to which the intervention had been 

able to remove previously observed barriers to the provision of culturally appropriate 

hypertension care (negative attitudes and a lack of perceived competence). We used 

the ‘Resident Physicians’ Preparedness to Provide Cross-Cultural Care’ survey for this 

purpose35. This instrument was used previously to measure effects of cross-cultural 

training among physicians in academic health centres. It measures attitudes and perceived 

competence with regard to culturally appropriate health care in general. Because we 

were particularly interested in cardiovascular care, we adapted this instrument for the 

purpose of our study. Our questionnaire consisted of four scales. Each scale contains a 

number of items (questions) to measure a single construct. Scale 1 measures attitudes 

towards delivering culturally appropriate care (6 items), scale 2 measures the experienced 

barriers to the delivery of culturally appropriate care in general (9 items), scale 3 measures 

the experienced barriers to the delivery of culturally appropriate cardiovascular care and 

education (8 items) and scale 4 measures the self-reported actions in delivering culturally 

appropriate care (17 items). Respondents had to answer the questions by picking a 

response option on a four or five point Likert scale, which is a commonly used instrument 

in psychological research on attitudes and self-reported behaviours.
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Box 2 Components and psychometric properties of the questionnaire after scale construction

Sections Items Response 
options

Item total 
scores

*Internal 
consistency

(1)
Attitude towards 
delivering culturally 
appropriate care

How important do you consider the 
patient’s culture to be when providing 
care:
(a) to those from cultures different from 

your own?
(b) to those with health beliefs or 

practices at odds with Western 
medicine?

(c) to those who distrust the Dutch 
health care system?

(d) to those who are members of ethnic 
minorities?

(e) to those whose religious beliefs 
affect treatment?

1. not at all
2. not very
3. somewhat
4. fairly
5. extremely

5
10
15
20
25

0.871

(2)
Experienced 
barriers to the 
delivery of culturally 
appropriate care in 
general

How often during your work have you 
experienced cross-cultural or language 
barriers that led to : 
(a) unnecessary encounters?
(b) unnecessarily long duration of 

treatment?
(c) difficulties with lifestyle counselling? 
(d) patients’ nonadherence?
(e) erosion of quality of care?

1. never
2. rarely
3. often
4. always

5
10
15
20

0.800

(3)
Experienced 
barriers to the 
delivery of culturally 
appropriate 
cardiovascular care 
and education

How much of a problem do you 
consider each of the following to be 
when you provide cardiovascular care 
and education to patients of different 
cultural backgrounds?
(a) lack of practical experience in caring 

for ethnic minority patients
b) lack of time to adequately address 

immigration and culture-related 
aspects

(c) lack of training in culturally 
appropriate health education in 
cardiovascular care

(d) lack of information about culturally 
sensitive health education in the 
cardiovascular protocols used in 
routine practice

1. no problem
2. small 
problem
3. moderate 
problem
4. big 
problem

4
8
12
16

0.803

(4)
Self-reported 
actions in 
delivering culturally 
appropriate care

How often do you consider a patient’s 
cultural background while:
(a) determining how a patient wants to 

be addressed and interacted with?
(b) performing an anamnesis?
(c) eliciting patients’ understanding of 

illness?
(d) eliciting patients’ perceptions 

regarding prescribed medication?
(e) eliciting patients’ perceptions 

regarding required lifestyle change?
(f) identifying patients’ customs that 

might affect adherence to clinical 
care?

(g) assessing the influence of family or 
community members on adherence 
to clinical care?

1. never
2. rarely
3. often
4. always

7
14
21
28

0.865

*Cronbach’s alpha
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Measurements were performed in April 2007 before the training course was given (T0), 

and 9 months later (T1). On both occasions the questionnaires were distributed with an 

explanatory covering letter. Reminders were sent two and four weeks later.

Data analysis

Completed questionnaires were entered into SPSS Data Entry 4.0 (Ref: SPSS Inc, Chicago IL, 

USA) and checked for errors using a random test. A first analysis of the data revealed that 

some of the questions, included in the questionnaire could not be answered by NPs and 

GP assistants, because they were not applicable to their work (3, 3 and 2 items of scale 2, 

3 and 4, respectively). This could be explained by the fact that the original instrument had 

only been tested among physicians, but not among nurses. These items were removed. 

With the remaining items, we (re)constructed the four scales of the questionnaire, using 

principal component analysis. These scales were consistent and, based on Cronbach’s 

alpha scores, the psychometric characteristics of the scales were good (see Box 2).

To reduce the effect of confounding factors, the final data analysis was only based on 

observations from participants who completed the questionnaires twice, at T0 and at T1.

To review response changes, we computed the mean scores and standard deviations of 

the respondents at T0 and T1 for each of the four scales. Differences in scores between 

the intervention and the control groups at T0 and T1 were tested, using one-way analysis 

of variance for the four scales. To correct for confounding effect of the higher baseline 

scores of the intervention group at scale 4 an additional regression analysis was performed. 

Test-statistics with a p-value of less than 0.05 were considered statistically significant. All 

statistical analyses were performed using SPSS version 16.0 (SPSS Inc, Chicago IL, USA).

Ethics

The study protocol was submitted to the Medical Ethical Committee of the Academic 

Medical Centre of the University of Amsterdam. The Committee established that the study 

does not fall within the realm of the Dutch Law Medical Scientific Research with humans 

because it does not include a medical intervention or invasive measures with humans. For 

that reason, the Committee sent a letter stating that the study does not require further 

assessment and approval from the Medical Ethical Committee of the Academic Medical 

Centre (AMC) of the University of Amsterdam or from any other officially accredited Medical 

Ethical Research Committee in the Netherlands (reference number 09171260). However, in 

line with the AMC code for the good conduct of medical research 36, provisions were made 

to assure the respondents anonymity in collection, analysis and presentation of the data.
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Results

All but two of the 25 invited NPs and GP assistants (92%) from the intervention PCHCs 

attended the training course. After the training course, 18 of the 22 GPs in the intervention 

group (82%) attended information meetings; 16 of the 25 NPs and GP assistants (64%) 

attended feedback meetings and 7 of them (28%) had asked for individual coaching 

sessions.

Table 1 Characteristics of respondents to questionnaires at T0 and T1: intervention and control groups

Characteristic Intervention (N=32) Control (N=17) 

Age

Mean (sd) 49.5 (8.6) 44.3 (11.7)

Gender

- Male: N (%) 7 (22) 3 (18)

- Female: N (%) 25 (78) 14 (82)

Ethnicity

- Dutch: N (%) 26 (81) 15 (88)

- Other*: N (%) 6 (19) 2 (12)

Profession

- GP: N (%) 16 (50) 9 (53)

- NP: N (%) 5 (16) 3 (18)

- GP ass: N (%) 11 (34) 5 (29)

*Self or minimally one parent born outside the Netherlands

A total of 82 questionnaires were sent out at baseline (T0), 47 to the intervention group 

and 35 to the control group. Forty-nine participants (60%) completed the questionnaires 

both at baseline (T0) and nine months later (T1), 32 (68%) in the intervention group and 

17 (49%) in the control group.

The characteristics of the respondents are displayed in Table 1. The mean age of those 

who completed both questionnaires was 47 years, the majority were female (80%) and 

had a Dutch ethnic background (81%). These characteristics did not differ much between 

the intervention and control groups.

Table 2 shows the mean scores of the respondents of the intervention and control groups 

and the results of the ANOVA analysis on each of the four scales at T0 and at T1. At 

baseline, no significant differences were found between both groups with respect to 

the attitudes towards culturally appropriate care (scale 1) and the perceived barriers for 

delivering it (scale 2 and 3). The baseline scores on scale 4, were significantly higher in 

the intervention group compared to the control group (p=0.012). This indicates that, at 

the start of the project, the intervention group more often considered a patient’s cultural 

background while delivering care than the control group. At T1, health care providers 
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who received the intervention found it more important to consider the patient’s culture 

when delivering care than health care providers who did not receive the intervention 

(scale 1, p=0.030). No significant differences were found for scale 2, experienced barriers 

in delivering culturally appropriate care in general, scale 3, experienced barriers towards 

culturally appropriate cardiovascular care and education and scale 4, self-reported 

culturally appropriate health care behaviour. Because the higher baseline scores on scale 

4_T0 in the intervention group might be a confounder, we have corrected for this variable 

in an additional regression-analysis. After this correction, the important and significant 

effect from the intervention on ‘scale 1: attitude towards culturally appropriate care’ at 

T1 remained and was even stronger (p=0.013).

Discussion

We described a pilot study of an intervention to assist health care providers in delivering 

CAHE. Inspired by evidence from studies on professional behaviour change 28, 29, the 

intervention consisted of multiple components: tools for CAHE that complemented 

an existing digital protocol for hypertension care, training and feedback possibilities. 

Moreover, the content of the tools and the supportive interventions were aimed at 

removing previously observed barriers that may impede CAHE, a negative attitude towards 

culturally appropriate care and/or insufficient competence to implement it.

The results revealed that health care professionals who participated in the intervention 

considered it more important to address the patient’s culture when delivering care than 

Table 2 Comparison of the intervention and control groups at T0 and at T1: One-way ANOVA for the four scales

Intervention
Mean (SD)

Control
Mean (SD)

df F p-value

Scale 1_T0 19.000 (4.348) 17.647 (2.914) 48 1.323 0.256

Scale 1_T1 20.156 (3.602) 17.765 (3.501) 48 4.980 0.030*

Scale 2_T0 7.625 (1.548) 7.714 (1.541) 42 0.066 0.798

Scale 2_T1 8.037 (1.018) 7.643 (1.277) 42 0.446 0.508

Scale 3_T0 11.13 (2.581) 10.833 (1.992) 37 0.196 0.661

Scale 3_T1 9.783 (2.696) 9.417 (2.811) 40 0.116 0.735

Scale 4_T0 21.371 (3.398) 18.538 (3.356) 41 6.953 0.012

Scale 4_T1 21.296 (3.801) 19.461 (2.846) 42 1.568 0.218

Scale 1) attitude towards culturally appropriate care (5=not at all important, 25=extremely important); Scale 2) 
experienced barriers towards culturally appropriate health care in general (4=never barriers, 16=always barriers);
Scale 3) experienced barriers towards culturally appropriate cardiovascular care and education (4=no barriers, 
16=big barriers); Scale 4) self-reported actions in delivering culturally appropriate care (7=no actions, 28=always 
actions), 
*After correction for variable ‘scale 4_T0’ on confounding effects for the relationship between the intervention 
and variable ‘scale 1_T1’, a significant (p=0.013) effect remains for the intervention on ‘scale 1_T1’
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they had before the intervention. The current intervention did not influence experienced 

barriers and self-reported behaviour with regard to culturally appropriate care delivery.

The absolute value of the observed differences was modest, so the results should be 

interpreted with care. Nevertheless, they suggest that the intervention has been successful 

in eliciting attitude change among health care providers. In the light of the theories of 

professional behaviour change 37, we may conclude that the intervention has specifically 

contributed to the acceptance of change. This is an important condition for the next 

stages of change, actual change and maintenance.

Some limitations may have influenced our results. First, only 49% of the participants in the 

control group responded to both questionnaires, as compared to 68% in the intervention 

group. An analysis of the response rates reveals that 12 of the 35 participants in the 

control group (34%) did not return the questionnaire at T0. Of the remaining group, 6 

people (26%) did not return the questionnaire at T1. Possibly, people in the control group 

were less motivated to fill out the questionnaire than those in the intervention group 

because they might not have perceived how this could benefit them. More observations 

in the control group would have increased the chance of finding significant differences on 

three of the scales. Second, the intervention group consisted of health care providers from 

PCHCs that had taken part in focus groups on delivering culturally appropriate care in our 

previous study 27. This may explain the baseline scores of the group on scale 4, the self-

reported actions in the intervention group, leaving only limited room for improvement. 

However, a more in-depth understanding of experienced barriers to the application of the 

tools is needed. Third, we studied PCHCs that belong to the same primary health care 

consortium. Health care professionals from these PCHCs meet regularly in joint consortium 

meetings, thus contamination cannot be ruled out. Randomised study designs may be 

a better option for evaluating the true effect of an intervention, even in pilot studies. 

However, it should be acknowledged that randomised designs are not always possible 

in routine clinical practice because of organisational or ethical impediments. Moreover, 

even with randomised designs contamination can not always be prevented 38. Fourth, in 

order to measure the attitudes, competence, and behaviour of the study population we 

adapted an instrument standardised for measuring cultural competence among resident 

physicians in the USA 35. A drawback of this instrument is that the questions were not 

always appropriate for NPs and GP assistants. Moreover, they were rather general and not 

specifically tailored to the objectives of the intervention. In future studies, other evaluation 

instruments that are more closely tailored to the specific objectives of the intervention 

may be considered.

There is an urgent need to improve hypertension education directed at ethnic minority 

populations of African origin 2, 7, 9. Interventions to increase the cultural competence 

of hypertension care providers are a first step towards this end 25. Multi-component 

interventions including information, education and support are most likely to elicit 

innovations among professionals 28. Our intervention is the first clearly described multi-

component intervention specifically designed to stimulate cultural competence in 
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hypertension educators. Before the clinical significance of interventions in health care can 

be tested successfully, iterative approaches are needed to study any potential barriers 

to implementation of the intervention 39. This pilot study provides preliminary evidence 

that our intervention may positively influence attitudes with regard to the delivery of 

culturally appropriate hypertension care. Positive attitudes are an important condition for 

the uptake of new approaches in practice. As a next step our research group will make 

a qualitative assessment of organisational factors that may have hampered or facilitated 

the use of the new tools in practice. The results of these studies will then be used in the 

design of a subsequent study that aims to measure the effect of the intervention on blood 

pressure control and treatment adherence in patients 40.
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Abstract

Objective

To identify barriers and enablers influencing the implementation of an intervention to 

stimulate culturally appropriate hypertension education (CAHE) among health care 

providers in primary care.

Methods 

The intervention was piloted in three Dutch health centers. It consists of a toolkit for 

CAHE, training, and feedback meetings for hypertension educators. Data were collected 

from 16 hypertension educators (nurse practitioners and general practice assistants) 

during feedback meetings and analyzed using qualitative content analysis.

Results

Perceived barriers to the implementation of the intervention fell into three main 

categories: political context (health care system financing); organizational factors 

(ongoing organizational changes, work environment, time constraints and staffing) and 

care provider-related factors (routines, attitudes, computer and educational skills and 

cultural background). Few barriers were specifically related to the delivery of CAHE (e.g., 

resistance to registering ethnicity). Enabling strategies addressing these barriers consisted 

of reorganizing practice procedures, team coordination, and providing reminders and 

additional instructions to hypertension educators.

Conclusion and practice implications

The adoption of a tool for CAHE by care providers can be accomplished if barriers are 

identified and addressed. The majority of these barriers are commonly associated with the 

implementation of health care innovations in general and do not indicate resistance to 

providing culturally appropriate care.
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Introduction

In Western countries, ethnic minority populations of African descent are disproportionately 

affected by hypertension and hypertension-related cardiovascular morbidity and mortality 
1-3. This has also been observed among two major immigrant groups of African descent in 

the Netherlands: African-Surinamese from the former Dutch colony of Suriname (hereafter, 

Surinamese) and Ghanaians 4-6. Insufficient adherence to antihypertensive medication and 

lifestyle changes 7-9 is one important explanation for the observed ethnic disparities in 

blood pressure control and negative hypertension outcomes. Enhancing adherence to 

prescribed antihypertensives and lifestyle changes in ethnic minorities is, therefore, an 

important challenge for health care providers 3, 6, 9-11.

In the Netherlands, general practitioners (GPs) play an important role in hypertension 

treatment. European and Dutch hypertension guidelines advise patient education as a 

means for improving adherence 12, 13. Patient beliefs have a major impact on adherence 

and these beliefs may, in turn, affect outcomes 14-16. Therefore, hypertension guidelines 

recommend the use of patient-centered educational approaches and to explore the 

beliefs and needs of individual patients in order to find a common ground regarding 

treatment 12, 13. There is increasing evidence that patients’ beliefs about hypertension 

and treatment may differ among ethnic groups 17-21. This was also found in studies 

among Surinamese and Ghanaian hypertensive patients living in the Netherlands 22-24.

Even though there is increasing evidence that culturally appropriate patient education may 

positively influence medication use and lifestyle changes in ethnic minority patients 25, 26, 

the literature provides few specific examples or evaluations of the uses of this method in 

hypertension care 11, 27. For that reason, we developed a provider intervention to facilitate 

the delivery of culturally appropriate hypertension education (CAHE) in primary care.

Implementation researchers have reported extensively about common factors that may 

hamper or facilitate the adoption of innovations in medical practice. Such factors may 

be associated with political and cultural fit, available resources, the expertise required 

from the users, or how well the intervention fits into an organization’s current practices 
28-30. Furthermore, the particular characteristics of the intervention itself may influence 

implementation. Thus, before the effect of a provider-based intervention on patient 

outcomes can be studied, one important but often overlooked question that should be 

addressed is whether they can be applied in practice 31.

For this reason we conducted a pilot study with the aim of identifying factors that might 

hamper or enable the adoption of a culturally appropriate approach to hypertension 

education in a primary care setting.
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Methods

Setting

The intervention was piloted in three primary care health centers (PCHCs) in southeast 

Amsterdam between September 2006 and May 2008. All three PCHCs had participated 

in a previous study 22-24, 32 and volunteered to pilot the intervention. It is estimated that 

26% of the 24,094 registered at these centers are of African-Surinamese and Ghanaian 

origin (data are from 2007). All three centers used a similar protocol for hypertension 

care, based on the guidelines of the Dutch College of General Practitioners from 2006 12. 

In the three centers in question the task of providing hypertension education to patients 

with uncomplicated hypertension was assigned to nurse practitioners (NPs) and general 

practice assistants (GP assistants), working under the supervision of GPs. For GP assistants, 

hypertension education was typically a new task that had not been assigned to them in 

previous hypertension protocols. The intervention was targeted at all health care providers 

who provide hypertension education to patients with uncomplicated hypertension (K86): 

7 NPs, 18 GP assistants and 22 supervising GPs.

Intervention

The aim of the intervention was to enhance provider knowledge of the relationship between 

sociocultural factors and patient beliefs and behaviors with respect to hypertension 

management, and to equip providers with the tools and skills to manage these factors 

during patient education. Implementation strategies were developed in cooperation with 

three GPs and three NP/GP assistants from participating PCHCs. This approach was chosen 

to ensure that the intervention would fit the patient population and the regular working 

methods of the practices, which is considered important for the acceptance and success 

of innovations 33.

The intervention consisted of six tools to facilitate a culturally appropriate approach to 

hypertension education and counseling, including: (1) a topic list to explore the patient’s 

ideas, concerns and expectations regarding hypertension and hypertension treatment 

(Box 1: Ad. 1); (2) a topic list to explore culturally specific inhibitors and enablers of 

adherence to hypertension treatment (Box 1: Ad. 2). The items on these lists were derived 

from the work of Kleinman 34, 35, recent approaches to improving adherence 14, 36, 37, 

and our prior study 22-24; (3) a topic list to facilitate the recognition of specific inhibitors 

to hypertension management in Surinamese and Ghanaian patients, based on our prior 

study 22-24; (4) a list of specific items to register the results of hypertension counseling 

sessions; (5) information leaflets for Surinamese or Ghanaian patients with answers to 

frequently asked questions about hypertension. Leaflets were adapted to the language, 

customs, habits, norms and dietary cultures of the Surinamese and Ghanaian communities 
22-24, and pre-tested in two focus groups with Surinamese and Ghanaian hypertensive 
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Box 1 Topic list for eliciting immigrant patients’ explanatory model of hypertension and hypertension 
management

Communication

•
•

•

Determine how a patient wants to be addressed (formally or informally)
Determine the patient’s preferred language for speaking and reading (Dutch or another 
language) 
Use this information in your interaction with the patient

Introduction

• It is often difficult for us (care providers) to give advice about hypertension and how to manage 
it if we are not familiar with the views and experiences of our patients. For that reason I would 
like to ask you some questions to learn more about your own views on hypertension and its 
treatment.

Ad 1. Elicit personal views on hypertension and its treatment

Understanding

• What do you understand hypertension to mean?

Causes

• What do you think has caused your hypertension? Why did it occur now/when it did; why to 
you?

Meaning and symptoms

•
•

What does it mean to you to have hypertension?
Do you notice any symptoms of your hypertension? How do you react when you do?

Duration and consequences

•
•

How do you think your hypertension will develop further? How severe is it?
What consequences do you think your hypertension may have for you (physical, psychological, 
social)?

Treatment

•
•

What types of treatment do you think would be useful?
What does the prescribed therapeutic measurement(s) mean to you?

Ad 2. Elicit contextual influences on hypertension management

Social

•
•

Do you speak with family/community members about your hypertension? How do they react?
Do family/community members help you or make it difficult for you to manage hypertension? 
Please explain.

Culture/Religion

• Are there any cultural issues/religious issues that may help you or make it difficult for you to 
manage hypertension? Please explain. 

Migration

• Are there any issues related to your position as an immigrant that make it difficult to you to 
manage hypertension? Please explain.

Finance

• Are there any issues related to your financial situation that make it difficult for you to manage 
hypertension? Please explain.

Based on Kleinman’s Explanatory Model format 34,35 and our previous study 22-24.
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patients; (6) a referral list, including neighborhood facilities offering healthier lifestyle 

support, tailored to Surinamese and Ghanaian patients. These tools were supplemented 

to the standard hypertension protocol used in the practices. They were made available 

through pop up screens in the digital hypertension protocol that could be accessed on the 

intranet of the practices and also on paper.

To maximize the application of the toolkit and remove potential barriers to the adoption 

of the tools three implementation support strategies were used, which were informed by 

theories regarding the principles of effective change in medical care 28, 29, 38:

- Discussion meetings with GP teams. In order to identify potential barriers to the 

implementation of the new tools in each health center and to reach a consensus about 

how these barriers could be overcome, information meetings (lasting 1 h) with the GP 

teams were held prior to the intervention. Eighteen GPs attended five meetings. Some 

of the topics upon which consensus was reached included: an interpretation of the key 

principles of the recently introduced CVRM guideline by the Dutch College of General 

Practitioners 12; a translation of this guideline into a common hypertension protocol to 

be used in the three PCHCs; the extension of the common hypertension protocol with 

recommendations for CAHE; task delegation among GPs, NPs and GP assistants and how 

GPs could support GP assistants so that they could perform their task as hypertension 

educators (e.g. by working in fixed pairs with GPs and by receiving additional education in 

hypertension management from GPs) (see Table 1).

- Training for counselors. To facilitate the use of the toolkit, we developed a training course 

of two half-day sessions for all NPs and GP assistants at the intervention centers. The GPs 

were not invited because nearly all of them had completed somewhat similar training, 

organized by the PCHCs at an earlier stage. During the first session information about 

the prevalence and treatment of hypertension among populations of African origin in 

Western countries was provided and discussed. There was also discussion of how the tools 

could be used. The second session consisted of training in culturally sensitive counseling 

skills, through role-playing exercises with Surinamese and Ghanaian hypertensive patients. 

The educational materials provided consisted of a course manual and instructions for use 

of the new tools. All but two of the invited NPs and GP assistants attended the course (n 

= 23/25) in April 2006.

- Feedback to counselors. As a second supportive intervention, the primary researcher 

(EB) organized a series of collective feedback meetings for NPs and GP assistants at their 

health center to support them in implementing the tools described in the protocol. The 

meetings took place after the consensus about the implementation of the protocol had 

been reached with the GP’s, counselors had been given training and the protocol had 

been posted on the intranet of the practices. Meetings were held once every two months 

and lasted 1.5 hours. NPs and GP assistants were also able to request individual advice. 

After every meeting the GPs received feedback about the conclusions reached and about 

potential obstacles to the implementation of the toolkit.
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Population and data collection

A qualitative research design was used to collect and analyze the data. Data were collected 

in three PCHCs from attendees of the feedback meetings about the implementation of 

the tools: 16 NPs and GP assistants (hereafter, nurses) attended 7 collective feedback 

meetings and 7 nurses attended one or two individual coaching sessions. The period of 

data collection varied from four months (the shortest period) in one center to 6 months 

(the longest period) in another. This variation can be attributed to the fact that in some 

centers, due to technical circumstances, posting of the hypertension protocol on the 

intranet was delayed. The feedback meetings were led by a topic guide, with thematic, 

open-ended questions. In the collective meetings participants were asked to describe the 

barriers they perceived to using some or all of the protocol and what might support the 

use of the protocol in their daily practice. In some of the meetings participants’ video 

recordings of consultations with Ghanaian or Surinamese hypertensive patients were 

used to answer these questions. In the individual consultations participants were invited 

to discuss barriers they experienced in using the toolkit and what would be needed to 

Table 1 Preliminary discussion meetings with GP team

Themes Identified barrier Activity Result

New national CVRM 
guideline for GPs

Lack of consensus in GP 
team about key principles: 
GPs are still adjusting to 
new guideline

Facilitate discussion in GP 
team about key principles

Consensus about the use 
of CVRM guideline and 
common HTN protocol

Extension of common 
HTN protocol with 
recommendations for 
CAHE

None None Consensus that common 
HTN protocol would 
be extended with 
recommendations for 
CAHE

Division of tasks related to 
HTN education

Lack of clarity and 
acceptance about task 
delegation from GP to NPs 
and GP assistants

No clear demarcation 
of responsibilities and 
concerns about role of GP 
assistants in HTN education

Lack of facilities for GP 
assistants to provide HTN 
education 

GP anxiety about losing 
control of treatment

Involve target groups:
-  discuss tasks and 

responsibilities of GPs, 
NPs and GP assistants in 
project

-  elicit ideas about barriers 
to change

Negotiate prerequisites for 
GP assistants

Redesign practice

Consensus about task 
description and role of 
GP assistants in HTN 
education

GP assistants own patient 
file
GP assistants more time 
for consultation

GP assistants and GP work 
in fixed pair to ensure 
mutual feedback

Competencies of HTN 
educators 

Lack of basic knowledge 
about HTN among GP 
assistants

Training of GP assistants 
by GPs

Increased basic HTN 
knowledge

HTN, hypertension; CAHE, culturally appropriate hypertension education
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overcome these barriers. All collective meetings were audio recorded and notes of all 

individual contacts were made.

Data analysis

Data consisted of transcripts of the collective discussion meetings and written notes 

and conclusions from individual contacts. In order to verify content validity 39, all of 

the documents were sent back to the participants for member checks. Transcripts and 

notes were then imported into Maxqda, a computer program to assist qualitative data 

analysis 40, and analyzed for thematic content. In the first stage of this analysis, all 

text files were read through in order to form a general picture of the execution of 

the implementation process. All fragments containing information about experiences 

with the use of a culturally appropriate approach to hypertension education were 

selected. Then, lists of categories and subcategories were created, indicating the factors 

influencing implementation. Next, these categories and subcategories were sorted 

into two groups: barriers to the implementation of the toolkit and activities that were 

suggested or undertaken to remove these barriers (enablers). Finally, the categories and 

subcategories were merged into a matrix that included barriers and related enabling 

activities for addressing these barriers.

E.B. coded and analyzed the data and established the matrices. J.H. reviewed the 

matrices to verify the identified categories and subcategories in the qualitative analysis. 

Differences in interpretation were resolved by going back to the data and seeking 

consensus through discussion. The plausibility of the results was also checked by 

presenting the final matrices and conclusion to a project group. At the end of the 

project, the plausibility of the findings was discussed with a panel of experts.

Ethical considerations

The study protocol was submitted to the Medical Ethical Committee of the Academic 

Medical Center of the University of Amsterdam. The committee established that the 

study does not fall within the realm of the Dutch law on medical research with humans 

because it does not include medical interventions or invasive measures with humans. For 

that reason, the committee sent a letter stating that the study did not require further 

assessment and approval from the Medical Ethical Committee of the Academic Medical 

Center nor from any other officially accredited medical ethical research committee in the 

Netherlands (reference number 09171260). In line with the AMC code of good conduct 

in medical research 41, provisions were made to assure the anonymity of the respondents 

in the collection, analysis and presentation of the data.
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Table 2 Identified contextual barriers to and enablers of the implementation of culturally appropriate 
hypertension education

Category Identified barrier Strategy Result

Political context
New national policy 
for financing health 
care system

Less financial support 
for innovations: loss of 
motivation and concerns 
about reimbursement

Facilitate registration and 
declaration of extra time 
spent on HTN education

Fewer concerns about 
financial consequences 
of the application of new 
protocol

Organizational factors
Ongoing 
organizational 
changes

Technical and organizational 
problems with the 
introduction of a new 
system for electronic patient 
registration
Move to other building 
(one health center)

Postpone implementation

Postpone implementation

Delay

Delay

Environment GP assistants no access to 
private room

Seek adequate room for 
patient education

Quiet workplace for GP 
assistant

Time constraints High case load GP assistants

GP assistants must provide 
ad hoc assistance to GP

No replacement of sick NP or 
GP assistant

Stepwise implementation: 
use new protocol for newly 
diagnosed patients first
Arrange clear role for GP 
assistant in care process for 
HTN patient
None

Prevention of overload of 
nurses

GP assistant more time to 
provide HTN education

None

Staff High turnover of GP 
assistants

Support knowledge transfer 
about program 
for new staff

Study materials available 
to new staff

Care provider-specific factors
Capabilities Lack of computer skills and 

skills using EMRs

Lack of basic HTN knowledge 
by GP assistants

Insufficient skills for patient 
education of GP assistants

Provide practical tools and 
individual coaching

Facilitate feedback by 
GP (continuous medical 
education) 

Provide video feedback

Better access to digital 
protocol
Increased use of protocol 
and EMR
Improved HTN knowledge 
by GP assistants

More insight into 
communication process

Routines Relapsing into old routines Provide reminders, 
checklists, reflections (e.g. 
video feedback)
Facilitate feedback by GP

More routine to use new 
protocol 
More insight into old 
routines and professional 
attitudes

Attitudes Resistance to innovations in 
general
Ambivalence about 
registering ethnic 
background

Acknowledge and discuss 
reasons for resistance
Discuss pros/cons of 
registering ethnicity

Emphasis on the more 
motivated participants
Increased registration of 
ethnicity

Cultural background Socially desirable behavior of 
Surinamese patients

None None

HTN, hypertension; EMR, electronic medical record
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Results

Three major categories that describe the barriers health care providers experienced in 

adopting a culturally appropriate approach to hypertension education were identified: 

(1) national political context; (2) organizational factors; and (3) care provider-related 

factors. Each category included a number of subcategories specifying the barrier. Table 2 

summarizes these categories as well as the enabling strategies that were undertaken to 

address the identified barriers.

National political context

Barriers

Six months after the start of this project a new policy for the financing of the health 

care system was introduced in the Netherlands. As a result of this policy, health care 

centers were no longer given structural funding for quality improvements, and GPs were 

encouraged to cut costs by increasing their productivity. This has led to an increased 

workload for both GP assistants and NPs. As a result, some of them were less motivated 

to participate in quality improvement projects like the present one. Concerns were raised 

that quality improvement was no longer reimbursable.

Enablers 

To address these concerns we advised the nurses to record the time they spent on 

hypertension education as accurately as possible. This data could serve as baseline 

information for finding other means of reimbursement.

Organizational factors

Barriers

At the start of this project the PCHCs were introducing a new system for electronic patient 

registration. The hypertension protocol and culturally sensitive tools could be accessed 

though this system. Due to technical and organizational problems it took some time 

before health care providers were able to access the new system in the practices. This also 

delayed the availability of the digital tools.

Lack of access to a private room limited GP assistants in their efforts to provide high 

quality hypertension education to patients.

Time constraints were also a major obstacle for GP assistants because: (a) their current 

case load did not allow them to spend extra time on patient education; (b) they support 

the work of GPs and are not always able to set their own agenda. As a result they were 

sometimes asked to provide ad hoc assistance to GPs (e.g. urinalysis, emergencies) while 

they were engaged in patient education; and (c) they often had to replace colleagues who 

were ill or who had left their job.

The high turnover rate among GP assistant staff also hampered implementation.
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Enablers

To ensure a suitable environment for patient education, provisions for a quiet workplace 

for GP assistants were made.

To reduce time-related obstacles for GP assistants, special arrangements were made with 

the GPs. For example, GP assistants were allowed to block out time in their schedule for 

the provision of CAHE during which they could not be asked to perform other activities. 

To support knowledge transfer about the project to new personnel, written instruction 

materials and a take-home CD were made available for practice at home.

Care provider-specific factors

Barriers

Some of the observed obstacles to the application of the toolkit were related to the skills, 

knowledge, routines, attitudes or cultural background of the participating GP assistants 

and the NPs.

Despite the fact that almost all participants had attended the training course on using 

the new tools, some of them reported they were not yet capable of using them properly. 

Several reasons were given for this, including a lack of basic computer skills needed for 

accessing and using the digital tools and for the registration of the results of hypertension 

counseling sessions in the electronic medical record. Some GP assistants felt they were 

also lacking basic skills in patient education (e.g. how to use the patients’ explanatory 

model in patient education) and basic knowledge of hypertension.

Having to change existing routines was identified as another barrier. The new method of 

hypertension education required an approach that was different from the one they were 

used to, “listening to a patient rather than offering an immediate solution.” Many GP 

assistants kept falling back into old routines.

Some barriers were related to the attitudes of care providers. Discussion and analysis 

of experiences with applying the tools in patient care was one of the strategies used 

to enhance implementation. Some of the GP assistants were reluctant to do this, as 

they were afraid of criticism. Some expressed a negative attitude towards innovations 

in general because of the overwhelming number of new guidelines in primary care. In 

the Netherlands, physicians are not required to register the ethnic background of their 

patients. However, the new protocol recommended asking about and registering the 

ethnic background of patients. Some participants thought registration by ethnicity was 

not necessary because all patients are the same. Others hesitated to register the ethnic 

background of their patients because they felt this could contribute to discrimination or 

stigmatization on the basis of race.

Some GP assistants of Surinamese origin felt that their cultural background could serve as 

an obstacle to communication with Surinamese patients. One of their observations was 

that Surinamese patients tended to give socially desirable answers to nurses from their 

own community in order to avoid gossip.
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Enablers

Barriers to the application of the protocol were addressed by the provision of additional 

practical tools (e.g. (abbreviated) written instructions on how to access the digital protocol 

for those who were reluctant to use the digital protocol). Next, to improve their knowledge 

of hypertension, GP assistants were offered an opportunity to receive regular feedback 

from their supervising GP. Finally, to address the reported communication barriers, nurses 

were asked to record some of their consultations with Ghanaian and Surinamese patients 

on videotape. Subsequently, in reflective meetings, those communication barriers were 

discussed. Some Surinamese GP assistants felt that a shared cultural background with 

Surinamese patients could be an enabling factor rather than an obstacle to communication, 

as it could mean better mutual understanding of Surinamese customs (e.g. diet, herbal 

remedies) or a greater readiness on the part of patients to talk about using these customs 

in hypertension management.

As Table 2 shows, many of the enabling strategies that were undertaken succeeded 

in removing barriers to the adoption of the tools. But some structural barriers related 

to financial resources, staffing issues and the cultural background of the hypertension 

educator could not be addressed.

Discussion and conclusion

Discussion

We developed a provider-based intervention to enhance culturally appropriate hypertension 

education (CAHE) in a primary care setting. The intervention consisted of a toolkit and an 

educational course and discussion and feedback meetings to facilitate the use of these 

tools.

In line with previous studies 29, our pilot in three Dutch PCHCs shows that the implementation 

of programs to change health care providers’ competence and performance in routine 

clinical care is a complex and dynamic process, one which does not occur spontaneously 

and needs continuous attention. Health care providers in this study experienced a series 

of barriers hampering the use of new tools for CAHE. These barriers were related to the 

national political context, organizational factors and to characteristics of the care providers. 

A significant finding is that only a few barriers were specifically related to problems with 

applying a culturally adapted approach to hypertension education. One of the most 

important barriers in this respect was a reluctance to register a patient’s ethnicity. Most 

barriers were more general, and were similar to the problems that have been commonly 

observed in studies evaluating the implementation of quality improvement tools in routine 

clinical practice 30, 42. The study also identified a number of strategies that were useful 

to address the barriers. Some important strategies were: phasing the implementation 

process; adapting practice procedures (e.g. a clear division of labor, finding suitable 
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space, allowing for longer appointment times); the provision of additional instructions and 

coaching to improve skills and discussing resistance to change. Yet, some barriers could 

not be addressed within the confines of this intervention (e.g. staff shortages).

Our study has some methodological strengths and limitations. Based on evidence based 

recommendations with regard to the planning and study of improvements in patient care, 

we implemented the intervention using an action-oriented design 43. An advantage of this 

approach was that it offered us the possibility of uncovering barriers to implementation as 

well as actions that could be relevant to enabling solutions adapted to the local context. 

As a consequence of this choice, however, the researcher had the role of both observer 

and interventionist. This may have influenced the reliability and validity of the research 

findings. However, to ensure content validity we used member checks of the collected 

data. Also, during the analysis data from different sources (e.g. discussion meetings, video 

registration, individual consultations) were compared to find similarities and differences 

(triangulation) and preliminary findings and conclusions were reviewed by and discussed 

with a second researcher and the project committee. In the final stage of the study, 

findings and conclusions were discussed in an expert meeting to check plausibility. A 

limitation of our study was the limited data on the actual delivery of patient education 

in practice. Although the video-registrations provide clear insights into how education 

was delivered, only a select group (those who volunteered) was willing to record their 

consultations with patients. Furthermore, due to the aforementioned technical problems 

and resistance, registration forms from consultations were not consistently filled out by 

health care providers. In future studies, provisions should be made that allow for a more 

systematic registration of data from hypertension education sessions. Finally, as it was 

our aim to collect data about the feasibility of the implementation of the intervention 

in practice, we did not collect data on how patients experienced the new hypertension 

education.

Based on implementation theories, in this project we adapted the intervention as much as 

possible to the working methods of the PCHCs involved. We wanted to ensure that all of 

the health care providers involved in hypertension care would be able to provide the new 

hypertension education; however, the results of this study suggest that some health care 

providers (NPs and some interested GP assistants) were better suited for this task than 

others. One drawback for GP assistants was that hypertension education was typically a 

new task for them, for which they had not received much previous education. This implies 

that adoption of this intervention may be more successful if it is targeted to a limited 

number of providers with a special interest in, motivation and talent for CAHE.

Conclusion

This is one of the first attempts to develop and evaluate the implementation of an 

intervention to facilitate CAHE in routine primary care. Our pilot study shows that health care 

providers can adopt the toolkit if certain barriers are addressed during the implementation 

period. Our study also reveals that many of the barriers to the implementation are not 
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specific to an intervention that promotes culturally appropriate education, but are similar 

to the type of obstacles that are commonly encountered when innovations are introduced 

in primary care 30, 42.

Practice implications

Most barriers to the implementation of tools for culturally appropriate care do not indicate 

a resistance to it; they are not significantly different than barriers to the implementation 

of other tools for quality improvement (e.g., clinical guidelines). Therefore, developers of 

quality improvement programs should not hesitate to develop innovations to stimulate 

culturally appropriate care.

The elements of the intervention we developed in this study are well described (toolkit, 

course and supportive feedback meetings) and transferable. These elements may be used 

as baseline information or as a prototype for other health care centers or researchers 

who want to develop interventions to stimulate a culturally appropriate approach to 

hypertension education for ethnic minority populations.

The implementation of any innovation in health care requires the construction of an 

evidence based implementation plan describing the potential barriers that may be expected 

during implementation and how they may be addressed 43. The barriers and enablers 

identified in this study (Table 2) provide useful data for constructing an implementation 

plan for interventions to stimulate culturally appropriate care.
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General Discussion

The central objective of this thesis is to provide insight into the perceptions of hypertension 

and its management held by African Surinamese, Ghanaian and ethnically Dutch 

hypertensive patients in the Netherlands, and how this information can be used in the 

development of services for these patient groups in primary care settings.

This final chapter summarises the main findings of the studies presented in this thesis. 

Next, it offers some reflections on our findings and on the methodology we applied in 

these studies. Further, there is a discussion of the implications for research and health care 

in this field.

Main findings

The patient’s perspective

According to clinical guidelines, hypertension is a chronic and asymptomatic condition, 

the causes of which are unclear, and one that may, in the longer term, gradually lead 

to degenerative cardiovascular damage and subsequently to cardiovascular disease. 

Cardiovascular damage can be prevented by blood pressure lowering medication and 

lifestyle modifications aimed at reducing the overall cardiovascular risk profile. 

The first three chapters of this thesis report data from ‘Heebroedoe’, a study exploring 

how African Surinamese, Ghanaian and ethnically Dutch hypertensive patients perceive 

hypertension and hypertension management.

In Chapter 2 we analysed and compared the participants’ accounts regarding the nature, 

causes and consequences of hypertension. We found that patients in all three ethnic 

groups held explanatory models of hypertension that were at variance from the common 

medical perspective. The patients often understood hypertension to be a symptomatic 

disease, not a risk factor, with one or more identifiable causes. Stress was believed to be 

an important cause of hypertension, particularly by Ghanaian and Surinamese patients. 

We also found that almost all Ghanaian and Surinamese and half of the Dutch patients 

experienced symptoms of hypertension and believed that elevated blood pressure can 

cause immediate cardiovascular damage. Those symptoms were often seen as a cue 

to act at once (e.g. take rest immediately, seek medical advice). Although we found 

similarities in the explanatory models of hypertension among all three ethnic groups, 

there were also variations showing that customs from the country of origin played a 

role in how patients viewed their condition. For instance, patients in all groups viewed 

dietary habits as a cause of hypertension, but Ghanaians focused on the use of starch, 

which is common in the Ghanaian diet; Surinamese on the salty Surinamese diet; and 

Dutch patients on the consumption of liquorice. Besides cultural factors, migration-related 

factors also influenced the perspectives of ethnic minority patients on hypertension. 
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For example, ethnic minority patients often attributed the cause of their hypertension 

to the migration experience (changes in climate or stress due to adaptation to Dutch 

society). Many immigrants, particularly Ghanaians, felt that their hypertension was an 

episodic condition that would disappear when visiting or returning to their countries of 

origin. In contrast, Dutch patients regarded hypertension mostly as a chronic condition. 

We concluded that there is an important difference between the biomedical explanatory 

models of hypertension and those of patients. These differences are greater for patients 

from ethnic minority groups and cultural and migration-related factors play an important 

role in these explanatory models.

In Chapters 3 and 4 we analysed and compared explanations for patients’ decisions on 

the treatment of hypertension.

In the study reported in Chapter 3 we observed three patterns for the use of antihypertensive 

drug treatment among the interviewed participants: Use as prescribed, self-regulated use 

of prescribed medication, and shifting from self-regulated use to a prescribed pattern. In 

all groups, confidence in the doctor and beneficial effects of medication were reasons for 

taking prescribed antihypertensive dosage. Ethnic minority patients in particular reported 

lowering or discontinuing the prescribed medication dosage. Explanations for altering 

prescribed dosage comprised disliking chemical medications, fear of side effects and 

preference for natural treatments. Surinamese and Ghanaian males also worried about 

the negative effects of antihypertensives on their sexual performance. Some Ghanaians 

mentioned fear of addiction or lack of money as explanations for altering prescribed 

dosage. Further analysis revealed that patients’ perceptions concerning the nature 

and cause of hypertension, as we reported in Chapter 2, were also reflected in their 

decisions about the use of antihypertensive medication. For example, patients who believe 

that hypertension is a symptomatic condition may decide to regulate their medication 

according to perceived symptoms. Another example is that a decision to stop taking 

medication during a visit to the country of origin (Ghana or Suriname) was often inspired 

by the belief that hypertension is caused by the stresses and changes in climate associated 

with migration to a new environment. We concluded that patients in all ethnic groups 

do not simply follow doctors’ orders but actively decide how to manage their prescribed 

medication regimens and that these decisions often diverge from the medical perspective. 

We further concluded that, although similarities exist in decisions on the use of medication 

between patients from the ethnic minority groups and the host culture, decisions by 

ethnic minority patients are also influenced by cultural (e.g. a preference for traditional 

remedies from the country of origin) and migration-related issues.

In Chapter 4 we analysed what patients understood physical activity to mean and what 

they perceived as inhibitors or enablers of engaging in or maintaining regular physical 

activity. We found that patients in all ethnic groups designated many different activities 

as physical activity, and these included not only leisure activities (organised activities and 

non-organised activities) but also regular daily functional activities (at home or at work). 

Further analysis of the participants’ accounts of their physical activity led to a taxonomy 
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of categories, subcategories and concepts. Patients’ perceived inhibitors and enablers of 

physical activity could be classified into seven main categories: hypertension and other 

health conditions; healthcare; social context; culture; finance; living environment and 

individual factors. All three patient groups mentioned the presence of health conditions, 

lack of priority, lack of social support, limited financial resources or access to sport facilities 

as inhibitors of physical activity. A particular inhibitor related to hypertension was the 

belief that exercise may be dangerous for people with hypertension. Common enablers 

included health-related incentives, support from physicians or family and having physically 

demanding work. Specific inhibitors of physical activity that were mentioned only by 

Ghanaians and Surinamese included inexperience with recommended ‘Western’ activities 

(bicycling, swimming), little access to their accustomed forms of physical activity (dancing), 

cultural preferences for large body sizes and characteristics of  the host country (e.g. 

climate, transportation, housing, demands of participating in both Dutch society and their 

own communities). Specific enablers of physical activity for Ghanaians and Surinamese 

included access to community or church-based support groups. We concluded that, if 

interventions aimed to improve physical activity participation among patients in multi-

ethnic clinical practices are to be effective, culturally specific factors and the specific living 

conditions which migrants experience in their new environment cannot be ignored.

Towards practical tools

Based on findings from ‘Heebroedoe’, in a follow-up project known as ‘Under Pressure’, 

we developed an intervention for health care providers to facilitate the delivery of culturally 

appropriate hypertension education.1 The intervention consisted of three components: six 

tools to support culturally appropriate hypertension education, an educational course, and 

feedback meetings to support Nurse practitioners and GP-assistants in using the tools. The 

intervention was piloted in three primary care health centres.

Chapter 5 evaluates how the intervention affected the attitudes and perceived competence 

of hypertension care providers with regard to culturally appropriate hypertension care. For 

this evaluation, we used a quasi-experimental design, contrasting intervention and control 

groups. We found that professionals who participated in the intervention considered it 

more important to address the patient’s culture when delivering care than they had before 

the intervention. The intervention did not influence experienced barriers and self-reported 

behaviour with regard to culturally appropriate care delivery. We concluded that the 

intervention and implementation strategy, in light of theories of professional behaviour 

change,2 specifically contributed to the acceptance of behaviour change with regard to 

culturally appropriate care delivery. This is an important condition for the next stages of 

change: actual change and maintenance.

In Chapter 6 we analysed factors that hampered or facilitated the implementation of the 

new tools by hypertension educators, using qualitative data that were collected at different 

stages in the implementation process. We found that barriers to implementation were 

associated with three main categories: the political context (health care system financing: 
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less financial support for innovations); organisational factors (ongoing organisational 

changes, work environment, time constraints, staffing) and care provider-related factors 

(routines, attitudes, computer and educational skills, cultural background). Few barriers 

were related to the specific focus of the intervention on ethnicity (e.g. some resistance to 

registering ethnicity). Enabling strategies to address these barriers consisted of reorganizing 

practice procedures, team coordination, and the provision of reminders and additional 

instructions to hypertension care providers. We concluded that the adoption of a tool 

for culturally appropriate care by primary care providers could be accomplished if barriers 

are identified and addressed. We further concluded that most barriers do not indicate 

resistance to providing culturally appropriate care but are similar to the types of obstacles 

that are commonly encountered when innovations are introduced in primary care.

Reflections on the findings

The patient’s perspective

The role of stress

Variations between the patients’ and professional perspectives on hypertension have 

also been observed in studies among other populations. For example, our observation 

that patients view stress as an important causal factor for the onset of hypertension 

has also been reported elsewhere.3,4,5,6,7,8 However, Surinamese and Ghanaian patients 

in this study particularly associated stress with migration-related experiences. This is not 

surprising given the fact that many other studies have shown that migration can be a 

major source of stress.9,10,11 The experience of migration represents a major psychosocial 

transition: immigrants not only leave friends, families and places that are familiar to them, 

but also many of their customs. At the same time, migration requires many adjustments 

from the individual: learning a new language, building a new social network, integrating 

new norms and customs. Moreover, immigrants are often faced with (feelings of) 

discrimination, isolation and/or insecurity.

Our observations as well as evidence from other studies indicate that patients perceive 

stress as a fundamental cause of hypertension. This is not acknowledged in Dutch 

clinical guidelines, however, because convincing clinical evidence for the role of stress 

in the aetiology of hypertension is lacking.12,13 Nevertheless, if health care providers do 

not pay attention to patients’ views on the relation between stress and hypertension, 

mutual understanding between health care providers and patients about hypertension 

and its management may be thwarted. In turn, mutual understanding between health 

care providers and patients has been shown to be an important factor in promoting 

patient adherence.14,15 At the same time, by paying attention to patients’ stress-related 

experiences, health care providers may acquire a better understanding of why it is difficult 

for patients to reduce stress-related behaviours such as smoking and alcohol use or to 
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maintain health-promoting habits, such as engaging in physical activity and eating a 

healthy diet.

Culture and migration

Chapters 2, 3 and 4 showed that explanatory frameworks for hypertension that are held 

by patients from the two ethnic minority groups that were included in our study are 

complex. On the one hand, these explanatory frameworks show similarities with those of 

the Dutch. On the other hand, they contain elements specific to the cultural background 

and/or the migration experiences of each group. Studies among immigrant populations 

with hypertension and/or diabetes in other countries support our findings that, in addition 

to culture, migration appears to have a major impact on perceptions of illness and 

behaviour.16,17 Table 1 summarises the cultural and migration-related elements we found 

in the explanatory model of hypertension in Ghanaian and Surinamese patients. Health 

Table 1 Migration and culture-related elements in the explanatory models of hypertension in Ghanaian and 
African Surinamese patients

Element of Explanatory 
Model

Migration-related Culture-related

Causes Changes in diet or environment (e.g., 
weather)

Stress major cause of hypertension; 
migration is major trigger for stress 
(Dutch society; family in homeland)

Culturally specific nutritional habits

Traditional explanations of health and 
illness (very few)

Duration Episodic condition: Return to country of 
origin may cure hypertension

Medication-management Discontinuing medication when visiting 
country of origin (perceive hypertension 
not to be present in homeland)

Reducing dosage: concerns about 
addiction should one return to homeland

Self-alteration: problematic access for 
unregistered migrants (health insurance)

Preference for remedies from countries 
of origin (indigenous herbs)

Lifestyle management Weather conditions (cold, rainy) in host 
country impede physical activity

Unfamiliarity with host country, spending 
time indoors, fewer social relationships 
impede physical activity

Pressures associated with ‘immigrant 
condition’ impede physical activity 
(busy work schedules, demands of 
participating both in Dutch society and 
own communities)

Fewer ‘natural’ opportunities for walking 
due to greater access to motorised 
transportation in host country 

Not able to carry out recommended 
‘Western’ forms of exercise (swimming, 
bicycling)

Little access to habitual forms of 
exercise (dancing)

Cultural preferences for large body sizes 
(beauty, prosperity) represent barriers to 
engaging in weight controlling activities

Support from church and community 
enables physical activity
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care providers must not only pay attention to a patient’s cultural background but also to 

migration-related experiences in order to be able to understand and address barriers to 

hypertension management.

Towards practical tools

Patient-centred care - culturally appropriate care

Our study provided us with detailed information about the specific beliefs of Ghanaian and 

Surinamese patients about hypertension and hypertension management. Hypertension 

guidelines recommend the use of generic patient-centred educational approaches to 

encourage providers to explore the beliefs and needs of individual patients and to find a 

common ground regarding treatment.12,18 However, several researchers have argued that 

in addition to patient-centred care, patients from ethnic minority groups may also require 

culturally competent or culturally adapted care.19,20,21 Indeed, there is increasing evidence 

that culturally appropriate educational methods can positively influence medication use 

and lifestyle changes in ethnic minority patients.22,23 For this reason, in our thesis we 

opted for the idea that, in addition to a patient-centred approach, a culturally appropriate 

approach could be beneficial to hypertensive patients from ethnic minority populations. 

Such an approach explicitly acknowledges the importance of culture and the migration 

experience to patients’ perspectives on health and incorporates this acknowledgment into 

the process of health care delivery. This approach recognises that an understanding of 

the specific meaning that ethnic minority patients may attach to hypertension is needed, 

as well as the adaptation of lifestyle recommendations and educational materials to the 

language and customs of these groups. Thus, ‘patient-centred culturally appropriate care’ 

includes a generic patient-centred part and a culturally specific part, in which the specific 

needs of ethnic minority groups are acknowledged. It should be noted however, that a 

focus on a patient’s culture may not always evoke favourable reactions.19,24 For example, 

it may be interpreted by patients as intrusive or as contributing to stigmatization and 

discrimination. This should be taken carefully into account.

Implementing culturally appropriate hypertension education

There are a number of challenges to implementing culturally appropriate hypertension 

education: First, it requires a patient-centred approach and even though current 

hypertension guidelines recommend this approach it cannot always be assumed that 

health care providers apply it (Chapter 6). Second, the delivery of culturally appropriate 

hypertension education requires specific training, experience and resources. Third, the 

implementation of culturally appropriate hypertension education may be hampered by 

general resistances to innovations on the part of care providers or by a specific resistance 

to registering ethnicity. These obstacles need attention early in the implementation 

trajectory of culturally appropriate hypertension education.
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Reflection on research methods

Several methods were used to answer the main research questions outlined in the 

introduction. Some aspects of the research methods warrant further reflection.

General comments on the design of the studies

This thesis includes two projects designed to analyse ethnic differences in hypertension 

care. The designs of the studies reflect some of the stages of the model for planning and 

evaluation in health care described by Grol and others, which is commonly used in projects 

that aim to improve the behaviour of health care professionals.25,26

In keeping with the study’s objectives of gaining an in-depth understanding of explanatory 

models of hypertension, in chapters 2-4, we did not formulate prior hypotheses but instead 

adopted a qualitative inductive research approach based on detailed open interviews. The 

strength of this method is that it builds on the direct experiences of patients.27 The analysis 

of the interviews was inductive and based primarily on the coding procedures and constant 

comparative method developed by Strauss (grounded theory).28 To be best able to elicit 

the experiences of hypertensive patients we constructed a topic list for the interviews in 

several steps. As a consequence of our study objective to make comparisons between the 

three ethnic groups, all interview topics had to be addressed in all three groups. To be able 

to make comparisons between the groups our study included a relatively large number of 

respondents as compared to other qualitative studies.29 Qualitative studies often use an 

iterative approach in which the instrument of data collection is continuously adapted on 

the basis of the analysis of the data.30 In this study this approach was used only while we 

constructed the interview guide (topic list). Therefore, some of the themes that emerged 

from the data analysis may not have been explored and analysed entirely. Together, the 

interviews provided rich data on culturally specific and migration-related issues that are 

important for hypertensive patients in the three ethnic groups we studied. Moreover, very 

few new themes emerged in the later interviews. Hence, it appears that data saturation 

was reached which is a criterion for sufficient sample size in qualitative studies.

In the study reported in Chapter 5 we used a quantitative approach with a quasi-

experimental design, contrasting intervention and control groups, to evaluate the effects 

of the intervention with regard to the attitudes and self-reported behaviour of care 

providers. Selection bias and contamination could not be ruled out, which may explain 

why the observed effects were modest. In Chapter 6, content analysis of the qualitative 

data that were collected during the implementation of the intervention provided 

an in-depth understanding of factors that may have hampered the use of a culturally 

appropriate approach in routine practice. This second project (Chapters 5-6) was limited to 

the collection of data on how providers experienced the newly developed approach, not 

on patient outcomes. Consequently, we cannot say whether the intervention contributed 

to improved satisfaction or to patients’ medical outcomes.
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Subjectivity in data collection and analysis

All studies in this thesis were explorative in nature and, in line with the objectives, 

consisted mainly of qualitative research methods. Qualitative studies are usually not strictly 

planned in advance. For this reason the decisions that researchers make in the course 

of these studies may encompass some subjective elements. For instance, in qualitative 

research the researcher is also the research instrument. Before I started my work as a 

researcher, I had 15 years of working experiences as a physiotherapist in a primary care 

health centre in an economically disadvantaged, multi-ethnic neighbourhood. In addition 

to the existing evidence on ethnic disparities in hypertension, my working experiences 

were also an important motive for starting this project. As a physiotherapist, I found that 

communication with some of my patients from ethnic minority groups was particularly 

problematic; for example, in addition to language barriers, reasons for the encounter were 

sometimes unclear, compliance was sometimes poor and the difficulties and intercultural 

misunderstandings in discussing psychosocial matters were sometimes substantial. 

Consequently, as a researcher I did not enter this field without any opinions about this 

research topic, which may have generated bias during the research. For example, my 

education and work experiences in a biomedical context may have contributed to blind 

spots with regard to patients’ perspectives and to bias during data collection. It may also 

have led to an excessive focus on culture during the data collection, or, during the data 

analysis, to a focus on cultural explanations for issues that actually are common cross-

cultural issues (culturalisation).

Because I was aware of this issue, several measurements were taken during the study to 

ensure validity and reliability. In the first project, the research design, contrasting three 

‘reference’ groups of diverse ethnic origin, contributed to the internal validity of the 

findings. This design made an inter-ethnic comparison of the issues derived from the 

interviews possible and increased possibilities for reflection on any ‘culturalisations’. Our 

study demonstrated, for example, that the migration experiences and circumstances of 

daily life of immigrant populations are an important part of the explanatory model of 

hypertension, perhaps even more important than the cultural traditions of the country of 

origin. Furthermore, I described the decisions in the analysis and reflections on the data 

in memos (methodological, theoretical, reflexive memos).31 Reading and re-reading these 

memos and discussing them with my supervisor and other researchers also contributed 

to the study’s internal validity. Furthermore, the use of Maxqda computer software32 in 

the data analysis contributed to internal reliability. To increase the reliability of the code 

list, a second researcher and I coded interviews independently to check for inter-coder 

consensus concerning the assignment of text segments to major themes. The supervisor 

of this study and I compared thematic matrices from each ethnic group independently, 

discussed the similarities and variations and reached a consensus about the conclusions. If 

no consensus could be reached we resolved the issue by going back to the original data. 

Finally, the main conclusions that were drawn were presented, discussed and verified in a 
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larger group of researchers, and in a group of primary care providers from practices that 

were involved in the study, to gather feedback about the plausibility of the conclusions.

In the second study, a local quality improvement project, an action-oriented design was 

used,2 in order to uncover barriers to implementation as well as take actions that could 

be relevant. As a consequence of this choice the researcher had the role of both observer 

and interventionist. This may have influenced the validity of the research findings. To 

ensure internal validity, member checks of the collected data and data triangulation (e.g. 

discussion meetings, video registration, individual consultations) were used. Furthermore, 

the possible influence of the involvement of the researcher on the validity of the research 

was compensated for by reflection on findings and conclusions at different levels: by the 

supervisor of this study, by the project committee and, in the final stage, by a group of 25 

experts from different disciplines in hypertension care, including guideline development, 

medical education, patient education and culturally appropriate care.1

Generalisability

In the first project, we decided to match the three ethnic groups by several characteristics, 

other than ethnicity, in order to make comparison in the qualitative analysis feasible. 

Therefore, the group we interviewed had a relatively homogeneous character: participants 

were limited to hypertensive patients who were between 35-65 years old, had been 

prescribed medication, were without co-morbidities or cardiovascular disease, and, chiefly, 

had a lower to middle socio-economic status. A drawback of this choice is that our findings 

may not capture the perspectives of other patient groups, for example hypertensive 

patients with cardiovascular complications or second-generation groups. Caution should, 

therefore, be exercised when making generalisations from the results to patient groups 

with other characteristics. Secondly, while participants had hypertension for an average of 

5 years, the Dutch patients generally had longer histories of hypertension. This might have 

contributed to the differences between the explanatory models of Dutch patients and 

those of ethnic minority patients. For example, particularly ethnic minority patients were 

highly concerned about their condition and believed that immediate damage can occur if 

the blood pressure rises too high. It might be possible that after living with hypertension 

for many years patients become less concerned and change their views on the course of 

this condition.

This study was conducted in the Netherlands, and because of the structure of the Dutch 

healthcare system, most participants (with the exception of two Ghanaians who did not 

have residence permits) had equal access to health care. It is possible that our findings 

would not be similar in countries where access to health care is different than in the 

Netherlands, as poor access to health care may give rise to barriers to hypertension 

management. However, looking at the international literature on decisions regarding 

hypertension management among ethnic minority groups, many of our findings are 

confirmed, such as that medication decisions are influenced by traditional cultural beliefs 
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and by practices from the country of origin.6,33 The facilitating role of community networks 

and faith-based organisations on participation in physical activity is also confirmed.34,35

A limitation of the second project, with regard to the generalisability of the results to 

hypertension care in other settings, was its relatively small scale and its rather specific local 

context (Dutch primary care health centres).

Implications and recommendations

Some implications and recommendations for research, clinical practice and health policy 

follow from the findings of this study.

Research

The thesis has shown that the implementation of an intervention to enhance culturally 

appropriate hypertension care is feasible and that it may positively influence the acceptance 

of a culturally appropriate approach to hypertension care among care providers. Questions 

with regard to the effects of the intervention on patient outcomes remained and have 

yet to be answered. For this reason we are currently conducting a cluster randomised trial 

with the aim of evaluating the effect of culturally appropriate hypertension education on 

blood pressure control, adherence and satisfaction with care. The study protocol has been 

included as an appendix to this thesis.36

To increase the external validity of our findings qualitative studies of the explanatory 

models of hypertension in other ethnic minority groups or generations than those studied 

in this thesis are needed. Our step-wise approach can also serve as an example for the 

study of other chronic conditions. For example, based on the studies in this thesis, a 

mirror project for diabetes care among ethnic minority patients (‘Soekroe’) has been 

developed.37 In addition to qualitative studies, quantitative studies may be needed to 

provide more insight into associations between specific elements of patients’ explanatory 

models of hypertension and psychological, behavioural or biomedical outcomes (e.g., the 

link between the perception that hypertension is a symptomatic condition and medication 

use). The topics and taxonomies identified in this thesis can be taken as a point of 

departure. Further research is needed to examine the relation between migration-related 

stress and the aetiology and management of hypertension.

The recommended future studies may not only provide more evidence, but also further 

theoretical insight into the ongoing debate on concepts of patient-centredness and 

cultural competence and how they relate to each other. Future studies may also provide 

further evidence to improve training in medical communication.

Any further studies in this field require the registration of a patient’s ethnicity by 

practitioners as well as other relevant data, such as those describing patients’ explanatory 
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models of hypertension. At the same time, it should be recognised that this may present 

major challenges for clinical care.38,39

Clinical practice

Poor adherence to antihypertensive medication and therapeutic lifestyle changes is an 

important factor contributing to ethnic disparities in blood pressure control and cardiovascular 

complications.40,41 Hypertension guidelines and systematic reviews recommend patient-

centred hypertension education as a tool for improving adherence.12,18,42,43,44 Our study 

emphasises that, in addition to a patient-centred approach, hypertensive patients from 

ethnic minority populations may benefit from culturally appropriate health education. This 

implies that care providers should not only focus on individual barriers to hypertension 

management, but also on how factors related to culture may influence such barriers. 

Moreover, in addition to the cultural context, the immigration experience needs to be 

recognised. A failure to address the role of migration experiences risks interpreting the 

social issues related to migration as cultural phenomena.

Our findings may help health care providers to understand why and how to address 

patients’ perspectives and how to provide advice that is tailored to these perspectives. For 

example, helping hypertensive patients to understand that treatment must be continued 

even if psychosocial stress and/or symptoms are not present, and that it is safe to exercise 

when having hypertension. Our findings may also help health care providers promote 

suitable culturally appropriate lifestyle initiatives. The concrete tools, the teaching course 

and other support strategies we developed in our study (Chapter 5 and 6) are easily 

transferable and may be useful for this purpose. Although our study focussed on African 

Surinamese and Ghanaian patients in particular, the results may also contribute to the 

development of patient-centred approaches in clinical practice for ethnic Dutch or other 

ethnic minority hypertensive patients.

Health policy

Our findings illustrate that the implementation of a culturally appropriate approach in 

health care does not only require transformations in individual professionals but also 

in the organization in which they work. The organization needs to allocate sufficient 

resources, and time for conducting culturally appropriate care and make arrangements 

for an adequate division of labour between the health care professionals. It should also 

provide culturally tailored information materials, and allow the registration of ethnicity 

in the routine health care data registry. The latter, however, may be a sensitive issue in 

light of potential risks (e.g.; stigmatisation, discrimination), as was found in Chapter 6 in 

line with other research,45 and implies that this topic needs specific attention early in the 

implementation strategy.

Next, it should be recognised that ethnic disparities in health and optimizing culturally 

appropriate care is not only a responsibility of health care providers alone. As in the 

case of health promotion it may require concerted efforts by (primary) health care 
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institutions, ethnic minority community organisations, community services and public 

health organisations within a given catchment area.

Finally, recent task substitution changes in the primary health care field have yielded an 

increasing role to general practice assistants and nurse practitioners in the education of 

patients with chronic conditions such as hypertension. The training and tools that have 

been developed in this study therefore may be useful for the allied medical professions as 

well as physicians.
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Summary

Individuals of African descent living in western countries have increased rates of hypertension 

and hypertension-related complications. Poor adherence to hypertension treatment 

(medication and lifestyle changes) has been identified as one of the most important 

modifiable causes for the observed disparities in hypertension related complications, 

with patient education being recommended to improve adherence. In order to increase 

patient adherence to hypertension treatment, health care providers must improve their 

understanding of the perspectives on hypertension of their patients. Studies among ethnic 

minority populations in the USA and the UK suggest that socio-cultural factors influence 

the manner in which patients perceive hypertension. No data are available regarding the 

patient’s perspectives on hypertension among African populations in the Netherlands.

Culturally appropriate patient education may have a positive influence on medication 

use and lifestyle changes among hypertensive patients. Given the high prevalence rates 

of hypertension among ethnic minority populations of African descent living in the 

Netherlands, there is an urgent need to improve prevention and control of hypertension 

among these groups. This thesis presents a series of studies that had the aim to provide 

information for the development of culturally appropriate interventions among African 

Surinamese and Ghanaian migrant populations in the Netherlands.

The first part of this thesis which includes chapters 2, 3 and 4 focuses on the patients’ 

perspectives of hypertension. Because it was our objective to acquire a better understanding 

of how patients perceive hypertension, we did not formulate prior hypotheses, but 

adopted a qualitative research approach. The data in these chapters were derived from 

individual in-depth interviews from a purposive sample of African Surinamese, Ghanaian 

and ethnic Dutch hypertensive patients who were treated in primary care. The second 

part of this thesis, which includes chapters 5 and 6, focuses on the development and 

evaluation of an intervention to stimulate culturally appropriate hypertension education 

among health care providers in three primary care health centres.

Chapter 2 describes the perspectives of patients regarding the nature, causes and 

consequences of hypertension. We compared the information of the three ethnic groups 

to each other and to the information that have been reported elsewhere in studies from 

the US and the UK. We found that patients in all three ethnic patient groups often 

understand their hypertension as a symptomatic disease, not a risk factor, with one or 

more identifiable causes. A major theme that emerged in the interviews with all patient 

groups, particularly among ethnic minority patients, was that stress is seen as an important 

cause for hypertension. Customs of the country of origin played a role in how patients 

viewed the cause of their hypertension, for example specific nutritional habits like the 

use of starch in the Ghanaian diet, salt in the Surinamese diet, and the consumption of 

liquorice by the ethnic Dutch. Moreover, in addition to cultural factors, migration-related 

issues influenced the perspectives on hypertension from ethnic minority patients. Ethnic 

minority patients attributed the cause of their hypertension to the migration experience, 
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such as stress due to adaptation to the Dutch society or to changes in climate, and felt a 

return to their country of origin could cure hypertension. We concluded that there is an 

important difference between the biomedical explanatory models of hypertension and 

those of patients. These differences are greater for ethnic minority patients and, although 

similarities exist in the explanatory models of hypertension of all three ethnic groups, 

cultural and migration related factors play an important role in these explanatory models.

Chapter 3 describes explanations for patient’s decisions regarding the use of antihypertensive 

drug treatment. In all ethnic groups confidence in the doctor and beneficial effects of 

medication were reasons for taking prescribed antihypertensive dosage. Particularly ethnic-

minority patients reported lowering or leaving off the prescribed medication dosage. 

Explanations for altering prescribed dosage comprised disliking chemical medications, fear 

of side effects and preference for alternative treatment. Surinamese and Ghanaian males 

also worried about the negative effects of antihypertensives on their sexual performance. 

Some Ghanaians mentioned fear of addiction or lack of money as explanations for 

altering prescribed dosage. Surinamese and Ghanaians often discontinued medication 

when visiting their homeland. Some respondents from all ethnic groups preferred natural 

treatments although treatment type varied. We concluded, that patients in all ethnic 

groups do not simply follow doctors’ orders but actively decide how to manage their 

prescribed medication regimens and that these decisions often diverge from the medical 

perspective. Decisions among ethnic-minority patients are influenced by cultural and 

migration related issues.

Chapter 4 describes what patients understood by physical activity and what they 

perceived as inhibitors or enablers for adopting or maintaining regular physical activity. 

We found that patients in all ethnic groups designated many different activities as physical 

activity. These included not only leisure time activities (organised activities and non-

organised activities) but also regular daily functional activities (at home or at work). All 

three groups mentioned the presence of health conditions, lack of priority, lack of social 

support, limited financial resources or access to physical activity facilities as inhibitors for 

maintaining or increasing their level of physical activity. A particular inhibitor related to 

hypertension was the belief that exercise may be dangerous for people with hypertension. 

Common enablers included health related incentives, support from physicians or family 

and having physically demanding work. Specific inhibitors only mentioned by Ghanaians 

and Surinamese included inexperience with recommended “Western” activities (cycling, 

swimming), little access to their habitual forms of physical activity, cultural preferences 

for large body sizes and characteristics of the host country (e.g. climate, transportation, 

housing, demands of participating in both Dutch society and their own communities). 

Specific enablers for Ghanaians and Surinamese included access to community or church-

based support groups. We concluded that, if interventions aimed to improve physical 

activity participation among patients in multi-ethnic clinical practices are to be effective, 

culturally specific factors and the specific living conditions which migrants experience 
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in their new environment cannot be ignored. Health care professionals may build their 

advice on the enablers and tackle the inhibitors identified in our study.

In chapter 5 we describe the intervention that we have developed and evaluate how 

this intervention affected the attitudes and perceived competence of hypertension care 

providers with regard to culturally appropriate care. We used a quasi-experimental design, 

contrasting three intervention and three control groups. Pre- and post-intervention 

questionnaires were used to measure the attitudes, experienced barriers and self-reported 

behaviour of health care providers with regard to culturally appropriate cardiovascular and 

general care. We found that professionals who participated in the intervention considered 

it more important to address the patient’s culture when delivering care than they had 

before the intervention (p=0.030). The intervention did not influence experienced 

barriers and self-reported behaviour with regard to culturally appropriate care delivery. 

We concluded that there is preliminary evidence that the intervention can increase the 

acceptance of a culturally appropriate approach to hypertension care among hypertension 

educators in routine primary care.

In chapter 6 we turned our attention to the implementation process of the intervention. 

For this, qualitative data from different sources were used to describe barriers and enablers 

influencing the implementation of culturally appropriate hypertension education in routine 

primary care. Data were analyzed using qualitative content analysis. We found that 

barriers to the implementation of the intervention fell into three main categories: political 

context (health care system financing); organizational factors (ongoing organizational 

changes, work environment, time constraints, staffing) and care provider-related factors 

(routines, attitudes, computer and educational skills, cultural background). Few barriers 

were specifically related to the delivery of culturally appropriate hypertension education 

(e.g., some resistance to registering ethnicity). Enabling strategies addressing these 

barriers consisted of reorganizing practice procedures, team coordination, and providing 

reminders and additional instructions to hypertension educators. We concluded that the 

adoption of a tool for culturally appropriate hypertension education by care providers 

can be accomplished if barriers are identified and addressed. Moreover, we concluded 

that the majority of these barriers are commonly associated with the implementation of 

health care innovations in general and do not indicate resistance to providing culturally 

appropriate care. The elements of the intervention are well described (toolkit, course and 

supportive feedback meetings) and transferable. They may be used as baseline information 

or as a prototype for other health care settings for the uptake of a culturally appropriate 

approach in hypertension care.

In chapter 7, the general discussion, a summary of the main findings is given and a 

reflection on the research methodology is provided. In addition, the findings of the 

studies are reflected upon, and recommendations for research and clinical practice are 

made. In short the following main conclusions can be drawn from the studies: there 

is an important difference between the biomedical explanatory models of hypertension 

and those of patients. Although many similarities exist between the explanatory models 
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of ethnic Dutch, African Surinamese and Ghanaian hypertensive patients, culture and 

migration play a significant role in how ethnic minority immigrant patients perceive and 

manage their hypertension. Based on these findings, a provider-based intervention and 

implementation strategy to enhance culturally appropriate hypertension education has 

been developed and evaluated in routine primary care. The intervention can increase 

the acceptance of a culturally appropriate approach among hypertension care providers. 

Moreover, most of the barriers for the adoption of the intervention are commonly 

encountered when innovations are introduced in primary care and do not indicate a 

resistance to providing culturally appropriate care. A cluster randomized trial is currently 

being conducted to evaluate the effect of the intervention on blood pressure control, 

adherence and satisfaction with care.
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Samenvatting

Hypertensie (hoge bloeddruk) is een belangrijke risicofactor voor hart- en vaatziekten. 

Bij mensen van Afrikaanse afkomst die in Westerse landen wonen komen hypertensie 

en hypertensie- gerelateerde complicaties vaker en in ernstiger mate voor dan bij 

mensen van Europese origine. Onvoldoende naleving van behandeladviezen (medicatie 

en leefstijlaanpassingen) is een belangrijke oorzaak voor de gevonden verschillen. 

Patiëntenvoorlichting wordt aanbevolen om het naleven van behandeladviezen te 

verbeteren. Om patiënten goed te kunnen voorlichten moet de informatie aansluiten op 

de belevingswereld van de patiënten. Daarom is het belangrijk dat zorgverleners op de 

hoogte zijn van de opvattingen van patiënten over hypertensie en hoe zij er mee omgaan.

Cultuursensitieve voorlichting kan het naleven van medicatie- en leefstijladviezen bij 

hypertensiepatiënten positief beïnvloeden. Studies onder hypertensiepatiënten uit etnische 

minderheidsgroepen in de Verenigde Staten en het Verenigd Koninkrijk hebben laten zien 

dat sociaal-culturele factoren van invloed zijn op de opvattingen van patiënten. Er zijn 

geen gegevens bekend over opvattingen van in Nederland wonende hypertensiepatiënten 

van Afrikaanse afkomst. 

Dit proefschrift presenteert een reeks van studies die het doel hadden om informatie te 

verzamelen voor het ontwikkelen van een cultuursensitief eerstelijns zorgaanbod voor 

Afro-Surinaamse en Ghanese migranten met hypertensie in Nederland. Het eerste deel 

van dit proefschrift, dat beschreven is in de hoofdstukken 2, 3 en 4, richt zich op het 

patiëntenperspectief op hypertensie. Onze doelstelling was om een beter begrip te krijgen 

van de opvattingen die patiënten zelf over hypertensie hebben. Daarom hebben we voor 

een kwalitatieve onderzoeksopzet gekozen en geen voorafgaande hypothesen opgesteld 

en getoetst. De gegevens zijn verkregen door middel van diepte-interviews met 46 Afro-

Surinaamse, Ghanese en autochtone Nederlandse hypertensiepatiënten behandeld voor 

hoge bloeddruk in de eerstelijns gezondheidszorg. Op basis van de studies in het eerste 

deel van dit proefschrift hebben wij een interventie ontwikkeld die zorgverleners kan 

stimuleren om cultuursensitieve hypertensievoorlichting te geven. In het tweede deel van 

dit proefschrift, de hoofdstukken 5 en 6, beschrijven wij deze interventie als mede de 

evaluatie daarvan onder zorgverleners in drie eerstelijns gezondheidscentra.

Hoofdstuk 2 beschrijft de perspectieven van patiënten met betrekking tot de aard, 

oorzaken en gevolgen van hypertensie. We vergeleken de gegevens van drie etnische 

groepen met elkaar en met de informatie uit studies in de Verenigde Staten en het 

Verenigd Koninkrijk. Tijdens de interviews werd het duidelijk dat patiënten in alle drie de 

etnische groepen hun hypertensie vaak als een symptomatische ziekte beschouwen, en 

niet als een risicofactor, met één of meer herleidbare oorzaken. Een belangrijk thema in 

alle drie de patiëntengroepen, maar met name bij allochtone patiënten, was dat stress 

als een belangrijke oorzaak voor hypertensie wordt gezien. Voedingsgewoonten van het 

land van herkomst bleken ook een rol te spelen in hoe patiënten de oorzaak van hun 

hypertensie zien. Bovendien bleken, naast culturele factoren, ook migratiegebonden 

135

Summary & Samenvatting

proefschrift Beune.indb   135 16-4-2010   10:16:17



kwesties van invloed te zijn op de opvattingen van patiënten uit etnische minderheden 

over hypertensie. Zo schreven patiënten uit etnische minderheden de oorzaak van hun 

hypertensie vaak toe aan de gevolgen van de migratie, zoals de klimaatsverandering of de 

stress als gevolg van het zich aanpassen aan het leven in de Nederlandse samenleving. Zij 

waren daardoor soms in de veronderstelling dat de hypertensie zou genezen bij terugkeer 

naar het land van herkomst. We concludeerden dat er een duidelijk verschil bestaat 

tussen het biomedische verklaringsmodel van hoge bloeddruk en het verklaringsmodel 

van patiënten. Deze verschillen zijn groter voor Afro-Surinaamse en Ghanese patiënten. 

Hoewel overeenkomsten bestaan in de verklaringsmodellen van hypertensie van alle drie 

de etnische groepen, spelen culturele- en migratiegebonden factoren een belangrijke rol 

in deze verklaringsmodellen.

Hoofdstuk 3 beschrijft verklaringen die patiënten hebben voor de wijze waarop zij met 

antihypertensie medicijnen omgaan. In alle drie de etnische groepen waren het vertrouwen 

in de arts en de gunstige effecten van medicijnen redenen om de medicijnen volgens 

voorschrift te gebruiken. Vooral patiënten van etnische minderheden meldden dat zij op 

eigen initiatief de voorgeschreven medicatie dosering verlaagd hadden of dat zij gestopt 

waren met het innemen van de medicatie. Verklaringen voor het naar eigen inzicht verlagen 

van de voorgeschreven dosis in alle drie de etnische groepen waren afkeer van chemische 

middelen, angst voor bijwerkingen en de voorkeur voor alternatieve behandeling. 

Surinaamse en Ghanese mannen waren ook bezorgd over de negatieve effecten van 

antihypertensiva op hun seksuele prestaties. Sommige Ghanezen noemden angst voor 

verslaving of geldgebrek als reden voor het wijzigen van de voorgeschreven dosering. 

Surinaamse en Ghanese patiënten vertelden vaak dat zij met het gebruik ophielden 

waneer zij een bezoek brachten aan hun land van herkomst. Sommige respondenten uit 

alle etnische groepen hadden voorkeur voor natuurlijke geneeswijzen, terwijl het type 

behandeling varieerde per etnische groep. We concludeerden dat patiënten in alle etnische 

groepen niet simpelweg de adviezen van hun arts opvolgen maar zelf actief beslissen hoe 

zij met de voorgeschreven ‘medicatie regimes’ omgaan, en voorts, dat deze beslissingen 

vaak afwijken van het medisch perspectief. Deze besluitvorming wordt bij patiënten uit 

etnische minderheden beïnvloed door culturele- en migratiegebonden factoren.

Hoofdstuk 4 beschrijft wat patiënten verstaan onder lichaamsbeweging en wat zij 

ervaren als remmende of bevorderende factoren voor het behouden of verhogen van 

regelmatige lichaamsbeweging. We vonden dat patiënten in alle drie de etnische groepen 

veel verschillende vormen van lichaamsbeweging als lichamelijke activiteit aanduidden. 

Deze omvatten niet alleen recreatieve vormen van lichaamsbeweging (georganiseerde 

activiteiten en niet-georganiseerde activiteiten) maar ook de gebruikelijke dagelijkse 

functionele activiteiten (thuis of op het werk). In alle drie de genoemde groepen werden 

gezondheidsproblemen, gebrek aan prioriteit, gebrek aan sociale steun, beperkte 

financiële middelen of beperkte toegang tot faciliteiten als beperkend voor het behoud 

of vergroten van regelmatige lichaamsbeweging gezien. Een opvallende beperkende 

factor die is gerelateerd aan hypertensie zelf was de overtuiging dat lichaamsbeweging 

136

proefschrift Beune.indb   136 16-4-2010   10:16:17



gevaarlijk kan zijn voor mensen met hypertensie. Factoren die volgens patiënten 

konden bijdragen om voldoende te bewegen waren de motivatie om aan een slechte 

lichamelijke gezondheid te werken, ondersteuning vanuit de familie of van zorgverleners 

of het hebben van fysiek zwaar werk. Specifieke belemmerende factoren die alleen door 

Ghanezen en Surinamers werden genoemd waren de onervarenheid met aanbevolen 

"Westerse" activiteiten (fietsen, zwemmen), weinig toegang tot de meer gebruikelijke 

vormen van lichamelijke activiteit (bijv. dansen), cultureel bepaalde voorkeur voor een 

groter lichaamspostuur en de omstandigheden in het ‘gastland’ (bijv. klimaat, vervoer, 

huisvesting, eisen van de deelname aan zowel de Nederlandse samenleving als aan de 

eigen gemeenschap). Specifieke bevorderende factoren voor Ghanezen en Surinamers 

waren toegang tot kerkelijke- of gemeenschapsgebaseerde groepsinitiatieven. We 

concludeerden dat bij interventies die zijn gericht op bevorderen van lichaamsbeweging bij 

patiënten in multi-etnische gezondheidszorgpraktijken, culturele factoren en de specifieke 

leefomstandigheden die migranten in hun nieuwe omgeving ervaren niet mogen worden 

genegeerd.

In hoofdstuk 5 beschrijven we de interventie die we hebben ontwikkeld en evalueren we 

hoe deze interventie de houding en de ervaren competenties van hypertensiezorgverleners 

met betrekking tot het verlenen van cultuursensitieve zorg beïnvloedde. Met een quasi-

experimentele onderzoeksopzet werden drie interventie- en drie controlegroepen met 

elkaar vergeleken. Pre- en postinterventie vragenlijsten werden gebruikt om de houding, de 

ervaren belemmeringen en het zelf gerapporteerd gedrag van zorgverleners te meten met 

betrekking tot het verlenen van cultuursensitieve cardiovasculaire zorg en cultuursensitieve 

zorg in het algemeen. We vonden dat zorgverleners die hadden deelgenomen aan de 

interventie het belangrijker vonden om in de zorg aandacht aan de culturele achtergrond 

van de patiënt te besteden dan vóór de interventie (p = 0,030). De interventie had geen 

invloed op ervaren belemmeringen en zelf gerapporteerd gedrag van zorgverleners 

met betrekking tot het verlenen van cultuursensitieve zorg. Wij concludeerden dat de 

interventie de acceptatie van een cultuursensitieve aanpak in de reguliere hypertensiezorg 

kan vergroten.

Hoofdstuk 6 evalueert het implementatieproces van de interventie. We gebruikten 

hiervoor kwalitatieve gegevens uit verschillende bronnen met het doel de belemmerende 

en bevorderende factoren voor de invoering van cultuursensitieve hypertensievoorlichting 

in de reguliere eerstelijns praktijk te beschrijven. De gegevens werden geanalyseerd 

met behulp van kwalitatieve inhoudsanalyse. We vonden dat belemmeringen voor het 

invoeren van de interventie konden worden samengevat in drie hoofdcategorieën: 

de politieke context (de financiering van de gezondheidszorg), organisatorische 

factoren (lopende organisatorische veranderingen, werkomgeving, beschikbare tijd, 

personeel) en zorgverlener gerelateerde factoren (gewoontes, attitude, computer- en 

voorlichtingsvaardigheden, culturele achtergrond). Enkele belemmeringen waren specifiek 

gerelateerd aan het cultuurspecifieke karakter van de interventie (zoals weerstand 

tegen registratie van etniciteit). Strategieën om de waargenomen barrières op te heffen 
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bestonden uit de reorganisatie van praktische procedures, team- coördinatie en het 

verstrekken van herinneringen en aanvullende instructies aan hypertensievoorlichters. 

We concludeerden dat het voor zorgverleners mogelijk is om een instrument voor 

cultuursensitieve hypertensievoorlichting te gebruiken als bovengenoemde barrières 

worden geïdentificeerd en aangepakt. Daarnaast was een belangrijke conclusie dat de 

meeste geobserveerde barrières veel overeenkomst vertonen met de weerstanden die in 

het algemeen voorkomen bij het invoeren van vernieuwingen in de gezondheidszorg en 

dat zij niet duiden op specifieke weerstand tegen cultuursensitieve zorg.

In hoofdstuk 7, de algemene discussie, wordt een samenvatting gegeven van de 

belangrijkste bevindingen van dit proefschrift. Daarna volgt een reflectie op deze 

bevindingen en op de toegepaste onderzoeksmethodieken. Het hoofdstuk eindigt met 

aanbevelingen voor onderzoek en voor de gezondheidszorg.

Samengevat zijn de belangrijkste conclusies: (1) het perspectief van Nederlandse, Afro-

Surinaamse en Ghanese hypertensiepatiënten wijkt op een aantal punten af van het 

medisch perspectief en vertoont ook onderling verschillen, (2) de in het project ontwikkelde 

interventies lijken een waardevolle aanvulling te bieden op de reguliere hypertensiezorg 

aan patiënten uit etnische minderheidsgroepen, (3) de meeste barrières voor het invoeren 

van de interventies in de klinische praktijk wijzen niet op weerstand tegen cultuursensitieve 

zorg en (4) omdat bleek dat de interventies implementeerbaar zijn in de praktijk, wordt 

in een vervolgstudie het effect van de interventie bij patiënten geëvalueerd, waarbij 

ondermeer gekeken wordt naar de bloeddrukinstelling, therapietrouw en tevredenheid 

met de zorg.
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Abstract

Background

Individuals of African descent living in western countries have increased rates of hypertension 

and hypertension-related complications. Poor adherence to hypertension treatment 

(medication and lifestyle changes) has been identified as one of the most important 

modifiable causes for the observed disparities in hypertension related complications, 

with patient education being recommended to improve adherence. Despite evidence 

that culturally-appropriate patient education may improve the overall quality of care for 

ethnic minority patients, few studies have focused on how hypertensive individuals of 

African descent respond to this approach. This paper describes the design of a study that 

compares the effectiveness of culturally-appropriate hypertension education with that of 

the standard approach among Surinamese and Ghanaian hypertensive patients with an 

elevated blood pressure in Dutch primary care practices.

Methods/Design

A cluster-randomized controlled trial will be conducted in four primary care practices in 

Amsterdam, all offering hypertension care according to Dutch clinical guidelines. After 

randomization, patients in the usual care sites (n=2) will receive standard hypertension 

education. Patients in the intervention sites (n=2) will receive three culturally-appropriate 

hypertension education sessions, culturally-specific educational materials and targeted 

lifestyle support. The primary outcome will be the proportion of patients with a reduction 

in systolic blood pressure > 10 mmHg at eight months after the start of the trial. The 

secondary outcomes will be the proportion of patients with self-reported adherence to 

(i) medication and (ii) lifestyle recommendations at eight months after the start of the 

trial. The study will enrol 148 patients (74 per condition, 37 per site). Eligibility criteria 

for patients of either sex will be: current diagnosis of hypertension, self-identified Afro-

Surinamese or Ghanaian, > 20 years, and baseline blood pressure ³ 140/90 mmHg. 

Primary and secondary outcomes will be measured at baseline and at 3½, 6½, and eight 

months. Other measurements will be performed at baseline and eight months. 

Discussion 

The findings will provide new knowledge on how to improve blood pressure control and 

patient adherence in ethnic minority persons with a high risk of negative hypertension-

related health outcomes. 

Trial registration: ISRCTN35675524
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Background

Hypertension (HTN) is a major risk factor for cardiovascular morbidity and mortality 1. In 

western countries, ethnic minority populations of African descent are disproportionately 

affected by HTN and HTN-related cardiovascular morbidity and mortality 2-4. This has also 

been observed among two major immigrant groups of African descent in the Netherlands: 

African-Surinamese from the former Dutch colony of Suriname (hereafter referred to as 

Surinamese) 5, and Ghanaians 6, 7. Poor adherence to prescribed medication and lifestyle 

changes such as weight control, regular physical activity, avoidance of tobacco, and a 

moderate intake of salt and alcohol, has been identified as one of the most important 

modifiable causes for the observed disparities in hypertension related complications 8, 9. 

Enhancing patient adherence to such therapeutic measures can be an important first step 

towards eliminating disparities 4, 6, 9-11.

In the Netherlands, general practitioners (GPs) play an important role in the treatment 

of HTN. European and Dutch primary care guidelines recommend patient education as a 

means of improving patients’ motivation for and ability to adhere to HTN treatment goals 
12, 13. Medical perceptions of disease and treatment can differ from lay perceptions 14, 

and patients can have a major impact on adherence to treatment 15-17. HTN educators 

are therefore advised to employ “patient-centred” educational approaches that allow 

them to explore individual patients’ beliefs and needs, and to find common ground 

regarding treatment 18. The Dutch guidelines recommend focusing on the “5 As” (ask, 

assess, advise, assist and arrange) 19. Studies from the UK and the USA have shown that 

patient beliefs about HTN and treatment can differ between ethnic groups 20-24. This 

was also a finding from one of our previous studies, which focused on White Dutch, 

Surinamese and Ghanaian hypertensive patients living in the Netherlands 25. Indeed, 

there is increasing evidence, mainly from diabetes research, that “culturally sensitive” 

patient education may have a positive influence on medication use and lifestyle changes 

among ethnic minority patients 26, 27. Culturally-appropriate patient education typically 

combines the principle of “patient-centred” care with that of “culturally competent” 

care 18. To date, however, the European and Dutch HTN guidelines for GPs have not 

provided any recommendations on how HTN educators might address cultural variations 

in patients’ perceptions of HTN. Moreover, the literature offers few descriptions or 

evaluations of means by which this might be achieved 11, 28. 

In a previous project, “Under Pressure 1”, we developed a multi-component provider 

intervention to facilitate culturally-appropriate HTN education (CAHE) in Dutch primary 

care practices. This intervention mainly consisted of a CAHE toolkit that could be used 

to supplement the standard approach to HTN education recommended by Dutch clinical 

guidelines 1. To support HTN educators using the toolkit, we developed an educational 

course and a framework for feedback meetings. A pilot undertaken in six primary care 

health centres (PCHC) in South East Amsterdam demonstrated that healthcare providers 

who had received the intervention thought it more important to take a patient’s cultural 
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background into account when delivering care. They also experienced fewer barriers 

to delivering culturally-appropriate health education to patients with cardiovascular 

problems than the control group (Beune EJAJ, Haafkens JA, Mohrs J, Stronks K, Bindels 

PJE: Pilot study evaluating the effects of an intervention to enhance culturally appropriate 

hypertension education among health care providers in a primary care setting, submitted). 

In the pilot practices, general practice assistants (GP assistants) and nurse practitioners 

(NP) were responsible for conducting HTN education under the supervision of GPs. A 

qualitative study of the experiences of the professionals who had piloted the intervention 

revealed a number of contextual barriers that had hampered the implementation of the 

CAHE toolkit in daily practice (Beune EJAJ, Haafkens JA, Bindels PJE: Pilot study of barriers 

and enablers influencing the implementation of an intervention to stimulate culturally 

appropriate hypertension education in a primary care setting, submitted). Frequently-

mentioned problems included PCHCs being under-resourced, ongoing organizational 

changes, limited access to office space, the rapid turnover of GP assistants, and the fact 

that initially, GP assistants lacked the skills to conduct patient-centred HTN. Fortunately, 

many of these barriers could be addressed using well-known strategies for supporting 

innovations in primary care 29-31. We therefore concluded that it would be feasible for 

Dutch primary care practices to adopt and implement the intervention.

In this paper, we describe the design of and rationale for our next project, “Under Pressure 

2 (UP2)”. The aim of UP2 is to test, using a cluster-randomized trial, the effectiveness 

of the previously-developed CAHE intervention among hypertensive Surinamese and 

Ghanaian patients. The latter should be receiving care in a Dutch primary care setting, 

and should have an elevated blood pressure (that is, greater than or equal to 140/90 

mmHg). Our primary hypothesis is that a higher proportion of patients randomized to 

the CAHE intervention will have a reduction in systolic blood pressure (SBP) greater than 

or equal to 10 mmHg at eight months after the start of the intervention, as compared to 

those randomized to the usual care condition. Our secondary hypotheses are that a higher 

proportion of patients randomized to the intervention will be adherent to the prescribed 

(i) medication and (ii) lifestyle recommendations at eight months after the start of the 

intervention, as compared to those randomized to the usual care condition.

Methods

Study design

The study will consist of a cluster-randomized controlled trial with two conditions: an 

intervention condition (IC) and a usual care condition (UC), as shown in Figure 1. Using a 

balanced design, four PCHCs will be randomly assigned to the IC (n=2) or the UC (n=2). 

Prior to randomization, the PCHCs will be matched on the size of the practices. A member 

of the Academic Medical Center’s (AMC) Data Management Services team will carry 
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out the randomization of the practices, and this team member will be blinded for the 

practices’ identities. In those PCHCs assigned to the UC, the patients studied will receive the 

standard HTN education, based on the recommendations in the Dutch clinical guidelines 1. 

In the PCHCs assigned to the IC, meanwhile, the patients studied will receive three CAHE 

Figure 1 Study design

Randomization and baseline assessment

- Select 4 primary care health centres randomized to Intervention or Usual Care 
- Conditions (inclusion criteria size, use of Dutch College of GPs’ HTN guidelines)
- Enrol 148 patients (74 per condition, 37 per site). Inclusion criteria: self-identified as
- Surinamese or Ghanaian, either sex, 20 years or older, diagnosed with HTN, uncontrolled 
- HTN (> 140/90 mmHg) at the last office visit.
- Collect baseline data primary outcome (BP measurement), secondary outcomes
 - (self-reported adherence to prescribed medication and lifestyle changes) and additional
 - background factors.

Intervention

Patients receive: HTN care as usual from 
physician; 3 culturally-appropriate 
educational sessions on HTN and HTN 
management (2 wks, 3½ and 6½ months 
past baseline), culturally-adapted education 
materials, referrals to facilities that support 
therapeutic lifestyle changes from HTN 
educator.

Physicians are encouraged to follow Dutch 
HTN guideline. HTN educator receives 
training in culturally-appropriate HTN 
education. 

Two office visits 
for assessment 
of BP and 
adherence to 
prescribed 
medication/ 
lifestyle at 3½ 
and 6½ months 
after baseline.

Usual Care

Patients receive: HTN care and education 
as usual.

Physicians and HTN educators are 
encouraged to follow the Dutch HTN 
guidelines.

2 Usual Care Sites 2 Intervention Sites

- Collect data primary outcome (BP measurement), secondary outcomes (self-reported adherence to 
- prescribed medication and lifestyle changes) and additional background factors at 8 months.

- Outcomes Assessment (8 months)
- Primary outcome: proportion of patients with a significant reduction in the SBP (baseline SBP minus 
- SBP at 8 months, i.e. > 10 mmHg).

Secondary outcomes: proportion of patients with adequate self-reported adherence to (i) prescribed 
medication and (ii) lifestyle changes, as measured by the Morisky scale.
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sessions at two weeks post baseline, and three and six months thereafter. Data will be 

collected at baseline, during two office visits three-and-a-half and six-and-a-half months 

thereafter, and at eight months past baseline. The primary and secondary outcomes will 

be calculated based on data collected at baseline and eight months thereafter.

Study sites 

South East Amsterdam is one of the areas in the Netherlands that has a relatively high 

percentage of Surinamese and Ghanaian inhabitants. We have already selected four PCHCs 

in South East Amsterdam for the study. The inclusion criteria for each of the sites are that 

they (i) provide HTN care according to a practice protocol based on the Dutch clinical 

guidelines 1, and (ii) are not participating in similar studies to improve cardiovascular risk 

management. 

Study population

To be recruited for the study, patients have to fulfil the following eligibility criteria: (i) 

self-identified as Surinamese or Ghanaian; (ii) aged 20 or over; (iii) diagnosis of HTN with 

the International Classification of Primary care ICPC codes K85, K86 or K87; and (iv) an 

uncontrolled BP at the last office visit. Following the Dutch clinical guidelines, an elevated 

BP is defined as SBP/diastolic blood pressure (DBP) > 140/ 90 mmHg. In addition, all 

patients must have an elevated BP at the baseline assessment meeting. Patients will be 

excluded if they have type 1 or type 2 diabetes, on the grounds that many diabetes 

patients with HTN may already be following diabetes education programmes that share 

characteristics with the intervention that will be offered in this trial. Patients will also be 

excluded if they are participating in other cardiovascular disease-related trials, if the GP 

who is treating them judges them to be unfit for participation (e.g. due to co-morbidity), 

or if they are unable or unwilling to provide informed consent.

Sample size calculation

Our power analysis for sample size is based on the primary outcome measure of the study: 

SBP at baseline minus SBP at eight months after baseline. SBP has been selected because 

it is the most important factor for determining a patient’s cardiovascular risk profile 1. 

Furthermore, in almost all cases, the DBP will become lower if the SBP becomes lower. 

Following the literature, we consider a reduction of the SBP of 10 mmHg to be a clinically 

relevant difference 16, 32. 

The following rationale was used for the power calculation of the sample. The trial will be 

conducted in four PCHCs. We assume that patients in the IC and the UC will have similar 

demographic characteristics and that they will have been treated similarly, in line with the 

Dutch clinical guidelines 1. We therefore expect there to be no differences between the 

four PCHCs with respect to the mean BP of patients with HTN. We can assume that the 

inter-cluster correlation is low (3%), because this is a ratio of the between-cluster and the 

low intra-cluster variance. In order to demonstrate a statistical difference of 10 mmHg 

A p p e n d i x

144

proefschrift Beune.indb   144 16-4-2010   10:16:17



with a standard deviation (SD) of 15 and a two-sided alpha of 5% and a power of 80%, 

we need a sample size of 148 patients (74 per treatment condition and 37 per PCHC). As 

we expect a drop-out rate of 40% prior to inclusion, we aim to recruit 246 patients. 

Registry data from the four PCHCs that have been included in the study show that each 

PCHC has about 100 Surinamese and 38 Ghanaian registered patients who are being 

treated for HTN (K85,86, K87). Based on data from Agyemang et al. 5, it is estimated that 

about 63% of these patients will have a blood pressure > 140/90 mmHg. We therefore 

expect that we will be able to obtain an adequate sample size for this study.

Approvals and data and safety monitoring

The study has been approved by the AMC’s Medical Ethics Committee, which forms part 

of the University of Amsterdam in the Netherlands (protocol ID MEC09/070). Participants 

will provide written informed consent prior to enrolment. Recruitment procedures will be 

conducted in accordance with the Dutch Medical Research Involving Human Subjects Act 

and the World Medical Association Declaration of Helsinki.

Patient recruitment

The following steps will be taken in order to recruit patients. First, the electronic medical 

records (EMR) from the four selected PCHCs will be reviewed in order to select all 

patients who meet the inclusion criteria for HTN, age and sex. As Dutch EMRs provide no 

information on patient ethnicity, attending physicians will help to identify Ghanaian and 

Surinamese patients according to their knowledge of the patients or their names. The 

relevant patients’ GPs will be informed of their potential eligibility, and the GPs will be 

asked for their permission to enrol the patients in the study. Eligible patients will receive a 

letter from the researchers by post, which will have been co-signed by their GP. This letter, 

which will be written in Dutch (Surinamese patients) or English (Ghanaian patients), will 

inform patients about the study and invite them to participate. It will include a pre-paid 

postcard that can be sent back to the research staff if the patient concerned wishes to 

participate in the study. If a patient fails to react, a member of the research team will call 

him or her to offer more information about the study and discuss participation.

If a patient expresses interest in participating, a staff member will check whether they 

meet the eligibility criteria, and will ask whether they are willing to sign an informed 

consent form. Eligible patients who agree to sign this form will be invited to attend a 

one-hour baseline assessment meeting. After making sure that the patient has signed the 

consent form, a research assistant (RA) will use this meeting to assess a patient’s SBP and 

DBP, height, weight, and BMI, using standardized techniques (see below), and to obtain 

self-reporting measures using the baseline questionnaire. Patients who do not meet the 

inclusion criteria for BP or ethnicity will not be included in the study. These patients will 

instead receive the standard five minutes of coaching about HTN care from the RA who 

conducts the baseline measurement. Patients from IC practices will be assigned to the IC 

condition, while those from UC practices will be assigned to the UC condition. The RA, 
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who will be blinded for the IC of the patient’s PCHC, will refer all eligible patients to their 

PCHC’s GP assistant. The GP assistant will then provide patients with a letter outlining 

further steps in the study. They will also make appointments with patients for follow-

up office visits, in line with instructions received from the research staff. To encourage 

participation, all patients who are included in the study will be promised a small reward 

or present (value of 25 euros) after they have completed the final assessments, regardless 

of the intervention site.

Interventions

Intervention condition (IC)

Patients in the IC practices will receive HTN care as recommended in the Dutch clinical 

guidelines. Instead of the standard counselling to facilitate adherence to medication and 

therapeutic lifestyle changes, patients will receive: (i) three culturally-appropriate HTN 

education (CAHE) sessions over a period of six and a half months, conducted by a trained 

NP; (ii) culturally-specific, educational written material; and (iii) if necessary, referrals 

to neighbourhood facilities that may help Surinamese and Ghanaian patients to adopt 

healthier lifestyles. Moreover, (iv) prior to the second and third counselling session, an 

assessment of each patient’s BP and self-reported medication and lifestyle adherence will 

be made using standardized measures. These measures are described below.

- Culturally-appropriate HTN education (CAHE). The first session will take place two 

weeks after the baseline assessment interview, and the next two sessions will occur three 

and six months thereafter.  The Dutch clinical guidelines recommend the 5 As 19 as the 

preferred strategy for supporting patients in achieving treatment goals, such as adherence 

to prescribed medication, dietary changes, weight loss, reduced sodium intake, increased 

physical activity and moderate use of alcohol 1. While CAHE also uses this framework, it 

has the additional aim of eliciting and discussing culturally-specific aspects of patients’ 

perceptions of HTN and HTN treatment. This method is based on the work of Arthur 

Kleinman 33, as well as more recent approaches to improving adherence in patients 

with HTN 34 that were further adapted and piloted in our previous study. In short, after 

identifying potential communication barriers and establishing a rapport with the patient, 

the first session will focus on the patient’s beliefs about HTN. The next two sessions will 

deal with the daily challenges presented by achieving HTN treatment goals within the 

broader context of the patient’s life (see Box 1 and 2).

- Provision of information. Patients will also be given information leaflets that provide 

answers to frequently-asked questions about HTN. These will be designed to address 

the specific languages, customs, habits, norms and dietary cultures that characterize the 

Surinamese and Ghanaian communities.

- Supporting healthier lifestyles. If necessary, patients will be referred to neighbourhood 

facilities offering healthier lifestyle support that is tailored to Surinamese and Ghanaian 

patients, based on a referral list that will be established for this purpose.
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- The counsellor. In order to ensure treatment fidelity and to avoid previously identified 

organizational- and healthcare-related obstacles to implementation, we will appoint one 

NP who will provide CAHE to all IC patients. The NP will have extensive training and 

experience in using the counselling approach recommended in the Dutch clinical guidelines 

(the 5 As). Prior to the intervention, she will receive additional training in order to improve 

her knowledge of HTN in the Ghanaian and Surinamese communities, general cross-

cultural counselling techniques, and the specific CAHE method that will be used in this 

study. The training manual and methods that were developed during our previous study 

will be used for this purpose. During the trial, the NP will also be offered an opportunity 

to receive feedback from a member of the research team.

UC condition 

Patients in UC sites will receive standard HTN care and education, following the 

recommendations in the Dutch clinical guidelines 1. After completing the baseline 

assessment, each patient will be given appointments for two office visits at three-and-a-

half and six-and-a-half months thereafter for the assessment of their BP and self-reported 

adherence to medication and lifestyle changes.

Box 1 Summary of three culturally-appropriate hypertension education sessions

Sessions Content sessions 

Main topic Method and topics to be addressed

Elicit patient-
perspective, 
using framework 
for culturally-
sensitive 
communication

Inform patient 
about medical 
perspective 

Reach 
consensus 

Establish

Session 1
1. Establishing 

communication 
barriers and 
rapport 

2. What is 
hypertension? 

- Experience of 
(culturally specific) 
communication 
barriers (i)

- What is 
hypertension? (i)

- Hypertension 
treatment and 
goals? (i)

Discuss 
- Hypertension (ii)
- Treatment goals (ii)

- What is 
hypertension? 
(iii)

- Patient’s 
treatment 
goals? (iii) 

- Potential barriers/
facilitators 
for achieving 
treatment goals 
(i, iii)

- Goal for next 3 
months

Session 2 and 3
1. How to achieve 

hypertension 
treatment goals? 

Experience of 
(culturally specific) 
barriers/enablers in 
achieving patient’s 
hypertension 
treatment goals: 
medication use and 
lifestyle changes (i) 

Discuss patient’s 
current: (i, ii, iii)
- BP measurement
- Self-reported 
medication and 
lifestyle adherence 

- Treatment goals

- What feasible 
steps are 
needed to 
maintain/
achieve 
treatment 
goals? (iii)

- Potential barriers/
facilitators 
for achieving 
treatment goals 
(i, iii)

- Goal for next 3 
months

(i) Using culturally-sensitive counselling technique (Box 2); (ii) using information from hypertension guidelines,1,13 
(iii) using “5 As” as method 19.
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Box 2 Topic list for eliciting a patient’s explanatory model of hypertension

Communication

•
•

•

Determine how a patient wants to be addressed (formally or informally)
Determine the patient’s preferred language for speaking and reading (Dutch or 
another language) 
Use this information in your interaction with the patient

Introduction

• It is often difficult for us (care providers) to give advice about hypertension and 
how to manage it if we are unfamiliar with our patients’ views and experiences. 
For this reason I would like to ask you some questions to learn more about your 
own views on hypertension and its treatment.

Elicit personal views on hypertension and its treatment

Understanding

• What do you understand hypertension to mean?

Causes

• What do you think has caused your hypertension? Why has it occurred now/
when it did; why to you?

Meaning and symptoms

•
•

What does it mean to you to have hypertension?
Do you notice anything about your hypertension? How do you react in this case?

Duration and consequences

•
•

How do you think your hypertension will develop further? How severe is it?
What consequences do you think your hypertension may have for you (physical, 
psychological, social)?

Treatment

•
•

What types of treatment do you think would be useful?
What does the prescribed therapeutic measurement(s) mean to you?

Elicit contextual influences on hypertension management

Social

•

•

Do you speak with family/community members about your hypertension? How 
do they react?
Do family/community members help you or make it difficult for you to manage 
hypertension? Please explain.

Culture/Religion

• Are there any cultural issues/religious issues that may help you or make it difficult 
for you to manage hypertension? Please explain. 

Migration

• Are any issues related to your position as an immigrant making it difficult for you 
to manage hypertension? Please explain.

Finance

• Are any issues related to your financial situation making it difficult for you to 
manage hypertension? Please explain.

Based on Kleinman’s Explanatory Model format 14,33 and our previous study 40,43,44.
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Regardless of the randomization condition, it will be possible to charge all office visits 

carried out in the context of this trial to health insurance companies. 

Outcomes, measures and data analysis

Primary outcome

The primary outcome measure is the proportion of patients with a significant reduction in 

the SBP (10 mmHg; SD =15) at eight months after inclusion. 

Secondary outcomes

The secondary outcome measures are: (i) the proportion of patients with adequate 

adherence to prescribed medication at eight months after inclusion; and (ii) the proportion 

of patients with adequate adherence to lifestyle recommendations at eight months after 

inclusion.

Data will also be collected with respect to factors that characterize the patient group 

(baseline demographics, baseline medical chart data) and a number of factors that may 

influence patients’ HTN management (perceptions of HTN, perceptions of medications, 

self-efficacy, experience of social support in HTN management, and level of satisfaction 

with care). In addition, data relating to the process of implementing the intervention will 

be collected.

Measures

The measurements to be studied can be divided into five categories: (1) physiological 

measures, (2) self-reporting measures, (3) pharmacy data, (4) chart data and (5) process 

data. Table 1 summarizes the measures according to the timeline. A trained RA will 

conduct all physiological and self-reporting measures at baseline and at eight months. 

Attending NPs at the IC and UC practices will take a subsection of these measures (BP 

and self-reported adherence to medication and life style changes) at three-and-a-half and 

at six-and-a-half months. A member of the research staff will collect pharmacy and chart 

data. Time registration and patient drop-out data for the process analysis will be collected 

using registrations made by the RA and the NPs. A member of the research staff will 

conduct post-intervention interviews with patients.

- Physiological measures. BP will be measured three times using an automated BP monitor 

(Omron 705-IT), with the patient seated comfortably for five minutes. The average of the 

last two readings will be used as a measure for each visit. The same procedure will be 

used by trained NPs during office visits at three-and-a-half and six-and-a-half months after 

baseline.

Height and weight will be measured in the absence of shoes and heavy clothing, using 

a tape rule and a validated scale respectively. All measurements will be recorded to the 

nearest 0.1 cm and 0.1 kg. These measures will be used to compute a patient’s BMI. 
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Waist size will be measured by putting the tape horizontally around the smallest part of 

the waist. Hip size will be measured by putting the tape horizontally around the widest 

part of the hips.

- Self-reporting measures. In order to collect socio-demographic data describing the study 

population, we have adapted an instrument used in an earlier study 35. The variables 

will include age, gender, self-identified ethnicity, educational level, employment status, 

household income, marital status, household composition, duration of stay in the 

Netherlands, duration of HTN, and health insurance status.

Table 1 Measures used in the trial and timeline

Measures Baseline 2 
weeks

3½ 
months

6½ 
months

8 
months

9 
months

Physiological measures

- Office BP measurements X X X X

- Height, weight, BMI X X

- Hip and waist size X X

Self-reporting measures

- Patient demographics X

- Additional cardiovascular risk factors 
(physical activity, smoking, alcohol, 
sodium intake) 

X X

- Medication adherence X X X X

- Adherence to lifestyle recommendations X X X X

- Perceptions of HTN X X

- Perceptions of medication X X

- Self efficacy X X

- Experience of social support in HTN 
management

X X

- Satisfaction with care X X

- Discrimination X X

- Perceived stress X X

Pharmacy data

- Refill dates  X X X X

Chart data

- Prescribed medication X

- Prescribed lifestyle measures X

- Co-morbidity X

Process data

- Registration office visits, patient drop-out X X X X X

- Patients interviews X
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To establish the presence of additional cardiovascular risk factors, we will use an 

instrument that contains six questions relating to physical activity, smoking, alcohol and 

sodium intake. Questions will be based on an instrument used in a previous study 35.

Adherence to prescribed antihypertensive medication will be measured with the widely-

used four-item scale developed by Morisky 36. This instrument has been well validated in 

studies of African American inner-city populations 37-39. The scale asks patients to respond 

with “yes” or “no” to a set of four questions. A positive response to any question indicates 

a problem with adherence. Each positive answer is assigned a score of 1. The total possible 

score is 4, with a higher score indicating a poorer level of adherence. In this study, patients 

with a score of > 1 will be categorized as non-adherent. In addition, six items will be used 

that are based on our previous study 40.

To assess adherence to lifestyle recommendations, we will use four items derived from the 

Morisky scale 36 adapted for the purpose of this study.

Perceptions of HTN and HTN treatment will be measured using 52 items: of these, nine 

will be from the IPQ-brief 41, 18 will be from the IPQ-R HTN 42, five will be derived from 

our earlier studies on perceptions of HTN and HTN management among Surinamese 

and Ghanaians 40, 43, 44, and 20 items will be adapted from the IPQ-R 45. The validity 

and the reliability of the IPQ-brief and the IPQ-R are well established 41, 45, 46. Patients’ 

perceptions of antihypertensive medications will be measured using the ten-item BMQ 47, 

an instrument that has good internal consistency and validity 48, 49. In addition to this, we 

will add three items that are based on our previous study 40.

To measure patients’ self-efficacy in HTN management, the 13-item MASES-R will be used. 

This instrument has good internal consistency and predictive and convergent validity 50.

Social support will be measured using the 12-item DUSOCS 51, which, as demonstrated by 

previous studies, has good validity and reliability 37.

Satisfaction with care will be measured using six items of the Consumer Quality Index-

diabetes 52. Similar Consumer Quality Index instruments  have demonstrated good construct 

and discriminating validity and internal consistency in previous Dutch studies 53, 54. In addition, 

five items from the Quote-Migrant will be used, which has been specifically developed to 

measure the experienced quality of care in migrant populations 55.

Socio-demographic data will only be measured at baseline. Most of the other self-reporting 

measures will be collected at baseline and at eight months thereafter.

The Morisky scale will also be used to assess adherence to medication and lifestyle 

recommendations during the second and third office visits, respectively three-and-a-half 

and six-and-a-half months after the baseline assessment. Patients will be asked to complete 

these questionnaires in practice waiting rooms, prior to meeting the NP.

Discrimination and stress will be measured with two scales from the CAATCH trial 56.

- Pharmacy data. In addition to self-reporting data, pharmacy data will be used to 

check self-reported adherence to medication. These data will allow us to measure refill 

adherence; that is, the interval between the day when a prescription ends, and the day on 
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which a new prescription is refilled 57. A patient is defined as adherent if the prescription 

is refilled within seven days of the designated refill date. This method has also been used 

in other studies 58.

- Chart data. In addition to self-reported biographical and disease data, relevant chart data 

from the patients’ charts will be extracted from the EMR as soon as patients have been 

included in the study. The following data will be extracted: SBP and DBP measured during 

the last two office visits; prescribed medication; the presence of additional risk factors for 

cardiovascular disease (physical exercise, diet, sodium, smoking, alcohol, height, weight, 

BMI, waist and hip circumference, glucose, cholesterol); and the presence of previous 

cardiovascular diseases (myocardial infarction, decompenstatio cordis, TIA, CVA), kidney 

insufficiency, liver disease, dementia or mental health problems. In a previous study, 

we found that GP registration data can sometimes be incomplete 40. If these data are 

indeed sufficient, they will be used as additional information to describe the background 

characteristics of the study population, and to control for confounders.

- Process data. Time registrations for office visits and additional activities made by the 

RA and NPs will be used to make a cost analysis of the intervention. Registration data 

on patient drop-out will be used to analyse the feasibility of undertaking the intervention 

for the patients groups in question. Moreover, qualitative interviews with patients in the 

IC and the UC conditions are planned to explore patients’ experiences of barriers to and 

incentives for participating in the study. We will also enquire about non-reimbursable 

expenses that might arise from participating in the study, such as travel costs and costs 

related to lifestyle changes.

Blinding

Due to the nature of the interventions concerned, complete blinding of investigators 

and professionals working in the PCHCs would be impossible. However, the RA who will 

conduct the assessments at baseline and at eight months will be masked for the IC of 

the PCHCs. All BP measurements will be taken with a standard automated measurement 

device that can prevent ascertainment bias. Even though physicians may be aware of the 

IC of their healthcare centre, we consider contamination to be unlikely on the grounds 

that the intervention (CAHE) will require the use of specific expertise and tools. Finally, 

data managers will be strictly blinded for the IC. All preliminary data will be stored in one 

dataset until the end of the intervention.

Planned data analysis

All imported data will be controlled at random for miscodings. As a first step, univariate 

analyses will be performed to compare the distribution of variables and to identify 

abnormalities. 
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Primary and secondary outcomes will be calculated according to the “intention to treat” 

principle. The primary outcome measure, which will be calculated for every patient, will be 

the observed baseline SBP minus the SBP at eight months. Subsequently, the mean within 

group difference will be calculated separately for patients in the IC and UC conditions. 

Finally, the difference between these within group differences will be calculated with the 

accompanying SD. As stated previously, we regard a reduction of the SBP of 10 mmHg 

with a SD of 15 and a two-sided alpha of 5% in the IC group (as compared to the UC 

group) as a clinically relevant difference.

The secondary outcomes will be calculated using the dichotomous outcomes of 

measurements on the Morisky scale with respect to adherence to prescribed medication 

and lifestyle changes. The analytical procedure will be similar to that described for the 

primary outcome measure.

In a further analysis of the primary and secondary outcomes, we will use univariate and 

multi-level analyses that will include other data that may potentially affect the outcomes. 

If the N is sufficient, we will perform separate subgroup analyses for gender and ethnicity. 

A p of 0.05 will be used as the critical value for all analyses. For subgroup analyses, the p 

value will be corrected according to the number of analyses conducted.

Discussion

In western countries, there is an urgent need to improve BP control among hypertensive 

patients of African descent. In the US, trials of interventions to enhance BP control and 

patient adherence to prescribed medications and lifestyle changes have focused on African 

American patients. Two of these trials are currently taking place 11, 56 and one recently 

finished 37. To our knowledge, the present study is one of the first European trials to 

address this issue. The US trials are evaluating the effect of interventions that are based on 

the principle of motivational interviewing 59. The specific contribution of the present study 

is that the intervention builds on the principles of “culturally-appropriate counselling” 60, 

which can be used to supplement motivational interviewing. Another key characteristic 

of the intervention is that it has been developed and piloted using data from patients’ 

own perceptions of HTN 40, 43, 44. Moreover, drawing on theories of effective quality 

improvement in primary care 30, 31, the feasibility for implementation by care providers has 

already been established in a previous pilot study.

If the results are positive, we hope that this intervention will find wider application, so that 

it may contribute to efforts to reduce ethnic disparities in HTN outcomes.
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