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Growing in frequency in both rural and urban parts of India, growing percentage of people at risk of diabetes,
Indian population's genetic susceptibility to diabetes risk factors related to the environment, Globalisation
causing a decline in physical exercise Some of the challenges that the disease poses in India are low patient
awareness of hypertension, undiagnosed hypertension due to a variety of factors such as low healthcare facilities
and economic status, inadequate disease control, and an increasing incidence of complications related to
hypertension. Although there are solutions, the healthcare team will need to work in tandem with the clinician
who is battling the illness on an individual basis. This will prevent the patient from receiving the proper care,
the clinician from being able to listen to the patient's problems and find solutions, the patient from receiving
the psychological support they need for a chronic illness, and the nation from suffering from economic hardship
after the patient's illness. The purpose of this study was to identify the services provided by pharmaceutical care
and evaluate the barriers to pharmaceutical care in various settings in order to provide relevant
recommendations.
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1. Introduction

Globally, cardiovascular disease (CVD) is the leading cause of death. More than 80% of these fatalities
take place in middle-class and lower-class nations. Chronic diseases (CVD) are more common in
environments with high tobacco smoking rates, lots of bad dietary options, low physical activity levels,
and high stress levels [1]. Whether a risk factor for CVD is changeable or not is the main element to
consider. The risk variables that cannot be changed are genetic predisposition, age, and gender. The
leading modifiable risk factors for cardiovascular disease (CVD) include lipid disorders, body mass
index ~25, hypertension, and sedentary lifestyle. It is concerning that the prevalence of hypertension
is rising quickly in India, affecting both urban and rural people.3,4 The prevalence of hypertension in
adults is 20-40% in cities and 12-17% in rural areas [2]. Currently, one of the major global causes of
premature death is hypertension. One significant risk factor for cardiovascular disease is elevated blood
pressure [4]. In India, it has resulted in the deaths of 57% of patients from stroke and 24% from
coronary heart disease, respectively [7]. Elevated systolic and/or diastolic blood pressure is known as
hypertension. Blood pressure (BP) greater than or equal to 140/90 mmHg was long considered to be
hypertension; however, according to the 2017 American College of Cardiology and American Heart
Association updated guidelines, BP higher than or equal to 130/80 mmHg is now considered
hypertension. A blood pressure reading of 120/80 mmHg is considered ideal [3]. Numerous illnesses,
including stroke, myocardial infarction, and kidney disease are known to be correlated with
hypertension.
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Figure 1. Postulated pathophysiological mechanisms of malignant hypertension
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As to the World Health Organisation (WHO), hypertension has been recognised as a major risk factor
for morbidity and mortality globally, accounting for over nine million deaths per year. A significant
public health issue, hypertension accounts for 4.5% of the world's illness burden [11]. According to
research, hypertension is the leading health-related risk factor in India, accounting for the greatest share
of the country's death and illness burden. According to estimates, 1.13 billion people globally will have
hypertension in 2023, and the number of deaths linked to this avoidable risk factor has previously been
projected to be 9.4 million annually. Though it affects over a billion people globally, essential
hypertension is defined as the 95% of cases that do not exhibit established secondary causes of
hypertension, such as renal failure or pheochromocytoma. Heart rate (BP) is determined by multiplying
cardiac output by total peripheral resistance. An increase in one or both of these factors can lead to
high BP [5].

2. Materials And Methods

Faculty from one of the Indian hospitals' departments of family medicine and general medicine oversaw
this investigation [6]. Patients with hypertension presenting to the outdoor patient department (OPD)
of the rural hospital's family medicine and general medicine departments who met the eligibility
requirements were randomised by lottery into the Intervention Group (1) and Control Group (C). By
lottery, all patients who met the eligibility requirements were randomised to the Intervention Group (1)
and the Control Group (C) [12]. Microsoft Excel spreadsheets were used for data coding and entry, and
SPSS version 21 (Statistical Package for Social Sciences) was used for descriptive and inferential
statistical analysis [8]. To highlight key information, the unprocessed data was sorted, combined, and
tabulated. Frequency, proportion, mean, median, and standard deviation were used in the descriptive
analysis. Chi-square analysis is used to analyse qualitative data. * The Friedman test, ANOVA, and
unpaired t test were used for quantitative data analysis [9].
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Figure 2. Study procedure flow diagram
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3. Analysis

There were 149 participants in all, 86 of whom were men and 63 of whom were women, as shown in
Figure 3. In the Control group, there were 42 men and 33 women, and in the Intervention group, there
were 44 men and 30 women.
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Figure 3. Gender wise distribution

The age distribution of the participants in both groups is displayed in Figure 4. The patients in our
study ranged in age from 31 to 60 years old, with a mean age of 49.93+7.62 years. The mean age of
the Control Group was 50.97%7.45, while the mean age of the Intervention Group was 48.87+ 7.69.

b
=]

-
h

25 23 23
18
11
8

16 17
12
7 7
4 I 3 I!

Intervention Group Control Group

-
=

Age wise distribution

h

0

HM>31Yrs.To<35 Yrs M>=36Yrs. To<40Yrs. > 41 Yrs. To <45Yrs
1246 Yrs. To<50Yrs. 8= 51 Yrs. To <55Yrs. B> 56 Yrs. To <60Yrs.

Figure 4. Gender wise distribution

Figure 5 indicates that the mean duration of HTN was 31.13 months (2.7 years) in the Intervention
Group and 28.84 months (2.4 years) in the Control Group. The Unpaired t-test and "Z" test of
significance were used to evaluate the data, and the results were found to be statistically non-
significant.
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Intervention Group Control Group

Figure 5. Distribution of Participants According to Duration of Hypertension

The weight of participants in the Intervention Group and Control Group was compared in Figure 6
from baseline to each 7-day follow-up of Visits 1 through 3. The results of the Unpaired t-test and the
"Z" test of significance indicated that the differences were not significant.
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Figure 6. Weight of Participants in Intervention Group & Control Group at follow up visit

At baseline, there is no statistically significant difference between the two groups (p-value = 0.7646).
When compared to the Control Group, the Intervention Group's first and second follow-up visits
revealed a statistically significant rise in the number of individuals with improved working capacity
(p-value < 0.0001). As shown in figure 7, there was a decrease in the number of participants in the
Intervention Group (54%) compared to the first (81%) and second (86%) follow-up visits, despite a
statistically significant increase in the number of participants with better working capacity compared
to the Control Group (p value = 0.0003).
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Figure 7. Line graph showing working capacity in Intervention Group Vs Control Gromljp
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At baseline, there is no statistically significant difference between the two groups (p-value = 0.7677).
When compared to the Control Group, the Intervention Group's first and second follow-up visits
revealed a statistically significant drop in the number of participants who were fatigable (p-value <
0.0001). Figure 8 shows that although the number of participants with fatigability in the Intervention
Group was significantly lower than in the Control Group at the third follow-up visit (p value = 0.0405),
it was higher in the Intervention Group (40.54%) than in the first (16.21%) and second (12.16%)
follow-up visits.
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Figure 8. Line graph showing Fatigability in Intervention Group Vs Control Group
4. Discussion

In our study, the proportion of male patients with hypertension was higher than that of female patients.
There were 149 participants, of which 86 (58%) were men and 63 (42%) were women. (Graph: 08 &
Table: 04). Prior research by Ast J et al 254 and Miller AL250 similarly revealed that a greater
proportion of men than women in their investigations had hypertension. The number of patients in the
Intervention Group who were able to work better than those in the Control Group is depicted in Figure
7. At baseline, there is no statistically significant difference between the two groups (pvalue = 0.764).
Figure 8 compares the number of patients in the Intervention Group to the Control Group who were
fatigable. At baseline, there is no statistically significant difference between the two groups (p-value =
0.7677). When compared to the Control Group, the Intervention Group's first and second follow-up
visits revealed a statistically significant drop in the number of patients with fatigability (p-value <
0.0001). [10].

5. Conclusion

Another well-researched topic is how distress affects the way this disease is managed and how its
consequences affect different morbidities and mortality rates. The main goal of this study was to
determine whether or not the chronic, demanding disease can be better managed with the help of a
skilled technical professional a pharmacist and whether or not distress levels can be reduced. If so, this
could break the cycle of diabetes complications, distress, and diabetes, improving quality of life and
achieving better disease control through the use of individualised care plans. Regarding patient
demographics, education, family history, treatment initiation interval, and number of clinic visits, there
was no statistically significant difference found between the control and test groups, indicating that
they are comparable. The test or pharmaceutical care group received an additional pharmaceutical care
intervention that offered the patients in the test group individualised care options, while the control
group continued to receive standard treatment from the doctor and dietitian. Patients who received
pharmaceutical care had better compliance and better care with achievement of disease control and less
distress than patients receiving usual care thanks to the patient education program, awareness and
counselling activities, medication adherence suggestions, scouting for the DRPs, and other patient
support activities.
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