LIVED EXPERIENCES OF STIGMA AMONG HYPERTENSIVE CLIENTS WITH UNCONTROLLED BLOOD PRESSURE ATTENDING LONGISA COUNTY REFERRAL HOSPITAL, BOMET, KENYA: A PHENOMENOLOGICAL STUDY






Abstract
Hypertension is a leading cause of cardiovascular morbidity and mortality globally, with a substantial proportion of patients failing to achieve adequate blood pressure control despite treatment. In Kenya, hypertension affects approximately 28.6% of adults, yet only 12.5% achieve controlled blood pressure. While clinical determinants of poor blood pressure control have been widely studied, limited attention has been given to the stigma experienced by individuals living with uncontrolled hypertension and its influence on treatment adherence and healthcare-seeking behaviours. The objective was to explore the lived experiences of stigma among hypertensive clients with uncontrolled blood pressure attending Longissa County Hospital, Bomet County, Kenya. A descriptive phenomenological design was employed. Fifteen adult hypertensive clients with uncontrolled blood pressure were purposively selected from the County Hospital. Data were collected through face-to-face, in-depth semi-structured interviews lasting approximately 45 minutes. Interviews were audio-recorded, transcribed verbatim, and analysed using Colaizzi's seven-step phenomenological method. Trustworthiness was ensured through member checking, reflexive journaling, bracketing, and maintenance of an audit trail. The study was guided by Goffman's Stigma Theory. Five major themes emerged from the analysis: (1) desire to regain control, (2) shame and embarrassment, (3) obesity characterizations, (4) stereotype threats, and (5) disrupted normality. Participants described feelings of self-blame, fear of diagnosis disclosure, medication-related stigma, social judgment, and altered self-identity. Younger participants reported greater experiences of stigma than older participants. Stigma influenced healthcare-seeking behaviour through medication concealment, missed clinic appointments, reduced social support, and poor adherence to treatment recommendations, contributing to persistent uncontrolled blood pressure. In conclusion, stigma represents a significant psychosocial barrier to effective hypertension management among clients with uncontrolled blood pressure. Experiences of shame, stereotyping, social exclusion, and identity disruption negatively affect treatment adherence and healthcare utilization. Integrating stigma-reduction interventions, psychosocial support, patient counselling, and community education into routine hypertension care may improve blood pressure control and quality of life among affected individuals.
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Background
Hypertension remains one of the leading non-communicable diseases and a major contributor to cardiovascular morbidity and mortality worldwide (Ng’ambwa, Okoth, & Sum, 2021). According to the World Health Organization, approximately 1.28 billion adults aged 30–79 years are living with hypertension globally, with nearly two-thirds residing in low- and middle-income countries. Despite advances in diagnosis and treatment, only about 21% of adults with hypertension have their blood pressure adequately controlled (WHO, 2023). Uncontrolled hypertension significantly increases the risk of stroke, heart failure, kidney disease, and premature death (Boima et al., 2025). 
In Kenya, hypertension has emerged as a major public health concern. Findings from the national WHO STEPS survey reported a hypertension prevalence of 28.6% among adults aged 18–69 years. However, awareness, treatment, and control remain low, with only 29.4% of hypertensive individuals aware of their condition and only 12.5% achieving blood pressure control (MOH, 2015). These findings indicate that a substantial proportion of Kenyan patients continue to live with uncontrolled hypertension despite the availability of treatment services. 
Beyond the physical complications, individuals living with uncontrolled hypertension often experience psychosocial challenges, including stigma. Stigma may arise from misconceptions that hypertension is caused by personal failure, stress, unhealthy lifestyles, or inability to adhere to treatment. Patients may feel blamed, judged, or labeled by family members, peers, employers, or even healthcare providers (Abdalla et al., 2022). Such experiences can lead to feelings of shame, social isolation, emotional distress, poor self-esteem, and reluctance to seek healthcare services or disclose their condition. Consequently, stigma may negatively influence treatment adherence and blood pressure control, further worsening health outcomes.
Although studies have extensively documented the epidemiology, risk factors, and clinical management of hypertension, limited qualitative evidence exists regarding the lived experiences of stigma among patients with uncontrolled hypertension in Kenya. Understanding these experiences is essential for developing patient-centred interventions that address both the medical and psychosocial dimensions of hypertension management.
Problem Statement
Hypertension is a growing global health challenge affecting approximately 1.28 billion adults worldwide and remains a leading risk factor for cardiovascular disease, stroke, kidney failure, and premature mortality. Despite the availability of effective treatment, only about one in five adults with hypertension achieve adequate blood pressure control, leaving millions at risk of serious complications.  In Kenya, hypertension affects approximately 28.6% of adults, yet control rates remain alarmingly low. National survey findings indicate that only 12.5% of hypertensive patients achieve controlled blood pressure levels despite receiving treatment. Consequently, a large proportion of patients continue to live with uncontrolled hypertension and its associated health risks.  While clinical factors contributing to poor blood pressure control have been widely investigated, the psychosocial experiences of patients with uncontrolled hypertension remain poorly understood. Emerging evidence suggests that individuals with chronic illnesses frequently encounter stigma, blame, discrimination, and negative social perceptions, which may adversely affect treatment adherence, healthcare-seeking behavior, psychological well-being, and disease outcomes. However, little is known about how patients with uncontrolled hypertension experience and interpret stigma within the Kenya, particularly at Longisa County Hospital. The absence of qualitative evidence on stigma among hypertensive clients with uncontrolled blood pressure creates a knowledge gap that limits the development of comprehensive interventions addressing both medical and psychosocial barriers to hypertension control. Therefore, this study seeks to explore the lived experiences of stigma among hypertensive clients with uncontrolled blood pressure attending Longisa County Hospital, Bomet County, Kenya, using a phenomenological approach
General Objective
To explore the lived experiences of stigma among hypertensive clients with uncontrolled blood pressure attending Longisa County Hospital, Bomet County, Kenya.
Specific Objectives
1. To explore perceptions and experiences of stigma among hypertensive clients with uncontrolled blood pressure attending Longisa County Hospital. 
2. To describe the social and psychological effects of stigma on the lives of hypertensive clients with uncontrolled blood pressure. 
3. To explore how stigma influences treatment adherence and healthcare-seeking behaviours among hypertensive clients with uncontrolled blood pressure. 
4. To identify coping strategies used by hypertensive clients with uncontrolled blood pressure to manage stigma. 
 Research Question
What are the lived experiences of stigma among hypertensive clients with uncontrolled blood pressure attending Longisa County Hospital, Kenya?
Theoretical Framework
This study is guided by Erving Goffman's Stigma Theory (1963). Goffman defines stigma as an attribute that is deeply discrediting and reduces an individual from a whole and accepted person to one who is perceived as tainted or undesirable. According to the theory, stigma occurs when society labels individuals based on certain characteristics, resulting in stereotyping, discrimination, social exclusion, and loss of social status. Goffman argues that individuals with stigmatized conditions often experience feelings of shame, embarrassment, rejection, and isolation due to negative societal attitudes. They may conceal their condition, withdraw from social interactions, or develop coping mechanisms to manage societal perceptions. The theory further distinguishes between enacted stigma, which refers to actual experiences of discrimination, and felt stigma, which refers to internalized feelings of shame, fear, and anticipation of rejection. In our case, clients with uncontrolled blood pressure may experience stigma arising from societal beliefs that poor blood pressure control results from personal irresponsibility, non-adherence to treatment, unhealthy lifestyles, or inability to manage stress. Such perceptions may lead to blame, judgment, social exclusion, and negative interactions with family members, peers, employers, and healthcare providers. Consequently, affected individuals may experience psychological distress, reduced self-esteem, social withdrawal, and reluctance to seek healthcare services or adhere to treatment recommendations. Goffman's Stigma Theory provides an appropriate framework for exploring how hypertensive clients with uncontrolled blood pressure perceive, experience, and cope with stigma. The theory will guide the exploration of participants' narratives regarding labelling, discrimination, social interactions, emotional responses, and coping strategies. Understanding these experiences will provide insights into the psychosocial challenges associated with uncontrolled hypertension and inform interventions aimed at reducing stigma and improving hypertension management.
Methodology
Study Design
This study employed a descriptive phenomenological research design to explore the lived experiences of stigma among hypertensive clients with uncontrolled blood pressure attending Longisa County Hospital, Kenya. Descriptive phenomenology sought to understand and describe experiences as they are perceived and lived by the patients. This approach was appropriate because it facilitated an in-depth exploration of how hypertensive clients experienced, interpreted, and coped with stigma associated with uncontrolled blood pressure.
Study Setting
The study was conducted at Longisa County Hospital, Kenya. The hospital serves as a major referral facility within the county and offers comprehensive outpatient services for patients with chronic illnesses, including hypertension in the South rift region. The hospital's medical outpatient clinic receives a substantial number of hypertensive patients, making it an appropriate setting for exploring stigma experiences among individuals living with uncontrolled hypertension.
Study Population
The study population consisted of adult hypertensive clients receiving care at Longisa County Hospital whose blood pressure remained uncontrolled despite ongoing treatment.
Inclusion Criteria
Participants were eligible for inclusion if they:
· Are aged 18 years and above.
· Have a confirmed diagnosis of hypertension.
· Have uncontrolled blood pressure (≥140/90 mmHg) based on the most recent clinic assessment.
· Have been receiving antihypertensive treatment for at least six months.
· Are willing and able to provide informed consent.
· Are able to communicate effectively in English, Kiswahili, or Kalenjin.
Exclusion Criteria
Participants were excluded if they:
· Were critically ill at the time of data collection.
· Had documented cognitive impairment or severe mental illness that may affect their ability to participate in an interview.
· Were unable or unwilling to provide informed consent.
Sampling Technique and Sample Size
Purposive sampling was used to recruit information-rich participants who had first-hand experience living with uncontrolled hypertension and its associated stigma. Eligible participants were identified from the hypertension clinic with the assistance of healthcare providers and approached by the researcher after routine clinic consultations.
A sample size of 15 participants was targeted. Recruitment continued until data saturation was achieved at 13, that is, when no new themes emerged from subsequent interviews.
Data Collection
Data was collected through face-to-face, in-depth semi-structured interviews conducted in a private room within Longisa County Hospital to ensure privacy and confidentiality. Each interview lasted approximately 45 minutes and was audio-recorded with participants' consent. An interview guide was used to facilitate discussion while allowing flexibility for participants to express their experiences freely. The guide included open-ended questions focusing on: Experiences of living with uncontrolled hypertension, Perceptions and experiences of stigma, Experiences of labelling, discrimination, or social exclusion, Interactions with family members, community members, and healthcare providers, Effects of stigma on treatment adherence and healthcare-seeking behaviour, Psychological and social consequences of stigma and Coping strategies and sources of support.
Field notes were maintained throughout data collection to capture non-verbal communication, observations, and researcher reflections. To enhance the rigor of the phenomenological inquiry, the researcher engaged in bracketing by documenting and setting aside personal assumptions and prior knowledge regarding hypertension and stigma before and during data collection and analysis. Data saturation was achieved after the 13th interview; however, two additional interviews were conducted to confirm thematic redundancy.  The researcher had prior experience in hypertension research and therefore engaged in reflexive bracketing throughout the study to minimize the influence of preconceptions on data collection and interpretation
Data Management
Audio-recorded interviews were transcribed verbatim immediately after data collection. Interviews conducted in Kiswahili or Kalenjin were translated into English during transcription. All transcripts were reviewed against audio recordings to ensure accuracy and completeness. Participants were assigned unique identification codes to maintain anonymity.
Data Analysis
Data was analysed using Colaizzi's Seven-Step Phenomenological Method:
1. Familiarization – Reading and re-reading all interview transcripts to gain a comprehensive understanding of participants' experiences.
2. Identification of Significant Statements – Extracting statements that directly relate to the experience of stigma among hypertensive clients with uncontrolled blood pressure.
3. Formulation of Meanings – Interpreting the underlying meanings of significant statements while remaining faithful to participants' descriptions.
4. Organization into Theme Clusters – Grouping formulated meanings into themes and subthemes that reflect common experiences.
5. Development of an Exhaustive Description – Integrating all themes into a rich and comprehensive description of the phenomenon.
6. Production of the Fundamental Structure – Distilling the exhaustive description into a concise statement that captures the essence of the lived experience.
7. Member Checking – Returning the findings to selected participants to validate the interpretation and ensure that the results accurately represent their experiences.
Trustworthiness
The rigor of the study was ensured using Lincoln and Guba's criteria for trustworthiness. Member checking was conducted with selected participants after preliminary analysis. Participants confirmed that the identified themes accurately reflected their lived experiences of stigma associated with uncontrolled hypertension. No substantial modifications were required following participant validation.
Credibility
Credibility was enhanced through prolonged engagement with participants, member checking, audio recording of interviews, and verbatim transcription of participant narratives.
Dependability
Dependability was maintained through a detailed audit trail documenting methodological decisions, interview procedures, coding processes, and theme development.
Confirmability
Confirmability was enhanced through reflexive journaling, bracketing, and maintaining documentation of analytical decisions to ensure that findings are grounded in participants' accounts rather than researcher bias.
Transferability
Transferability was supported through thick descriptions of the study setting, participant characteristics, and research procedures to enable readers to determine the applicability of findings to similar settings.
Ethical Considerations
Ethical approval was obtained from the University Ethics Review Committee and a research permit was obtained from the National Commission for Science, Technology and Innovation (NACOSTI). Permission to conduct the study was also obtained from the Bomet County Department of Health and the administration of Longisa County Hospital. Written informed consent was obtained from all participants before data collection. Participation was voluntary, and participants were informed of their right to withdraw from the study at any stage without any consequences to their treatment or healthcare services. Confidentiality and anonymity were maintained through the use of participant identification codes, secure storage of study records, and password-protected electronic files. Audio recordings and transcripts were accessible only to the research team and were destroyed after completion of the study in accordance with institutional guidelines.
Results
Table 1: Demographic Characteristics of Participants (N = 15)
	Participant code
	Age (years)
	sex
	Marital status 
	Occupation 
	Duration since diagnosis(years) 

	P1
	24
	Female
	Single  
	Student 
	1

	P2
	28
	Male 
	Married
	Teacher 
	2

	P3
	32
	Female 
	Married
	Businesswoman 
	3

	P4
	38
	Male 
	Married
	Farmer 
	5

	P5
	42
	Female
	Married
	Nurse 
	4

	P6
	45
	Male 
	Married
	Civil servant 
	6

	P7
	48
	Female
	Widowed 
	Farmer 
	8

	P8
	52
	Male 
	Married
	Businessman 
	7

	P9
	55
	Female
	Married
	Teacher 
	10

	P10
	58
	Male 
	Married
	Retired officer
	9

	P11
	61
	Female
	Widowed 
	Farmer 
	11

	P12
	65
	Male 
	Married
	Retired teacher 
	12

	P13
	68
	Female
	Married
	Farmer 
	13

	P14
	72
	Male 
	Widowed
	Retired civil servant 
	14

	P15
	76
	Female 
	Widowed
	Retired farmer 
	15


The study involved fifteen hypertensive clients with uncontrolled blood pressure attending Longisa County Hospital. Participants ranged in age from 24 to 76 years, with eight females and seven males. Most participants were married (n = 10), while four were widowed and one was single. Participants represented diverse occupational backgrounds, including farming, teaching, business, healthcare, civil service, and retirement. The duration since hypertension diagnosis ranged from one to fifteen years, providing a broad range of experiences regarding stigma and hypertension management.
Analysis of the interview transcripts using Colaizzi's seven-step phenomenological method yielded five overarching themes: desire to regain control, shame and embarrassment, obesity characterizations, stereotype threats, and disrupted normality. These themes collectively describe how stigma influences the lived experiences of hypertensive clients with uncontrolled blood pressure and contributes to challenges in treatment adherence, healthcare-seeking behaviour, and blood pressure management. 
Member checking conducted with selected participants confirmed that the identified themes accurately reflected their lived experiences. No substantial modifications were required following participant validation.
Theme 1: Desire to Regain Control
Participants expressed a strong desire to regain control over their blood pressure and restore their health. Many described frustration when repeated clinic visits and medication use failed to achieve adequate blood pressure control. This frustration was often accompanied by feelings of helplessness and anxiety about future health complications.
One participant stated: "I take my medication every day and follow the advice given at the clinic, but when they tell me my blood pressure is still high, I feel discouraged. Sometimes I wonder what more I can do." (P6, Male, 45 years). Another participant described the emotional burden of persistent uncontrolled blood pressure: "I have changed my diet, stopped adding salt to food, and even started walking every morning, but my pressure remains high. People think I am not trying hard enough, yet I am doing everything I can." (P9, Female, 55 years).
Similarly, a younger participant expressed concerns about future complications: "What worries me most is the fear of getting a stroke. I want to control my pressure so that I can continue providing for my family, but sometimes it feels like I am fighting a battle that never ends." (P2, Male, 28 years). Participants frequently associated successful blood pressure control with regaining a sense of normalcy and independence. However, perceived judgment from others often undermined their confidence and intensified feelings of frustration.
Theme 2: Shame and Embarrassment
Shame and embarrassment emerged as prominent experiences among participants. Many reported feeling uncomfortable disclosing their diagnosis to friends, colleagues, and community members because of fear of negative judgment. Participants described a common perception within their communities that hypertension results from poor personal choices or failure to take care of oneself. Consequently, individuals with uncontrolled hypertension frequently blamed themselves for their condition.
One participant explained: "When people hear that your blood pressure is always high, they immediately think you do not follow medical advice. They start blaming you, and sometimes I feel ashamed because they think it is my fault." (P7, Female, 48 years). Another participant described the emotional burden of being judged by others: "I rarely talk about my condition because people will ask what I did wrong. Some think hypertension comes because you failed to take care of yourself. It makes me feel embarrassed and I prefer to keep quiet." (P3, Female, 32 years). 
A recurring concern was medication-related stigma. Several participants explained that taking antihypertensive medication daily attracted unwanted attention from others who often associated regular medication use with highly stigmatized chronic illnesses such as HIV. As a result, some participants concealed their medications or avoided taking them in public settings. One participant remarked: "I do not like taking my tablets when other people are around. Once someone asked me whether I had HIV because they saw me taking medicine every day. Since then, I hide my medication." (P8, Male, 52 years).  Similarly, another participant stated: "Sometimes I skip taking my medicine when I am with friends because I do not want questions. People can easily misunderstand and start gossiping about you." (P1, Female, 24 years). These experiences demonstrate how shame, self-blame, and fear of social judgment contributed to concealment behaviours and reluctance to disclose a hypertension diagnosis. For many participants, the anticipation of negative reactions from others intensified emotional distress and reinforced feelings of stigma.
Theme 3: Obesity Characterizations
Participants reported being labelled based on their physical appearance, particularly body weight. Overweight and obese participants frequently described being stereotyped as responsible for their condition because of assumptions regarding unhealthy eating habits and lack of exercise.
One participant explained: "Whenever people hear that I have high blood pressure, they immediately look at my body size and say that I brought it upon myself because I am overweight. They do not understand that there are other reasons why someone can get hypertension." (P10, Male, 58 years). Another participant described feeling judged by family members because of her appearance: "My relatives keep telling me that if I lost weight, I would not have these problems. They make it sound as though everything is my fault, yet nobody understands the stress I go through every day." (P11, Female, 61 years). These experiences reinforced feelings of self-blame and social judgment. Some participants felt that healthcare providers, family members, and community members oversimplified hypertension by attributing it solely to obesity, ignoring other contributing factors such as genetics, stress, and aging. One participant stated: "People think hypertension is only for people who are fat. When my pressure remains high, they assume I am eating badly or refusing to exercise. It hurts because they do not know my family history." (P8, Male, 52 years).
Similarly, another participant remarked: "Even at times when I followed the doctor's advice and lost weight, people still blamed me for my condition. It felt like no matter what I did, I was always being judged." (P5, Female, 42 years). Participants perceived these obesity-related characterizations as unfair and stigmatizing. The tendency of others to attribute hypertension solely to body weight contributed to feelings of frustration, diminished self-worth, and a sense of being misunderstood. For many participants, these stereotypes obscured the complex and multifactorial nature of hypertension, reinforcing experiences of stigma and social exclusion.
Theme 4: Stereotype Threats
Many participants experienced stereotype threats arising from societal beliefs about hypertension. Participants felt pressure to avoid behaviours that could confirm negative stereotypes about individuals living with chronic illnesses. Younger participants were particularly concerned about being viewed as weak, unhealthy, or incapable of fulfilling social and occupational responsibilities.
One participant explained: "I have never told most of my friends that I have hypertension. They might think I am sickly or unable to keep up with them. I do not want people to see me differently because of my condition." (P2, Male, 28 years). 
Another younger participant described concerns about workplace perceptions: "At work, I keep my condition to myself because I fear my employer may think I cannot handle demanding tasks. I do not want to be treated as if I am incapable." (P3, Female, 32 years). Some participants deliberately concealed their diagnosis from peers, employers, and even family members to avoid discrimination and negative labelling.
One participant remarked: "I avoid talking about my blood pressure because once people know, they start treating you like a fragile person. They think you cannot do certain things anymore." (P4, Male, 38 years). Similarly, another participant stated: "Sometimes I pretend everything is fine because I do not want my family to worry or think that I am becoming weak. Keeping it to myself feels easier than answering questions all the time." (P1, Female, 24 years). The fear of being judged often resulted in social withdrawal and reluctance to discuss health concerns openly. One participant reflected: "There are times I avoid social gatherings because people always have something to say about my condition. It is easier to stay away than to keep explaining myself." (P6, Male, 45 years). These findings illustrate how stereotype threats influenced participants' social interactions, self-presentation, and willingness to disclose their condition. The anticipation of negative judgments encouraged concealment behaviours and social withdrawal, ultimately reinforcing feelings of isolation and stigma.
Theme 5: Disrupted Normality
The diagnosis of uncontrolled hypertension disrupted perceptions of participants about normal life. Many described feeling that the condition imposed an unwanted identity characterized by illness, dependence on medication, and lifestyle restrictions. One participant reflected: "Before I was diagnosed, I felt healthy and independent. Now my life revolves around clinic appointments, medicines, and watching what I eat. Sometimes I feel like I am no longer the person I used to be." (P9, Female, 55 years). Another participant described how the diagnosis altered his sense of self: "Hypertension changed everything. I have to think about my blood pressure every day. It is like carrying a burden that never leaves you." (P10, Male, 58 years). Younger adults reported that hypertension made them feel older than their actual age. Dietary restrictions, regular clinic visits, and lifelong medication use were perceived as barriers to maintaining their previous lifestyles and social relationships.
One younger participant stated: "I am only twenty-eight, but sometimes I feel like an old man. My friends can eat whatever they want and travel freely, while I am always thinking about medication and hospital appointments." (P2, Male, 28 years). Similarly, another participant remarked: "People my age do not understand why I cannot join them for certain activities. Having hypertension makes me feel different from my peers." (P3, Female, 32 years). Several participants reported avoiding clinic appointments or delaying follow-up visits because they did not want others to question their frequent healthcare visits. This concealment behaviour often contributed to poor continuity of care. One participant explained: "Sometimes I postpone my clinic visit because I do not want my colleagues asking why I am always going to the hospital. It becomes exhausting having to explain myself." (P6, Male, 45 years).
Another participant added: "There were times I missed appointments because I did not want family members to start worrying or asking too many questions. Looking back, that probably affected my blood pressure control." (P7, Female, 48 years). These narratives illustrate how uncontrolled hypertension disrupted participants' sense of normality by imposing lifestyle changes, altering self-identity, and affecting social relationships. For many participants, the need to conceal their condition and avoid unwanted attention contributed to reduced healthcare engagement and reinforced feelings of stigma and isolation.
Discussion
This study explored the lived experiences of stigma among hypertensive clients with uncontrolled blood pressure attending Longisa County Hospital, Kenya. Five major themes emerged: desire to regain control, shame and embarrassment, obesity characterizations, stereotype threats, and disrupted normality. Collectively, these findings demonstrate that stigma is an important psychosocial factor influencing hypertension management and blood pressure control. The findings are consistent with Goffman's Stigma Theory, which posits that individuals with stigmatized conditions often experience labelling, social devaluation, concealment, and identity disruption (Goffman, 1963). 
The theme of desire to regain control reflects efforts by participants to manage their condition despite experiencing social judgment and frustration when blood pressure remained uncontrolled. Similar findings have been reported among patients with chronic diseases who frequently perceive unsuccessful disease control as a personal failure, leading to feelings of guilt and reduced self-efficacy (Boima et al., 2025). The persistent struggle to achieve blood pressure control despite adherence to recommended lifestyle modifications contributed to emotional distress and heightened vulnerability to stigma.
Shame and embarrassment emerged as prominent manifestations of stigma. Participants described fears of diagnosis disclosure and concerns about being judged by others. These findings align with previous studies showing that individuals living with hypertension often internalize societal beliefs that the condition results from poor lifestyle choices or personal irresponsibility (Dussault et al., 2023).  Medication-related stigma was particularly evident, as participants associated daily antihypertensive medication use with conditions such as HIV, resulting in concealment of medication and avoidance of treatment in public settings. Such experiences are characteristic of felt stigma, whereby individuals anticipate negative reactions and modify their behaviour to avoid discrimination.
The themes of obesity characterizations and stereotype threats further highlight how social labelling contributes to stigma. Participants reported being blamed for their condition based on body weight and perceived lifestyle behaviours. Similar observations have been documented in studies examining chronic disease stigma, where obesity is often viewed as evidence of personal failure rather than a multifactorial health condition. These findings are consistent with Rai et al. (2020), who reported that stigma-related stereotypes contribute to feelings of social vulnerability and identity threat among individuals living with chronic illnesses. This finding supports Goffman's notion of a spoiled identity, whereby individuals attempt to conceal stigmatized attributes to maintain social acceptance.
Disrupted normality emerged as a significant consequence of living with uncontrolled hypertension. Participants described feeling older than their actual age and reported that lifelong medication use, dietary restrictions, and frequent clinic visits altered their sense of self. Similar findings have been reported among individuals living with other chronic illnesses, where disease management requirements challenge personal identity and social functioning. Younger participants were more likely to perceive these changes as stigmatizing, whereas older participants generally considered hypertension a normal part of aging (Abdalla et al., 2022).
Importantly, the findings suggest that stigma has direct implications for hypertension management. Participants reported missing clinic appointments, concealing their diagnosis, and discontinuing medication because of fear of judgment and discrimination. These behaviours contribute to poor treatment adherence and persistent uncontrolled blood pressure, increasing the risk of cardiovascular complications. The study therefore highlights the need for healthcare providers to address psychosocial barriers alongside clinical management. Integrating stigma-reduction strategies, patient counselling, family education, and peer-support interventions into routine hypertension care may improve treatment adherence and enhance blood pressure control among affected individuals.
The findings underscore the importance of addressing hypertension as both a biomedical and psychosocial condition. While pharmacological treatment remains central to blood pressure control, attention to stigma and social experiences is equally important. Interventions that address stigma may enhance adherence, strengthen patient-provider relationships, and ultimately improve long-term cardiovascular outcomes.
Limitations
This study was conducted at a single health facility and involved only fifteen participants; therefore, findings may not be transferable to all hypertensive populations in Kenya. In addition, participants' experiences were self-reported and may have been influenced by recall bias or social desirability bias. Despite these limitations, the phenomenological approach provided rich insights into the lived experiences of stigma among hypertensive clients with uncontrolled blood pressure.
Conclusion
This study explored the lived experiences of stigma among hypertensive clients with uncontrolled blood pressure attending Longisa County Hospital, Kenya. The findings revealed that stigma is a significant yet often overlooked challenge affecting individuals living with uncontrolled hypertension. Participants experienced various forms of stigma, including shame and embarrassment, self-blame, obesity-related labelling, stereotype threats, and disruptions to their personal identity and daily lives.
The study demonstrated that stigma extends beyond social perceptions and has tangible effects on hypertension management. Fear of judgment, diagnosis disclosure, and negative societal attitudes contributed to medication concealment, missed clinic appointments, reduced healthcare engagement, and poor treatment adherence. These behaviours, in turn, increased the likelihood of persistent uncontrolled blood pressure and heightened risk of cardiovascular complications.
The findings further showed that younger adults experienced stigma more intensely than older adults, largely due to concerns about social identity, peer perceptions, and the impact of hypertension on their future aspirations. Consistent with Goffman's Stigma Theory, participants employed various coping mechanisms, including concealment of their condition and social withdrawal, to protect themselves from perceived discrimination and negative labelling.
Overall, the study concludes that stigma is an important psychosocial barrier to effective hypertension management. Addressing stigma through patient-centred counselling, family and community education, supportive healthcare environments, and stigma-reduction interventions may improve treatment adherence, healthcare utilization, and blood pressure control among hypertensive clients. Incorporating psychosocial support into routine hypertension care is therefore essential for achieving optimal health outcomes and improving the quality of life of individuals living with uncontrolled hypertension.
Implications for Nursing Practice
The findings demonstrate that stigma is an important psychosocial barrier to effective hypertension management. Nurses should routinely assess stigma-related experiences during clinic visits and provide individualized counselling to address self-blame, shame, and fears related to diagnosis disclosure. Incorporating psychosocial support, family education, and peer-support interventions into routine hypertension care may improve treatment adherence, healthcare engagement, and blood pressure control among affected patients.
Recommendations
Recommendations for Clinical Practice
1. Healthcare providers should incorporate routine assessment of stigma-related experiences into hypertension care to identify patients at risk of poor adherence and disengagement from treatment.
2. Nurses should provide individualized counselling that addresses misconceptions, self-blame, and fears associated with living with uncontrolled hypertension. Psychosocial support should be integrated into routine hypertension management services.
3. Healthcare facilities should establish patient support groups where individuals living with hypertension can share experiences, receive emotional support, and learn effective coping strategies for managing stigma.
4. Healthcare workers should receive training on stigma-sensitive communication to ensure that interactions with patients promote dignity, empathy, and patient-centred care.
Recommendations for Policy and Public Health Practice
1. The Ministry of Health and county health departments should develop public awareness campaigns to address misconceptions surrounding hypertension and reduce stigma associated with chronic disease management.
2. Community-based health education programs should emphasize that hypertension is a multifactorial condition influenced by genetic, biological, environmental, and behavioural factors rather than solely individual lifestyle choices.
3. [bookmark: _GoBack]Psychosocial support services should be incorporated into national and county-level non-communicable disease programs to complement clinical management and improve long-term treatment outcomes.
4. Community Health Promoters should be empowered to provide stigma-reduction education and social support to hypertensive patients and their families at the community level.
Recommendations for Future Research
1. Further qualitative studies should be conducted in different geographical regions and healthcare settings to explore variations in hypertension-related stigma across diverse populations.
2. Quantitative studies are needed to determine the prevalence and predictors of stigma among hypertensive patients and its relationship with treatment adherence and blood pressure control.
3. Intervention studies should be undertaken to evaluate the effectiveness of stigma-reduction strategies, including counselling programs, peer-support groups, and community education initiatives, in improving hypertension outcomes.
4. Future research should examine the experiences of specific subgroups, such as young adults, men, women, and individuals with multiple chronic conditions, to better understand how stigma affects different populations.
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APPENDIX I: PARTICIPANT INFORMATION SHEET AND INFORMED CONSENT FORM
Study Title- Lived Experiences of Stigma Among Hypertensive Clients with Uncontrolled Blood Pressure Attending Longisa County Hospital, Bomet, Kenya
Principal Researcher: Thomas Ong'ondo Ng'ambwa
Introduction
You are being invited to participate in a research study. Before you decide whether to participate, it is important that you understand why the research is being conducted and what your participation will involve. Please read the following information carefully. Feel free to ask questions if anything is unclear.
Purpose of the Study
The purpose of this study is to explore the lived experiences of stigma among hypertensive clients with uncontrolled blood pressure attending Longisa County Hospital, Bomet, Kenya.  The findings will help improve understanding of the psychosocial challenges faced by individuals living with uncontrolled hypertension and inform interventions aimed at improving patient care and blood pressure control.
Procedures
If you agree to participate, you will be invited to take part in a face-to-face interview lasting approximately 45 minutes. The interview will be conducted in a private room within Longisa County Hospital, Bomet, Kenya at a time convenient for you. With your permission, the interview will be audio-recorded to ensure accurate capture of the information shared.
Voluntary Participation
Your participation in this study is entirely voluntary. You are free to refuse to participate or to withdraw from the study at any time without giving a reason. Your decision will not affect the healthcare services you receive now or in the future.
Risks and Discomforts
There are no anticipated physical risks associated with participation in this study. However, discussing personal experiences may cause some emotional discomfort. If you experience distress during the interview, you may choose not to answer any question, take a break, or stop the interview at any time.
Benefits
Although you may not directly benefit from participating, your contribution will help increase understanding of stigma among people living with uncontrolled hypertension and may contribute to improvements in hypertension care and support services.
Confidentiality
All information collected during this study will be treated with strict confidentiality. Your name will not appear on any research documents, reports, or publications. Instead, a unique identification code will be used. Audio recordings and transcripts will be securely stored and accessed only by the research team.
Compensation
There will be no monetary payment for participation in this study. Participation is voluntary and no costs will be incurred by participants.
Contact Information
If you have any questions regarding this study, you may contact:
Principal Researcher: Thomas Ong'ondo Ng'ambwa School of Health Sciences.
Statement of Consent
I have read and understood the information provided above. The purpose, procedures, risks, and benefits of the study have been explained to me. I have had the opportunity to ask questions and have received satisfactory answers. I understand that my participation is voluntary and that I may withdraw from the study at any time without affecting my healthcare services.
By signing below, I voluntarily agree to participate in this study.
Participant
Name: _______________________________________
Signature/Thumbprint: __________________________
Date: ________________________________________
APPENDIX II: SEMI-STRUCTURED INTERVIEW GUIDE
Study Title: Lived Experiences of Stigma Among Hypertensive Clients with Uncontrolled Blood Pressure Attending Longisa County Hospital, Bomet, Kenya
Introduction
Thank you for agreeing to participate in this interview. The purpose of this discussion is to understand your experiences of living with uncontrolled hypertension and any stigma you may have encountered. There are no right or wrong answers. Please feel free to share your experiences openly. All information provided will be kept confidential.
Section A: Participant Background Information
1. Age:
2. Sex:
3. Marital status:
4. Occupation:
5. Duration since hypertension diagnosis:
6. Duration on antihypertensive medication:
Section B: Experiences of Living with Uncontrolled Hypertension
1. Can you tell me about your experience living with hypertension?
2. How has having uncontrolled blood pressure affected your daily life?
3. What challenges have you faced while managing your blood pressure?
Section C: Experiences and Perceptions of Stigma
4. Have you ever felt judged, blamed, or treated differently because of your hypertension?
5. Can you describe situations where this occurred?
6. How do people in your family or community generally view individuals with hypertension?
7. What feelings do these experiences create for you?
Section D: Social and Psychological Effects
8. How have these experiences affected your relationships with family, friends, or colleagues?
9. Have you ever felt embarrassed or ashamed because of your condition?
10. How has hypertension affected your self-image or self-confidence?
11. Have you ever avoided social situations because of your condition?
Section E: Influence on Treatment Adherence and Healthcare-Seeking Behaviour
12. Have experiences of stigma ever influenced how you take your medication?
13. Have you ever hidden your medications from others? Why?
14. Have you ever missed clinic appointments because of concerns about what others might think?
15. How have these experiences affected your willingness to seek healthcare?
Section F: Coping Strategies
16. How do you deal with negative attitudes or judgments from others?
17. What helps you cope with living with hypertension?
18. Who do you turn to for support?
19. What advice would you give to someone newly diagnosed with hypertension?
Section G: Recommendations
20. What can healthcare providers do to help people living with hypertension?
21. What can families and communities do to reduce stigma toward people with hypertension?
22. Is there anything else you would like to share about your experience?
Thank you for your participation.
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