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Abstract

Background: The objective of the study was to describe participants’ and
providers’ perspectives of barriers and facilitators of enrolment,
participation and adherence to a structured lifestyle modification (SLM)
interventions as part of the PROLIFIC trial in Kerala, India.

Methods: Family members who had been enrolled for 12-months or more
in a family-based cardiovascular risk reduction intervention study
(PROLIFIC Trial) were purposively sampled and interviewed using a
semi-structured guide. The non-physician health workers (NPHWSs)
delivering the intervention were also interviewed or included in focus groups
(FGDs). Thematic analysis was used for data analysis.

Results: In total, 56 in-depth interviews and three FGDs were conducted.
The descriptive themes emerged were categorised as (a) motivation for
enrolment and engagement in the SLM interventions, (b) facilitators of
adherence, and (c) reasons for non-adherence. A prior knowledge of
familial cardiovascular risk, preventive nature of the programme, and a
reputed organisation conducting the intervention study were appealing to
the participants. Simple suggestions of healthier alternatives based on
existing dietary practices, involvement of the whole family, and the free
annual blood tests amplified the adherence. Participants highlighted regular
monitoring of risk factors and provision of home-based care by NPHWs as
facilitators for adherence. Furthermore, external motivation by NPHWSs in
setting and tracking short terms goals were perceived as enablers of
adherence. Nonetheless, home makers expressed difficulty in dealing with
varied food choices of family members. Young adults in the programme
noted that dietary changes were affected by eating out as they wanted to fit
in with peers.

Conclusions: The findings suggest that a family-based, trained healthcare
worker led SLM interventions are desirable and feasible in Kerala.
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Increasing the number of visits by NPHWSs, regular monitoring and tracking
of lifestyle goals, and targeting young adults and children for dietary
changes may further improve adherence to SLM interventions.
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575723 Amendments from Version 1

In this revised version, based on the reviewers’ comments, we
have incorporated the following changes:

Introduction

We have added information about the burden of CVD in Kerala.
Likewise, we have included the context and background to
explain the need for adherence in lifestyle management.

Methods

We have deepened our justification for the number of interviews.
We have added the interview guide for participants and ASHA
workers (Box 1).

Discussion

In the first version, we did not include information related to
underlying conceptual model of the intervention. We have
explained the results in relation to the theories of family
processes.

Any further responses from the reviewers can be found at the
end of the article

Introduction

Cardiovascular disease (CVD) is the foremost cause of mortal-
ity and morbidity, in India'. Nearly, one of three deaths in India
are attributable to CVD?. Within CVD in India, more than 80%
of deaths are due to ischaemic heart disease (IHD) and stroke.
Although there is huge variation in IHD burden across dif-
ferent states, it remains as the leading cause of death in all
states in India’. Additionally, Indians are more likely to be diag-
nosed with IHD in their most productive life years (mostly
below 65 years) than their western counterparts’. This poses
additional stress on the health system, as well as on individual
and family life and finances.

The Programme of Lifestyle Intervention in Families for Car-
diovascular Risk Reduction (PROLIFIC) trial* sought to deliver
targeted preventive care to high-risk families with an index case
of IHD through an integrated care model in Kerala. The burden
of IHD in Kerala is highest among all states in India with an
average 10-year risk of 20% for development of a fatal or non-
fatal CVD event among adults®. A positive family history of
IHD is a known cause of subsequent cardiovascular event’.
Although the PROLIFIC trial strategy is a targeted and high-risk
approach, positive family history of IHD is widely prevalent in
approximately 20% of families in Kerala. Therefore, the PRO-
LIFIC interventions are relevant to a sizeable population in
Kerala. The integrated model in the PROLIFIC trial included
active screening for cardiovascular risk factors by non-physician
health care workers (NPHW), followed by delivery of structured
lifestyle modification (SLM) interventions with appropriate pro-
visions for linkage to primary healthcare services in eligible par-
ticipants and active encouragement for intervention adherence.
The underlying assumption for the trial is the mutual interde-
pendence of the family as a whole system in decision making
and behavioural modifications. A life-threatening event in one
of the family members in the form of CHD therefore can act
as a reason for change of health behaviours in the family. If the
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family as a whole system supports the change with additional
support from the external environment (society), then it may
lead to a change in behaviour”.

Acceptability is a necessary but not sufficient condition for effec-
tiveness of an intervention. Successful implementation depends
on the acceptability and adherence of intervention, to both inter-
vention deliverers (e.g. healthcare workers) and recipients (e.g.
patients or family)’. Family and friends heavily influence die-
tary habits. For example, better adherence to lifestyle changes
are achieved by active support from the whole family®. Lack of
knowledge and understanding of CVD in the community pose
challenge to treatment adherence’. Additionally, physicians
in India perceive that the adoption of dietary modifications
in general is very difficult among patients'’. Hence, it is
very important to understand how and what kind of lifestyle
modifications are feasible for patients and their families''.

Based on previous systematic reviews and studies among
Indians living in high-income countries, barriers for life-
style changes are predominantly related to lack of knowledge
and misunderstanding of CVD risk factors'>'. Additionally,
interventions have not been well accepted due to a lack of
cultural adaptation of lifestyle messages'”.

Trials with complex public health interventions often use
qualitative evaluation to understand the participant’s view of the
intervention and how the various components influenced the
intervention'®. In addition, qualitative evaluations during the
implementation stage of complex interventions may help to
inform the potential for scaling up such strategies in similar
settings. Substantial qualitative data are available from studies in
high-income countries regarding lifestyle changes in people with
CVD'“'"15, However, there are not enough insights on possible
barriers and facilitators of lifestyle changes among those at
high risk for CVD in India. Based on previous work conducted
in Kerala, identifying key strategies to improve participants’
engagement and programme adherence are important for initiat-
ing lifestyle changes in high risk individuals'**". Given the lack of
India-focused data, we aimed to explore the views of programme
participants, their family members and community health work-
ers on acceptability of the PROLIFIC trial interventions. Addi-
tionally, we aimed to identify the perceived facilitators and
barriers of enrolment, participation, engagement and adherence
to SLM intervention in Kerala, India.

Methods

Study design

We conducted a cross-sectional qualitative study to understand
the experiences of participating in the PROLIFIC trial interven-
tion after families had completed one-year of SLM intervention.
It was conducted as part of the ongoing evaluation of accept-
ability in terms of ‘reach’ and ‘fidelity’ of the PROLIFIC trial
interventions. The methods for the PROLIFIC' trial, including
participant inclusion and exclusion criteria and the nature
of the randomisation procedure have been published previ-
ously. Briefly, the PROLIFIC trial* is a cluster randomized
controlled trial (c-RCT) that aimed to assess the effectiveness
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of integrated risk management strategy along with SLM for
cardiovascular risk reduction in high-risk families. The partici-
pants in the trial were adults with family history of premature
IHD. Trained NPHWSs visited the participants’ families to
promote SLM intervention strategies at least once in every
two months during the intervention phase. Accredited social
health activists (ASHAs), who provide a range of services,
including those specific to reproductive, maternal, neonatal,
child and adolescent health, acted as NPHWs in the PRO-
LIFIC trial. Of the 750 families enrolled in the PROLIFIC trial,
368 were randomised to the SLM arm. The SLM interventions
and care-coordination were facilitated by 120 trained ASHAs.
Initially, ASHAs received two-days of training in communi-
cation strategies, identifying risk factors, imparting lifestyle
education and promoting adherence to medication and lifestyle
changes. Subsequent periodic refresher training was given every
3-6 months, which incorporated suggestions from ASHAs
and included measurements of both blood pressure (BP)
and capillary blood glucose.

Study participants, recruitment, and sampling

The qualitative study participants represented different stake-
holders in the SLM intervention. Firstly, the intervention fam-
ily members who were participants in the trial were included.
We included a range of individuals to ensure representation of
both genders, older and younger family members, employed
individuals and home-makers. Secondly, we included other
family members who were not trial participants but beneficiaries
of the family-based intervention and available for the inter-
views. Finally, the ASHA workers who delivered the SLM
intervention and facilitated the care coordination were included
in the qualitative study.

We used participants from the PROLIFIC trial intervention
arm to sample the study population purposively”'. Interviews
were conducted in intervention families and among ASHAs
who delivered the SLM interventions. The families were
chosen with pre-specified criteria; they were required to be in
the intervention arm and have been more than 12 months into the
trial. The family member with history of IHD was the index
case and all adult members of family were eligible partici-
pants in the main trial. However, some eligible members could
not participate in the study as they were working or studying in
a different city during the intervention period. We included non-
participants of PROLIFIC study from the recruited families to
understand their experiences of the changes within the family
brought about by the SLM interventions.

Data collection

After collecting the first annual follow-up data for the PRO-
LIFIC trial, the research nurses invited the participants to take
part in the qualitative study. They provided the participants with
an information sheet and noted the family’s willingness to par-
ticipate. Research nurses then contacted the interested families
for further home-based or telephone interviews; telephone
contacts were attempted up to a maximum of three times and at
different times of day. To assess the response rate to interview
invitations, we maintained a detailed record of all participants

Wellcome Open Research 2019, 4:131 Last updated: 08 JAN 2020

who were contacted (i.e. all those who agreed, who refused
and who could not be reached). Home-based interviews were
planned such that participants and other family members (the
IHD affected family member and one or two family members
who were not part of the PROLIFIC study) were available for
interviews. Research nurses invited the ASHAs for focus
group discussions (FGDs) and interviews. All FGDs were con-
ducted in conveniently located pre-booked meeting rooms
in our institute or in a conference hall, which were private
and quiet. ASHAs were provided with travel allowance for
attending the FGDs.

We developed topic guides for the semi-structured in-depth inter-
views and FGDs (available as Extended data). The topic guide
was developed based on previous literature’>* and was trans-
lated to the local language (Malayalam). The guide covered par-
ticipant and ASHA experiences of being in the intervention study
(Box 1), feedback on intervention components and intervention
delivery. The topic guide was discussed with members of the
PROLIFIC research team who were not part of the qualitative
study and amended to ensure it was culturally and contextually
appropriate. Three independent female researchers (LJ, DB and
LTR) conducted all the semi-structured interviews and FGDs.
The FGDs had additional trained note takers. LJ and DB were
public health researchers trained in qualitative research
methodology who were not related to the trial. LTR was a post-
doctoral researcher in sociology with qualitative research
experience who was involved in managing the trial but did not
have substantial prior interaction with participants. The duration
of interviews and FGDs on average were 30—40 minutes. All
interviews were audio recorded using digital recorders and
were conducted in Malayalam. Full in-depth interview and
FGD guides are available as Extended data®. All participants
were interviewed once.

Data analysis

We analysed the qualitative data with the aim to identify the per-
ceived barriers and facilitators of the SLM intervention. The-
matic analysis as described by Braun and Clarke was used for
the analysis, which allows for analytical flexibility and episte-
mological independence”. Information relating to the identity
of participants were removed before the analysis and replaced
with pseudonyms. Data analyses followed the six steps as
described by Braun and Clarke. It began with the data familiari-
zation phase (Step 1) as the researchers (LJ, DB and LTR) tran-
scribed the data themselves. Another researcher (PJ) checked
the transcribed data to ensure accuracy. Weft QDA software
and excel was used to organise, code and retrieve qualitative
data. The researchers listened to and read the interview tran-
scripts of the first three participant and two community health
workers, and then decided on an initial coding structure (Step
2). The whole data set was read and re-read independently
by LJ and DB and coded using the coding structure. Through-
out the coding process, discussion among researchers (LJ
and DB) took place to ensure consistency of the codes and
identification of new codes. If there were any differences in
coding, consensus was reached after discussion with another
qualitative researcher (LTR). The codes were examined and
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Box 1. Interview guide with participant family members and
ASHA workers

Participants (Family members)

e (Can you tell me about the experience about taking
part in the intervention?

e  Probe- As an individual

e Asafamily

e How did you learn about the programme/intervention?

e \What did you expect from the programme initially?

e What is the most important thing that made you join the
programme?

e \What was the easiest part of the intervention to adopt
in your daily life?

e  Probe-Why

e  \What was the hardest part of the intervention to adopt
in your daily life?

e  Probe-Why

e Would you recommend this programme to other
people with similar problems to your own? and why

e |[sthere anything you would have liked to change or
add about the intervention?

e |sthere anything in particular that you think of that
you would like to share regarding these issues (the
programme)?

Interview guide — ASHA (female community health worker)

e  How have come to know about this project

e  Tell us about the project’s influence on your everyday
work

e Tell us about things that have been difficult in the
project and why

e Tell us about things that have been easy in the project
and why

e Tell us about your experience of being part of the
PROLIFIC intervention. Any suggestions or lessons
learned
Probes -experience with home visits, training classes,
intervention materials

e |f you were told that the project was going to be
implemented in all districts in Kerala, what would you
think?

e Anything in particular that you have thought of/think of
that you would like to share

organized into broader themes (Step 3). The themes were
compared against the study objectives to ensure that those
significantly contributed towards the research question were
further pursued. Themes were reviewed with the supporting data
(Step 4) and after discussion with the research team, they were
fully developed and defined with corresponding sub-themes
(Step 5). The transcripts or findings were not returned to the
participants for comments.

Ethical approvals
The study is approved by the institutional review boards of
the Public Health Foundation of India and Sree Chitra Tirunal
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Institute for Medical Sciences and Technology. The study pro-
tocol for PROLIFIC is registered with the clinical trial registry
clinicaltrials.gov (NCT02771873). Research nurses of the PRO-
LIFIC study invited the participants to take part in the study
and took written informed consent. Additionally, the qualitative
researchers who conducted the in-depth interviews obtained
verbal consent before starting the interview, recording this
consent using voice recorders. Written informed consent was
also obtained prior to the initiation of FGDs.

Results

Study background

We contacted 62 participants for the in-depth interviews. Ini-
tially, 11 participants refused their participation. Later, three
members declined to participate citing inconvenience due to
family function. Despite two repeated attempts, eight other
participants did not respond to the telephone calls (Figure 1).
Finally, we conducted 40 in-depth interviews with the
participants. The participants who refused to participate in the
interview were employed and cited job commitments and
inconvenience during the timing suggested for the interviews.
Additionally, 10 other family members (non-participants in the
PROLIFIC trial) were also interviewed. Thus, we conducted
in-depth interviews with 50 individuals.

We conducted three focus group discussions (FGDs) of eight
ASHAs each (n=24). Some of the ASHAs experienced dif-
ficulties in communicating their perceptions in the FGDs
and therefore we conducted additional in-depth interviews
with six more ASHAs after the FGDs. De-identified transcripts
for each interview and FGD are available as Underlying data*.

The age range of the participants was 19-57 years (Table 1).
The data are presented in three themes and their sub-themes
(Figure 2). First, we presented family’s experience of par-
ticipating in the trial and generated three themes: ‘motivation
for enrolment and participation in the lifestyle intervention’,
‘perceived explanations for engagement and adherence in the
SLM interventions’ and ‘reasons for non-adherence and reported
challenges’. The sub themes for each theme have been described
narratively and summarized in Table 2.

Motivation for enrolment and participation

Most participants described their interest for being in the inter-
vention based on their individual circumstances. This was mainly
influenced by knowledge of familial risk and the reputation
of the organisation implementing the study.

Knowledge of familial risk. Participants reported being aware
of the risk associated with family history of IHD. In particular,
participants with prior knowledge or an awareness that
cardiovascular risk is familial were keen to join the intervention.
For example,

“I am already aware that since my parents have diseases,
I am also at risk of developing. There are changes in
hormones in my body as well.” (Participant (P)20, female,
29 years)
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Total number of participants (family
members) contacted (n=62)

Not interested to
participate in the study-
(n=11)

A 4

Total number of people who
expressed interest for the interview
(n=51)

No response to phone calls (n=

A 4

Number of interviews conducted
(n=40)

Figure 1. Participant recruitment for interviews.

8)

Family function (n=3)

Table 1. Demographic characteristics of in-depth interview participants in

PROLIFIC intervention group.

Characteristics Participants in Other family ASHA
the trial (n=40) members (n=10) workers (n=6)
Age, years (range) 19-57 19-67 41-56
Female, n Sil 4 6
Married, n 36 9 6
Education, n
Less than high school 7 2 0
Completed high school 22 6 8
More than high school 11 2 3
Employment status, n
Employed 10 4 6
Home maker 23 4 0
Retired 1 0 0
Student 3 2 0
Unemployed 3 0 0

However, not everyone had prior knowledge of familial
risk. For many, source of awareness appeared to be from the
information given when they were contacted for being a part of the
programme.

“l thought that they contacted me because my phone
number was given in the hospital.

When they came and explained regarding the project,
I understood that they contacted me because I am also
at risk of having heart diseases.” (P10, Male,
30 years)

ASHAs also agreed that some families were aware of their risk
and some had no awareness of familial risk.
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Constraints

) fo’ e "“ ‘

Varied food
preferences

Figure 2. Themes and sub-themes.

“The patient and family members got an idea from the
hospital that all his sons and daughters have a risk for
having heart disease. I think they were happy that I also
told them similar things they heard from the hospital.”
(FGD2, ASHA2, Female)

Appreciation of the role of prevention. Some participants
decided to be a part of the intervention owing to the pre-
ventive nature. They also emphasized how prevention may
have a beneficial effect on their overall health.

“I felt that there will be tests done and we will get the
results, one for us and one with you. Sometimes when we
do tests outside, the results take some time to arrive. So
[ felt that it would be good to know about our health status
earlier on, rather after having some problem or may be able
to prevent disease.” (P16, female, 52 years)

However, one participant felt that prevention may not be
always possible. The contradicting views were mainly

I
=
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Perceived ‘

explanations

for engagement
‘

and adherence

regarding the limits of health benefits that can be achieved
from a preventive programme.

“l don’t feel that doing all these can prevent us from
getting disease. There is many other factors not just oil
or salt. There is adulteration in much of foods. And if you
are poor then there are hardly many things we can afford
and then what to avoid. “(P11, Male, 25years)

Thus, most of the participants who found the programme
acceptable had some awareness regarding possible risk and
were willing to make some changes to prevent cardiovascular
disease.

Strong institutional reputation. Participant’s accounts sug-
gest that the strong reputation of the implementing organisation
among the community led to acceptance of the SLM interven-
tion. Participants had good experiences with the organisation
when a family member or relative had been treated before at
the institution or have heard about the organisation. The trust
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and reputation made some participants inclined to participate
in the programme.

“The name Sree Chitra was such trustworthy. So I felt that
this would be a good programme. “(P12, male, 47 years)

Similarly, the ASHAs appreciated the acceptance they received
from families due to the reputation of the implementing
organisation. Being part of a study by a reputed organisation
convinced the selected family members to be a part of the
programme.

“The families were very cooperative with me after hear-
ing that 1 have come as a part of programme run by “Sree
Chitra”. This helped me to convey the messages later on
with ease. “(FGDI1, ASHA 5, Female)

Perceived explanations for engagement and adherence
Perceived benefits theme contributed to the understanding of
facilitating factors. Within perceived benefits, three sub themes
were identified. Monitoring in family, re-assurance when lab
values are controlled and easily adoptable changes were the
most crucial subthemes in perceived benefits.

Provision of home-based monitoring and care. Most of
the participants appreciated regular monitoring of their BP
and sugar by the ASHA workers. It helped them in chang-
ing their lifestyle to bring the values to optimal level. Indeed,
as the following quote illustrates, regular monitoring is
beneficial for participants.

“She will come every month. She will explain everything
in detail “just like how doctors explain”. She will take
BP, sugar monthly and tell us how to control if it is not
normal.” (P19, Female, 58 years)

Participants appreciated that the health information was given
at their home, for their entire family. For example, some
respondents perceived that when the lifestyle modification
advices provided repeatedly, they acted as a facilitator to the
intervention.

“I am trying my level best to follow the instructions given
by them, even though it’s not possible every day. Because
of their regular visits, we are able to bring changes in
our diet and lifestyle.” (TP (Telephonic participant)
13, female, 45 years)

Participants emphasized more importance on health informa-
tion delivered by healthcare workers than the written materials
like pamphlets distributed to them.

Regular monitoring and external tracking of health goals.
Majority of the participants were eager to have themselves
tested and expressed being happy when the lab values or BP
are normal. Many participants viewed this as one of the most
beneficial aspect of the programme.

“When we get the yearly result of tests done, and
seeing that we are normal is a matter of happiness now.”
(TP3, Female, 36 years)

Wellcome Open Research 2019, 4:131 Last updated: 08 JAN 2020

“The most positive thing is the annual blood check-up.

I am very eager to get the tests and also the results, that

gives the sense of knowing that everything is ok or not.”

(P2, female, 40 years)
For many a deviation in the result
carefully examine dietary habits.

prompted them to

“When we get ourselves checked like knowing our BP
or lab results, we will forced to think why has it gone up
and how can I reduce it? I feel like 1 should control it.
"(P1, female, 39 years)

Feasible and easy to adopt interventions. The commu-
nity health workers imparted the SLM intervention to the
whole family. The delivery of lifestyle messages reached all
members of the family. However, participants described sup-
port from family members were needed to follow the dietary
changes. For one participant, his wife’s understanding of the
message worked in preparing healthier options and then the
change was easier.

“l won't eat any fried items. I don’t eat Pappad. 1 will
ask my wife to prepare dishes with very less coconut oil.
After the instructions by ASHA, the coconut oil usage is
very less. Since my wife also heard from the ASHAs, she
was keen to reduce oil usage. Such changes in diet was
made to everyone in family, not just for me.” (P4, Male,
56 years)

Most participants described the desire to follow a healthier
diet. Participants, who felt they had made changes, described
them mostly in terms of reduction of usage of oil, salt and sugar.

“For myself, husband and two small children we used
around 1.5 kg of oil per month. Now we are able to limit
the consumption to within half kg oil per month. We
totally avoided frying fish and meat. We will give fried
items only to children within this half kg oil limit.”(TP4,
female, 49 years)

ASHA workers also felt that the participants were making
some changes, which they could follow.

“Not following the exact instructions that we gave about
diet, but some changes implemented. For example, avoided
use of palm oil, reduced salt, maida, fried food etc.”
(FGD3, ASHAS, female)

Many women reported preferences of taste being the deciding
factor in cooking meals. However, since they were respon-
sible for cooking, they had more control over the measure-
ments of salt or oil being used for cooking. Hence, they made
changes, which they could achieve easily.

“My husband prefers oil and salt in food. But still we
reduced oil and salt. Before we used 2-3 packets of oil.
Now we are using only 1.5 kg of oil per month. We avoided
fried items. Regarding salt, in place of two spoons,
I add only one spoon now.” (TP9, female, 50years)
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Some of them did not feel that they had made any particular
changes, as they believed they were already having a balanced
diet. On the contrary, few participants described the interventions
as useful as it made them aware of their portion sizes.

“Before 1 was 70 kg in weight. Now I am weighing
62 kg. I reduced the weight through reducing the amount
of food eaten at night, avoiding rice for dinner. If I eat
rice, I would eat only less amount” (TP7, Female, 35 years)

A few participants noted that recording their dietary and physi-
cal activity in the diary helped them to be engaged with the
interventions. However, some of them struggled to regularly
document dietary and physical activity details in the diary.

“I used to read the information printed in the diary,
initially. I will not write diary regularly. Maybe once in
two weeks, 1 may write, most of the time I forget.” (TP2,
Male, 36 years)

All ASHASs reported that the intervention was feasible for them
to deliver. The positive factors that enabled them to deliver
the intervention were training and tailored materials such
as handbook and healthy recipe book for ASHAs.

Structured training and supporting tools. Most of the ASHAs
agreed that trainings before and during the programme
helped them to understand the lifestyle messages.

“Staff in the Panchayat area got training. 1 am in cor-
poration area. I work as ASHA under hospital. So pub-
lic health nurses used to check all these if there are NCD
(non-communicable disease) clinics. After coming here
(PROLIFIC study) in the third training, I learned to check
BP and sugar, which was very useful.” (IDI, ASHA 4, Female)

Non-adherence and reported challenges

Two sub themes identified in reported challenges were relat-
ing to constraints to exercise and food preferences among
family members.

Constraints for exercising. Respondents described contex-
tual factors, such as lack of time and space constraints for
exercise. Employed participants expressed constraints in
finding time due to work commitments. On the other hand,
homemakers struggled to take out time for themselves due to
household chores.

“I find exercise as a difficult thing. I don’t get enough
time to spend for exercise. I am a housewife. My
children are studying. So, the entire day, I will be busy with
household chores.”(P3, female, 53 years)

Many female participants perceived that exercise as unnec-
essary and justified their activity levels as they engaged
themselves in household chores. In one case,

“l am having a lot of household work starting from 4am
to 10pm. That itself is a big exercise. I don’t do any
other extra exercise.” (TP18, Female, 52 years)

Wellcome Open Research 2019, 4:131 Last updated: 08 JAN 2020

ASHA workers had similar experiences after family visits.
They felt that mostly women considered household chores
as enough exercise.

“Almost all female members say that doing house hold
work and kitchen work is itself is a big exercise.” (FGD3,
ASHAI)

Thus, most of the participants did not actively seek help for exer-
cise, as they perceived themselves as having adequate physical
activity. Similar views were expressed by ASHAs regarding con-
straints to exercise. ASHAs reported that participants described
lack of time for exercise due to housework or job timings.

Varied food preferences. Most homemakers described that
the challenges they faced in making dietary changes were
due to varied food preferences among family members.
Even though the focus of the intervention was changing hab-
its of families as a whole, it was met with difficulty. They
specifically highlighted that they did not make many changes
to diet of their children. For example, one participant said,

“Whenever we buy fish, 1 prepare fish fry for him while
we have fish curry. 1 will prepare meat items for him alone.
My son doesn’t prefer vegetables.” (P17, Female, 50 years)

While the above stated challenge was due to preference made
by individuals in a family, some respondents view financial
constraints a reason for the food choices.

“We are not able to eat fruits everyday as per the given
instructions. We can give that only to my husband because
of his health priority. Fruits are expensive. So, we are
not able to eat it daily.” (P7, Female, 44 years)

Thus, families struggled to cope when dietary changes
affected preferences of children. Often in such situations, they
did not comply with the lifestyle instructions.

Some participants expressed their desire to change. However,
they had trouble knowing how to begin the lifestyle changes.
For example, a participant noted

“l would like to reduce the amount of food I eat. But I
don’t know how to do and where to start”. ASHA will
give instructions regarding everything. But I don’t know
how to start. I am thinking on how to reduce the food
intake.” (TP6, Female, 44 years)

Some participants responded that they were reluctant to fol-
low the advice received. This was either due to the fact that
they had s