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THE EFFECT OF CONTINGENCY CONTRACTING ON 
COMPLIANCE TO THE MEDICAL REGIMEN IN 

HYPERTENSIVE BLACK FEMALES 

ABSTRACT 

REGINA BARTIE JOHNSON, BSN 

TEXAS WOMAN'S UNIVERSITY 
COLLEGE OF NURSING 

DECEMBER 1993 

The purpose of this research project was to investigate the 

difference in compliance to a medical regimen among 

hypertensive black females who engaged in contingency 

contracting and those who did not engage in contingency 

contracting. A two-group, pretest-posttest, non-equivalent 

control group, quasi-experimental design was employed. 

Subjects were obtained by convenience sampling from an 

outpatient hypertensive clinic in the southcentral portion 

of the U.S. Five areas of compliance were investigated 

using the compliance Questionnaire: (1) decreasing smoking,

(2) increasing exercise, (3) reduction of sodium intake, (4)

taking medication(s), and (5) weight control. Both groups 

were pretested , received educational information, then 

posttested after one month, but the experimental group 

engaged in contingency contracting on two occasions prior to 

posttesting. Analysis using ANCOVA revealed no observed 

significant mean differences in compliance to any of the 
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five variables among hypertensive black females who engaged 

in contracting and those who did not engage in contingency 

contracting. 
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CHAPTER l 

INTRODUCTION 

An estimated 62 million people in the United States 

(U.S.) have undiagnosed hypertension or are currently taking 

antihypertensive medication (American Heart Association, 

1991). More than one-half of the estimated 62 million 

people with hypertension are untreated or inadequately 

treated (Joint National Committee, 1988). 

In the National Institutes of Health (1993) report, 

poor adherence to long term treatment, both pharmacologic 

and nonpharmacologic, was stated as the major reason for 

inadequate control of hypertension. Clark (1991) reported 

that only 60% of people take their medication as prescribed, 

and approximately 50% fail to keep follow-up medical 

appointments. Medication compliance and follow-up 

appointments are essential in the management of hypertension 

(Clark, 1991; Francis, 1991; Luscher, Vetter, Siegenthaler, 

& Vetter, 1985). 

Use of an antihypertensive medication is often the 

preferred treatment for hypertension. However, because 

undesirable side effects can occur, individuals are less 

likely to comply with the medical regimen. Secondly, 

hypertension is essentially an asymptomatic disease, 
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therefore, many patients fail to appreciate the advantage of 

taking antihypertensive medication. As a result, a 

significant percentage fail to take their prescribed 

medication (Center for Disease Control Letter, 1990). 

A major challenge for health care providers is to 

identify various strategies that can increase compliance 

among the hypertensive population. Strategies identified in 

the past were: self-monitoring and home visits (Johnson, 

Taylor, Sackett, Dunnett, & Shimizu, 1978); patient 

educat�on with psychosocial counseling (Webb, 1980); and 

counseling and social support with group discussions 

(Levine, Green, Deeds, Chawlow, Russell, & Finlay, 1979). 

Another strategy evaluated to determine compliance 

effect is patient education. In a review of studies 

spanning a twenty-year period, Lindeman (1988), found that 

patient education works despite the strategies employed. 

Misconceptions about the prescribed treatment regimen can be 

clarified, factual information given, rationale provided for 

specific changes requested, and the goals and duration of 

therapy identified (Hill, 1989). However, Brown, Wright, &

Christensen (1987), found that patient knowledge did not 

significantly increase compliance. The results of the study 

are congruent with those of other studies and suggest that 

other measures may be necessary in addition to patient 
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education (Becker & Maiman, 1980; Padrick, 1986; Steckel, 

1976; swain & Steckel, 1981; Webb, 1980). 

The issue of compliance is complex and requires unique 

approaches designed to promote positive health behaviors. 

One approach is the use of contingency contracting, which is 

essentially a plan for the systematic reinforcement of a 

desired behavior (Steckel, 1982). In contingency 

contracting, all the necessary elements of a desired 

behavior are explicitly outlined in a contract (Steckel, 

1982). The desired behavior must be expressed in measurable 

terms that are observable and acceptable to all parties 

involved. Included in the contract is an exchange of a 

reinforcer in return for performance of the desired 

behavior. contingency contracting applies the principle of 

positive reinforcement. Skinner (1953) postulated that 

behavior that stimulates positive 

reinforcement will be repeated, while behavior that 

stimulates punishing consequences will not. 

several studies conducted have demonstrated positive 

outcomes in patient compliance with the use of contingency 

contracting (Stark, Miller, Plienes, & Drabman, 1987; 

Steckel & Swain, 1977; Trice, 1990; Zencius, Wesolowski, & 

Burke, 1989). The purpose of this study was to determine if 

contingency contracting would increase compliance to the 

medical regimen among hypertensive black female patients. 
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Five of the most frequent behavior changes required of 

hypertensive patients are: (1) taking antihypertensive 

medication, (2) reduction of sodium intake, (3) decreasing 

smoking, (4) controlling weight, and (5) increasing 

exercise. These behavior changes were positively reinforced 

to increase compliance. Therefore, this study attempted to 

recognize, promote, and reward the listed desirable health

related behaviors, also to provide an educational strategy 

that would promote permanent behavior change. 

Problem statement 

This research study has addressed the following 

question: 

Do hypertensive black females who engage in contingency 

contracting have greater compliance with their medical 

regimen than those who do not engage in contingency 

contracting? 

Rationale For study 

Hypertension is a major risk factor for heart disease, 

stroke, and terminal kidney damage. In 1989, there were an 

estimated 31,630 deaths from hypertension (American Heart 

Association [AHA], 1991). Based on the data presented, 

mortality from hypertension seems extremely low when 

compared to 62 million people with hypertension. According 

to the AHA, these statistics are skewed because they do not 
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account for the many people who die of heart attack and 

stroke caused by hypertension. 

cardiovascular disease accounted for 43.8% of all 

deaths in 1989 (AHA, 1991). Stroke is one of the most 

dramatic, devastating and crippling complications of 

hypertension. Among blacks and the population as a whole, 

stroke is the third leading cause of death (AHA, 1991). 

According to the AHA, women comprised 60.3% of stroke 

fatalities in 1989. The relative risk for stroke is 1.7% 

for black women ages 35 - 44, as compared to 1.3% for black 

men; 1.0% for white men, and 0.3% for white women in the 

same age group (Kittner, White, Losonczy, Wolf, & Hebel, 

1990). 

Hypertension among black Americans tends to occur at an 

earlier age, is more severe, and is associated with more 

serious complications than in white Americans (Francis, 

1991). As a result, black Americans experience a 1.3-fold 

greater rate of nonfatal stroke, a 1.8-fold greater rate of 

fatal stroke, a 1.5-fold greater rate of heart disease 

deaths, and a 5-fold greater rate of end-stage renal disease 

(National Institutes of Health, 1993). The morbidity and 

mortality rate from hypertension related diseases is 

declining, but it is not declining at the same rate among 

black Americans as among white Americans (Hildreth &

Saunders, 1991). Statistical data obtained by the National 
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Institutes of Health (1993), revealed the decline in 

mortality rates for coronary heart disease from 1972 - 1990 

was 49% for white men and 44% for white women, as compared 

to 42% for black men and 38% for black women. 

Data from the Joint National Committee Report (1988) 

revealed that black women ages 18 - 74 have the highest 

incidence (38.6%) of hypertension in the U.S. A survey of 

the literature revealed that only three studies have been 

done between 1986 and 1992 that focused primarily on black 

women. The bulk of research on compliance and hypertension 

was comprised of black Americans in general, or black and 

white Americans. Additional research is warranted on this 

segment of the population. 

Compliance is also an issue in cost containment of 

health care. A compliant hypertensive patient can be 

treated for less than $2,000 a year, including the cost of 

medical attention and medications (Sahl, 1986). When a 

hypertensive patient is non-compliant and as a result 

suffers a heart attack, stroke, or requires renal dialysis, 

health care costs can escalate to $50,000 per year, an 

increase of 2500% (Sahl, 1986). 

Compliance with therapy must be increased in order to 

improve control of hypertension. The 1993 Joint National 

Committee recommended several strategies aimed at improving 

long-term adherence to antihypertensive therapy. One of the 



recommendations was to consider using clinician - patient 

contracts, which is equivalent to contingency contracting. 

Control of a chronic illness, such as hypertension, 

requires the active participation of the patient, since the 

primary goal is to enable the patient to return to a life 

independent of the health care provider. Contingency 

contracting mandates the individual to become an active 

participant in health care. Kosnar (1987) stated that 

active participation of the patient in planning care 

increases compliance. 

7 

Although contingency contracting has been available for 

some time, limited research has been reported on its 

effectiveness. The majority of studies reported on the use 

of contingency contracting are in the mental health field. 

Relatively few studies have been reported on its use in 

nursing practice. Available data fails to clearly describe 

the benefits of this procedure on compliance to a medical 

regimen. This study investigated the effectiveness of 

contingency contracting on increasing compliance to the 

medical regimen in hypertensive black female patients. 

Theoretical Framework 

The theoretical framework for this study was derived 

from the work of the behaviorist, B. F. Skinner, and 

reinforcement theory. Reinforcement theory represents a 



theory of learning developed by the behaviorist school of 

thought. The primary goal of reinforcement theory is to 

change behavior. 

Skinner (1953) stated that when people are awake, they 

are constantly acting upon their environment. A change in 

the environment may find them unprepared, but they quickly 

adapt by acquiring a new response, and discarding the old 

behavior. Skinner used the term operant to emphasize that 

behavior operates upon the environment to generate 

consequences, whether they are satisfying or not. 

Operant conditioning refers to a process by which an 

individual performs a behavior and experiences a 

consequence. In operant conditioning, the operant 

(response) is strengthened to increase the probability that 

the response will be repeated (Skinner, 1953). If the 

consequence is perceived as favorable, the behavior is 

likely to be performed again in the same situation. 

A category of stimuli called the reinforcing stimuli, 

or reinforcers, are composed of environmental events which 

follow responses. A positive reinforcer is any stimulus 

following the desired behavior that strengthens a behavior. 

An example of positive reinforcement would be the rewarding 

of a patient who performs deep breathing and coughing 

exercises with extension of family visiting time by thirty 

minutes. A negative reinforcer is any stimulus that 

8 
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strengthens a behavior when withdrawn. For instance, if 

every time the patient attempts to cough and deep breathe a 

sharp pain occurs, the likelihood of the patient performing 

the behavior decreases. But if the nurse administers a pain 

injection prior to the exercises eliminating the pain, the 

behavior is strengthened because the negative reinforcer 

(pain) is withdrawn. 

Learning occurs when a specific behavior is followed by 

a favorable consequence. Extinction or unlearning occurs 

when a.specific behavior is no longer followed by a 

reinforcer (Skinner, 1953). Therefore, the individual 

learns from operating on the environment those responses 

associated with a reward, and those that are not. 

According to Skinner (1953), operant conditioning 

shapes behavior. Skinner's concept of successive 

approximations refers to small behavioral changes leading to 

a final behavioral goal. Initially the terminal behavior 

must be identified and then divided into small steps or 

successive approximations. A major criterion is that the 

terminal behavior and the successive approximations must be 

observable and measurable. Each progressive step is 

reinforced or rewarded until learned. The next step is 

built upon the performance of the previous step. No step is 

too small to be reinforced. 
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Skinner advocated that the individual's level of 

performance be determined before deciding on what successive 

approximation to shape. The level of performance can be 

determined by obtaining baseline data of the elements of the 

behavior the individual already possesses. Reinforcement of 

acts performed correctly is essential because this method 

builds upon the strengths of the individual. 

Contingency contracting evolved from reinforcement 

theory and has been used in behavior modification programs. 

The contracting links behaviors and reinforcers. The 

hypertensive black female client decided on which health 

behavior to change. The investigator and the client came to 

an agreement regarding the desired or targeted new behavior, 

and the reward (reinforcer) that was to be received 

following performance of the behavior. This study was 

conducted to investigate the effect of contingency 

contracting on increasing compliance to taking 

antihypertensive medication, reducing sodium intake, 

decreasing smoking, controlling weight, and increasing 

exercise (medical regimen), in hypertensive black females. 



Assumptions 

The following assumptions are derived from 

Reinforcement Theory: 

1. Events in an individual's environment can influence

behavior by either increasing or decreasing its

occurrence.

11 

2. The consequences of behavior influence the probability

that the behavior will be repeated.

3. Learning occurs when a specific behavior is followed by

fayorable consequences.

4. Extinction occurs when a behavior is no longer followed

by an expected reinforcer.

5. Absence of reinforcement decreases the probability of a

specific response.

6. Behavior that is repeated is learned.

7. Positive reinforcement can strengthen behavior.

8. A terminal behavioral goal can be attained by taking

small steps or successive approximations, and

reinforcing each progressive step until the final

behavioral goal is achieved.

Hypotheses 

This study explored the following hypotheses: 

Hypothesis 1: Hypertensive black females who engage in 

contingency contracting will have greater compliance with 
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taking antihypertensive medication than those who do not 

engage in contingency contracting. 

Hypothesis 2: Hypertensive black females who engage in 

contingency contracting will have greater compliance with 

decreasing sodium intake than those who do not engage in 

contingency contracting. 

Hypothesis 3: Hypertensive black females who engage in 

contingency contracting will have greater compliance with 

decreasing smoking than those who do not engage in 

contingency contracting. 

Hypothesis 4: Hypertensive black females who engage in 

contingency contracting will have greater compliance with 

controlling weight than those who do not engage in 

contingency contracting. 

Hypothesis 5: Hypertensive black females who engage in 

contingency contracting will have greater compliance with 

increasing exercise than those who do not engage in 

contingency contracting. 

Definition of Terms 

The following terms are defined as used in this study: 

1. Hypertension: A consistently elevated arterial blood

pressure of 140 mmHg systolic and/or 90 mmHg diastolic

or higher {American Heart Association, 1991).

Hyperten�ion will be determined by a diagnosis of



2. 

3. 

4. 
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hypertension noted on the chart by a physician and/or 

currently taking antihypertensive medication. 

Black female: A female of black African origin or 

descent who was born in the United States and whose 

parents were of African descent born in America (Random 

House Dictionary, 1987). 

Contingency Contracting: A written agreement between 

two parties that a reinforcer will be received in 

exchange for the performance of a specific behavior 

(Steckel, 1982). Contingency contracting is 

operationalized as a written agreement between the 

investigator and subject that a reward of choice will 

be received in exchange for the subject performing a 

desired or targeted new behavior that has been mutually 

agreed upon. 

Educational strategy: An intervention that uses a 

stimulus present in the environment, or which creates a 

new one to help the client develop a new thought, 

skill, attitude, or intention, that is permanent enough 

to be useful in behavior change (Hill, 1989). 

Educational strategy for the proposed study will be the 

adoption of a booklet that includes information on 

diet, exercise, smoking, weight control, medication 

adherence, and facts on hypertension. 
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Compliance: The extent to which a patient's health 

behavior follows medical advice (Luscher, Vetter, 

Siegenthaler, & Vetter, 1985). Compliance in this 

study is operationalized as a score of 3.0 - 4.0 in any 

category, or a total score of 3.0 - 4.0 on all areas of 

recommendation on the Compliance Questionnaire. To 

obtain a total compliance score, numbers in all areas 

of recommendation applicable to the subject are added, 

then divided by the number of categories. The 

Compliance Questionnaire measures the degree to which 

the client carried out recommendations in the previous 

weeks. 

6. Reinforcer: "A stimulus that increases the probability 

of a desired response in operant conditioning by being 

applied or effected following the desired response" 

(Webster's Ninth New Collegiate Dictionary, 1990, 

p. 993). Reinforcer is operationalized in the proposed

study as: A list of eight reward items from which the 

subject will choose one, in exchange for the subject 

performing a mutually agreed upon health-related 

behavior (i.e., a lottery ticket, playing cards, a book 

or magazine, food scale, or home visit). 

7. Medical regimen: A plan that includes medical therapy 

and activities such as diet, sleep, and exercise, 

designed.to improve or maintain health or keep a 
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certain condition under control. Taking 

antihypertensive medication(s), decreasing sodium 

intake, decreasing smoking, controlling weight, and 

increasing exercise, are the aspects of medical therapy 

examined in this study. 

Limitations 

The following are limitations of this study: 

1. A small sample size which limited generalization of

findings.

2. Findings were limited to the sample population.

summary 

Hypertension remains a serious health problem in black 

Americans. In particular, black females head the list in 

the percentage of Americans afflicted with hypertension. A 

critical issue in the control of hypertension is the lack of 

compliance to the treatment regimen. The issue of 

compliance is complex and involves learning new health care 

behaviors, which is within the realm of nursing practice. 

This chapter has addressed the problem: Do 

hypertensive black females who engage in contingency 

contracting have greater compliance with their medical 

regimen than those who do not engage in contingency 

contracting? The hypotheses, assumptions, limitations, and 
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definition of terms were presented. Reinforcement theory by 

Skinner (1953) was used as a framework to guide this 

research endeavor. 



CHAPTER 2 

LITERATURE REVIEW 

Existing investigations and related literature on 

contingency contracting as a method to promote compliance of 

hypertensive black females to a medical regimen were 

reviewed. Skinner's Reinforcement Theory (1953) was used as 

an organizing framework. An overview of complications and 

risk factors of hypertension particularly in black females 

was included. Next, literature focusing on compliance of 

the general population and more specifically of the black 

hypertensive female to medical therapy was reviewed. 

Finally, the relationship of contingency contracting to 

behavior modification was discussed. 

complications and Risk Factors of Hypertension 

There are numerous complications associated with 

hypertension. The long term effects can be fatal. 

Hypertension is a major risk factor for cardiovascular 

disease, cerebrovascular disease, and chronic renal disease. 

Two primary effects of hypertension that are very damaging 

are: (1) increased work load on the heart, and (2) damage to 

the arteries themselves by the excessive pressure (Guyton, 

1986). 

17 
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Research has identified several risk factors associated 

with hypertension in genetically susceptible individuals 

that offer some hope for prevention and control of the 

disease. The risk factors are: cigarette smoking, alcohol 

intake, sodium intake, and obesity {National Institutes of 

Health [NIH], 1993). 

Cigarette smoking results in an acute rise in the 

arterial blood pressure, but does not elevate the blood 

pressure chronically {Joint National Committee, 1988). 

Smoking is a major risk factor for CVD {NIH, 1993). Results 

from a study by Matherson, Reda, Freis and Henderson {1988), 

revealed that cigarette smoking interferes with the 

treatment of hypertension in general. 

The effects of sodium intake greater than 4.0 grams a 

day on the blood pressure may vary. Some patients may 

achieve control through moderate sodium restriction to 1.5 

2.3 grams of sodium, or 4 to 6 grams of salt a day {NIH, 

1993). The NIH {1993), recommends a person's daily sodium 

intake not to exceed 2.3 grams of sodium. 

The Hypertension Prevention Trial Research Group 

{1990), conducted a study which involved a total of 841 men 

and women ages 25 - 49. The purpose of the study was to 

investigate the effects of dietary counseling on blood 

pressure changes. Subjects were assigned to one of four 

types of interventions: {l) calorie reduction, {2) sodium 
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reduction, (3) combined sodium and calorie resuction, or 

(4) sodium reduction and increased potassium. Each subject 

was followed for three years to determine the effects of 

dietary changes on blood pressure. Data revealed that all 

four groups had lower mean blood pressure levels, with the 

largest decrease in the reduced caloric group. 

According to the NIH (1993), excessive alcohol intake 

can elevate the blood pressure and cause resistance to 

antihypertensive therapy. Data from a study conducted by 

strogatz, et al. (1991), revealed that a high category of 

alcohol consumption was related to low socioeconomic status, 

lower social integration, and higher levels of socioeconomic 

stressors in black Americans. It is recommended that 

hypertensive patients limit their daily intake of alcohol to 

one ounce of ethanol a day (NIH, 1993). 

There is a positive correlation between obesity and 

increased blood pressure (NIH, 1993). Reduction in blood 

pressure readings by an average of 15/9 mmHg can be attained 

when weight reduction of 6 Kg or more of body weight is 

achieved (Ramsay, 1985). Middle-aged black men are 40% more 

prone to obesity than white men, and obesity is almost twice 

as prevalent in black women as in white women (Kumanyaka, 

Obarzanek, Stevens, Hebert & Whelton, 1991). Results from a 

study conducted by Kumanyaka et al. (1991), found that 

whites have greater success than blacks in losing weight. 
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A risk factor for hypertension that an individual 

cannot change is age. The prevalence of high blood pressure 

increases with age. For Americans aged 60 years or older, 

hypertension is found in approximately 60% of whites, 71% of 

blacks, and 61% of Mexican Americans (NIH, 1993). 

Another risk factor that cannot be altered is heredity. 

Individuals with a family history of hypertension have an 

increased risk of developing hypertension (American Heart 

Association, 1991). Haywood, Haywood, Luster-Gunn, Norwood, 

and deQuattro (1990), conducted a study to determine the 

prevalence of risk indicators among the inner-city black 

female population. Results revealed that family history 

could be more predictive of future events than objective 

measurement of blood pressure in young hypertensive black 

females. 

Ethnicity or race, is another risk factor for the 

development of hypertension. The prevalence of hypertension 

is higher in black Americans than in white Americans (NIH, 

1993). High blood pressure accounts for as much as 30% of 

all deaths in black men and 20% of all deaths in black women 

(NIH, 1993). 

Hypertension in Black Americans 

African Americans have the highest incidence of 

hypertension in the world (Blaustein & Grim, 1991). The 
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percentage of African-Americans, or blacks, with 

hypertension is disproportionally higher than their 

representation in the population as a whole (Sauders, 1991). 

According to the National Institutes of Health (1993), 

hypertension is the major health problem of adult African

Americans. Because blacks have an earlier onset, a higher 

prevalence, and greater severity of hypertension than 

whites, there is a 1.3-fold greater rate of nonfatal stroke; 

a 1.8-fold greater rate of fatal stroke; a 1.5-fold greater 

rate of heart disease deaths; and 5-fold greater rate of 

end-stage renal disease (National Institutes of Health, 

1993) 

The prevalence and severity of hypertension in black 

Americans is thought to be influenced by physiological, 

sociocultural, and political factors (Strong, 1988). Common 

pathophysiological findings among blacks which are factors 

in the development of hypertension are an expanded plasma 

volume and low renin levels (Blaustein & Grim; strong, 

1988). In addition, there is a greater frequency of salt

sensitive hypertension in blacks than in whites (Blaustein & 

Grim, 1991; Freis, Reda & Masterson, 1988). Salt-sensitive 

hypertension results from an inability of the body to 

excrete sodium normally (Dustan & Kirk, 1988). Wilson 

(1986), postulated that western hemisphere blacks during the 

era of slavery, possessed a salt-conserving gene to increase 
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their survival ability. However, no one has determined any 

genetic differences between blacks and whites to date 

(Hildreth & Saunders, 1991). It is not known whether a 

single gene or several genes are involved in the 

determination of blood pressure. 

Sociocultural factors such as lower income and 

educational levels; lower rate of employment in professional 

and managerial jobs among black Americans than white 

Americans, have been found to correlate with the incidence 

of hypertension (Keil, Sandifer, Loadholt & Boyle, 1981; 

Moorman, Hames & Tyroler, 1991; strong, 1988). Several 

studies have found an inverse relationship between 

socioeconomic status and hypertension among black Americans 

(Keil, Tyroler, Sandifer & Boyle, 1977; Klag, Whelton, 

Coresh, Grim & Kuller, 1991; Syme, Oakes, Friedman, Feldman, 

Siegelaub & Collen, 1974). 

Political issues such as accessibility of health care, 

racial discrimination, and the relationship between the 

patient and health care provider may create barriers to 

treatment and control of hypertension (Hildreth & Saunders, 

1991; strong, 1988). According to Francis (1991), many 

inner-city minority individuals are likely to be 

underinsured or uninsured and decline to seek health care. 

Many individuals have to use public transportation, wait for 

long periods in crowded public clinics, and endure 



inefficiently run clinics, to seek health care for an 

asymptomatic illness (Francis, 1991). These factors may 

have a significant influence on the drop-out rate and non

compliance of the black hypertensive populations. 

Hypertension in Black Women 
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After reviewing all the data previously presented, it 

is clear to the reader that further research is warranted on 

strategies which may improve compliance among black 

Americans. But the scope of research needs to be narrowed 

to isolate and investigate a segment of the black population 

with the highest incidence of hypertension. Although black 

women have the highest incidence of hypertension, they have 

not received much attention in recent research. studies on 

hypertension in black women are scarce. 

Black women (39%) have a higher prevalence of 

hypertension than black men (38%) (American Heart 

Association, [AHA], 1991). Because women outnumber men in 

the general population, there are more women with 

hypertension than men (Anastos, et al., 1991). According to 

the AHA (1991), black women between the ages of 35 and 74, 

have a two times greater death rate than that of white women 

and three times that of other races. The death rate for 

coronary heart disease (CHO) is 24% higher for black women 

than for white women (AHA, 1991). In addition, black women 



experience an 82% higher death rate from stroke than white 

women (AHA, 1991). 
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Many factors may contribute to the disparity in 

morbidity and mortality among hypertensive black women. 

Forty-six percent of all black women in the U.S. are heads 

of single parent households as compared to 13% of white 

women (U.S. Department of Commerce, 1992). Black women are 

typically stereotyped as a strong and stabilizing force, 

which may increase their vulnerability to a number of life 

stressors that could lead to health problems such as 

hypertension (Johnson, Beard, Valdez, Mott, Hughes & Fomby, 

1986). In a study conducted by Waldron and Jacobs (1989), 

black women with children who were not in the work force 

experienced greater harmful effects on their health as 

compared to those who were in the work force. The 

investigators theorized that employment may serve as a 

buffer from the stress of child-rearing by providing social 

support. 

According to Stevenson, Godsland, Bruce, and Wynn 

(1990), obesity is a major cause of excess morbidity and 

mortality from coronary heart disease among women. Black 

women tend to weigh more than either white or Hispanic women 

(Dawson, 1988). However, black women are less likely to 

perceive themselves as being overweight when compared with 

an ideal body w·eight index (Dawson, 1988). 
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Other factors that may have an impact on hypertension 

among black women are racism and sexism (Krieger, 1990). 

Black and white women were studied to investigate the impact 

of racial and gender discrimination as risk factors for 

hypertension. Krieger (1990), found that black women who 

most internalized their responses to unfair treatment and 

non-reporting of race and gender discrimination, were 4.4 

times more likely to report high blood pressure. 

Another factor which apparently has a significant 

impact on hypertension in black women is their compliance to 

therapy. A study was done to determine the relationship 

between beliefs about hypertension and compliance with 

prescribed medication among black women in New Orleans 

(Heurtin-Roberts & Reisin, 1990). Investigators found that 

59% of black women studied believed that hypertension was 

two diseases, "high blood" and "high-pertension", and could 

be controlled with various folk remedies. Only 37% of 

subjects investigated complied with the prescribed therapy. 

Plawecki and Mallory (1988), conducted a study to 

determine which health beliefs of black hypertensive females 

encouraged compliance and which beliefs promoted non

compliant behaviors. The investigators employed a 

descriptive research design using the Health Belief Model. 
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Twenty-eight subjects between the ages of 30 - 72 years old, 

with a high school education or higher, were interviewed. 

Data were analyzed using two different statistical tests. 

A statistical significance relationship between compliance 

and positive health related beliefs was observed. The 

investigators stated that the chi-square values reflected 

ambiguous results. However, statistical data were not 

presented in the research report, and because very vague 

information was presented, it is difficult to draw further 

conclusions from the study. This study is one indication 

for the need for higher quality and additional research on 

compliance to the treatment regimen among hypertensive black 

women. 

compliance to Medical Regimen 

Compliance is the extent to which a patient's health 

behavior follows medical advice (Luscher, Vetter, 

Siegenthaler & Vetter, 1985). Other terms frequently used 

in conjunction with compliance are adherence and defaulting. 

Patient compliance can range from as low as 10% to as great 

as 94% (Simons, 1992). 

Therapeutic efforts are hampered when patients are 

non-compliant. Medical care becomes costly when patients 

have to undergo additional treatment due to complications. 

Improving compliance in hypertensive patients is a 
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particularly difficult challenge. One factor which 

significantly contributes to the higher incidence of 

hypertensive morbidity and mortality among blacks is the 

extent to which they comply with the prescribed treatment 

regimen (Plawecki & Mallory, 1987). Black Americans have a 

lower compliance rate with therapy than white Americans 

(Clark, 1991). 

In order to measure compliance, an assessment of the 

individual's behavior must be done by using a method that 

produces accurate, objective, relevant, and detailed 

information (Westfall, 1986). However, controversy over the 

best method of measuring compliance continues. A wide range 

of suggestions have been offered. 

According to Haynes, Taylor, Sackett, Gibson, Bernholz, 

and Mukherjee (1980), the interview method is a simple and 

beneficial approach in assessing compliance with 

antihypertensive therapy. Self-report is an indirect 

measure of compliance. This method may lack precision, but 

Haynes et al. (1980) found that 90% of patients who admitted 

to being non-compliant with their medication were verified 

as non-compliant by pill count. In addition, Hilbert (1985) 

investigated the effectiveness of the self-report method and 

found that patients were willing to admit non-compliance and 

provide information that correlated with other measures. 

However, Caron· (1985) reviewed several studies on methods 
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for measuring compliance with medical regimens and concluded 

that although widely used, subjective measurement 

of compliance was grossly inaccurate. Caron likewise found 

that objective measures did not guarantee validity. 

Direct measurement of compliance using such 

measurements as blood pressure and urinary levels of 

medications correlated with pill count compliance, but were 

less accurate than interviews (Haynes et al., 1980). 

Another study compared the accuracy of pill count versus an 

electronic medication monitoring device (Rudd, Ahmed, 

Zachary, Barton & Bonduelle, 1990). Results revealed that 

the compliance rate for the pill count group averaged 94%. 

However, the monitor confirmed that pill count miscalculated 

compliance by 22%. Findings indicated that the monitor 

reduced ambiguity about medication compliance, but this is a 

costly method of measuring compliance. 

Another indirect measurement is the number of kept 

medical appointments by the patient. This is a simple 

method, but according to Westfall (1986), one cannot make 

assumptions that the patient is following through on other 

health care behaviors. After reviewing the various methods 

of measuring compliance, one can conclude that the best 

method is the one that is simple, accurate, feasible, and a 

practical measurement of patient adherence to a medical 

regimen. 
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Studies on compliance have investigated several factors 

or determinants which influence patient compliance to a 

prescribed treatment regimen. Factors that have been 

consistently identified as having an influence on compliance 

can be categorized into compliance as a function of: 

(1) the disease, (2) the treatment regimen, (3) the

relationship between patient and provider, and (4) the 

characteristics of the individual patient (Bartucci, Perez, 

Pugsley & Lombardo, 1987; Reichgott & Simons-Morton, 1983). 

Chubon (1989) interviewed fifteen black adults with 

chronic illnesses to ascertain their perspective on living 

with a therapeutic regimen. Only one of the fifteen 

subjects interviewed adhered to a prescribed regimen. 

Reasons given for modifying the medical regimen were: poor 

communication between subject and doctor; lack of faith in 

physicians; and lack of knowledge about the medical regimen. 

Educational strategies have been promoted as a means of 

assisting individuals to have a better understanding of the 

disease process. Health education consists primarily of two 

components: (1) providing information necessary to make an 

informed decision, and (2) behavioral skills needed to act 

on the information (Morisky, 1986). Research, however, has 

found that regardless of the instructional style and 



content, education alone is not effective in improving 

compliance (Brown, Wright, Christensen, 1987; Swain &

Steckel, 1981). 
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Several investigators used a health-education strategy 

to evaluate the compliance rate among 453 hypertensive 

patients on a once-daily regimen of atenolol (Sclar, Chin, 

Skair, Okamoto, Nakahiro & Gill, 1991). Subjects in the 

experimental group received educational information with 

each thirty-day prescription refill. Data obtained revealed 

that the health education program did enhance the number of 

days antihypertensive medications were obtained. A large 

percentage of patients in the control group went 40 or more 

consecutive days without therapy. 

Another factor that can affect compliance is the 

complexity of the treatment regimen. A study conducted by 

Branche, Batts, Dowdy, Field & Francis (1991) found that 

once weekly application of a transdermal clonidine patch on 

black inner-city clients, rather than daily administration 

was highly effective in controlling blood pressure and 

improving compliance. According to Neal (1989), it is 

suggested that the physician should select a regimen that 

can be incorporated into the patient's daily routine, and 

express a willingness to change medication if side effects 

occur. 
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The treatment for hypertension requires long-term 

therapy and requires mutual commitment between the physician 

and patient in order to achieve blood pressure control 

(Clark, 1991). Recent literature has indicated a need for 

improving the interaction between the health care provider 

and the patient (Becker & Maiman, 1980; Simons, 1992). Neal 

(1989) stated that the physician is the major determinant of 

compliance. When the physician is attentive to compliance 

issues it makes a crucial difference in whether or not the 

goal of therapy will be reached (Neal, 1989). 

In a study done by Bloom, Syme, Pendergrass, Robinson, 

Gay, and Stroud (1987), a time series design was used to 

compare the effects of physician-managed care alone versus 

physician care and counseling. Low income, minority 

subjects were studied. Researchers obtained a 40% 

improvement in compliance with physician-managed care alone. 

Subjects who received counseling showed a 30% improvement in 

compliance. Women and single subjects had greater 

compliance with the physician management intervention. 

Counseling proved to be more effective with low income and 

older clients. 

Webb (1980) compared the effectiveness of patient 

education and psychosocial counseling on improving 

compliance among rural, black hypertensive patients. 

Compliance was·measured by: kept appointments; taking 
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antihypertensive medications; and diastolic blood pressure. 

Data revealed that patients who saw only the physician 

regularly had a 71% compliance rate as compared to 65% for 

the education group, and 56% for the counseling group. 

These results provide a rationale for involving health care 

providers in more individual follow-up care whether it is a 

physician, nurse, or physician's assistant. 

Finally, compliance may be influenced by an 

individual's characteristics. The patient's perceived 

susceptibility to a disease, perceived severity of a 

disease, perceived benefits of therapy, and cues to action, 

may influence the patient's health behavior (Kirsch & 

Rosenstock, 1977). Bartucci et al. (1987) found that 88% of 

adherers believed that their high blood pressure would 

develop into a more serious illness if they did not take 

their medication. 

contingency contracting and Behavior Modification 

Improving patient compliance to a treatment regimen is 

a complex problem. One approach to the challenge of 

compliance is to take one aspect of this complex problem and 

thoroughly investigate it, rather than attempting to conquer 

it as a whole (Steckel, 1982). Health care providers assume 

that patients should make major life changes and follow the 

plan of care set forth through sheer will power. They 
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forget that patients should be given material in small doses 

and allowed time to assimilate the material presented. 

Complex behavioral changes require time and assistance. The 

ultimate goal of blood pressure control can be achieved by 

focusing on improving one health related behavior at a time, 

instead of attempting to make major behavioral changes in a 

short span of time. Contingency contracting is one such 

method which utilizes these principles. 

Contingency contracting has its roots in behavior 

modification and reinforcement theory. Reinforcement theory 

is based on the theoretical work of Thorndike (1931) and 

Skinner (1953). The ultimate goal of reinforcement theory 

is to change behavior. 

Thorndike conducted experiments using small hungry 

animals placed in specially designed boxes to observe their 

behavior. In order to obtain food, the animals had to learn 

how to overcome barriers such as manipulating latches and 

levers (Thorndike, 1931). As a result of these studies, 

Thorndike described the 'Law of Effect' which stated that 

the consequences of a response will largely determine 

whether or not the behavior will be learned. 

Skinner built upon the work of Thorndike. Skinner 

(1953) stated that operant conditioning strengthens behavior 

by providing some form of reinforcer. Consequences 

following the performance of a behavior influence its 



recurrence. If the consequence if favorable, the behavior 

is likely to be performed again in the same situation 

(Skinner, 1953). Behavior that is repeated is learned. 
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A basic principle of operant conditioning is that 

behavior change is likely to be enhanced if incentives or 

reinforcers are provided on a contingent basis. The size of 

the incentive is relatively unimportant (Leventhal & 

Cameron, 1987). Individuals differ in what they perceive as 

rewarding or reinforcing. Researchers have used rewards as 

little as $1.00 to reinforce behavior (Steckel, 1977); swain 

& Steckel, 1981). The individual is given the opportunity 

to select the reward. Contracting for a reward may also be 

feasible for a hypertensive individual when treatment is 

initiated. 

Contingency contracting is a written agreement between 

two parties that a reinforcer will be received in exchange 

for the performance of a specific behavior (Steckel, 1982). 

Kosnar (1987) defined contracting as a non-legal, mutual 

agreement between a nurse and client that is negotiable. 

According to Kosnar, contracting incorporates a five part 

process: (1) identification of a health need or problem, 

ranked according to priority, (2) mutual goal setting, (3) 

writing the contract, (4) implementation of the activities 

the nurse and patient have agreed upon, and (5) evaluation 

of the contract to determine if goals where achieved. The 



contract should be initiated as early as possible, and no 

specific time is best to introduce contracting (Helgeson & 

Berg, 1985). 
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Contingency contracting involves the patient in the 

plan of care. Patients that are well informed of their 

disease process, and are actively involved in the plan of 

care, are much more likely to learn self-care skills than a 

patient who conforms passively (Foster & Kousch, 1978). 

Other advantages of contracting are: the provision of an 

opportunity to discuss potential problems and solutions; 

fostering accountability through written specifications of 

each party's responsibility; creating a formal commitment; 

and provision of an incentive through reinforcement of the 

desired behaviors (Janz, Becker & Hartman, 1984). 

Contracting has been used in various behavior 

modification studies. Zenicus, Wesolowski, and Burke (1989) 

attempted to apply the principles of contracting to two 

adolescents who sustained severe closed head injuries, and 

who were receiving multiple rehabilitation services as a 

means of improving compliance to therapy. Behavioral 

contracting was compared with a point system to improve 

compliance. The subjects earned points for coming to class 

on time, or attending an entire therapy session. Points 

could be redeemed for preferred activities. The 

investigators did not state what reinforcers were used in 
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contracting. Results revealed attendance to therapy was 

increased to 95% by behavioral contracting, and 88% with the 

point system. 

Another study used the case study method to investigate 

the effectiveness of behavioral contracting on an 11-year 

old cystic fibrosis patient with low compliance to chest 

physiotherapy (CPT) (Stark, Miller, Plienes, and Drabman, 

1987). Contracts were initiated for a period of nine weeks 

with the gradual fading of rewards. stark et al. found that 

contracting increased the subject's performance of CPT from 

an average of one a day to three a day. 

Operant conditioning has also been used to alter 

addictive lifestyles. In 1988, Magura, Casriel, Goldsmith, 

Strug, and Lipton examined the effectiveness of contingency 

contracting with medication take home privileges among 

polydrug abusers of methadone of an outpatient treatment 

clinic. Twenty cocaine users, 13 illicit drug users, and 7 

non-compliant patients, were compared using the contracting 

method over a one-year period. Compliance was measured by 

urine drug screen tests. Data revealed that contracting was 

successful within the first month for 34% of the subjects 

receiving drug-related contracts, whereas 71% of subjects 

with non-drug related contracts were successful. However, 
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statistics revealed that subsequent contracts did not have a 

significant effect on improving compliance with drug-related 

contracts in the cocaine users. 

Nursing has primarily explored the use of contingency 

contracting in the area of patient education. The 

effectiveness of an educational strategy and contingency 

contracting on improving phosphorus control among dialysis 

patients was studied by Demling, Denny, Harrison, Kerr, 

Mayfield, Pelle-Shearer, Seaby, and Townsend (1984). 

Subjects were assigned to one of three groups: 

(1) education only intervention, (2) education intervention

and contingency contracting, or (3) control group with no 

intervention. All three groups experienced an increase in 

knowledge in post scores, with the greatest increase noted 

in the contracting group. However, the phosphorus levels 

did not differ among the groups. 

Morgan and Littell (1988) examined the effectiveness of 

patient teaching versus patient teaching along with 

contingency contracting in Type II non-insulin dependent 

diabetics who were overweight. The results revealed that 

both groups experienced an increase in knowledge and a 

significant decrease in weight. 

Two studies were conducted to explore interventions to 

lower blood pressure reading and improve adherence to 

treatment among hypertensive patients (Steckel, 1977; swain 
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& Steckel, 1981). The researchers randomly assigned 115 

hypertensive individuals to one of three groups. One group 

received routine clinic care, the second group received 

routine care and educational information, while the third 

group received routine care, educational information, and 

contingency contracting opportunities. Each group was 

followed for one year. The investigators found that the 

contracting group had the greatest increase in knowledge, 

greater weight loss, and lower average blood pressure 

readings. 

Another area that contingency contracting has been 

explored is in relation to patient care charting. Steckel 

(1976) conducted a study to examine the effectiveness of 

contingency contracting as a means of improving nursing care 

charting. In this study, nurses were given the option of 

choosing reinforcers such as a three-day weekend; choosing 

their own patient assignment; having a letter of 

recommendation placed in their file; or having a shorter 

work day. Steckel found a significant increase in charting 

during the positive reinforcement phase of the study, but a 

sharp decline during the baseline phase (no reinforcer). 

The researcher concluded that by providing intermittent 

reinforcement one can reward desired behavior. Some view an 



absence of rewarding as a form of punishment, therefore, 

contracting could enhance modification of undesirable 

behavior. 
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The review of literature explored the various aspects 

of modifying behavior to enhance greater compliance to a 

medical regimen for hypertensive individuals. Additionally, 

studies have shown both positive and mediocre results with 

the various attempts to enhance compliance to a medical 

regimen for controlling hypertension in the black 

population. 

Summary 

Hypertension is a major health problem in the adult 

black population. Black women have the highest incidence of 

any segment of the population, yet, few studies have been 

conducted on black women. Poor compliance to treatment is a 

major factor in the high morbidity and mortality rate among 

black Americans. Strategies are needed to increase patient 

compliance. Contingency contracting is one strategy that 

has not been explored extensively to determine its effect on 

improving compliance in hypertensive patients. Most of the 

studies reviewed on contingency contracting were related to 

patient education. The purpose of this study was to explore 



contingency contracting as a means of assisting the 

hypertensive black female to better comply with a 

therapeutic plan of care. 
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CHAPTER 3 

METHODOLOGY 

A quasi-experimental design was employed to examine the 

effect of contingency contracting on compliance to the 

medical regimen in hypertensive black females. This chapter 

will delineate the research design, the setting, population, 

sample technique, protection of human subjects, 

instrumentation, data collection procedure, and methods of 

data analysis for this study. 

Research Design 

A two-group, pretest-posttest, nonequivalent control 

group, quasi-experimental design was used in this study. 

According to Polit and Hungler (1991), the quasi

experimental design involves the manipulation or treatment 

of the independent variable, but lacks either a comparison 

group or randomization of subjects. In this study, a 

comparison group was used, but convenience sampling was used 

to obtain the desired number of subjects. 

The independent variable (contingency contracting) was 

manipulated to determine its effect on the dependent 

variables (compliance with taking antihypertensive 

medication, decreasing sodium intake, decreasing smoking, 
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controlling weight, and increasing exercise). Two groups 

were included in the study: (1) An education-contract 

group or experimental group and (2) an education-only group 

or comparison group. The sample was drawn from a 

convenience sample of individuals obtaining treatment at an 

outpatient hypertension clinic in the Southwestern portion 

of the U.S. A coin was flipped to determine if the first 

subject would be assigned to heads, the education-contract 

group, or tails the education-only group. Each subject 

obtained thereafter was alternately assigned to one of the 

two groups. Both groups completed the Compliance 

Questionnaire (pretest). The experimental group received 

educational information and engaged in contingency 

contracting, while the comparison group received educational 

information only. The Compliance Questionnaire was 

administered to both groups again at the end of one month 

(posttest). 

According to Nieswiadomy (1987), use of the 

nonequivalent control group design, controls the following 

threats to internal validity: history, testing, maturation, 

and instrumentation change. In an effort to decrease 

mortality threat, the investigator provided an explanation 

of the benefits of the study and attempted to establish a 

trusting relationship with the subjects (Nieswiadomy, 1987). 

Administration of the pretest provided baseline data about 
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the level of compliance of all subjects prior to 

implementation of treatment. Collection of preintervention 

data from both groups allowed the investigator to detect and 

control compliance effect of pretest on groups through 

statistical analysis. The investigator analyzed the degree 

of improvement in scores evident between the two groups 

following treatment. Findings could only be generalized to 

description of the sample population. 

Setting 

The setting for this study was the outpatient 

hypertension clinic of a 50-bed tax supported state 

hospital, in a metropolitan city in the south central 

portion of the United States. Patients who frequent the 

clinic were generally low-income, Medicaid, Medicare, or 

individuals without medical insurance. Clinic were 

scheduled every Thursday between 8:00 A.M. to 11:00 A.M. and 

a second clinic from 1:00 P.M. to 4:00 P.M., with an average 

census of 12 - 20 patients per clinic. 

There were eight private examination rooms in which 

patients could be seen by the physician. Each room 

contained a small desktop, rolling stool, upright chair, 

examination table, sink, oto-ophthalmoscope, and blood 

pressure manometer. Subjects were escorted to an exam room 

where the investigator provided information about the study 



and ascertained if the subject was willing to participate. 

All interaction between the subject and investigator took 

place within an examination room behind a closed door. 
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Another site that was utilized was the office of a 

pr1vate physician who specialized in the management and 

treatment of hypertension. The office was located in the 

renal dialysis facility in the same city. Patients were 

seen three mornings a week. The average daily census was 12 

patients a day. Income varied from low to moderate level. 

Physical surroundings were the same as previously described. 

All subjects were seen in an enclosed examination room. 

Data were gathered over a one-month time period. In 

the initial meeting, the investigator spent approximately 30

minutes obtaining the consent, demographic data, completing 

the Compliance Questionnaire, and providing instructional 

material and/or contracting. Subjects in the education

contract group met with the investigator two weeks after the 

initial contract, and again in one month after the initial 

contract, at which time the posttest was administered. 

Population and sample 

The target population for this study consisted of all 

black females who were diagnosed with hypertension by a 

physician, for at least 6 months or longer, between the ages 

of 18 - 70 years old, who could read, write, and speak 
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English. Using subjects who had been diagnosed for at least 

6 months, rather than newly diagnosed hypertensives, 

provided individuals who had been on a medical regimen for a 

period of time, and had established behavioral patterns by 

which compliance could be determined. A representative 

sample was drawn from the accessible population of subjects 

who sought care at the outpatient hypertension clinic of a 

tax supported state hospital in the south central portion of 

the U.S. Subjects must have met the criteria set forth for 

the target population and have agreed to participate in the 

study. 

Convenience sampling was used to obtain the desired 

number of subjects for the study. Acco�ding to Nieswiadomy 

(1987), a convenience sample entails choosing readily 

available people, such as the group of patients at a 

treatment center. Upon completion of the clinic 

appointment, each potential subject was approached 

concerning the study. An explanation of the purpose and 

type of study was provided to each subject. Next, a consent 

form for participation was obtained, demographic data 

gathered, and individuals who did not meet the set criteria 

were thanked and excluded from the study. A coin was 

flipped to determine if the first subject secured was 

assigned to heads, the experimental group, or tails, the 

comparison group. As subjects were obtained, each was 
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alternately assigned to one of the two groups until the 

total number of subjects desired were obtained. 

According to Cohen (1988) the use of analysis of 

covariance (ANCOVA) with a level of significance of .05, a 

power of .so, and effect size of .50 requires a sample size 

of 17 subjects in each group when using two groups. 

However, a total of forty subjects were obtained to allow 

for attrition. 

Protection of Human Subjects 

Permission to conduct the study was obtained from the 

Human Subjects Institutional Committee of Texas Woman's 

University (Appendix A) and the agency where the research 

study will be conducted (Appendix B). Additionally, 

permission was obtained from the attending physician prior 

to conducting the study. Written informed consent was 

obtained on each subject. 

Every subject was informed that all information would 

remain confidential and they were free to withdraw from the 

study at any time. Consents were filed in a locked file in 

the investigator's home and viewed by the investigator only. 

Participants were assured that their name would not appear 

in any part of the study. A code number was assigned to 

each subject and placed on the instrument used in the study. 
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The subject's name along with the code number was placed in 

a log book kept in a locked file and viewed only by the 

investigator. 

Benefits and risks of participating in the proposed 

study were reviewed. Benefits included education at no cost 

to the participant, increased knowledge of the disease 

process, and free rewards for performance of the goal 

behavior. Risks included loss of personal time and required 

keeping a weekly log of behaviors performed. 

Instruments 

Two instruments were used: the Demographic Data Form 

(Appendix C) and the Compliance Questionnaire (Appendix D). 

The Demographic Data Form was designed by the researcher to 

gather characteristics of the sample. The Compliance 

Questionnaire developed by Hilbert (1985), measures the 

degree to which individuals have carried out medical 

recommendations in the previous week. Written permission 

was obtained from Dr. Hilbert to use the Compliance 

Questionnaire in the study (Appendix E). 

Demographic Data Form 

The Demographic Data Form was used to gather 

descriptive characteristics of the subjects. The following 

information was elicited: age, educational level, income 



level, marital status, occupation, length of time since 

diagnosed with hypertension, and number of members in the 

immediate household. 

Compliance Questionnaire 
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The Compliance Questionnaire is a self-report, an 

indirect measurement of compliance containing eleven areas 

of recommendations: alcohol usage, caffeine intake, diet, 

exercise, medication, physical activity, sexual activity, 

smoking, stressful situations, weight control, and work. 

Subjects rated themselves on recommendations that were 

included in their prescribed treatment plan using a 4-point 

Likert scale. A score for each recommendation ranged from 

O - not at all; 1 - very seldom; 2 - about half of the time; 

3 - most of the time; to 4 - all of the time. Each category 

contained 4 to 5 questions on recall of recommendations made 

by the physician, difficulties experienced in adhering to 

treatment, and things which proved to be helpful in carrying 

out recommendations. The interview method was used to 

elicit information to complete the questionnaire. All 

responses were recorded by the investigator. 

Recommendations that did not apply to a particular subject 

were handled by having a "not applicable" option. 

Therefore, no subject completed the entire questionnaire, 

only those areas that were applicable to the individual's 



treatment regimen. The instrument was administered before 

and after treatment of the subjects. 
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Hilbert (1985) determined interrater reliability of the 

instrument by having a second rater listen to taped 

interviews and record compliance scores for the first five 

interviews and every tenth interview thereafter. Interrater 

reliability was .96 for the self-compliance scores. A panel 

of three nurses with master of science degrees in nursing 

who were experts in the area of coronary rehabilitation, 

determined content validity of the questionnaire. 

Although the Compliance Questionnaire is extensive in 

the amount of information obtained from each subject, only 

the Likert scale portion was used in determining compliance. 

Additional data were valuable in identifying variables that 

either enabled or impeded subjects from engaging in 

recommended health behaviors. Each area of applicable 

recommendation was analyzed individually prior to, and after 

treatment. The pretest score was compared with the posttest 

score to determine, if any, the degree of variation between 

the two. 

Data Collection 

All necessary forms and instruments were set up on a 

desktop in one of the private examination rooms. The 

investigator was stationed at the nursing checkout desk and 
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spoke with potential subjects as they completed their 

medical follow-up appointment. A description of the study 

and a consent form was distributed to the potential subject 

(Appendix F). Once the first subject was obtained, a coin 

was flipped to determine which group the subject would be 

assigned - heads, the experimental group, or tails, the 

comparison group. Thereafter, subjects were alternately 

assigned to one of the two groups. After informed consent 

was obtained, data collection was initiated by the 

investigator. 

The Compliance Questionnaire was completed by the 

investigator using an interview format. Each subject in the 

comparison group was given a hypertension management booklet 

that was compiled by using reproducible patient education 

material from the National Institutes of Health, National 

Heart, Lung, and Blood Institute, and the National High 

Blood Pressure Education Program (Appendix G). According to 

Oberst (1989), one level of a compliance indicator that 

should be considered is whether or not the person has the 

necessary knowledge and resources to engage in the desired 

self-care behavior. To eliminate lack of knowledge as a 

confounding issue in compliance, the informational booklet 

was included in this study as a means of equalizing 

subjects. Six topics were included in the booklet: facts 

about hypertension, diet, weight control, smoking, 
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medication, and exercise. Contents of the booklet were 

reviewed with each subject for approximately ten minutes, 

followed by a five-minute question and answer session. The 

subjects were instructed to read the booklet before the 

final meeting in one month. All subjects in the comparison 

group met with the investigator individually on two 

occasions, the initial meeting and again in one month. 

Contingency contracting was introduced to each subject 

who was assigned to the education-contract group after 

providing the educational information. At this point, the 

investigator and subject negotiated on the subject 

performing a specific health behavior related to 

hypertension management. A list of reward items was 

presented from which the subject chose one item. 

A written contract was printed on a size 8\11 x 11" 

sheet of paper, with a sheet of carbon paper between the 

original and a copy of the contract (Appendix H). The 

contract form was simple, eliminating a wordy or complex 

appearance, which was advantageous in decreasing 

apprehension or discouragement in subjects achieving the set 

goal and participating in the study. Outlined in the 

contract was the specific behavior the subject agreed to 

perform and the reward that would be received in exchange 

for performing that behavior. Both parties signed and dated 

the contract. The carbon copy was given to the subject and 
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the investigator retained the original. Subjects were 

informed that the contract was not legally binding and could 

be cancelled at any time. Subjects were also given a small 

pocket-sized log book designed by the investigator that 

enabled the subject to monitor and record behaviors re-lated 

to achieving the goal set forth in the contract. 

A total of two contracts were made with each subject in 

the education-contract group. The investigator and subject 

met again in two weeks, reviewed the log book, exchanged the 

reward item agreed upon if the behavior was performed, and 

negotiated a contract for a new behavior. If the subject 

failed to achieve the behavior set forth in the contract, no 

reward was relinquished, and re-negotiations ensued for the 

same behavior. At the end of one month, the investigator 

met with all subjects individually and administered the 

Compliance Questionnaire again. 

Data Analysis 

Compliance (dependent variable) was measured using the 

Likert scale portion of the Compliance Questionnaire, which 

consisted of ordinal level data. This level of measurement 

rank orders an attribute according to some criterion {Polit 

& Hungler, 1991). Ordinal measurement does not tell how 

much greater one level of an attribute is than another level 

(Polit & Hungler, 1991). 
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Generally, ordinal data is analyzed using less powerful 

nonparametric statistical tests. According to Munro, 

Visintainer, and Page (1986), parametric statistical tests, 

which are more powerful, can be used with ordinal level data 

without distorting the results. Ordinal level data are 

treated as if they were interval data. 

Analyses of covariance (ANCOVA) is the parametric test 

selected to analyze the ordinal level data obtained in this 

study. According to Polit and Hungler (1991), ANCOVA is 

appropriate when a quasi-experimental design is used. 

Statistical control of one or more extraneous variables can 

be obtained by using ANCOVA, permitting an accurate 

measurement of group differences. The pretest was used as 

the covariate in this study. According to Polit & Hungler 

(1991), the effects of the covariate can be statistically 

adjusted, then the significance of difference between group 

means can be tested. 

Descriptive statistics were used to analyze demographic 

data. Age, educational level, income level, length of time 

since diagnosed with hypertension, and number of members in 

the household resulted in ratio level data and was analyzed 

using the mean. Nieswiadomy (1987) states the mean is 

appropriate for ratio data and is considered the most stable 



measure of central tendency if the distribution is normal. 

Marital status and occupation was analyzed using frequency 

distribution. 

Summary 
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A two-group, pretest-posttest, nonequivalent control 

group, quasi-experimental design, with convenience sampling 

was employed in this study. The experimental group received 

a pretest, educational information, engaged in contingency 

contracting and posttest. The comparison group received a 

pretest, educational information, and posttest. Two 

instruments were used: The Compliance Questionnaire and the 

Demographic Data Form. ANCOVA was used to analyze data from 

the Compliance Questionnaire, while descriptive statistics 

was used to analyze data from the Demographic Data Form. 



CHAPTER 4 

ANALYSIS OF DATA 

A two-group, pretest-posttest, nonequivalent control 

group, quasi-experimental study was conducted to examine the 

effect of contingency contracting on compliance to a medical 

regimen in hypertensive black females. Data were obtained 

through the use of a Demographic Data Form and a Compliance 

Questionnaire. 

Descriptive statistics were used to analyze data from 

the Demographic Data Form to describe the frequency 

distribution, measures of central tendency, and measures of 

variance for each group, as well as the total sample. 

ANC0VA was used to analyze data from the Compliance 

Questionnaire in relation to each of the five research 

hypotheses. Both questionnaires were computer coded and 

analyzed using the statistical package for the Social 

Sciences (SPSSx)· A review of all findings will be 

discussed. 

Description of sample 

Nonprobability convenience sampling based on the 

established criteria was used to select 40 black 

hypertensive females between the ages of 18 and 70 years. 
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Figure 1. Age Distribution of 36 Hypertensive Black Females 

8.0. The range was 30 years with a minimum of 39 years and 

a maximum of 69 years. 

The mean age of subjects in the experimental group was 

49.72 years with a standard deviation of 10.75. The range 

was 36 years with a minimum of 31 years and a maximum of 67 

years. 
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Number of Years Hypertensive 

Each subject was asked to state the number of years 

they have had hypertension since they were first diagnosed 

by a physician. Of the 18 subjects in the control group, 

the majority (n = 4; 22.2%) had hypertension between 

6 months to 5 years, and 24 - 29 years (n = 4; 22.2%) 

(Figure 2). The mean number of years with hypertension in 

.5- 5 6-11 12-1718-2324-2930-35 36-41 42-47

NUMBER OF YEARS HYPERTENSIVE 
�CONTROL GROUP (N=18) �EXPERIMENTAL GROUP (N=18) 

Figure 2. Frequency and Distribution of Years 
Hypertensive of 36 Black Females 
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the control group was 18.75 with a standard deviation of 

12.52. The range was 46.5 years with a minimum of 6 months 

and a maximum of 47 years. 

In the experimental group, the majority of subjects 

were hypertensive between 30 - 35 years (n = 5; 27.8%). The 

mean number of years in the experimental group was 16.64 

with a standard deviation of 10.70. The range was 30.5 

years with a minimum of 6 months and a maximum of 31 years. 

Education 

Subjects were asked the highest grade completed in 

school. The largest percentage of participants in the 

control group had a 9th grade education (n = 5; 27.8%) 

(Table 1). The mode was the 9th grade, while the median for 

the control group was 9.5, and the range was a 10.0, with a 

minimum of a 3rd grade education (n = 1; 5.6%), and a 

maximum of college education (n = 1; 5.6%). 

The largest number of participants in the experimental 

group had a 12th grade education (n = 7; 38.9%). The mode 

was the 12th grade, the median 12th grade, and the range 

7.0, with a minimum of 6th grade (n = 2; 11.1%), and a 

maximum of college education (n = 3; 16.7%). Of the 36 

subjects who participated in the study, the largest percent

age had a 12th grade education (n = 10; 27.8%). 
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Marital Status 

All subjects were asked to classify their marital 

status into one of five categories. Eight (44.4%) subjects 

in the control group stated they were married, and 7 (38.9%} 

of the subjects in the experimental group were married 

(Table 1). The second highest percentage of subjects were 

widowed, with 5 (27.8%) in the control group, and 4(22.1%} 

in the experimental group. The largest number of subjects 

among groups were married (n = 15; 41.7%). 

Number of Members in Household 

Each subject was asked the number of people in their 

immediate household beside themselves. The largest numbers 

reported among groups was 1 - 2 (n = 18; 50%) members 

residing in the household (Table l}. The second highest 

category reported among groups was 3 - 4 (n = 12; 33.3%) 

members in the household. 



Table 1 

Distribution of the Sample According to Educational 
Level, Marital status, Number of People in 

Household, of the Experimental Group 
and control Group 

(N = 36) 

Experimental control 

Group Group Total 
variable 

n % n % n % 

Educational Level l Grade 

3 0 o.o 1 5.6 1 2.8 

5 0 o.o 1 5.6 1 2.8 

6 2 11.0 1 5.6 3 8.3 

8 1 5.6 1 5.6 2 5.6 

9 2 11.1 5 27.8 7 19.4 

10 0 o.o 1 5.6 1 2.8 

11 3 16.7 4 22.0 7 19.4 

12 7 38.9 3 16.6 10 27.8 

College 3 16.7 1 5.6 4 11.1 

Marital status 

Single 1 5.6 2 11.1 3 8.3 

Married 7 38.9 8 44.4 15 41.7 

Separated 3 16.7 2 11.1 5 13.9 

Divorced 3 16.7 1 5.6 4 11.1 

Widow 4 22.1 5 27.8 9 25.0 

Number of Peogle in Household 

None 1 5.6 3 16.7 4 11.1 

1 - 2 9 50.0 9 50.0 18 50.0 

3 4 6 33.3 6 33.3 12 33.3 

5 - 6 2 11.1 0 11.1 2 5.6 

7 or more 0 o.o 0 0.0 0 0.0 
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Occupation 

Of the 36 participants in the study, 18 (50%) did not 

work outside of the home (retired, disabled, housewife) 

{Table 2). Participants who were employed primarily worked 

in housekeeping (n = 9; 25%), followed by the medical field 

with 16.7% (nurse aide, licensed practical nurse). Other 

areas of employment reported (8.3%) were clerical, food 

service, and seamstress. 

Income 

Subjects were asked their gross annual income for the 

previous year. Of the 36 subjects, 16 (44.4%) reported an 

annual income under $5,000 a year (Table 2). The majority 

of subjects (n. = 34; 94.4%) reported a gross annual income 

of less than $15,000 a year. Only 2 (5.6%) subjects 

reported an annual income above $30,000 a year. 



Table 2

Distribution of the sample According to Occupation 
and Gross Annual Income of the Experimental 

Group and control Group 
(N = 36) 

Experimental control 

variable Group Group Total 

n % n % n % 

Occu�ation 

Housekeeper 3 16.7 6 33.3 9 25.0 

Nurse Aide 2 11.0 3 16.7 5 13.9 

Retired 2 11.0 1 5.6 3 8.3 

Disabled 1 5.6 2 11. 0 3 8.3 

Housewife 7 38.9 5 27.8 12 33.3 

Food Service 1 5.6 0 o.o 1 2.8 

Clerical 1 5.6 0 o.o 1 2.8 

Seamstress 1 5.6 0 0.0 1 2.8 

LPN 0 o.o 1 5.6 1 2.8 

Gross Annual Income 

Under $5,000 8 44.4 8 44.4 16 44.4

$5,000-9,999 4 22.2 7 38.9 11 30.6 

$10,000-14,999 5 27.8 2 11.1 7 19.4 

$15,000-19,999 0 o.o 0 o.o 0 0.0 

$20,000-24,999 0 o.o 0 o.o 0 0.0 

$25,000-29,999 0 o.o 0 o.o 0 0.0 

$30,000 or over 1 5.6 1 5.6 2 5.6 
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Findings 

Eighteen subjects agreed to contingency contracting. 

Each had the option to select a health behavior which they 

wanted to modify. The options were: sodium reduction, 

exercise, adherence to medication regimen, curtailment of 

smoking, and weight reduction. The subjects contracted 

twice for the same behavior {Table 3). None of the subjects 

chose to contract for medication adherence. Four contracted 

to lose weight, with the goal weight loss set at 1 pound per 

week. The rewards most frequently chosen were the lottery 

ticket and the personal care product {Table 4). 

Data were collected using the Compliance Questionnaire. 

The Likert scale portion of the questionnaire was used to 

obtain a score on the variable included in the subject's 

recommended treatment plan. Any variable that did not apply 

was placed in the not applicable category. Compliance was 

set at a score of 3.0 or above for each variable. The R was 

set at� .05. 

Resultant scores of contingency contracting subjects 

are reflected in Table 5, whereas those of the control group 

{non-contracting) subjects are included in Table 6. Final 

data analysis was done with applicable scores for each 

variable using ANCOVA. The pretest was used as a covariate 

to control for the effects of pretesting groups. Findings 

for each variable are discussed separately. 



Table 3 

summary of Behavioral Goals Chosen by Subjects During 
contingency contracting to Increase compliance 

(N = 36) 
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Behavior Chosen Frequency 

Take antihypertensive medication(s) 
Decrease dietary sodium intake 
Lose weight 
Increase physical exercise 
Decrease smoking 

Table 4 

summary of Reinforcers Chosen by Subjects 
in the Experimental Group 

(N = 36) 

0 

8 

8 

14 

6 

Type of Reward Frequency 

Lottery ticket 
Magazine or book 
Food scale 
Home visit with blood pressure check 
Playing cards 
Personal care product 
Gift to favorite charity 
Miscellaneous 

11 

1 

8 

1 

0 

10 

5 

0 



Table 5 

Frequency of Pre and Post Intervention Scores 
of contracting (Experimental) Group of 

Hypertensive Black Females 

Variable 

Dietary 

Sodium 

Exercise 

Medication 

Smoking 

score 

4 

3 

2 

1 

0 

N/A 

4 

3 

2 

1 

0 

N/A 

4 

3 

2 

1 

0 

N/A 

4 

3 

2 

1 

0 

N/A 

(N = 18) 

Pre-intervention 
or Pre

contracting 

n % 

3 16.7 

6 33.3 

1 5.6 

0 o.o

4 22.2 

4 22.2 

1 5.6 

5 27.8 

3 16.7 

2 11.0 

3 16.7 

4 22.2 

13 72.2 

5 27.8 

0 0.0 

0 o.o

0 o.o

0 0.0 

0 o.o

0 0.0 

1 5.6 

0 0.0 

5 27.8 

12 66.7 

Post-intervention 
or Post

contracting 

n % 

9 64.3 

5 35.7 

0 o.o

0 0.0 

0 o.o

6 42.9 

1 7.1 

1 7.1 

0 0.0 

6 42.9 

16 88.9 

2 11.1 

0 o.o

0 o.o

0 o.o

0 o.o

1 16.7 

0 o.o

0 o.o

5 83.3 
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Table 5 (Cont.) 

Frequency of Pre and Post Intervention Scores 
of contracting (Experimental) Group of 

Hypertensive Black Females 
(N = 18) 

Pre-intervention Post-intervention 
or Pre- or post-

Variable Score contracting contacting 

� % � % 

Weight 4 2 11.1 4 36.4 

Control 3 4 22.2 5 45.5 

2 0 0.0 0 o.o

1 3 16.7 0 0.0 

0 2 11.1 2 18.1 

N/A 7 38.9 
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Variable 

Dietary 

Sodium 

Exercise 

Medication 

Smoking 

Table 6 

Frequency of Pre and Post Test Scores 
of the Control Group of Hypertensive 

Black Females 
(N = 18) 

Score Pretest Posttest 

n % n % 

4 6 33.3 8 53.0 

3 8 44.4 6 40.0 

2 1 5.6 1 7.0 

1 0 o.o 0 o.o

0 0 o.o 0 o.o

N/A 3 16.7 

4 6 33.3 4 30.8 

3 0 0.0 2 15.4 

2 0 0.0 2 o.o

1 2 11.1 0 o.o

0 5 27.8 5 38.4 

N/A 5 27.8 

4 16 88.9 18 100.0 

3 0 o.o 0 o.o

2 0 o.o 0 0.0 

1 2 11.1 0 0.0 

0 0 o.o 0 o.o

N/A 0 0.0 

4 0 o.o 0 0.0 

3 2 11.1 2 66.7 

2 0 o.o 0 o.o

1 0 o.o 0 0.0 

0 1 5.6 1 33.3 

N/A 15 83.3 
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Variable 

Weight 

Control 

Table 6 (cont. ) 

Frequency of Pre and Post Test Scores 
of the control Group of Hypertensive 

Black Females 
(N = 18) 

Score Pretest Posttest 

n % n 

4 3 16.7 4 

3 5 27.8 5 

2 2 11.1 0 

1 0 o.o 1 

0 2 11.1 2 

N/A 6 33.3 
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% 

33.3 

41.7 

0.0 

8.3 

16.7 
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Hypothesis 

Five hypotheses were formulated to predict a 

relationship between contingency contracting and compliance 

as it relates to each variable. The findings of the study 

are presented according to the hypotheses addressed. 

Hypothesis 1 

Hypertensive black females who engage in contingency 

contracting will have greater compliance with taking 

antihypertensive medication than those who do not engage in 

contingency contracting. 

Results of data analysis revealed no observed 

significant differences in medication compliance of 

hypertensive black females who engaged in contingency 

contracting and those who did not engage in contingency 

contracting. A mean compliance score of 4.0 was obtained 

for the control group, while a mean compliance score of 3.89 

was obtained for the experimental group. The results of 

ANCOVA revealed a calculated E = 2.02 (p = .165) with no 

significant difference between groups {Table 7). Therefore, 

the hypothesis was not supported by data findings. 



Table 7 

Analysis of covariance of Medication compliance 
Comparing control Versus Experimental Group 

source ss 

Covariate .019 1 .019 .356 
Between 

Groups .108 1 .108 2.02 
Within 

Groups 1.762 33 .053 

Total 1.889 35 

Hypothesis 2 

71 

R 

.555 

.165 

Hypertensive black females who engage in contingency 

contracting will have greater compliance with decreasing 

sodium intake(< 2.0 grams/day) than those who do not engage 

in contingency contracting. 

According to the data, there were no observed 

significant mean differences in compliance to decreasing 

sodium intake among hypertensive black females who engaged 

in contingency contracting and those who did not engage in 

contingency contracting. The ANCOVA test revealed a 

calculated�= .612 (p = .441) with no significant mean 

difference between groups (Table 8). The mean compliance 
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score was 3.53 for the control group, and 3.64 for the 

experimental group. Therefore, the findings did not support 

the hypothesis. 

source 

Covariate 
Between 

Groups 
Within 

Groups 

Total 

Table 8 

Analysis of covariance of Compliance to 
Decreasing Sodium Comparing control 

Versus Experimental Group 

.081 1 .081 .240 

.206 1 .206 .612 

8.748 26 .336 

9.034 28 

Hypothesis 3 

.628 

.441 

Hypertensive black females who engage in contingency 

contracting will have greater compliance with decreasing 

smoking than those who do not engage in contingency 

contracting. 

Analysis of the data reflects no significant 

differences in compliance to decreasing smoking among 

hypertensive black females who engaged in contingency 

contracting and those who did not engage in contingency 

contracting. The mean calculated compliance score was 2.0 

BS 



for the control group and 0.50 for the experimental group. 

Results revealed a calculated E = .256 with no significant 

difference between groups at R = .631 (Table 9). Findings 

did not support the stated hypothesis. 

Table 9 

Analysis of covariance of smoking compliance comparing 
control versus Experimental Group 

Source ss df 

73 

covariate 6.716 1 6.716 3.724 .102 
Between 

Groups .462 1 .462 .256 .631 
Within 

Groups 10.821 6 1.804 

Total 18.000 8 

Hypothesis 4 

Hypertensive black females who engage in contingency 

contracting will have greater compliance with controlling 

weight than those who do not engage in contingency 

contracting. 

Group differences in pretesting means resulted in 

significant E value of 11.180 and a R = .003 (Table 10). 

However, data findings revealed no significant differences 

in compliance to controlling weight among hypertensive black 

MS R 
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women who engaged in contingency contracting and those who 

did not engage in contingency contracting. The mean 

compliance score for weight control in the control group was 

2.67, whereas the compliance score in the experimental group 

was 2.82. Between group difference was calculated resulting 

in a E = 1.180 and a R = .378. Therefore, the hypothesis 

was not supported by data findings. 

Table 10 

Analysis of covariance of Compliance to Controlling Weight 
comparing control Versus Experimental Group 

Source BS MS 

Covariate 16.226 1 16.226 11.180 .003 
Between 

Groups 1.180 1 1.180 .813 .378 
Within 

Groups 29.028 20 1.451 

Total 46.435 22 

Hypothesis 5 

Hypertensive black females who engage in contingency 

contracting will have greater compliance with increasing 

exercise than those who do not engage in contingency 

contracting. 
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Data analysis reflected no significant differences in 

compliance to increasing exercise among hypertensive black 

women who engaged in contingency contracting and those who 

did not engage in contingency contracting. Results revealed 

a calculated E = .020 with no significant difference between 

groups at R = .889 (Table 11). A mean compliance score to 

exercise was calculated at 2.0 for the control group, while 

a compliance score of 2.07 for the experimental group was 

obtained. The hypothesis was not supported by data 

findings. 

Table 11 

Analysis of Covariance of Compliance to Exercise 
comparing Control Versus Experimental Group 

source ss .l 

covariate 9.090 1 9.090 2.804 
Between 

Groups .064 1 .064 .020 
Within 

Groups 77.809 24 3.242 

Total 86.963 26 

Interview Findings 

.107 

.889 

Use of the Compliance Questionnaire allowed for further 

investigation into determinants of compliance for each of 

R 
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the five variables studied. Subjects were asked to state 

things which either facilitated or impeded compliance to the 

prescribed treatment plan. 

When asked to state things which helped in taking 

medication, 53% of subjects stated that having a routine 

schedule for taking their antihypertensive medication helped 

in adhering to treatment. Another 28% stated that the 

knowledge of hypertensive disease and the fear of possible 

complications was the reason for their compliance. Keeping 

medication convenient was helpful for 17% of the subjects. 

Less than 2% stated family members were helpful in reminding 

them to take medication. None of the subjects expressed any 

impedance to medication compliance. 

Of the 36 women in the study, 81% were told to decrease 

sodium in their diet. However, 66% were not given written 

diet instructions, or diet counseling on a low sodium diet. 

Knowledge of their disease process and fear of 

complications, motivated 28% of the women to adhere to the 

treatment recommendations. Twenty-four percent stated 

adhering to a low sodium diet was not difficult because of a 

dislike of salt. 

Sixty-four percent of the subjects in the study were 

advised by their doctor to lose weight. However, only 30% 

were given recommendations or a diet plan. Weight loss was 

achieved by 39% of subjects, while 48% reported weight gain, 

!i 



and 13% had no change in weight. Factors identified as 

impeding weight loss were: (1) eating between meals, (2) 

77 

stress and anxiety, and (3) cooking for other family 

members. Only 2% of subjects stated knowledge of adverse 

effects of excess weight on health motivated them to comply. 

Only 22% of subjects who participated in the study 

reported smoking. All of the subjects stated nothing has 

been helpful in decreasing or quitting smoking. Twenty-two 

percent stated stress in their lives cause them to smoke, 

while 22% stated they did not want to quit smoking. The 

majority of the subjects {56%), did not know what motivated 

them to smoke or what they felt could help them in 

decreasing or stopping smoking. 

Of the 75% of subjects who were advised to exercise, 

33% were hindered because of physical mobility (average age 

53.3 years old). Another 11% stated they were not motivated

to exercise, and 56% could not state anything that either 

facilitated or hindered their adherence to an exercise plan. 

summary of Findings 

Subjects who participated in the study ranged in age 

from 30 to 69 years old. The mean age of the control group 

was 52.6 years, while the mean age in the experimental group 
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was 49.7 years. The average number of years with 

hypertension in the control group was 18.75 and 16.64 in the 

experimental group. 

Subjects in the experimental group had a higher 

education level (12th grade) as compared to those in the 

control group (9th grade). Most of the subjects in the 

study were married (50%) and had small families (61.1%), 

with two or less people residing in the home. over half 

(50%) did not work outside of the home. Of the subjects 

that worked, 47.3% were in non-professional jobs. In 

general, subjects were of low income to poverty level, with 

an average income of less than $5,000 a year. 

There were no significant differences among groups in 

compliance to: (1) medication, (2) decreasing sodium 

intake, (3) decreasing smoking, (4) controlling weight, or 

(5) increasing exercise, in hypertensive black women who

engaged in contingency contracting and those who did not. 

Results of data analysis did not support any of the stated 

hypotheses. 

Compliance among groups was high in taking 

antihypertensive medication and decreasing sodium intake. 

However, both groups were non-compliant with decreasing 

smoking, exercise, and weight control. Although subjects 

who contracted for weight control lost weight, the overall 

group compliance score was low. 
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Taking medication at a regular scheduled time fostered 

adherence to taking medication. Most subjects were not 

given written instructions or counseling to assist with 

decreasing sodium intake or weight control. Stress was 

stated as the primary factor that contributed to the amount 

of cigarettes smoked. Physical mobility and limitations 

impeded adherence to exercise among groups. 



CHAPTER 5 

SUMMARY OF THE STUDY 

The purpose of this study was to investigate the 

effectiveness of contingency contracting on improving 

compliance to a medical regimen among hypertensive black 

females. Five hypotheses were stated that predicted the 

impact of contingency contracting on five aspects of a 

prescribed treatment plan. Hypertensive black females who 

engaged in contingency contracting were theorized to have 

greater compliance with: (1) taking antihypertensive 

medication, (2) decreasing sodium intake, (3) decreasing 

smoking, (4) controlling weight, and (5) increasing 

exercise, than those who do not engage in contingency 

contracting. This chapter will provide an overview of the 

study and discuss implications of findings to nursing 

practice. 

summary 

A two group, prettest-posttest, nonequivalent control 

group, quasi-experimental design was used to conduct this 

study. Thirty-six hypertensive black females between the 

ages of 30 to 69 years, who were diagnosed with hypertension 

by a physician for at least six months or longer, were 

80 



81 

obtained by convenience sampling. Subjects were obtained 

from two outpatient clinic sites and alternately assigned to 

one of two groups. One group received pretesting, 

educational information, and posttesting at one month from 

the initial meeting. The second group received pretesting, 

educational information, engaged in contingency contracting, 

and posttesting at one month from the initial contract. 

Data were obtained using the Demographic Data Form and 

analyzed using descriptive statistics to determine central 

tendency and variance. The Compliance Questionnaire was 

used to determine compliance. ANCOVA was used to analyze 

data from the Compliance Questionnaire. 

Results of data analysis revealed no significant 

difference in: (1) taking antihypertensive medication, 

(2) decreasing sodium intake, (3) decreasing smoking, (4)

controlling weight, or (5) increasing exercise in 

hypertensive black females who engaged in contingency 

contracting and those who did not engage in contingency 

contracting. 

Discussion of Findings 

Results obtained in this study revealed that 

contingency contracting as an intervention strategy had no 

significant effect on improving compliance to: (1) taking 
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medication (E = 2.02; R = .165), (2) decreasing sodium 

intake (F = .612; R = .441), (3) decreasing smoking (E =

.256; R = .631), (4) controlling weight (E = .813; R =

.378), or (5) increasing exercise (I= .020; R = .889). 

Data from other studies employing contingency contracting 

reflected different results. swain and Steckel (1981) 

explored the use of contingency contracting as a means of 

lowering blood pressure readings and increasing adherence 

among hypertensive patients. Subjects who engaged in 

contingency contracting were compared to those who receive 

routine clinic care, and those who received only educational 

information. Data revealed that the contracting group had 

the greatest increase in knowledge, greatest weight loss, 

and lower average blood pressure readings. 

Morgan and Littell (1988) investigated the 

effectiveness of patient education with contingency 

contracting versus patient education alone, in non-insulin 

dependent diabetics. Data revealed an increase in knowledge 

and significant weight loss among groups. 

Smoking is an addictive behavior. In this study, black 

women who smoked were non-compliant in both the contracting 

and non-contracting groups. Magura et al. (1988) 

investigated the use of contingency contracting to alter the 

--
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addictive lifestyle of polydrug abusers of an outpatient 

treatment clinic. They found that contracting did not have 

a significant effect on improving compliance with drug

related contracts in the cocaine users. 

One factor which may account for the lack of 

significant findings in this study is the length of time 

subjects were investigated. In previous studies discussed, 

subjects were followed from two months up to one year. This 

study followed subjects for a total of one month. Several 

women requested to participate in the study longer because 

they were "just getting motivated" to make behavioral 

changes. Another factor is the small sample used in this 

study. A larger sample may prove to be beneficial in 

replication of this study. 

Several characteristics of women who participated in 

this study correlated with findings of previous studies. 

According to Dawson (1988), black women tend to weigh more 

than either white or Hispanic women. In the present study, 

64% of the women were overweight according to standard 

weight charts, and were advised to lose weight by their 

physician. Subjects who contracted for weight loss stated 
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contracting was a "challenge" for them. Consequently, three 

out of the four subjects in the weight loss group, lost an 

average of 1.0 pound per week. 

Waldron and Jacobs (1989) found that black women who 

did not work experienced greater harmful effects on their 

health than those who did work. In this study, 50% of the 

women did not work outside of the home. 

Factors such as lower income and lower rate of 

employment in professional and managerial jobs were found to 

correlate with the incidence of hypertension in blacks 

(Keil, Sandifer, Loadholt, & Boyle, 1981; Moorman, Hames, & 

Tyroler, 1991; Strong, 1988). In this study, 44.4% of the 

women were poverty level and 50% reported an annual income 

in the low income bracket. Only 2.8% of the women who 

worked were employed in professional jobs. 

The lack of observed significant differences in this 

research should not result in discarding contingency 

contracting as a valuable intervention on improving 

compliance. According to Skinner (1953) reinforcement of 

minor behavioral changes can lead to an individual making 

major behavioral changes if each progressive step is 

rewarded. Positive reinforcement increases the probability 

that the desired behavior will be repeated. Subjects in the 



contracting group did have an increase in their compliance 

score post contracting, however, data analysis did not 

reflect an observed significant difference among groups. 

Findings are limited to the sample population. Additional 

research on contingency contracting is warranted due to 

limited investigation to determine its effectiveness. 

conclusions and Implications 

Findings of this investigation support the following 

conclusions: 

1. Most hypertensive black women have a high compliance

rate with taking antihypertensive medication (3.89-

4. 0) •

2. Hypertensive black women are interested in decreasing

their daily sodium intake (3.53-3.64).

3. Having a routine schedule for taking antihypertensive

medication increases adherence to treatment.

4. Knowledge of hypertension and its possible

complications does not increase compliance to a

prescribed treatment plan.

5. Limitations in physical mobility decreases compliance

with exercise regimens.

Implications for nursing practice were based on the

stated conclusions of research findings. Further 
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investigation in contingency contracting and compliance to a 

medical regimen is needed. Patients need to be involved in 

their plan of care. Contingency contracting is an 

intervention that utilizes this principle. Contracting 

fosters accountability; creates a formal commitment between 

the client and the health care worker; and allows for 

opportunity to discuss patient problems and make 

recommendations (Janz, Becker, & Hartman, 1984). 

Reinforcers can be used that are minimal or no cost to the 

health care facility, but that are of value to the patient. 

Things that can be used are: no waiting period for the next 

clinic visit; spending extra time with the patient on 

whatever the patient wishes to discuss; or providing the 

patient with a week's supply of sample medications. 

Patients should be encouraged to develop and adhere to a 

regular schedule of taking their medication. A written diet 

plan should be provided to patients along with suggestions 

on ways of accomplishing the set goal. In addition, the 

health care provider should spend time with the patient and 

allow for open dialogue on questions or concerns about the 

change in diet. 

More strategies, possibly long term programs, are 

needed to assist patients to quit smoking. Stopping 
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addictive behaviors requires time, assistance, and possibly 

a combination of strategies. Nurses should suggest 

alternative methods of exercising for patients with limited 

physical mobility. Finally, nurses can play an effective 

role in assisting patients in achieving the ultimate goal of 

blood pressure control by modifying one behavior at a time 

through the use of contingency contracting. 

Recommendations for Further study 

Contingency contracting is an area that needs further 

investigation. This study is one of only a few conducted to 

investigate th� effectiveness of contingency contracting on 

improving compliance to a medical regimen. Suggestions for 

future research are as follows: 

1. Replication of the study on compliance and contingency

contracting in hypertensive black women should be done

using a larger sample size.

2. Replication of the study over a longer period of data

collection.
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DEMOGRAPffiCDATAFORM 

Site Subject ID Number ___ _ 
--------

1. What is your current age?

2. When were you first diagnosed with high blood pressure?

3. What is the highest grade you completed in school?

4. What is your marital status?

( ) Single 
( ) Married 
( ) Separated 
( ) Divorced 
( ) Widow 

6. What is your occupation?

5. How many people are in your
immediate family?

( ) None
( ) 1 - 2

( ) 3 - 4
( ) 5 - 6

( ) 7 or more

7. In what range was your gross annual income last year?

( ) under $5,000 
( ) $5,000 to $9,999 
( ) $10,000 to $14,999 
( ) $15,000 to $19,999 
( ) $20,000 to $24,999 
( ) $25,000 to $29,999 
( ) $30,000 or over 
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Compliance Questionnaire 

Instructions: The questions you will be asked have to do with recommendations 
you have been told to follow by the health team (nurses, doctors, 
physical therapists, dietitians, etc.). 

I. 

Judged score 

II. 

Let's start with MEDICATIONS.

A. Are you taking medicine of any kind?

1. 

2. 

3. 

4. 

Type Frequency 

8. Have you had any difficulty with taking any of these? What
kind of difficulty (e.g., remembering, inconvenience, cost, side
effects, etc.)?

C. For the drugs mentioned: Would you estimate that you have
been taking it (in the past week):

_ {4) all of the time 
_ {3) most of the time 
_ (2) about half of the time 
_ (1) very seldom 
_ (0) none of the time 

D. Do you think you have missed any doses in the past week?
How many?

E. What has been helpful in regard to your taking the medications
as directed?

What has ·not been helpful?

Let's go to DIET other than weight reduction. 

A. Are you on a diet? What kind? 
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Measurement of Compliance as Nursing Outcome 

Judged score 

III. 

B. Did anyone on the health team (doctor. nurse, dietitian, physi
cal therapist, etc.) make suggestions regarding your eating pat
terns (e.g., reduce the amount of salt and salty foods, reduce
the amount of fat, change the kind of fat, reduce or eliminate
certain foods)?

If so, what was recommended? Were you given diet sheet?
Have you read books, pamphlets?

C. Who prepares this? Who does the food shopping?

D. Have you had any difficulty with following your dietary recom
mendations? If so, what kind of difficulty? What about eating
out, going to parties, etc.?

E. Would you estimate that you have been able to follow your diet
(in the past week):

_ (4) all of the time 
_ (3) most of the time 
_ (2) about half of the time 
_ (1) very seldom 
_ (0) none of the time 

F. What has been helpful for you in regard to carrying out these
recommendations?

What has not been helpful?

Let's go to WEIGHT LOSS. 

A. Did anyone on the health team make any recommendations
concerning loss of weight? 

If so, what were you told?

_ lose weight _maintain same weight

Who made the recommendation?

B. If you were told to lose weight, how much were you told to
lose?

C. What method was recommended?

D. Over how long a period of time were you to have lost this?

E. Have you lost weight, maintained same weight, or gained
weight?



Judged score 

IV. 

Judged score 

F. How much have you lost or gained?

Illness-Oriented Measures 

G. Have you had any difficulty in following the recommendations
for weight loss?

H. What kind of difficulty?

I. In the past week, how much of the time have you followed the
recommendations regarding your weight reduction?

_ (4) all of the time 
_ (3) most of the time 
_ (2) about half of the time 
_ (1) very seldom 
_ (0) not at all 

J. What has been helpful in regard to carrying out these
recommendations?

What has not been helpful?

Let's go to PHYSICAL ACTIVITY in terms of activity that could 
be considered harmful. 

A. Did any member of the health team suggest that you limit your
activity in any way (e.g., avoiding strenuous activity, avoiding
working or exercising in very hot or very cold weather, avoiding
isometric exercise , lifting a maximum amount of weight, mow
ing the lawn, shoveling snow)?

How?

Who made the recommendation?

B. have you had any difficulty in following these recommen
dations?

C. What kind of difficulty have you had?

D. Would you estimate that you have been able to follow these
recommendations (in the past week):

_ (4} all of the time 
_ (3) most of the time 
_ (2) about half of the time 
_ (1) very seldom 
_ (0) none of the time 

E. What has been helpful in carrying out these recommendations?



Measurement of Compllance as Nursing Outcome 

V. 

Judged score 

VI. 

What has not been helpful? 

Let's go to EXERCISE that could be considered helpful. 

A. Did any member of the health team suggest that you engage
in an exercise program (daily walks, using an exercycle, using
a treadmill, swimming, etc.)?

What recommendations were made? How often did you go to
the rehab program? If done at home, optimal pulse rate.

Who made them?

B. Have you had any difficulty in following these recommen
datinos?

C. What kind of difficulty?

D. Would you estimate that you have been able to follow these
recommendations:

_ (4) all of the time 
_ (3) most of the time 
_ (2) about half of the time 
_ (1) very seldom 
_ (0) none of the time 

E. What has been helpful in carrying out these recommendations?

What has not been helpful?

Let's go to STRESSFUL SITUATIONS. 

A. Did any member of the health team recommend that you try
to avoid stressful situations or make changes in your life to bet
ter deal with stress when it arises (e.g., set practical goals,
lighten your load of responsibility, discuss problems with some
one, set aside a time each day for relaxation, etc.)?

Who made the suggestions?

What suggestions were made? Was anything specific said?

B. Have you had any difficulty in following this advice?

C. What kind of difficulty have you had?

D. Would you say that you have been able to avoid stressful situa
tions or deal with stress in specific ways (in the past week):



Judged score 

VII. 

Judged score 

_ (4) all of the time 
_ (3) most of the time 

Illness-Oriented Measures 

_ (2) about half of the time 
_ (1) very seldom 
_ (0) not at all 

E. What has been helpful in carrying out these recommendations?

What has not been helpful?

Let's go to SMOKING. 

A. Did you smoke prior to your illness?

If yes, how much of each of the following per day?

cigarettes _ cigars _ pipe _

B. Did anyone of the health team suggest that you cut down or
eliminate smoking?

If so, who made the recommendation?

Did anyone suggest a method for stopping smoking?

C. Have you had any difficulty in following this advice?

D. What kind of difficulty have you had?

E. How much of the time have you followed these recommenda-
tions in the past week:

_ (4) all of the time 
_ (3) most of the time 
_ (2) about half of the time 
_ (1) very seldom 
_ (0) not at all 

F. How much do you smoke new? cigarettes _ cigars _ pipe _

G. What has been helpful in carrying out these recommendations?

What has not been helpful?

VIII. Let's go to ALCOHOL USE.

A. Did you drink alcoholic beverages before your illness? if yes, how
much per week? beer_ wine_ hard Uquor _



Measurement of Comp/Janee as Nursing Outcome 

Judged score 

IX. 

B. Did anyone on the health team make any recommendations to
you about alcohol use?

What were you told?

By whom?

C. Have you had any difficulty in following this advice?

D. What kind of difficulty have you had?

E. How much of the time have you followed these recommendations
in the past week?

_ (4) all of the time 
_ (3) most of the time 
_ (2) about half of the time 
_ ( 1) very seldom 
_ (0) not at all 

F. How much do you now drink per week?

G. What has been helpful in regard to following the recommenda
tions about alcohol use?

What has not been helpful?

Let's go to CAFFEINE INTAKE.

A Did you drink beverages containing caffeine, such as coffee, tea, 
or colas, before your illness? 

B. If so, how much per day? coffee _ tea _ colas _

C. Did anyone on the health team make any recommendations about
intake of beverages containing caffeine (coffee, tea, colas)?

Who made the recommendations?

What was recommended?

D. Have you had any r:lifficulty in following these recommen
dations?

E. If so, what kind of difficulty have you had?

F. How often in the last week ·would you estimate that you have
been following the recommendations about caffeine intake?



Judged score 

X. 

Judged score 

_ (4) all of the time 
_ (3) most of the time 

Illness-Oriented Measures 

_ (2) about half of the time 
_ (1) very seldom 
_ (0) none of the time 

G. How much are you now drinking of beverages containing caf •
f eine per day? coffee _ tea _ colas _

H. What has been helpful in carrying out these recommendations?

What has not been helpful?

Let's go to SEXUAL ACTIVITY. 

A. Did anyone on the health team make recommendations about
sexual activity (positions, relationship to meals and alcoholic
beverages, using nitroglycerin, etc.)?

B. What recommendations were made?

Who made them?

C. What changes have occurred in your sexual relationship with
your wife since your illness?

What are your thoughts about factors that have contributed to
these changes?

D. Have you had any difficulties in carrying out the recommenda
tions of the health team about sexual activity? (If recommenda
tions applied to a limited period and no longer applies, skip D
and E.)

E. In the past month how much of the time have your carried out
the recommendations about sexual activity?

_ (4) all of the time 
_ (3) most of the time 
_ (2) about half of the time 
_ { 1) very seldom 
_ (0) none of the time 

F. What has been helpful in adjusting sexually since your
illness?

What has not been helpful?



Measurement of Compliance as Nursing Outcome 

XI. 

Judged score 

Let's go to WORK. 

A. What was your occupation before you became ill?

B. Did anyone on the health team suggest any changes be made
in regard to your work?

Who made the recommendation?

What was recommended?

C. Have you returned to work? If so:

_ same job as before 
_ same job but with 

fewer demands 
_ same job but with 

shorter hours 

_ different job 
_ totally different 
_ somewhat different 
_ slightly different 

If you are in a different job, what are you now doing? 

D. If you have not returned to work, do you plan to return to

work?

If yes, how will you decide on a future job?

_ own judgment _ other, specify
_ health team advice

E. If anyone on the health team made recommendations regarding
changes in work, have you had difficulty in following these
recommendations?

If yes, what kinds of difficulty?

F. How much of the time are you currently following recommen
dations in regard to work?

_ (4) all of the time 
_ (3) most of the time 
_ (2) about half of the time 
_ (1) very seldom 
_ (0) none of the time 

G. What has been helpful in adjusting to the changes you have
had to make in regard to work?

What has not been helpful?
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TRENTON STATE COLLEGE 

Regina Johnson 
3505 Taylor Street 
Lake Charles, LA 70605 

Dear Ms. Johnson: 

105 

I am enclosing the chapter on my compliance questionnaire 
which I mentioned to you on the phone. You have permission 
to use the questionnaire in your research. I do request 
that you send me a letter stating that you intend to use the 
questionnaire and mention in the letter the value of my 
article in guiding your research project. 

Good luck. Let me know how your project goes and send me an 
abstract of the results. 

Sincerely, 

Gail A. Hilbert, RN, DNSc 
Professor and Graduate Program Coordinator 

School of Nursin 

609/771-259 

Hillwood Lakes, CN 4700 
� Trenton, New Jersey � 08650-4700 -----I
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INFORMATION AND INFORMED CONSENT 

As a graduate student at Texas Woman's University in Houston, Texas, I am 
conducting research on the effect of patient contracting on improving 
compliance to the prescribed treatment in hypertensive black women. Your 
help in conducting this study would be greatly appreciated. 

The study involves your participation in completing two questionnaires, 
reading an information booklet, and possible contracting. Contracting 
involves choosing a particular behavior (recommended in managing your 
hypertension) that you want to change or improve, in exchange for a reward 
of your choice. The contract is not legally binding and can be cancelled at 
any time. It will take approximately 20 - 30 minutes of your time to 
complete the questionnaires. 

Benefits of participating in the study include education at no cost to you, 
increased knowledge of your disease, and free rewards for performing the 
behavior agreed upon. There is no risk to you for participating in the study. 
Your name will not appear on any documents and will only be known to 
�egina Johnson, the graduate student. You may refuse to answer any 
questions, or withdraw from the study at any time. Participants will not be 
paid but may receive a copy of the project results from Regina Johnson if 
desired. If you have any questions, contact Regina Johnson at 4 7 5-8192. 

I understand the information given and agree to take part in this study. 

Signature of Subject Date 



APPENDIX G 
Education Pamphlet 

108 



Be a Cha11tpion 

Treat Your 

High Blood 

Pressure 

and Live 



Know the score. Find out what 
your blood pressure measurement 
is and what it means. Learn the 
facts about high blood pressure 
and how it can be treated and con
trolled. 

Blood pressure is the force of 
blood as it moves through the 
blood vessels. If blood cannot flow 
easily through the vessels,, the 
force increases. If the force is too 
gr�at, you have high blood pre� 
sure. 

High blood pressure is a seri
ous disease. It increases the work
load on the heart and blood ves
sels and can lead to heart disease, 
stroke, or kidney problems. 

High blood pressure usually has 
no symptoms. It doesn't hurt, and 
it usually doesn't make a person 
feel sick or dizzy or nervous. 

The only way to know if you have 
high blood pressure is to have it 
checked regularly by a health 
professional. Having your blood 
pressure measured is quick and 
Painless. It is done by placing a 
cuff around your arm and measur
ing the force of blood against the 
inflated cuff. 

Your blood pressure is recorded 
in two numbers. Your systolic 
pressure is the first recorded num
ber and is the pressure in the 
blood vessel when the heart is 

Facts About 
High Blood Pressure 

pumping. Your diastolic pressure 
is the second recorded number 
and is the pressure in the blood 
vessel when the heart is resting 
between beats. 

If your blood pressure reading 
is consistently 140/90 mm Hg or 
higher, you are at increased risk 
for heart disease, stroke, and kid
ney problems. You should see your 
doctor for followup and possible 
treatment. 

In more than 90 percent of the 
cases, no one knows what causes 
high blood pressure. However, 
some people are at greater risk 
than others for developing the 
disease. 

• Older persons are more likely
to have high blood pressure
than are younger persons.

• People with a family history of
high blood pressure are more
likely to develop the disease
than are those with no high
blood pressure in their family.

• Blacks are more likely to have
high blood pressure and de
velop the disease earlier in life
than are whites.

High blood pressure cannot be
cured, but it can be controlled. 
Common treatments for high 
blood pressure are listed below. 
Treatment usually must be con
tinued for life to keep blood pres
sure under control. 

1 

• Taking prescribed medication.
Follow instructions exactly�
Don't skip dosages or stop tak
ing medication without a doc
tor's advice.

• Controlling weight Lose any
extra pounds by cutting back
on calories and-�etting regular
exercise.

• Reducing salt(sodlum) Intake.
Avoid foods with high sodium
content. Use less salt in cook
ing and at the table. Use more
herbs instead of salt for flavor.
Eat more fresh fruits and vege
tables.

• Moderating alcohol intake.
Follow doctor's guidelines for
limiting alcohol intake.

• Increasing exercise. Get regu
lar, vigorous exercise such as
brisk walking, swimming, or-jog
ging.

One in every four American
adults has high blood pressure. It 
is estimated that many more have 
the disease but are unaware of 
their illness. Be sure you know the 
score. Have your blood pressure 
checked regularly. Be aware of the 
risks of high blood pressure. If you 
have high blood pressure, follow 
the treatment your doctor has 
prescribed, and be a champion of 
control. 
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extra weight is muscle, not fat. 
Other people who are within the 
desirable weight range for their 
height are not fit because a high 

Rate Your Weight 
. percentage of their body weight is 

fat. For these people, an appro
priate exercise plan is very im
portant. Excess weight is a prob
lem when those extra pounds are 
fat. Many people are both over
weight and "overfat." What about 
you? Answer these practical ques
tions to see if you might beoverfat. 

Being significantly overweight 
is harmful to your health and may 
in fact shorten your J ife. Obesity 
increases the risk of not only high 
blood pressure, but also diabetes, 
heart disease, and many other 
health problems. Some overweight 
people may be at greater risk than 
others. For example, recent re
search shows that people who tend 
to have their fat concentrated in 
their waist and abdomen rather 
than the thighs and buttocks may 
be more prone to health problems 
such as high blood pressure that 
often go along with obesity. 

How Much Should 
You Weigh? 

A variety of methods are used to 
determine desirable weight. But 
remember that desirable weight is 
only a guideline. Your ideal weight 
should be the weight that is the 
healthiest for you. Discuss this 
with your doctor. In the meantime, 
here is one commori weight calcu
lation method to get you started. 

Are You Flt or Fat? 

Remember that height/weight 
charts don't tell the whole story. 
Your desirable body weight is also 
related to the size of your frame -
small, medium, or large ;- and 
you can't change your basic body 
structure. While you may never 
look like a fashion model or body 
builder, your real goal should be 

to obtain a desirable weight for 
your body frame, age, and health; 
you want to be fit. not fat. Weight 
charts such as the one shown pre
viously can help you decide if you 
have a weight problem: however, 
such charts don't relate weight to 
fitness. The best goal is to be fit -
to feel good and move well while 
maintaining desirable weight Some 
people who weigh more than the 
chart may still be fit because their 

• Are you wider at the waist than
at the chest?

• Can you look down and see
your toes without bending over?

• Pinch a fold of skin from the
back of your upper arm. Is it
more than an inch thick?

If you answered yes to any of
these questions, you are probably 

Desirable Body Weight Ranges 

Height 
without shoes 

4'10" 
4' I I" 
5'0" 
5'1'' 
5'2"

5'3" 
5'4" 
5'5" 
5'6" 
5'7"

5'8" 
5'9" 
5'10" 
5' l l" 
6'0" 
6'1" 
6'2" 
6'3" 

Weight 
without clothes 

Men Women 
(pounds) (pounds) 

92-121
95-124
98-127

105-134 101-130
108-137 104-134
1 I 1-141 107-138
114-145 110-142
117-149 114-146
121-154 118-150
125-159 122-154
129-163 126-159
133-167 130-164
137-172 134-169
141-177
145-182
149-187
153-192
157-197

Note: For women 18-2 5 years, subtract I pound for each year under 
25. 

Source: Adapted from the 1959 Metropolitan Desirable Weight 
Table. 
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carrying around excess body fat. you need to lose to reach your first off their diet and end up not losing 
Losing excess body fat and body weight loss goal (e.g., 40 divided weight or even gaining more 
weight will require both exercise by 2 = 20). weight. 
(to burn extra calories) and diet- Here are some tried and true 
ing(tocut intake of calories). Work Example calorie-cutting tips to help you 
with your doctor, registered dieti- Current weight 160 get started with the weight loss 
tian, or other health care practi- Half of total game. 
tioner to establish a weight loss desirable weight loss 20 
and exercise plan that meets your First goal weight 140 • Avoid second helpings of higher-
specific needs. calorie foods, and gradually cut

You should try to have a steady back on serving sizes.
weight loss of 4 to 8 pounds a 

Setting a Weight Goal_ month, or 1 to 2 pounds a week. • Eat low-calorie versions of foods
Set monthly weight loss goals that you. l��e.

When starting a weight loss pro- rather than one large goal. Decide 
gram, be realistic about how much how much you can lose a month. • Go easy on foods that are high
weight you can lose and how fast Using the example above, it would in fat or sugar.
you can lose it. Your first goal take IO weeks to lose 20 pounds. 
should be to lose half of the weight You must make a long-term com- • Limit your intake of alcoholic
needed to reach your desirable mitment to weight loss if you want beverages.
body weight. When you reach that to succeed. Use the following chart 
weight goal, talk to your doctor or to keep track of your progress. • Roast, broil, steam, or poach
registered dietitian about losing If you are not losing weight, ask foods rather than frying them.

yourself if you eat too much, exer-more. cise too little, or have set an un- • Select lean cuts .of meat, and
realistic weight loss goal. trim visible fat.

Determining Your 
Avoid gimmicks and fad diets 

that promise miracles. They can • Remove skin from poultry be-
Weight Loss Goal be very dangerous. They are ap- fore cooking.

pealing because they promise 
To determine your total desir- quick and easy weight loss. But • Use spices and herbs for sea-

able weight loss, subtract your unless a diet is nutritionally bal- saning instead of sauces, but-
goal weight from your current anced - as many fad diets are not ter, or margarine.
weight. - it could be harmful. Diets that

encourage little or no eating, diets • Use low-fat dairy products.
Example that promote heavy eating of one
Current weight 160 kind of food, and very-low-calorie You can be a winner at the
Final goal weight -120 diets can all cause health prob- weight loss game. But winning
Total desirable weight loss 40 !ems. Such diets do not promote means changing your old eating

long-term healthy eating habits. and exercise habits. Start today, 
If your total desirable weight Fad diets often require drastic but give yourself some time to 

loss is more than IO pounds, divide changes, which are hard to main- learn these new habits. You can 
it by 2 to determine the pounds tain. That's why most people go succeed. 

------------------------------------------------------------------------------------

Monthly Weight Goal Goal Date Actual Weig/it Loss 

3 



For many people, the fast pace 
of American life demands meals 
that keep up with that lifestyle. 
fast-food restaurants (e.g., ham
burger eateries,· fried chicken carry
outs) often meet this need quickly 
and relatively inexpensively. How
ever. the convenience of fast foods 
does not always mean good nu
trition. 

The fast foods served in these 
eateries are frequently high in 
calories, fat, and salt, all of which 
make it harder to control your 
weight and sodium intake. Since 
being overweight. is known to in
crease your chances of developing 
high blood pressure, choose fast 
foods carefully to help control 

Eating Tips for People 

With High Blood Pressure 

your high blood pressure. 
But how do you know which 

foods are high in calories, fat, and 
sodium? And how do you decide 
where-to eatTMany fast-food res.:. 

taurants have published informa
tion about the calorie, fat, and so
dium content of their menu items. 
Ask for one of these nutrient bro
chures at your local restaurant, or 
write to the headquarters of these 
restaurants (addresses are provided 
at the end of this article). Calorie, 
fat, and sodium values can vary 
significantly from item to item and 
from one restaurant to another. 
To get you started, here are some 
general tips to keep in mind when 
eating at fast-food restaurants. 

4 

To reduce your calorie and fat intake 

• Fast-food breakfasts tend to be
higher in fat, calories, and cho
lesterol than are other meals.
Choose cereal with low-fat milk.
fruit or juice, plain toast, English
muffin, fruit muffin, or bagel.
Plain pancakes are much lower
in fat and cholesterol than are
breakfast sandwiches. Just re
member not to add butter, and
go light on the maple syrup.

• Virtually all fast-food breakfast
sandwiches are high in fat. If
you do order one of the sand
wiches that also include meat,
the best choice would be one
made with Canadian bacon, the
leanest of all breakfast meats.
Sausage sandwiches are the
highest in fat and calories.

• Choose broiled, baked, or grilled
chicken or fish when possible.
If fried is the only choice on the
menu, remove the breading or
skin.



• Eating deep-fried chicken or
fish with batter or breading of
fers no reduced-calorie or re
duced-fat advantage over red
meat In fact, a plain roast beef
sandwich has half the fat of a
fried breast of chicken or fried
fish sandwich.

• Extra crispy fried chicken has
more calories and fat than reg
ular fried chicken.

• Mashed potatoes ( even with a
small amount of gravy) are much
lower in fat and calories than
are french fries. And onion rings
have even more fat and calories
than do trench fries.

• The baked potato starts out as
a low-fat food. However, when
you add cheese, bacon, and the
works, the calories double, and
the fat value skyrockets. A bet
ter bet is to add a sma11 amount
of margarine and then add

vegetables from the salad bar, 
such as chopped green onion, 
and perhaps a tablespoon of 
shredded cheese. 

• Use small amounts ofketchup
and mustard as condiments.
They are lower in calories and
fat than are mayonnaise and
mayonnaise-based sauces. -But
even ketchup and mustard
must be used in moderation if
you're watching your sodiullJ
intake.

• Salad bars are a healthy option
offered at many fast-food res
taurants. When lining up at the
salad bar, choose lettuce or
another variety of greens, and
stick with the plain fresh fruits
and vegetables. To cut down
on calories and fat, avoid may
onnaise-based items such as
potato salad, macaroni salad,
and pasta salad. Items such as
bacon bits and cheese can
quickly add calories and fat.

I l 

I I 

i. I 
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Use salad dressing sparingly. A 
tablespoon of most salad dress
ings contains about I 00 calories. 

• Soft ice cream has the lowest
calories and fat of most des
serts generally available on fast
food menus. A plain soft ice
cream cone has around 190
calories and 5 grams of fat.
Cookies and pies have about
I 00 calories more, and a much
higher percentage of their cal
ories come from fat.

• Request low-fat or skim milk.

• Ask what kind of fat is used to
fry foods at the restaurant Avoid
items that have been fried in
beef fat. Jard, coconut oil, or
palm oil.

To reduce your sodium intake 

• Order sandwiches without the
pickle (93 mg sodium). Use
small amounts of ketchup ( 180
mg per tablespoon) and mus
tard (180 mg per tablespoon).
Cheese adds 200 to 400 mg of
sodium per slice.

• Skip the bacon bits, pickled
vegetables, cheese, olives. and
croutons at the salad bar.

• French fries are not as high in
sodium as most people think.
They taste salty because all the
salt is sprinkled on the outside
of the fries. Ask the counter
person to hold the salt, and
you'll save yourself of couple
hundred milligrams of sodium.

• Order pizza with vegetables
such as mushrooms, green pep
pers, and onion. Skip the pep
peroni, sausage, and ham.

Fast-food meals can be either
laden with calories, fat. and salt or 
relatively low in calories and 
healthy. The next time you eat in a 
fast-food restaurant, remember, 
you can eat wisely and healthy if 
you make the right choices. 



-==-=== .·:::::= 
--

-

............... :::=:· 
=-� ............ 
.... ,.. ......- .-
-==--= 

. .:.-==-�....--
.......... --:.. -

.. ;� ... � 
I 

,.., � 
:--.., 

.. For 
._vu,� 
0� 

Go for Your Goal: 
Exercise Regularly 

The heart, like every other mus
cle in the body, needs to stay in 
good condition to work effectively. 
Regular exercise, designed"to in
crease heart rate, also increases 
the strength and stamina of both 
the heart and the body. 

Regular exercise is one of the 
best things you can do for your 
health. People who develop good 
exercise habits are rewarded with 
a variety of benefits: the heart 
pumps blood more efficiently: the 
lungs develop greater capacity; 
bones are strengthened: and bal
ance is improved. As a result, in-

, dividuals who exercise regularly 
feel better and look better, have 
more energy, and can control their 
weight. In some cases, regular ex
ercise helps to control blood pres
sure and helps smokers to stop 
smoking. Best of all, exercising 
can be easy. You don't have to be a 
superstar athlete or sink your life 
savings into special equipment. 
Physical activity can be fun, inex
pensive, and safe. 

There are many different types 
of exercise programs, but some 

activities improve the condition 
of your heart and lungs better than 
others. To improve the efficiency 
of the heart and increase the amount 
of oxygen that the body can pro
duce, your exercise program should 
consist of aerobic (pronounced 
"air-o-bic") activities -- such as 
walking, swimming, dancing, bik
ing, and hiking - that involve 
rhythmic motion of the legs and 
arms. People with high blood pres
sure who perform aerobic exercise 
regularly under a doctor's super
vision usuaJly achieve a slower 
resting heart rate that is of long
term benefit to the cardiovascufar 
system. 

Perhaps the easiest aerobic ex
ercise program is walking because 
it does not require special facilities 
or equipment other than a safe 
place to walk and comfortable, 
well-fitting shoes. Shoes should be 
lightweight and flexible with suf
ficient arch support and cushioning 
for the bottom of your feet. Wear 
comfortable, loose-fitting clothing 
appropriate for the weather. 

To improve the efficiency of your 
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heart and lungs and to burn off 
extra calories, walking must be 
brisk (raising heart and breathing 
rate), sustained (performed at least 
1,5 to 30 minutes without interrup
tton}, and regular (repeated at 
least three times a week}. 

Before setting off on the day's 
brisk walk, be sure to warm up 
your muscles first. Walk slowly for 
about 5 minutes, and then grad
ually build up your exercise pace . 
Starting slowly allows the body's 
tempetature, pulse rate, and res
piratory rt3te to speed up gradually 
and reduces the chance of injury. 
Similarly, slowing your pace grad
ually at the end of your brisk walk
ing session allows your body to 
cool down and readjust after the 
demands of exercise. The follow
ing chart below illustrates a sam
ple walking program. Notice that 
the time spent exercising is in
creased slowly Gver a period of 
weeks and that the program in
cludes both a "warm-up" and a 
"cool-down" period. Repeat each 
of the sessions listed three times 
during the appropriate week. 

How you feel is probably the 
best indicator of how hard you 
should push yourself. Exercise 
should make you sweat a bit and 
breathe more rapidly and deeply 
than usual, but you should still be 
able to carry on a conversation. 
Listen to your body. If you find 
exercising too tiring, take a little 
longer to build up your exercise 
time. Otherwise, you'll only wind 
up in pain, convinced that exer-



cise is not for you before you've 
given it a fair chance. Remember, 
exercise shou)d leave you feeling 
pleasantly tired, not exhausted or 
racked with pain. 

Check with your doctor before 
making significant changes in your 
level of exercise. Remember, exer-

cising should be enjoyable and, 
for maximum benefit, should be 
performed regularly. Being a "week
end" athlete and participating in 
"on-again, off-again" fitness pro
grams may actually do more harm 
than good. Decide to begin a regu
lar exercise program, and stick with 

it. Tel I your friends of your com
mitment, ·and, if you can, find an 
exercise partner. You can help each 
other to avoid slacking .off and 
skipping sessions. Remember that 
the goal is a long and healthy life, 
so go for your goal: exercise reg
ularly! 

.---""'.-::,.::. 
�-==-==-
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Sainple Exercise Program 
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(Adapted from the Pawtucket Heart Health Program) 
===-=-·==-=-
=·=====·�� 
�� ---::::-
- ------=-==-
�� 

Cool Down 
�---:�:.. 

Warm Up Exercise Period Total � ====
�==--::;::...:::;=::::=-
===== =-::::.

Week 1 Walk slowly Walk briskly Walk slowly 15 minutes�� 
5 minutes 5 minutes 5 minutes :�� 

Week2 Walk s)owly Walk briskly Walk slowly 17 minutes 
5 minutes 7 minutes 5 minutes 

Week3 Walk slowly Walk briskly Walk slowly 19 minutes 
5 minutes 9 minutes 5 minutes 

Week4 Walk slowly Walk briskly Walk slowly 21 minutes 
5 minutes 11 minutes 5 minutes 

Weeks Walk slowly Walk briskly Walk slowly 23 minutes 
5 minutes 13 minutes 5 minutes 

Week6 Walk slowly Walk briskly Walk slowly 25 minutes 
5 minutes 15 minutes 5 minutes 

Week 7 Walk slowly Walk briskly Wa)k slowly 28 minutes 
5 minutes 18 minutes 5 minutes 

Week8 Walk slowly Walk briskly Walk slowly 30 minutes 
5 minutes 20 minutes 5" minutes 

Week9 Walk slowly Walk briskly Walk slowly 33 minutes 
5 minutes 23 minutes 5 minutes 

Week 10 Walk slowly Walk briskly Walk slowly 36 minutes 
5 minutes 26 minutes 5 minutes 

Week 11 Walk slowly Walk briskly Walk slowly 38 minutes 
5 minutes 28 minutes 5 minutes 

Week 12 Walk slowly Walk briskly Walk slowly 40 minutes 
5 minutes 30 minutes 5 minutes 
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Go for v o·ur Goal: 
No.Smoking 

Both high blood pressure and 
smoking are known risk factors for 
heart disease. The combination of 
these two risk factors greatly in
creases the probability of disease. 
So people should not only control 
their blood pressure, but they 
should also quit smoking. 

Some Commonly Asked 
Questions About Smoking 
and High Blood Pressure 

• Will smoking cause my blood
pressure to rise?

Cigaretfo--smokingrfern porari ly
elevates blood pressure; it also
makes the heart work harder.
While no scientific evidence di
rectly links smoking to high
blood pressure, smoking is a
risk factor for heart disease.
Cigarette smokers are two to
three times more likely to have
heart attacks than are non
smokers. And following a heart
attack. a smoker has a poorer
chance of recovery. The simple
truth is that people should not
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smoke cigarettes, especially if 
they �ave high blood pressure. 

• High blood pressure, smoking,
and obesity are some of the
risk factors for heart disease.
How can I possibly control all
these risk factors?

Controlling several risk factors
is not as hard as it might seem
at first because many are re
lated. Controlling one risk fac
tor often helps control others.
Also, by achieving one goal,
you strengthen your ability to
achieve others. For example,
once you quit smoking, you'll
realize·· that you are indeed a
winner. This will make it easier
to accomplish other personal
goals that are important to you.
Attempt one change at a time.
For example, if you're trying to
quit smoking, concentrate all
your efforts on that goal. This
may not be the best time to
lose those extra 20 pounds.
Once you've quit smoking, you
may find it easier to exercise
and exercise will help you los�
weight in the long run.



• I've known some people who
have smoked for 30 or more
years, and they haven't devel
oped heart disease, high blood
pressure, emphysema, or any
of the other diseases associ
ated with smoking. Why should
I be concerned?

Not everyone smokes the same
amount, and not everyone tie

velops chronic diseases from
smoking. But the chances are
so much greater for smokers

.. than for nonsmokers that it 
does not make sense to take 
such a risk. 

• Is there a "safe" number of
cigarettes that I can smoke
each day?

-No. Cutting down on the num
ber of cigarettes smoked daily
can reduce but not eliminate
the ill effects on health. Smok
ing even a few cigarettes raises
blood pressure temporarily and
makes the heart work harder.
Cutting down is a step in the
right direction, but not nearly
as effective as quitting.

• I've been smoking for more than
20 years. Will it do me any good

· to quit now?

It's never too late to quit. No 
matter how long you've been 
smoking, the body begins to 
repair damaged cells as soon 
as you quit, and the heart and 
lungs begin to function better. 
Even if you've already devel
oped a chronic disease, you 
may help prevent the disease 
from getting worse if you quit 
smoking. 

• Are there immediate benefits
to quitting smoking?

Yes. Quitting smoking puts less
strain on the heart since it does
not have to work as hard. Even
one cigarette can cause the
heart to beat an extra 200 or
300 times. The smoker's cough
disappears after quitting. Skin
temperature stabilizes since
the small blood vessels are no
longer constricted by nicotine.
The wrinkling process that shows 
up as crow's feet around the
eyes goes back to normal. Your
breath and clothing no longer
smell like tobacco. Bacteria
and food debris that become
trapped on the tongue are loos
ened. Also, you immediately
start to save the money that
otherwise would be going up in
smoke. And, of course, you en
joy the immeasurable personal
satisfaction of overcoming a
harmful habit.

• Don't I need strong wilipower
to quit smoking?

Miilions of people who believe
that they have little or no will
power have successfully quit
smoking. Many psychologists
believe that there is no such
thing as willpower. Quitting
smoking requires strong moti
vation to quit and a personal
commitment to change moti
vation into action. Some people
benefit from a weJJ-designed
program to guide them.
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• Will I gain weight if I stop smok
ing and increase the risk of de
veloping high blood pressure?

Some people do gain weight,
some experience no change,
and others even lose weight.
To some extent, this depends
on whether you substitute food
for cigarettes. If you do gain
weight, it is best to quit smok
ing completely first, then con
centrate-oo. your diet and physi
cal exercise to control weight.
Deciding on a smoke-free I ife
strengthens your ability to
achieve other goals in life as
well.

• Is there a "best" way to quit
smoking?

There's no best way to stop
smoking - not in the sense
that one method works better
than others for all smokers.
"Cold turkey" may be the best
way for those who are capable
of doing so. But many smokers
who quit, even those who claim
to have done so cold turkey,
actually prepared for it over
time. Unless you are truly pre
pared to quit, it may be better
to strengthen your motivation,
develop an understanding of
the reasons you smoke, and
prepare yourself to cope with
the cravings or urges you have
to smoke after you quit. Other
wise, your chances of going
b�ck to former smoking prac
tfces are increased Some smok
ers need a group program.
where they share experiences
and successes with their peers.
Others need personalized at
tention from a smoking cessa
tion professional. Some smok
ers benefit from hypnosis, shock
therapy, or smoking-cessation
drugs under the direction of a
physician. Still others just quit
"cold turkey." If in doubt, con
sult a specialist. You'll be glad
you did, and so will your heart.
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If you have high blood pressure, 
ask your doctor exactly what you 
can do to control it and what your 
blood pressure goal should be for 
your age and medical condition. 
By working toward this goal. you 
can take an active role in your own 
health care. Reaching your goal 
can mean reducing your chances 
of having a stroke, heart disease, 
and kidney damage. 

Teaming Up With 
Your Doctor 

Controlling your high blood 
pressure calls for teamwork be-

Meet the Challenge of Control: 

Tips for Reaching 
Your Blood Pressure Goal 

tween you and your doctor. Here 
are ways you can work with your 
doctor to treat and control your 
high blood pressure. 

• Keep your doctor's appoint
ments. If you must cancel an 
appointment, be sure to sched
ule another visit as soon as
possible. Mark your appoint
ment dates on your calendar.
Ask the doctor's office staff to
remind you of your appoint
ment. Ask about evening and 
weekend hours if necessary.

• Prepare for doctor visits. Make
notes of the problems you are
having. Keep a list of all the
medicines you are taking, in
cluding nonprescription drugs.
Write down all the questions
you have for your doctor.

• Talk to your doctor. Ask any
questions you have about your
doctor's-.mstruc_tioos, and ask
for these. fnstruct.ions to be
written down. Describe any
problems you are having fol
lowing your doctor's advice.
Discuss any concerns or fears
you have about your condition
and treatment. Ask about your
latest blood pressure measure
ment, ask what the numbers
are and what ,they mean, and
talk about the progress you are
making toward your blood pres
sure goal.

-• If yoru doctor prescribes medi
cine, ask about the name and 
purpose of the drug: how and 
when to take it; possible side 
effects and what to do if they 
occur; and what foods, drinks, 
and other medicines to avoid 
while you are taking your pre
scription. Ask for written infor
mation on the medicine you 
are taking. 

• Ask about generic drugs, which
are often much cheaper than
brand name drugs.

• Give your doctor time to find
the treatment that works best
for you - the one that lowers
your blood pressure with the
fewest side effects.

Taking Your Medicine 

If you are prescribed medicine 
to control your high blood pres
sure, you must take it every day 
according to your doctor's instruc
tions. This means building new 
habits. Here are tips to help you 
take your medicine properly. 

• Try to take your medicine at the
same time each day. Combine
this activity with daily routines.
If you take one pill a day, keep
your medicine near something
that is part of your morning
routine, such as your tooth-

----.... ,...... ........... --- ----- ---... :-..----------
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brush. If you take several pills a 
day, ask your doctor if you can 
take them with meals. If so, 
keep your medicine on the din
ing table. 

• If you take more than one medi
cine, count out the day's pills
in advance and keep them in
separate containers that are
labeled with the time you should
take them.

• Keep a medication calendar
that you can mark each time
you take a dose of your medi
cine. Also mark when you will
need to refill your prescription.

• Carry a pill box with a I-day
supply of your medicine in your
pocket or purse when you leave
your house. If you are traveling,
be sure to carry your medicine
in your hand luggage. Refill
prescriptions before going on
out-of-town trips.

• Don't skip taking your medi
cine because you feel good. If
you miss a dose, call your doc
tor for instructions to get bac;k
on schedule. Do not take an
extra dose for ones you've
missed. If you notice any side
effects, tell your doctor. Do not
change dosages or stop taking
your medicine without your
doctor's specific instructions.

• Always refill your prescription
before you run out of pills. Keep
almost-empty medicine bottles
handy and in the open as a
reminq�r to get prescriptions
refilled. Ask your pharmacist if
there is a system for reminding
you to refill your prescription,
such as receiving a postcard or
telephone call from the phar
macy.

• If you have trouble reading
medicine labels, ask yourphar
macist for large type on the
label. Some people color code
their medicine bottles and write
dosage information on a piece

of paper the same color as the 
bottle. 

• If child-proof safety caps are
hard for you to remove, ask your
pharmacist for easy-to-open
caps. Ask your doctor to write
on your prescription that you
need easy-off caps.

Asking Others to Help 

Your family, friends, and com
munity service organizations can 
be part of your high blood pres
sure control team. Here are some 
ways you can ask others to help 
you reach your blood pressure 
goal. 

• Ask your spouse or other close
relative to go with you to the
doctor. They can ask questions
and learn what they can do to
help you reach and maintain
your blood pressure goal.

• Ask your spouse, another family
memb_e!, __ or �Jt�ighbor to re-
mind you to i:ake ·-your niedi-
cine, refill your prescriptions,
keep your doctor's appoint
ments, and follow your diet.

• It is easier to make diet changes
if the whole household is on
the same diet plan. If you are
cutting calories and reducing
salt · and alcohol in your diet,
ask your spouse and other
household members to join
you in this healthy habit.
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• If transportation is a problem,
ask a relative or neighbor to
drive you to doctor's appoint
ments. Try to find a drugstore
that delivers prescriptions.

• Ask social service agencies and
public health departments about
special programs that might
offer assistance for prescription
costs, insurance questions, trans
portation, and other problems.

Staying in Control 

Once you have started to work 
toward your blood pressure goal, 
you may be surprised to find it 
easier and less complicated than 
you thought it would be. A good 
way to see progress toward your 
goal is to keep your own record of 
your blood pressure measure
ments. After each doctor's visit, 
write down your measurement on 
a chart and see how dose you are 
getting toward your goal. 
· Remember, because high blood

pre_s_�yre._ �.an.riot be cured, you
must control it for· the rest of your
life. Once you have reached your
goal and your blood pressure is
controlled, you must continue to
follow your prescribed treatment.
If you stop treatment, your blood
pressure may rise again, increas
ing your chances of stroke, heart
disease. and kidney damage. See
your doctor for regular checkups,
and continue to follow his or her
advice. Meet the challenge of high
blood pressure control!



Some Things to 
Remember 

• One out of three blacks in the
United States has high blood
pressure.

• You can have high blood pressure
and still feel fine.

• Take your high blood pressure pills
every day, no matter how you feel.

• Watch your weight, and stay active.
• Cut back on salt in the foods you

eat.
• Tell your family and friends about

your high blood pressure and what
your doctor told you to do. Ask

· them to help you follow your
doctor's advice.

High Blood Pressure ... 

Treat it for life. 
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APPENDIX H 

Health care contract 
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HEALTH-CARE CONTRACT 

I, __________ ,will _____________ _ 

________________ in return for ________ _ 

We will review the terms of this agreement on ______ _ 

(date) 

We hereby agree to abide by the terms of the contract described above. 

Signed ___________ _ 
(Patient) 

Signed ___________ _ 
(Investigator) 




