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CHAPTER I 

INTRODUCTION 

Systemic hypertension and ·its cerebra-vascular, 

renal, and cardiovascular sequelae are among the most 

common causes of illness and death in the world today. 

Current estimates are that thirty million people in the 

United States have hypertension. The vast majority 

(90 to 95 percent) have hypertension with no specific 

underlying lesion (Aagaard 1973). 

Hypertension is a mass disease, probably the most 

serious in the adult population. Some authorities believe 

the majority of hypertensive ca$es to be either unidentified, 

untreated, or treated inadequately even though the loss of 

life and toll of illness is largely avoidable with the 

present availability of effective drugs. 

Through the years many theories about hypertension 

have emerged. There remains a controversy over criteria 

establishing hypertension, as well as factors that play a 

role in the cause and continuation of a ~ypertensive state. 

In most cases of hypertension, little is known 

about the factors which alter the arteriolar tone and 

caliber. Age, race, and environment are significant but 

1 
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2. Identify major life change events in the patient 

with an unaltered medical regime 

3. Identify the relationship of an altered medical 

regime and life change_events scores 

4. Identify the relationship of an unaltered 

medical regime and life change events scores 

5. Compare the life change events scores of 

individuals with altered medical regimes and unaltered 

medical regimes 

Background and Significance 

Hypertension is abnormally high blood pressure, 

especially in the. arteries. It may also be a condition 

of which this is the chief symptom. 

Blood pressure within the body flows through a 

series of elastic arterial vessels. The peak pressure 

within arteries, a reflection of ventricular contraction, 

is referred to as systolic pressure. · Residual resting 

pressure during ventricular diastole accounts for the 

diastolic pressure. The accepted upper limit of normal 

blood pressure in the adult is 140/90 millimeters of 

mercury (mm Hg.), however, the so-called "normal" varies 

with age (Foster 1974). 
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Factors influencing blood pressure include 

(1) viscosity of blood,· (2) blood volume, (3) cardiac 

output, (4) elasticity of arterial walls, and (5) 

peripheral resistance (Foster 1974). An increase in 

viscosity results in an increase in resistance to blood 

flow and may give rise to hypertension, as in polycythemia. 

An increase in the amount of blood or fluid circulating in 

the vascular system may also result in hypertension. The 

cardiac output, which refers to the volume of blood pumped 

into.the vascular system per unit of time, is an 

important determinant of blood pressure. The arteriolar 

wall elasticity normally relaxes in systole and contracts 

during diastole; loss of this function, as in rigid 

arteriosclerotic vessels, results in increased syst?~ic 

pressure and decreased diastolic pressure. Foster (1974) 

states that perhaps the most important determinant in the 

development of systemic hypertension is the peripheral 

resistance within the arteriolar segments of the vascular 

system. Small changes in the arterial caliber result in 

marked changes jn resistance and pressure, chiefly the 

diastolic pressure. 

Although each of these factors, viscosity of blood, 

blood volume, cardiac output, elasticity of arterial walls, 

and peripheral resistance, may influence the blood pressure, 
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the effect depends largely on the modifying influence of 

the autonomic nervous system and on renal and hormonal 

contributions. Reflex arcs within the nervous system 

control the vasomotor tone, cardiac rate, and cardiac 

output. Proprioceptors or baroreceptors in the aortic 

wall and carotid sinus participate in the reflex arcs and 

play an important role in the regulation of blood pressure 

(Foster 197 4) • 

The most important of all humeral factors affecting 

circulatory regulation is the hormone aldosterone secreted 

by the adrenal cortex. This hormone helps to regulate 

salt and water in the extracellular fluid, thereby helping 

to regulate blood volume. Whenever the extracellular 

fluid volume, the blood volume, the sodium concentration 

in the body fluids, or the cardiac output decreases, the rate 

of secretion of aldosterone automatically increases. The 

precise cause or causes of the increase in aldosterone 

secretion in all these instances has not been determined 

(Guyton 1971). 

When the sympathetic nervous system throughout the 

body is stimulated to cause direct effects on the blood 

vessels, it also causes the adrenal medullae to secrete 

epinephrine and norepinephrine, which is then circulated 

everywhere in the body fluids and acts on all vasculature. 
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Norepinephrine has vasoconstrictor effects in almost all 

vascular beds of the body, and epinephrine has similar 

effects in some, but not all beds (Guyton 1971). 

What triggers stimulation of the nervous system 

and the endocrine system, thereby introducing humeral 

factors into the bloodstream? Seyle (1956) suggests that 

the nervous system and endocrine system play particularly 

important parts in maintaining resistance during stress. 

They help to keep the ·structure and function of the body 

steady, despite exposure to stress-producing or stressor 

agents. No biologic reaction is always perfect, however, 

and the stress-response is no exception. When it fails to 

cope adequately with a potentially disease-producing 

situation, the body develops diseases of adaptation. For 

example, if the adrenal must produce an excess of corticoids 

to maintain life during stress, it is quite probable that 

the resulting hormonal excess in itself may have dangerous 

consequences. Flooding the body with any hormone can 

produce disease. When the thyroid secretes too much of 

its hormones, metabolism is unduly accelerated. When the 

pituitary manufactures large amounts of somatotrophic 

hormone, the result is gigantism., When the adrenal medulla 

discharges an excess of its adrenalines~ the pulse quickens 

and the blood pressure rises dangerously (Selye 1956). 
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In an effort to determine whether the level of 

blood pressure in essential hypertension is at least in 

part dependent on excess sympathetic activity, Louis 

(1973) studied thirty-one patients and showed there was a 

close correlation between resting diastolic pressure and 

basal plasma norepinephrine levels. Further, it was 

suggested that the higher the basal blood pressure, the 

greater the circulating concentration of plasma norepine

phrine, which implies that the level of sympathetic 

activity may be an important factor in determining the 

height of the blood pressure and may be a definite component 

in essential hypertension. 

Branch (1968) states that liberation of adrenaline 

into the blood stream may be a factor cont~ibuting to 

clinical hypertension, and, in the majority of persons, 

anxiety has an effect on the circulation similar to that 

produced by small doses of adrenaline. The exact mechanism 

by which prolonged emotional strain influences an 

evaluation of blood pressure has not been established. 

Sympathetic nervous system response to stress can 

have therapeutic value when the response of the organism 

is directed toward homeostasis, or a steady-state of the 

internal milieu. When the response, in an attempt to 

adapt to the stressful stimuli, causes either excessive or 
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insufficient hormonal release, it is hypothesized that a 

disease such as hypertension can result (Selye 1956). 

In animal studies, recent evidence suggests that 

exposure to aversive operant conditioning schedules or to 

psychosocial conflict may be successful stressors in 

inducing persistent elevations in blood pressure. Further 

study in man was recommended by Friedman (1975). 

Selye (1956) points out that no person can live 

without experiencing some degree of stress all the time. 

Serious disease or intensive physical or mental injury 

can cause stress. Crossing a busy intersection, exposure 

to a draft, or even sheer joy are enough to activate the 

body's stress-mechanism to some extent, especially the 

endocrine glands and the nervous system which help to 

adjust to the constant changes occurring in and around us. 

Life events evo~e or are associated with some 

adaptive or coping behavior on the part of the individual 

involved (Holmes and Rahe 1967). The social readjustment 

rating scale was developed to measure the amount of stress 

associated with life events. The emphasis of the.rating 

scale is not on psychological meaning, emotion, or social 

desirability, but on change from the existing steady-state. 

Adaptation to stress of life events is determined by the 

defensive mechanisms of the body (Selye 1956). 
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The physiological effects of sustained stress 

remains to be proven. However, stress undoubtedly often 

produces or accentuates symptoms in the individual. Branch 

(1968) states that emotional factors may elevate arterial 

pressure enough to constitute a serious problem in the 

management of patients with essential hypertension. 

Controlling the blood pressure requires that the 

patient understand hypertension and have some responsibility 

for his care. Patients' misunderstandings constitute an 

obstacle of which they.themselves, their families, nurses, 

and physicians need to be aware. Since both case-finding 

and teaching are a part of _nursing practice, perhaps nurses 

can intensify their efforts to help patients start and then 

continue in the treatment of their hypertension (Griffith 

and Madero 1973). According to Robinson (1974) nurse 

counseling determines the success or failure of keeping 

the hypertensive patient under control. 

Hypotheses 

For the purposes of this study the following 

hypotheses were tested: 

1. There is no relationship between the total 

life change events score and the alteration of a hypertensive 

patient's medical regime 
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2. There is no difference in major life change 

events units between hypertensive patients with altered 

medical regimes and hypertensive patients with unaltered · 

medical regimes 

Definition of Terms 

For the purpose of this study, the following 

definition of terms was applicable: 

Hypertension--an elevation of blood pressure above 

140 systolic and/or 90 diastolic. 

Essential hypertension--ap elevation of blood 

pressure with unknown etiology. 

Stress--the state manifested by a specific syndrome 

which consists of all the.non-specifically induced changes 

within a biological system. 

Stressor--any situation or force which causes a 

physiological response in the human organism. 

Adaptation--the physiological response of an 

organism fitting it more perfectly for existence under 

the conditions of its environment. 

Social Readjustment Rating Scale--a measurement of 

the intensity of a life event requiring social readjustment 

to a change in one's accustomed pattern of life. 
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Life Change Unit--a numerical assignment, relative 

to degree, given to the readjustment to a stressful 

occurrence. 

Altered medical regime--a dietary or chemotherapeutic 

change in the treatment of the patient as determined by the 

physician. 

Limitations 

For the purpose of this study the following 

. limitations applied: 

1. The populati_on consisted of hypertensive 

patients whose compliance to medical regimen could not be 

controlled 

2. The length of the hypertensive state prior to 

the patient seeking medical intervention could not be 

determined 

3. The reliability of information concerning 

family and/or personal history of disease could not be 

established 

Delimitations 

For the purpose of this study the following 

delimitations applied: 

1. The respondents had been diagnosed as hyper

tensive by a physician at least two years prior to the 

interview 
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2. The respondents consisted of individuals who 

had experienced life change events within six months prior 

to the interview 

3. One group of the population consisted of 

hypertensive patients whose medical regime had been altered 

either by medication or diet within the past three months 

4. One group of the population consisted of 

hypertensive patients whose medical regime had remained 

unaltered for at least three months 

· 5. The respondents consisted of English-speaking 

individuals who were literate 

Assumptions 

For the purposes of this study the following 

assumptions applied: 

1. Adaptive or coping behavior is necessary for 

readjustment to internal or external environmental stimuli 

2. Readjustment to change requiring adaptive or 

coping behavior is stressful 

3. Change is inherent within all individuals 

Summary 

Hypertension is one of the nation'·s most prominent 

health problems. Of those diagnosed with hypertension, 

90 to 95 percent have no demonstrable etiology. 
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Since nonpharmacologic control measures should be 

initiated in all patients with hypertension, the role of 

the nurse both in case-finding and patient education can 

be of primary importance. One facet of patient education 

i s an understanding of factors contributing to his disease. 

Since stress is implicated in the hypertensive state, an 

awareness of life circumstances of the patient that perhaps 

contribute to stress could be of value in nursing inter

v ention. 

Chapter II presents a review of the literature 

concerning the magnitude of hypertension in the American 

society, the physiological factors related to the disease, 

the possible role of stress with concomitant adaptive 

mechanisms, and the nurses' role in patient · education and 

support. 

Chapter III presents a description of the hyper

tension and medicine clinics which were the setting for 

this study. The method of population selection by conven

ience sampling and the interview schedule and Social 

Readjustment Rating Scale, the tools employed for the 

collection of data, are discussed. Included in this 

chapter is the procedure for treatment of data which 

consisted of tabulation of frequency distributions of 

demographic information,and the application of statistical 
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measures for analyzing the significance of stress in the 

life of the hypertensive patient. 

Chapter IV presents the statistical analysis of 

the data obtained in the study. A point biserial corre

lation coefficient and the Mann-Whitney u-test were 

employed to determine levels of significance in regard to 

life change events and the hypertensive patient's medical 

regime being altered or remaining unchanged are discussed. 

Chapter Vis a summary of the findings of the entire 

study about hypertension and the effects of stress. 

Conclusions drawn from statistically significant findings, 

implications of ·these findings, and recommendations for 

further studies regarding stress are included. 



CHAPTER II 

REVIEW OF LITERATURE 

An understanding of the hypertensive state is 

necessary in order to provide optimum patient care. 

Chapter II is a review of the literature concerning the 

magnitude of the problem of hypertension in our society, 

recent research suggesting possible factors contributing 

to its etiology, including stress.• and the nurses' role 

in relation to health problems. 

Hypertension Morbidity and ·Mortality 

Hypertension is probably the most serious disease 

in the adult _American population. It affects millions, 

cutting short lives, crippling,and silencing men and women 

in the prime of life (Stamler 1974). 

Reader (1970) states that hypertension~ athero

sclerosis, and intravascular thrombosis form a sinister 

triad. These disease entities individually or collectively 

are responsible for at least half of the deaths in 

affluent Western communities. 

Reporting the compilation of statistical data from 

the National Center for Health Statistics, Cooper (1973) 

15 
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relates that 23 million persons in the United State~ have 

high blood pressure. Overall, 15.3 percent of the entire 

United States' population has hypertension. 

Hypertension is the most highly publicized medical 

enigma of the decade. Pervasive and insidious, it is 

directly responsible for 60,000 deaths per year and is an 

underlying factor in another 1 million deaths from stroke 

and cardiovascular disease (Robinson 1974). 

Of the new heart attacks each year, 800,000 or 

68 percent of the patients have high blood pressure, and 

of the 400,000 new strokes reported annually, high blood 

pressure is a factor 75 percent of the time (Cooper 1973). 

From 20 to 30 percent of adults in the United 

States have a blood pressure equal to or greater than 

160 mm Hg. systolic and 95 mm Hg. diastolic. · Of these 

cases 90 to 95 percent must be classified as "essential" 

hypertension because no causative factor is demonstrable 

(Aagaard 19 7 3) • 

Etiological and Pathophysiological 
Factors of Hypertension 

Although morbidity and mortality statistics are 

readily available for documentation of the presence of this 

phenomenal disease entity, the factors contributing to 

its etiology remain obscure. Laragh (1973) states that 
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despite the critical role of blood pressure for well-being 

and longevity, the cause of hypertension remains largely 

unsolved even after intensive study. Moreover, there is 

much debate as to ·whether "hypertension" is a "disease" 

or simply a physical sign (Tuttle 1970). 

Harvey and Bordley (1970) assert that hypertension 

is not a disease but, like tachycardia, glycosuria, or 

cyanosis, is a clinical manifestation which may be 

attributed either to physiological stress or to any one of 

several diseases. Further, the term hypertension is relative 

and of questionable significance unless qualified by factors 

relating to age, sex, stressful influences, or other factors. 

The most important and significant gains in 

d~termining etiological factors of hypertension made in 

recent years, according to Laragh (1973)r is the developing 

evidence that so-called essential hypertension is not a 

single entity but is biochemically and physiologically 

multiform. If this is the case, its proper investigation 

is equally multiform and its solution and control requires 

the mobilization of many biomedical disciplines ranging from 

epidemiology and sociology to molecular biology. Hyper

tension is :the expression of a cybernetic disorder which 

involves dynamic interparticipation of the neural, endocrine, 

renal, and cardiovascular systems (Laragh 1973). 



18 

The problems posed by the study of hypertension 

extend across the entire range of the circulatory system. 

Tuttle (1970) theorizes that hypertension arises from 

many different initial disturbances of the circulation 

which increase cardiac output or peripheral resistance or 

both, or one relative to the other. Thus, · for the biologic 

situation under consideration, the blood pressure is higher 

than would be expected in the normal population. 

Essential hypertension manifests itself as a 

generalized disease of the vascular system (Imbriglia 

1959). The morphological effects of hypertension are 

demonstrated chiefly in the small arteries and arterioles 

of the heart, brain, and kidneys. 

Pickering {1974) states that, under normal 

circumstances, peripheral vascular resistance is equal to 

the mean pressure divided by the cardiac output. However, 

in most forms of persistently elevated arterial pressure, 

th~ cardiac output is normal. The raised pressure is 

thus due to an increased resistance. Increased resistance 

is presumably due either to the increased length or 

decreased diameter of the resistance vessels. 

Dunstan, Tarazi, and Bravo (1973) assert that 

increased peripheral resistance is no longer considered 

the only hemodynamic abnormality of hypertension as 
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originally thought. From the broad spectrum of types and. 

severity of hypertension, there are a variety of cardiac 

output, peripheral resistance, and arterial pressure 

relationships,and this hemodynamic relationship shows 

that hypertension is a disease of the entire circulation, 

not just the resistance of vessels. 

The lesions of essential hypertension are confined 

to the small arteries where the greatest pressure gradient 

in the circulation occurs. Vascular changes occur in all 

areas of the body, although there are variations in the 

susceptibility of vasculature of different organs. The 

kidney is the most susceptible, but the myocardium, brain, 

adrenal glands, pancreas, gallbladder, and intestines are 

also affected (Imbriglia 1959). 

The level of blood pressure is determined by an 

interplay of many variablBs, some physiological, some 

pathological. A pressure which is normal ·for one individual 

under a given set of conditions may be abnormal for 

another individual under the same conditions (Harvey and 

Bordley 1970). 

Normally, circulation is controlledprimarily by 

intrinsic regulatory mechanisms. The three basic intrinsic 

controls responsible for control of the circulation are 

(1) the ability of the heart to respond automatically to 
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increased input of blood, (2) the ability of local tissue 

blood vessels to adjust their blood flow in response to the 

needs of the surrounding tissues, and (3) the ability of 

the c~rculation, operting on conjunction with the kidneys 

and insterstitial fluid system, to regulate extracellular 

fluid volume, these, in turn, play major roles in 

controlling cardiac output and arterial pressure (Guyton 

1971). 

By the autoregulatory system of circulation, if 

the arterial pressure rises above normal, the blood flow 

increases very little because excess blood flow provides 

too much nutrition. This, in turn, causes automatic 

vasoconstriction and returi:i of blood flow almost to its 

normal level (Guyton 1971).· 

Superimposed onto the intrinsic regulations of the 

circulation are two additional types of regulation, nervous 

and humeral (Guyton 1971). -These regulations are not 

necessary for basic function of_ the circulation, but they 

do provide greatly increased effectiveness of control. 

The nervous system provides rapid control, as does humeral 

control, through release of epinephrine and norepinephrine 

from the adrenal medulla. 

· Humeral regulation of the circulation is effected 

by substances such ·as hormones and ions. Perhaps the most 
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important hormone influencing circulation is aldosterone 

which is secreted from the adrenal cortex (Guyton 1971). 

Aldosterone, the sodium-retaining hormone of the cortex, 

has been shown to potentiate the rise in blood pressure 

caused by presser agents (Foster 1974). 

According to Guyton (1971) almost any type of 

circulatory debility causes increased output of aldosterone, 

which, in turn, acts on the kidney to cause increased 

reabsorption of sodium,and secondary results of this 

effect are increased reabsorption of chloride ions and 

water, thereby increasing the extracellular fluid volume 

and blood volume. These effects are additive to the 

effects of the intrinsic fluid control system, and this 

humeral factor is of' extreme importance in the control of 

circulation. 

Foster (1974) states that aldosterone enhances 

retention of sodium and water with consequent expansion 

of blood volume and resultant hypertension. An increased 

sodium content of the vascular wall also appears to make the 

blood vessels more responsive to vasoconstrictor agents, 

thereby potentiating the hypertensive state. 

The humeral mechanism involved in t~e role of the 

kidney in the production of hypertension has been an area 

of intense interest and controversy for over a century 
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(Foster 1974). One obscure renal mechanism that may play 

a role in the formation of systemic hypertension is the 

production of antirenins and vasoexciter materials which 

enhance arteriolar response to epinephrine, and the 

excretion or metabolism of circulating presser agents. 

Guyton (1971) states that the autonomic nervous 

system, especially the sympathetic system, plays an important 

role in circulatory regulation by altering the resistance 

of the vessels. and thereby changing the rate of blood 

flow through the tissues. ~he sympathetic system 

stimulates secretion of norepinephrine at the endings of 

the vasoconstrictor nerves. Norepinephrine acts directly 

on the smooth muscle of the vessels to cause vasoconstric

tion, thereby raising the arterial ·pressure. 

Sympathetic vasotransmitter substances are also 

transmitted to the adrenal medulla causing it to secrete 

both norepinephrine and epinephrine into the circulating 

blood (Guyton 1971). Excessive secretion of catecholamines, 

such as epinephrine and norepinephrine, has been shown to 

increase small-vessel tone and consequently increase 

peripheral resistance-, contributing to a hypertensive state 

(Foster 19 7 4) . 

Hypertension associated with pheochromocytoma is 

one of the rare types of hypertension in which the actual 
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presser mechanism is known. The tumors contain large 

amounts of epinephrine and norepinephrine and symptoms 

result from the release of these hormones into the 

circulating blood (Sodeman and Sodeman 1974). 

Pickering (1974) states that adrenal secretion of 

noradrenaline and adrenaline contributes to raised arterial 

pressure in excitement and during exercise. These two 

hormones also contribute to raised arterial pressure in 

the orienting and defense reflexes. 

Stress and Adaptation 

Adrenaline and noradrenaline are released from the 

adrenal medulla in response to the defense reflexes 

(Pickering 197 4) . "Fight or flight," a term coined by 

Cannon in 1916, described the same phenomenon. 

"Fight or flight" is a physiologic response to 

emotional stimuli which prepares the body for action at 

the expense of digestive and other visceral or'gans (Cannon 

1916). When the cortex of the brain perceives a problem, 

it sends a stimulus down the sympathetic branch of the 

autonomic nervous system to the adrenal glands. Under the 

influence of epinephrine, respiration deepens, the heart 

beats more rapidly, the arterial blood pressure rises; 

blood is shifted away from the stomach and intestines to 

L 
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the heart, central nervous system, and the muscies; 

processes in the alimentary canal are inhibited, glyco

genolysis is accelerated and the blood glucose level 

increased; the spleen contracts and di~charges its stores 

of corpuscles. All of these physiologic changes, 

particularly the increased respiration, the redistributed 

blood flowing at higher pressure, and increased number of 

red corpuscles set free by the spleen, which provide for 

essential oxygen and for riddance of acid waste, serve 

to render the body more effective in response to invading 

forces (Cannon 1916). 

While Cannon's observations continue to serve as a 

focal point for present thinking, evidence increases that 

the "ppysiology of emotions" involves the mechanisms of 

"fight or flight" much more extensively and in a far more 

complex manner than originally recognized. Many of the 

details of the complex interrelationship between emotional, 

visceral, and somatic reactions have yet to be fully 

established (Branch 1968). 

The fact that onset of disease occurs in a setting 

of significant environmental alterations requiring a major 

change in ongoing adjustment of the individual appears to 

have relevance to the ecology and epidemiology of disease. 

Psychophysiological studies indicate that naturally occurring 
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and experimentally induced life situations, which threaten 

the security of the individual and evoke attempts at 

adaptive behavior, also evoke significant alterations in 

the function of most bodily tissues, organs, and systems 

(Rahe 1972) • 

Selye (1973) states that when faced with situations 

that require systemic adaptation, the organism can respond 

through the nervous mechanism. This is accomplished by 

conscious planning of defense, innate or conditioned 

reflexes, and autonomic "emergency reactions," partly 

mediated through neurohormones. 

When the sympathetic nervous system is activated 

beyond basal secretion needs of epinephrine or norepine

phrine, the "alarm" or "stress" function results (Guyton . 

. 1971). There is a mass sympathetic discharge of hormones 

resulting in increased activity of many functions of the 

body, including increase in arterial pressure, increase 

in blood supply to the tissues, an elevation of cellular 

metabolism throughout the body, increased blood glucose 

concentration, an increase in the rate of blood coagulation, 

and even increased mental activity (Guyton 1971). 

Katz (1954) states that the while circulatory system 

is adjusted to meet stress. The survival value of an 

individual depen~s on this ability to adjust. Attack and 
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escape are the means of overcoming or evading one's enemies 

in nature, and the circulation is a key in the ability to 

do so. rt· is necessary to increase the flow of blood 

promptly, to divert the blood to the brain, heart, and 

lungs, and to the muscles which are to be used. This is 

accomplished by the autonomic nervous system aided and 

abetted by the hormones from the adrenal medulla. 

The hormones of the adrenal glands are not needed 

to maintain life but help the organism to adapt, meet, 

and survive the challenges of a hostile environment. 

Although defense mechanisms maintain the stability of the 

internal _environment, a localized upset of metabolism upsets 

the physiology of the whole body catastrophically. Increased 

psychological tension, without parallel physical activity, 

causes an increased state of contractility of the arteries 

with a resultant disease state (Carr 1972). 

Wolf (1969) differentiates the regulatory mechanisms 

of the autonomic nervous system as "regulatory" and 

"control." Regulation reflects the maintenance of homeo

stasis, while control is applied to the purposeful or 

adaptive behavior in which the usual homeostatic level of 

function may be altered in one way or another. When 

adaptive reactions are intense or sustained, they may 

become inappropriate and be recognized as symptoms or 
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manifestations of disease. Fishbein (1966) states that 

the conception is growing that the psychological factor 

is one facet of the intricate adaptive mechanism 

contributing to an inappropriate response which results 

in hypertension. 

According to Henry and Meehan (1971) early stages 

of hypertension are predominantely determined by the 

responses made in the higher levels of the nervous system. 

Patterns based on earlier responses determine the 

significance to the organism of the particular environ

mental information received at the moment. This significance 

then determines the arousal that occurs. These occurrences 

do not necessarily evoke consciously experienced emotion, 

nevertheless, they may be strongly arousing to the 

automonomic nervous system. Such stimuli can lead to 

sustained and repeated responses of the cardiovascular 

control system. A stimulus to which a man has inadequate 

defenses will be threatening and evoke a defense-alarm 

reaction, activating the sympathetic and the pituitary 

adrenal system. The individual may be unaware of this, 

but the response sets into action the patterns appropriate 

for "fight or flight." This will occur although there is 

no physical activity to require such adrenergic stimulation. 

If sufficiently frequent, intense, and sustained, the 
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effects of successive alarm responses will overlap each 

other, leading to a continuous hypertensive state. 

Eventually, if the systemic arterial pressure is suffi

ciently elevated and is raised for a long enough period, 

pathological changes set in that render the pressu~e rise 

self-sustaining (Henry and Meehan 1971). 

The responses demanded from the organism by the 

social environment are as important preconditions for 

normal adaptation as is the internal environment. The 

responses stimulated by the demands to cope with events 

of.the outside world and the intricacies of the hierarchial 

network of the autonomic nervous system are so far only _ 

partially understood (Henry and Meehan 1971). 

Selye (1956) states that we are_ just beginning to : 

see that many common diseases are largely due to errors in 

o·ur adaptive response to stress., rather than to direct 
,. 

damage by germs, poisons, or other external agents. In 

this sense many physiological disturbances, including high 

blood pressure, appear to be essentially diseases of 

adaptation. 

The factors known to influence arterial pressure do 

so to only a small degree. It is suspected that factors 

operating through the mind have a more significant 

increase, however, a technique for proving or disproving 
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this theory has not been found. The evidence so far 

available suggests that both genetic and environmental 

factors contribute to the genesis of essential hyper

tension. In severe cases, environmental factors are 

probably the more potent, but unfortunately we do not yet 

know what they are (Pickering 1974). 

Medical Treatment and Implications 
for Nursing Intervention 

Until the causes of essential hypertension are 

further elucidated, the medical problems of estimating 

prognosis and evaluating therapeutics must be faced. A 

major step forward has been made with the recognition 

that high blood pressure can be controlled and overall 

morbidity thereby reduced (Tuttle 1970). 

Further, according to Fre_is (1973), ' it has been 

demonstrated repeatedly that morbidity and mortality in 

hypertension are quantitatively related to the level of 

blood pressure. The higher the blood pressure, the 

worse the prognosis. 

The Framingham study (1970) indicates that essential 

hypertension is for at least two decades asymptomatic 

before cardiovascular sequelae appear. There is reason to 

believe that the heart is most vulnerable to hypertension 

with the cerebral vascular apparatus being affected in 
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comparable incidence some ten years later in life. No 

factor has been identified, however, which contributes 

more potently than hypertension to the deve·lopment of 

cerebrovascular accidents. The kidneys, often a cause of 

hypertension, may also be impaired by it, but appear to 

be relatively more resistant. 

According to.Aagaard (1973) modern treatment can 

prevent much of the disability and many of the deaths now 

caused by hypertension. The Veterans' Administration 

Cooperative Study (1970) also clearly. indicated that the 

higher the ·1evel of pressure, the greater the degree of 

benefit from therapy. Although the drugs_available are 

not uniformly effective nor free of side effects, they 

can, when properly used, control blood pressure in almost 

all hypertensive patients (Aagaard 1973) . . 

Drugs that are employed in the treatment of 

hypertension act on the homeostatic mechanisms that normally 

regulate blood pressure. These mechanisms are intact in 

hypertensive subjects and are responsive to physiologic 

and chemical interventions. This applies to baroreceptor 

activity, sympathetic nerve activity, and renin-aldosterone 

secretion. It is becoming increasingly apparent, however, 

that the net operation of these homeostatic mechanisms 

is not identical in individuals currently classified as 
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having essential hypertension (Abrams 1974). Therefore, 

therapeutic regimes must be individualized. 

Finnerty (1973) states that studies have 

demonstrated that serious toxic effects from drug therapy 

are uncommon and are easily recognized. Any toxic effect 

can be easily remedied by substituting another hypertensive 

agent for the offending drug. 

The major antihypertensive agents Used in the 

United States today are thiazides and related diuretic 

agents, hydralazine, reserpine, alpha methyldopa, and 

guanethidine. The diuretics work on the kidneys; hydralazine 

acts directly on arteriolar smooth muscle; and guanethidine, 

reserpine, and methyldopa act on the s~pathetic nervous 

system (Cooper 1973). 

Aagaard (1973) states that mild diuretics, the 

thiazides, initially cause a decrease in blood volume but 

how they lower blood pressure is not entirely clear. Some 

studies indicate that the diuretics cause a decrease in the 

sodium content of vascular smooth muscle and thus make 

it less responsive to the effects of sympathetic nerve 

stimulation and the release of norepinephrine at the 

sympathetic terminal. The oral diuretics are relatively 

safe drugs. Perhaps the most important side effect is 

excess potassium excretion that can lead to hypokalemia 
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causing muscular weakness and cardiac arrhymthias. 

Hypokalemia is of particular concern in patients with 

hypertensive heart disease requiring digitalis, since it 

increases the hazards of digitalis induced disturbances 

in cardiac rhythm (Aagaard 1973). 

Hdyralazine is a well-accepted and well-tolerated 

antihypertensive agent which directly relaxes the vessel 

wall and causes a decrease in resistance to blood flow 

(Cooper 1973). Hydralazine probably acts as a vasodilator 

through its direct action on vascular smooth muscle and 

is very effective in severe hypertension (Aagaard 1973). 

Cooper (1973) states that the disadvantages of hydralazine 

include retention of fluids and angina in patients with 

coronary artery disease and should be used concomitantly 

with a diuretic to prevent congestive heart failure. 

Aagaard (1973) states that other adverse effects include 

headache, nausea, fatigue, ~achycardia, and palpitation. 

Reserpine, another drug used in the control of high 

blood pressure, is probably the most misunderstood anti

hypertensive agent even though it has been in use for more 

than fifteen years (Cooper 1973). Aagaard (1973) suggests 

that reserpine is an adrenergic inhibitor and acts through 

mechanisms to reduce sympathetic nervous system effects on 

the cardiovascular system. The most serious side effect 
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of reserpine is mental depression. Though this is not 

common, the drug should probably not be prescribed for 

patients who have a history of depression or who tend to 

be depressed without medication. 

Alpha methyldopa is one of the newest drugs for 

treating hypertension. It is a potent adrenergic inhibitor 

and, though its mechanism of action is not entirely clear, 

it appears to reduce the amount of norepinephrine at the 

sympathetic nerve terminal by substituting a less potent 

catecholamine derivative. Adverse effects include 

lassitude, weakness, and depression, although these occur 

less frequently than with reserpine. Sexual impotence is 

a distressing side effect for male patients who are taking 

fairly large ~oses of methyldopa (Aagaard 1973). 

Guanethidine, considered the most potent drug in 

treating hypertension, is usually reserved for those 

patients with modera~e or severe hyperten-sion who do not 

respond well to other drugs (Cooper 1973). The most 

dangerous side effect of guanethidine is postural hypo

tension and, at the extreme, syncope (Aagaard 1973). 

Finnerty.(1973) asserts that all the advances in 

modern therapy are not going to be realized unless the 

patient continues to remain under medical care and takes 

his medication. Strokes, congestive heart failure, heart 
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attacks, and renal failure are not going to be prevented 

unless the patient complies with his medical regime. 

It is essential that the patient with hypertension 

realize that he has an asymptomatic disease which will 

remain as such until serious irreversible complications 

occur. The hypertensive person must realize that although 

he feels well, his high blood pressure is producing 

progressive damage. Progression can be arrested with 

proper treatment, · therefore treatment should be stressed 

as a preventative measure (Mayer· 1974). 

Noncompliance to therapy can be attributed to 

several factors: 

1. Long waiting lines in overcrowded areas not only 
waiting for the physician but also standing 
in line at the pharmacy 

2. Unnecessarily complicated treatment schedules 
3. Poor follow-up 
4. Side effects of antihypertensive agents 
5. A poor or nonexistent doctor-patient 

relationship (Finnerty 1973, p. 107). 

Hu·ssar (1974) states that most hypertensive 

patients under treatment are not even close to optimal 

control, and little wonder that noncompliance accounts for 

most loss of control. Attempting to treat a disease which 

often lacks both signs and symptoms, with therapeutic agents 

capable of producing disagreeable, incapacitating, even 

dangerous side effects, can the patient really be blamed for 
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"forgetting" his medication? Can the patient be blamed 

when no one has taken the trouble to explain what benefits 

he can expect if he endures unpleasant therapy? 

Griffith and Madero (1973) report that the reasons 

given for discontinuing antihypertensive therapy are that 

the patient feels well, has received poor instructions, 

is in financial need, is dissatisfied and discouraged, 

lacks family support, and experiences drug side effects. 

Finnerty (1973) states that the greatest compliance occurs 

when the treatment is kept simple, however, the patient will 

not remain under medical care and on medication unless he 

is properly motivated. Such motivation can come only from 

a good doctor-patient relationship. 

Cooper (1974) states that nurses, unlike doctors, 

have more time to develop a closer relationship with 

patients. This nurse-patient relationship enables the 

nurse to keep the hypertensives coming back for treatment 

and follow-up. 

Some far-sighted physicians have declared that 

the medical profession alone cannot cope with the over

whelming number of hypertensive victims. They are eagerly 

promoting the idea that registered nurses should assume 

overall responsibility for the detection, treatment, and 



36 

counseling of people who are afflicted with high blood 

pressure (Robinson 1974). 

Griffith and Madero (1973) report that studies 

indicate reasons for patient compliance include a good 

knowledge of the disease, the harmful effects of inadequate 

treatment on family members,. emotional satisfaction, 

physical comfort, an~family support. It has been concluded 

that patient and spouse education offers one approach to 

help patients continue treatment. 

To reap the benefits of improved therapy, the 

patient and his family may need nursing help in living 

each day as fully as possible. Counseling by the nurse 

can aid the patient in avoiding the pitfalls of ignoring the 

illness and failing to follow medical treatment, yet 

escaping the potential anxiety neurosis generated by 

excessive attention to the disease (Smith and Germain 

1975). Cooper (1974) suggests that this is an area where 

nurses are being given the primary responsibility to help 

treat chronic ailments. 

About half of the 23 million Americans who are 

hypertensive do not know it, and more than half of those 

who do are not receiving adequate treatment. The nurse 

working in a hospital or physician's office should be 

cognizant of the patient whose blood pressure is elevated 
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and report such findings to the proper personnel. Taking 

a blood pressure is more than routine, it is the way a 

diagnosis of hypertension is usually made. If the regular 

recording of blood pressure is part of the treatment, the 

patient and/or his family should be instructed in the 

technique. The nurse can reinforce the medical regimen 

when necessary and serve to help the patient as a resource 

person he can depend on when questions concerning his 

treatment may arise (Mayer 1974). 

Summary 

A review of the literature has revealed that 

hypertension is one of the most common major illnesses 

in the United States. Between 10 and 20 percent of the 

adult population has a blood pressure in excess of 140/90 

mm Hg. This amounts to about 20 million people and 

constitutes a major health problem. Over 90 percent have 

no identifiable cause and are classified as "idiopath±c" 

or "essential" hypertensives. 

The taxonomy of disease is in a continuous state of 

flux, and nowhere is this more true than in the field of 

hypertension. Many theories are emerging regarding the 

etiology of essential hypertension, including biological 
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adaptation to psychological stress, however, this remains 

to be proved. 

Since· . .hypertension is usually asymptomatic, it is 

frequently undetected and when detected, the lack of 

symptoms lull both the patient and health team into a 

false sense of security. Therefore, it is imperative that 

the hypertensive patient becomes aware of his disease 

and receives the support necessary for maintaining control 

before complications occur. 

The health team, consisting of the physician, 

nurse, patient, and patient's family play a major role in 

the life of the person with hypertension. The role of the 

professional nurse is indispensible in the detection, 

treatment, educ9tion, anq continuing evaluation of the 

patient who has high blood pressure. 



CHAPTER III 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

This study was quantitative-descriptive as defined 

by Fellin (1969) using the survey by personal interview 

approach. It was undertaken in order to determine if there 

is an increase in the total lif~ change events prior to the 

necessity for an alteration in the medical regime for 

conrol of hypertension. Chapter III discusses the setting 

and population of the study and the methods used for 

collecting and analyzing the data. 

Setting 

The sett~ng for this study was a hypertension and 

medicine outpatient clinic located in a large city-county 

hospital which serves a major metropolitan area of the 

Southwest. The clinics are a service extended to the 

populace and serve approximately 30,000 patients annually. 

Referrals and appointments to the clinics are made by 

physicians of patients seen in the emergency room, patients 

from other clinics, or for patients who are being discharged 

from the hospital but need follow-up or treatment for 

hypertension. The appointment is made for the time the 

. clinic opens in order to follow the physician's orders for 

39 
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X-rays, laboratory analyses, and/or electrocardiograms. 

The results from the ordered procedures are placed on the 

patient's chart,and the physician then sees the patient on 

an order-of-arrival basis unless he is classified as a 

priority patient. Priority patients are those who are 

ill or would be inconvenienced by a delay because of 

transportation or employment commitments. 

Population · 

The population for this study consisted of forty

seven hypertensive patients. Twenty-four of the subjects 

had required an alteration of medical regime within the 

past three months, and twenty-three subjects had maintained 

medically acceptable control without an alteration in 

medication or diet for three months or longer. Each 

subject had been diagnosed as hypertensive by a physician 

and had a history of high blood pressure for at least two 

years duration. The patients were attending the hyper

tension and medicine clinics for continuing evaluation 

and treatment. The population was derived from all those 

individuals who had experienced life change events within 

a six-month period immediately preceding the interview 

and who had been diagnosed as hypertensive for at least 

two years. Only those individuals who gave permission and 
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signed a consent form (see Appendix A) in accordance with 

Texas Woman's University regulations were included as 

participants in the study. 

Tool 

The tool used for the collection of data for this 

study was the Social Readjustment Rating Scale, devised in 

1967 by Holmes and Rahe (see Appendix B). This instrument 

was designed to measure the intensity of stress in relation 

to the duration and amount of change in one'· s accus tamed 

pattern of life resulting from various life events, 

regardless of the desirability of the event. 

The generation of the development of this scale was 

after evidence from considerable research had been 

synthesized. It was shown that "stressful" life events, 

by evoking psychophysiologic reactions played an important 

causative role in the natural history of many diseases 

(Holmes and Rahe 1967). 

The scale includes forty-three items relating to 

measurements for change in family constellation, marriage, 

occupation, economics, ·residence, group or peer relation

ships, education, religion, recreation, and health. These 

changes are indicative of the lifestyle of the individual, 

and indicative of occurrences involving the individual. 
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Evolving from ordinary, although some are extraordinary, 

social, and interpersonal transactions, these events pertain 

to major areas of dynamic significance in the social 

structure of the American way of life (Holmes and Rahe 

19 6 7) • 

During the developmental phase of the scale, it 

was noted that psychological significance and emotions 

related to events varied widely with the individual. It 

was also noted that only some of the events are negative 

or "stressful" in the conventional sense. There was 

identified, however, one theme common to all life events 

studied. The occurrence of each usually evoked or was 

associated with some adaptive or coping behavior on the 

part of the involved individual. · The.emphasis iT on 

change in the existing steady-state and not on · psychological 

meaning, emotion, or desirability. 

Masuda and Holmes (1967) further demonstrated that 

cultural homogeneity was not significant in results 

obtained from the application of the tool to various 

socioeconomi_c groups or minority status with results 

showing a high correlation in all groups. The high degree 

of consensus indicated a universal agreement on the part 

of subjects about the significance of life events under 

study that transcended differences in age, sex, marital 

status, education, social class, religion, and race. 
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In subsequent studies, groups in Japan (Masuda 

1967), Finland (Rahe 1973), and Denmark and Sweden (Rahe 

1969) showed a high degree of consensus. Thus, by 

measuring stress and obtaining similar results repeatedly, 

the Social Readjustment Rating Scale has been validated 

both nationally and internationally and is considered 

reliable according to criteria designated by Treece and 

Treece (1973). 

'I"he interview schedule (see Appendix C) was 

selected a nd used in a focused manner to obtain data 

egarding age, sex, race, height, weight, educational 

level, whether employed or unemployed, religious affiliation, 

~arital s t atus, and number of children. Information 

elating to personal habits suspected of contributing to 

ypertension, as well as the possible hereditary influence 

~uggested by familial history was obtained. The patient's 

ersonal knowledge of his hypertensive history and medical 

; egimen was ascertained along with a history of personal 

disease which could influence his hypertensive state. 

According to Treece and Treece (1973), the 

interview schedule is appropriate for use when the investi

ator approaches the respondent with a series of questions 

ased on previous understanding and knowledge of the 

roblem or phenomenon being studied. With this technique 
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coefficient measurement, a test which determines the 

strength of a relationship between a dichotomous variable 

and a continuous variable (Roscoe 1969). The Student's 

t-test was. then used to test the strength of the 

relationship for significance at the .05 level. 

The nonparametric Mann-Whitney U-test was used to 

determine if there was a significant difference in the total 

life change events score for the altered and unaltered 

medical regime groups. The .05 level was employed to 

test the significance. 

Summary 

Data for this study were collected from a population 

of hypertensive patients whose· diagnosis was made at least 

two years ago. One sample included those individuals 

whose medical regime had been altered within the past three . 

months and one group had remained controlled within 

medically acceptable limits without alteration in medication 

or diet for three months or longer. Patients who were 

attending a hypertension clinic or medicine clinic in a 

large city-county hospital were selected for inclusion in 

. the study. 

After obtaining consent, the patients were inter

viewed and the Social Readjustment Rating Scale was 
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administered. This scale has been used repeatedly in 

various studies and is considered a reliable tool. 

Data were collected over a two-week period and, 

after compilation, were subjected to statistical analysis 

in order to determine if there was a correlation between 

an altered medical regime and major life change events. 



CHAPTER IV 

ANALYSIS OF DATA 

A quantitative-descriptive study was conducted to 

determine the amount of stress the hypertensive patient 

had experienced from life change events. An interview 

schedule was used to obtain a brief patient profile, and 

the Social Readjustment Rating Scale (Holmes and Rahe 1967) 

was administered to determine life changes which had 

occurred in the life of the individual within the past six 

months. After calculating a life change event score for 

each subject, it was then determined if there was a 

relationship between the score and the medical regime 

group to which he ~elonged, ·either altered or unaltered. 

A point biserial correlation coefficient was employed ~o 

determine the strength of the relationship. The Mann-Whitney 

U~test was applied to determine if there was a difference 

in life change events in the group of hypertensive patients 

with an altered medical regime and the group whose medical 

regime had remained unaltered. for at least a three-month 

period. Chapter IV presents a description of the population 

with frequency counts and the statistical analysis of the 

data obtained for the study. 

48 



49 

Demographic Findings of Sample 

The sample for this study was comprised of forty

seven subjects, each with a history of hypertension of at 

least two years duration. Twenty-four subjects had an 

alteration of medical regime within the past three months, 

and twenty-three subjects had maintained control of their 

hypertensive state within medically acceptable limits 

without an alteration in their medical regime. 

The twenty-four subjects whose medical regime had 

been altered consisted of nineteen females and five males. 

The ages of the females ranged from twenty-two years to 

sixty-one years·. The males' age range was from forty to 

fifty-eight years. 

The group of .twenty-three individuals whose medical 

regime had remained within medically acceptable limits for 

a period of at least three months was comprised of 

seventeen iemales and six males. The ages of the females 

ranged from thirty-six to fifty-five with a mean age of 

forty-five years. The mean age of the male subjects was 

forty-six with ages ranging from thirty-four to sixty-four 

years. 

Table 1 presents data obtained from both the altered 

and unaltered medical regime groups. The mean age and 

range of ages are presented. 



Age 

Male 

Female 

Total 

50 

TABLE 1 

RANGE AND MEAN AGE OF GROUPS 

Medical Reqime Groups 
-· Altered Unaltered 

Number - Mean Range Mean Range 

11 48 40-58 46 34-64 

36 46 22-61 45 36-55 -
47 

Seventeen of the females with an altered medical 

regime were black, one was Caucasian, and one was Spanish

American. The mean height of this group was 65 inches 

with heights ranging from 62 to 72 inches. All of the 

males in the altered medical regime group were black. 

Their heights ranged from 66 to 74 inches with a mean of 

70 inches. 

Fifteen of the females in the group were an 

unaltered medical regime were black, one was Causcausian, 

and one was Spanish-American. The heights of these subjects 

ranged from 59 inches to 72 inches with a mean of 64 inches. 

In the male unaltered medical regime group, four 

were black and two were Caucausian. The mean height of 

the males was 70 inches with a range from 67 to 74 inches. 
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Table 2 presents the demographic findings of 

subjects regarding heights. The mean and range of heights 

for both the altered and unaltered medical regime groups 

are presented. 

TABLE 2 

RANGE AND MEAN HEIGHT OF GROUPS 

Medical Regime Groups 
Altered Unaltered 

Height Number Mean Range Mean Range 

Male 11 70 66-74 70 67-74 

Female 36 65 51-72 64 59-71 -
Total 47 

In the group whose medical regime had· been alt~red, 

the weights of the females ranged from 107 pounds to 

344 pounds with a mean weight of 192 pounds. The males in 

this group had weights ranging from 152 pounds to 288 

pounds with a mean of 205 pounds. 

Weights of the females in the unaltered medical 

regime group ranged from 123 pounds to 255 pounds. The 

mean weight was 186 pounds. Weights of the males in this 

group ranged from 131 pounds to 243 pounds with a mean of 

191 pounds. 
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Table 3 presents the data obtained from both the 

altered and unaltered medical regime groups. The weight 

ranges and means for male and femal:e subjects are presented. 

TABLE 3 

RANGE AND MEAN WEIGHT OF GROUPS 

Medical Re~ime Groups 
Altered Unaltered 

Weight Number Mean Range Mean Range 

Male 11 205 152-288 191 131-243 

Female· 36 192 107-344 186 123-255 -
Total 47 

Educationally the group with an altered medical 

regime consisted of twelve subjects who had partiall~ 

completed their elementary education, eleven had attended 

a secondary school, and one had attended college but had 

not graduated. Eight of the twenty-four subjects were 

employed, fifteen unemployed, and one individual was 

retired. 

Ten of the subjects with an unaltered medical 

regime had some degree of elementary education, ten had 

attended a secondary school, and three had begun college

level education although none had graduated from college. 
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Eleven of these subjects were employed and twelve were 

unemployed. 

Table 4 presents the frequency counts of educational 

levels and employment status of subjects interviewed. 

Findings from both the altered and unaltered medical 

regime groups are shown. 

TABLE 4 

FREQUENCY COUNTS OF EMPLOYMENT 
AND EDUCATION OF SUBJECTS 

Medical Regime Groups 
Percent Altered Unaltered Totals 

Educational level 

Elementary .47 12 10 22 
High school . 45 . 11 10 21 
College . 0 8 1 3 4 -

47 

Employment status 

Employed .40 8 11 19 
Unemployed .57 15 12 27 
Retired .03 1 0 1 -

47 

Five of the subjects with an altered medical regime 

were married, two single, six separated, nine divorced, 

and two had been widowed. Twenty-one in this group had 

children. 
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In the unaltered medical regime group, nine of the 

individuals interviewed were married, two single, four 

separated, seven divorced, and the spouse of one was 

deceased. Twenty-two of the twenty-three subjects in 

this group had children. 

Table 5 is a depiction of the frequency counts of 

the preceding data. Presented are marital status and 

numbers of subjects with progeny. 

TABLE 5 

MARITAL STATUS AND SUBJECTS WITH CHILDREN 

Medical Regime Groups 
Percent Altered Unaltered Total 

Marital status 

Married .30 5 9 14 
Single .09 2 2 4 
Separated .21 6 . 4 10 
Divorced .34 9 7 16 
Widowed . 0 6 2 1 3 -

47 

Children 

Yes .89 21 21 42 
No .11 3 2 5 -

.. 47 
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Factors known or thought to influence arterial 

pressure include smoking, physical activity, and salt 

intake (Pickering 1974). In the group of subjects with 

an altered medical regime, thirteen smoked cigarettes 

and eleven were non-smokers. Twelve of the subjects 

reportedly followed an exercise program, and twenty-two 

stated they were observing a dietary regime. 

In the unaltered medical regime group there were 

fourteen non-smokers and nine who smoked cigarettes. 

Seventeen of the subjects stated they adhered to an 

exercise p~ogram, and twenty-two were following a low

sodium diet. Table 6 presents the personal habits of 

subjects regarding these areas. 

TABLE 6 

FREQUENCY COUNT OF PERSONAL HABITS 

Medical Regime Groups 
Personal Habits Percent Altered Unaltered Total 

Smokes 
Yes .47 13 9 22 
No .53 11 14 25 

TT 
Exercise Program 

Yes .62 12 17 29 
No .38 12 6 18 

Dietary Restrictions 47 
Yes .94 22 22 44 
No .06 2 1 3 

47 
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Family histories of subj ·ects with an altered 

medical regime revealed hypertension of the mother in 

nine instances, the father in three cases, and fifteen 

siblings were known to be hypertensive. Cardiovascular 

disease was present on the maternal side of eight 

individuals, the paternal history included nine cases, 

and six of those interviewed stated that cardiovascular 

disease was present in their siblings. None of the 

subjects interviewed had a family history of renal 

disease, however, all subjects denied a reliable knowledge 

of their family history. 

The family history of the group with an unaltered 

medical regime revealed a maternal history of hypertension 

in six instances. Three of the subjects had hypertension 

on the paternal side and twenty siblings were reported as 

hypertensive. Cardiovascular disease was present in the 

mothers of seven subjects, · six individuals reported a father 

with cardiovascular disease, and three siblings with this 

disease were noted. Only one case of renal disease history 

was reported, however, this group also admitted ap 

inadequate knowledge of family history, suggesting reports 

were not reliable. 

Table 7 presents the findings from both the altered 

and unaltered medical regime samples regarding family 
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history of disease. A family history of cardiovascular, 

hypertension, and renal diseases are presented. 

TABLE 7 

FAMILY DISEASE HISTORY 

Family History Medical Reqime Groups 
of Disease Percent Altered Unaltered Total 

Cardiovascular 
Mother .31 8 7 15 
Father .31 9 6 15 
Siblings .19 6 3 9 

Hypertension 
Mother .31 9 6 15 
Father .12 3 3 6 
Siblings .74 15 20 35 

' . ' 

Renal ' 

Mother .02 0 1 1 
Father .00 0 0 0 
Siblings .00 0 0 0 

Of the twenty-four subjects in the altered medical 

regime group, only one stated a personal history of 

cardiovascular disease. Five in this group suspected renal 

disease, and six were diabetic. The history of hypertension 

ranged from two to twenty-one years duration. 

In the unaltered medical regime group, four of 

the subjects interviewed had a personal history of cardio

vascular disease, one had renal disease, and there were 
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four cases of diabetes. Their history of hypertension 

ranged from two to thirty-five years. 

For clarity and comparative purposes data obtained 

from both the altered and unaltered medical regime groups 

are presented in Table 8. Frequency counts of personal 

disease histories are presented. 

TABLE 8 

PERSONAL DISEASE HISTORY 

Personal Disease Medical Regime Groups 
History Percent Altered Unaltered 

Cardiovascular .10 1 4 

Renal .12 5 1 

Diabetes .21 6 4 

Since the ability to cope with stress can be 

influenced. by religion (Fromm 1950), subjects were 

Total 

5 

6 

10 -
21 

questioned regarding religious affiliation. Respondents 

from the altered medical regime group answered affirmatively 

to a religious affiliation in twenty-three of the twenty-four 

cases. Twenty-two of the twenty-three interviewed in the 

unaltered medical regime group reported being associated 

with a church. 
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Data obtained .from the forty-seven respondents 

represents factors known or suspected to contribute to 

hypertension. Frequency counts revealed that in the 

majority of instances, the occurrence of these factors 

have been higher in the group whose medical regime had 

been altered within the past three months. 

The purposes of this study included identification 

of life change events in hypertensive patients with an 

altered and unaltered medical regime. Table 9 presents 

· the occurrence of events in both groups within the past 

six months as established by the administration of the 

Social Readjustment Rating Scale. · 

TABLE 9 

OCCURRENCE OF LIFE CHANGE EVENTS IN ALTERED 
AND UNALTERED MEDICAL REGIME GROUPS 

Event 

Death of spouse 
Divorce 
Marital separation 
Jail term 
Death of close family member 
Personal injury or illness 
Marriage 
Fired at work 
Marital reconciliation 
Retirement 
Change in health of family member 
Pregnancy 
Sex difficulties 
Gain of new family member 
Business readjustment 

Medical Reqime Groups 
Altered Unaltered 

0 
1 
0 
5 

13 
0 
0 
0 
0 
4 
7 
0 
2 
3 
0 

0 
0 
1 
0 
4 
5 
0 
0 
0 
0 
6 
0 
3 
3 
0 



60, 

TABLE 9--Continued 

Event 

Change in financial state 
Death of close friend 
Change to different line of work 
Change in number of arguments-with 

spouse 
Mortgage over $10,000 
Foreclosure of mortgage or loan 
Change in responsibilities at work 
Son or daughter leaving home 
Trouble with in-laws 
Outstanding personal achievement 
Wife begin or stop work 
Begin or end school 
Change in living conditions 
Revision of personal habits 
Trouble with boss 
Change in work hours or conditions 
Change in residence 
Change in schools 
Change in recreation 
Change in church activities 
Change in social activities 
Mortgage or loan less than $10,000 
Change in sleeping habits 
Change in number of family 

get-togethers 
Change in eating habits 
Vacation 
Christmas 
Minor violations of the law 

Medical Regime Groups 
Altered Unaltered 

8 
7 
2 

2 
0 
0 
3 
4 
1 
0 
0 
0 
1 
5 
0 
4 
2 
0 
9 
7 
6 

. 4 
12 

7 
11 

1 
24 

3 

7 
3 
1 

1 
0 
0 
2 
3 
1 
1 
1 
1 
1 
1 
0 
0 
3 
0 
4 
4 
3 
3 

10 

2 
11 

1 
23 

3 

Statistical Analysis of Data . 

Included in the purposes of this study was the 

identification of a relationship between an altered or 

unaltered medical regime and total life change events scores. 
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The point biserial correlation coefficient was employed 

to measure the strength of the relationship between a 

dichotomous variable and a continuous variable. A 

Student's t-test was then applied to test the point 

biserial correlation coefficient for significance. The 

relationship was found to be significant at the .01 level, 

therefore, the first hypothesis stating that there is no 

relationship between the total life change events score 

and the alteration of a person's medical regime was 

rejected. It is hypothesized that there is a relationship 

between the total ·life change· events score and the alteration 

of a person's medical regime. 

Another purpose of this study was to compare life 

change events scores of ind~viduals with altered medical 

regimes and unalteFed medical regimes. In order to make 

this determination, the total life change events score of 

each individual in each group was calculated. Table 10 

presents the results of this calculation for the altered 

medical regime subjects. Table 11 presents the total life 

change events scores of each subject in the unaltered 

medical regime group. 

The Mann-Whitney U-test was used to determine if 

the difference between the two groups was statistically 
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TABLE 10 

TOTAL LIFE CHANGE EVENTS SCORES FOR EACH SUBJECT, 
ALTERED MEDICAL REGIME 

Subject 1 . . . . . . . . ,. . 172 
Subject 2 . . . . . . . . . . 145 
Subject 3 . . . . . . . . 115 
Subject 4 . . . . . . . . . . . . 108 
Subject 5 . . . . 158 
Subject 6 . . . . . . . . . 90 
Subject 7 . . . . . . . . . . 102 
Subject 8 . . . . . . 81 
Subject 9 . . . . . . . . . . 252 
Subject 10. . . . . . . . . . 229 
Subject 11. . . . . . . . . . . . 225 
Subject 12. . . . . . . . . . 194 
Subject 13. . . . . . . . . . . . 268 
Subject 14. . . . . . . . . . . . 337 
Subject 15. . . . . . . . . . . . 219 
Subject 16. . . . . . . . . . . . 118 
Subject 17. . . . . . . . . . . . 312 
Subject 18. ~ . . . . . . . . 101 
Subject 19. . . . . . . . 193 
Subject 20. . . . . . . . . . 223 
Subject 21. . . . . . . . . . . . . 120 
Subject 22. . . . . . . . 80 
Subject 23. . . . . . . . . . . . 227 
Subject 24. . . . . . . . . . 214 

Totals. .4283 

Means . . 178.4 

significant. The. results confirmed that the unaltered 

medical regime group had significantly lower scores at 

the .05 level. Therefore, the second hypothesis which 

stated that there is no difference in major life change 

events units between hypertension patients with altered 

medical regimes and hypertensive patients with unaltered 

medical regimes was rejected. Alternately, it is 
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hypothesized that there is a difference in major life 

change events units between hypertensive patients with 

altered medical regimes and hypertensive patients with 

unaltered medical regimes. 

TABLE 11 

TOTAL LIFE CHANGE EVENTS SCORES FOR EACH SUBJECT, 
UNALTERED MEDICAL REGIME 

Subject 1 . . . . . . 277 
Subject 2, • . . . . . . . . . . 164 
Subject 3 . . . . . . . . . . 68 
Subject 4 . . . . . . . . . . 131 
Subject 5 . . . . . . . . 121 . 
Subject 6 . . . . . . 98 -
Subject 7 . . . . . . 94 
Subject 8 . . . . . . . . 27 
Subject 9 . . . . . . . . . . . . 73 
Subject 10. . . . . . . . . . 128 
Subject 11. . . . . . . . . . . . 110 
Subject 12. . . . 196 
Subject 13. . . . . . . . . . . . 144 
Subject 14. . . . . . . . . . . . 163 
Subject 15. . . . . . . . . . . . 236 
Subject 16. . . . . . . . . . 103 
Subject 17. . . . . . . . . . 69 
Subject 18. . . . . . . . . . 87 
Subject 19. · . . . . . 160 
Subject 20. . . . . . . . . . . . 19·5 
Subject 21. . . . . . . . 80 
Subject 22. . . . . . . . . . . . 45 
Subject 23. . . . . . . . . . . . 105 

Totals. . . . . . . . . . . 2874 

Means . . . . . . . 124.9 
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Summary 

Chapter IV has presented a description of the 

population and data collected for this study with the 

statistical analysis of findings. A point biserial 

correlation coefficient measurement was calculated to 

examine the relationship between the total life change 

events score and the alteration of a person's medical 

regime. The Student's t-test was then used to determine 

if the relationship was significant. Positive findings 

resulted and hypothesis one was rejected at the .01 

level. 

The Mann-Whitney U-test was used to test hypothesis 

two, which stated there is no difference in major life 

change events between hypertensive patients with an altered 

medical regime and hypertensive patients with unaltered 

medical regimes. At the .05 level of significance, this 

hypothesis was rejected. 



CHAPTER V 

SUMMARY, CONCLUSIONS, IMPLICATIONS, 

AND RECOMMENDATIONS 

Summary 

A quantitative-descriptive study was conducted 

to determine if a relationship existed between stress and 

the alteration of the hypertensive patients' medical 

regime . . The purposes of this study were (1) to identify 

major life change events in the patient with an altered 

medical regime, (2) identify major life change events in 

the patient with an unaltered medical regime, (3) identify 

the relationship of an altered medical regime and life 
t -
change events scores, (4) identify the relationship of 

an unaltered medical regime and life change events scores, 

and (5) compare the life change events scores of individuals 

with altered medical regimes and unaltered medical regimes. 

The population for this study consisted of forty

seven individuals who had been diagnosed as hypertensive 

for two years or longer. The medical regime for twenty

four of the subjects had been altered within the past 

three mo~ths. Twenty-three subjects had been maintained 

65 
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within medically acceptable limits without an alteration 

of either medication or diet. 

An interview schedule was used for obtaining 

demographic data. The Social Readjustment Rating Scale 

(Holmes and Rahe 1967) was administered for the identifi

cation of life change events which had occurred during 

the six-month period immediately preceding the interview. 

Conclusions 

Based on the findings of this study, it can be 

concluded that life change events occurring in the life 

of the individual require adaptive or coping behavior 

which is stressful. Although the etiology of hypertension 

is unknown, this study suggests- that stress is a 

contributory factor in the elevation of blood pressure. 

Concurring with Selye (1956), hypertension is a disease 

of adaptation. Homeostasis of the organism is maintained 

by dynamic interaction of the neural and hormonal systems 

of the body. Environmental stimuli, either aversive or 

nonaversive, can contribute to an imbalance in the internal 

milieu and adjustive behavior is required. High blood 

pressure can occur when the response is maladaptive. 

Hypothesis one stated that there is no relationship 

between the total life change events score and the alteration 
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of a person's medical regime. The relationship was 

statistically significant at the .01 level, and this 

hypothesis was rejected. 

Hypothesis two stated that there is no difference 

in major life change units between hypertensive patients 

with an altered medical regime and hypertensive patients 

with an unaltered medical regime. At the .05 level of 

significance, the unaltered medical regime group scores · 

were lower-and hypothesis two was rejected. 

Based on the findings of this study, life change 

events occurring in the life of the individual require 

adaptive behavior involving the intricate physiological 

mechanism for adjustment. The findings support the 

assumption that the adaptive process is stressful. Although 

hypertension can be controlled by medication and/or diet 

in the majority .of cases, stress can influence the 

effectiveness of a medical regimen thereby necessitating 

an alteration. 

Implications 

Since no person can live without some degree of 

stress (Selye 1956), it behooves the hypertensive 

individual to be aware of its influence on blood pressure. 

According to the National Institute of Health report (1975), 
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there is an alarming lack of understanding about hyper

tension. Of the 23 million people in this country 

suffering from high blood pressure, only about half are 

aware they have the condition and most are getting 

inadequate treatment or none at all. Thus, it becomes 

the responsibility of the health care practitioner to 

provide patient education regarding hypertension. 

According to Robinson (1974), some far-sighted 

physicians have declared that the medical profession alone 

cannot cope with the overwhelming number of hypertension 

victims. They are eagerly promoting the idea that nurses 

should assume an active role in the detection, treatment, 

and counseling of the estimated 15 percent of the population 

who are afflicted with high blood pr.essure. 

A study by Frohlich (1971) revealed that in 944 

hospitalized patients, the arterial pressure was not 

obtained by the admitting physician in 26 percent of the 

patients; and in those whom a blood pressure was recorded, 

it was elevated in 18 percent. Of 200 patients discharged 

with a primary diagnosis of hypertension, the history, 

physical examination, and diagnostic evaluation were clearly 

inadequate. Despite repeated reports that reduction of 

arterial pressure is of clear value in decreasing morbidity 

and mortality from hypertension, recognition of abnormally 
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elevated arterial pressure is frequently disregarded. The 

need is obvious. Health professional awareness, 

continued education,· and education of the public is 

essential. 

The great challenge to health professionals, 

according to Hussar (1974), is the walking hypertensive. 

He may be weak, pale, diaphoretic, edematous, complaining of 

palpitations, nausea, diarrhea, or dizziness. However, he 

is probably free of symptoms, looks normal, and feels fine. 

Because hypertension is usually asymptomatic, it 

is frequently undetected and when detected, the lack of 

symptoms lull both the patient and his physician into 

a false sense of security (Miller 1974). The nurse can 

play an integral role by initiating and continuing patient 

education. 

Aagaard (1973) suggests that general treatment 

measures should be initiated in all patients with hyper

tension, even those with very mild blood pressure elevations. 

These modalities carry no risk and are sufficient to reduce 

some patients' blood pressure to satisfactory levels. For 

other patients, drug therapy may be required but dosage may 

be lower. 

Weight control should be strict enough to keep the 

patient on the lean side of the standard weight for a given 
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heigh t.. Diet should be restricted in sodium content, 

daily exercise should be initiated and increased until 

the patient is walking briskly for thirty minutes per day 

unles ~ there is some specific contraindication. Relaxation 

techniques are particularly helpful to those patients who 

are obviously nervous, tense, hyperactive, and restless. 

The pa.t.ient should be urged to carefully consider his 

lifes t~t le, planning unhurried moments to be spent leisurely 

and enjoyably. Probably the most important aspect in the 

genera l management of hypertension is to teach the patient 

that hypertension is a chronic condition that tends to 

persist, and in fact, to get worse unless treatment is 

carefully and persistently followed. Even patients whose 

blood pressure returns to normal without drug therapy should 

have periodic checks of blood pressure. Patients must be 

motivated to continue their therapeutic program, which may 

last a lifetime. Unfortunately, too many patients 

follow a treatment program only until their symptoms are 

relieved or blood pressures return to normal (Aagaard 1973). 

Evidence so far available suggests that both 

genetic and environmental factors contribute to the genesis 

of hypertension. In severe cases, environmental factors are 

probably the more potent (Pickering 1974). Since stress 

is one of these factors (Robinson 1974), the life 
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Rank 

22 

23 

24 

25 

26 

27 

28 

29 

30 

31 

32 

33 

34 

35 

36 

37 

38 

39 

40 

41 

42 

43 
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Life Event 

Change in responsibilities at work 

Son or daughter leaving home 

Trouble with in-laws 

Outstanding personal achievement 

Wife begin or stop work 

Begin or end school 

Change in living conditions 

Revision of personal habits 

Trouble with boss 

Change in work hours or conditions 

Change in residence 

Change1 in schools 

Change in recreation 

Change in church activities 

Change in social activities 

Mortgage or loan less than $10,000 

Change in sleeping habits 

Change in number of family get-togethers 

Change in eating habits 

Vacation 

Christmas 

Minor violations of the law 

Mean Value 

29 

29 

29 

28 

26 

26 

25 

24 

23 

20 

20 

20 

19 

19 

18 

17 

16 

15 

15 

13 

12 

11 
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Sex Race ------
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Education--Elementary High School College ---- ---- ----
Employed ---- Unemployed ----
Marital Status ---- Religious Affiliation ------
Number of children ----
Personal habits--cigarette smoker Exercise program --- ----

dietary restrictions ---
Family history--hypertension, renal, cardiovascular 

Mother -------------------------
Father -------------------------
Siblings ------------------------

Person al history of disease--cardiovascular renal --- ----
diabetes ----

Hypertensive history--years ---
medication ---------------
diet ------------------
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Signature 

Wltness 

Certification ~ Person Explaining the Stud:y: 

Date 
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Signature Date 

Position 
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