
MEASUREMENT OF COMPLIANCE WITH HYPERTENSIVE PATIENTS 

A THESIS 

SUBMITTED IN PARTIAL FULFILLMENT OF THE REQUIREMENTS 

FOR THE DEGREE OF MASTER OF SCIENCE 

IN THE GRADUATE SCHOOL OF THE 

TEXAS WOMAN 1 S UNIVERSITY 

COLLEGE OF NURSING 

BY 

ALISON KURTZ, B.S. 

DENTON, TEXAS 

MAY 1982 



1 

The Gradua te School 

Texas Woman's University 

Denton, Texas 

----~A~p~r_i~l __ 2_1~, ______ 19~ 

We hereby recommend that the thesis prepared under 

oursupervisionby Alison Kurtz 

entitled Measurement of Compliance with Hypertensive 

Patients 

Dissertation/Theses signature page is here. 

To protect individuals we have covered their signatures. 



TABLE OF CONTENTS 

LIST OF TABLES . . . . . . . . . . . . . . . . . . . 
CHAPTER 

1. 

2. 

INTRODUCTION 

Problem of Study . . . . 
Justification of the Problem . 
Theoretical Framework 
Assumptions . . . . . . . 
Hypotheses . . . . . 
Definition of Terms ... 0 ••• 

Limitations ....... . 
Summary 

REVIEW OF LITERATURE . 

Advantages of Compliance in Reducing 
Morbidity and Mortality Rates .•..... 

The Problem of Noncompliance . . . 
Measurement of Compliance . . . . . . . . 
Factors Which Affect Compliance ...... . 
Role of the Nurse . . . . . . . 
Summary 

v 

1 

2 
3 
3 
5 
5 
6 
7 
8 

10 

10 
11 
12 
13 
27 
29 

3 . PROCEDURE FOR COLLECTION AND TREATMENT OF DATA . 31 

Setting . . . . . . • 
Population and Sample 
Sampling Procedure . . . 
Protection of Huma n Subjects . . . 
Instrument s . . . . . . . . . . . . 
Data Collection . . o • 

Treatment of Data . . . . . . . . 
Summary . . . 

4 . ANALYSIS OF DATA . 

Description of the Sample 
Presentation of Findings . 
Summary of Findings . . . 

iii 

31 
32 
33 
34 
35 
36 
38 
39 

40 

40 
44 
47 



CHAPTER 

5. SUMMARY OF THE STUDY . 

Surrunary . . . . . . . 
Discussion of Findings . 
Conclusions 
Implications . . . . • 
Recommendations . . . . . . . . 

49 

49 
51 
54 
55 
56 

APPENDIX A: AGENCY PERMISSIONS AND INFORMED CONSENT . 58 

APPENDIX B: ALKE KNOWLEDGE QUESTIONNAIRE 

APPENDIX C: CHANDLER HYPERTENSIVE TEACHING GUIDE 

APPENDIX D: ALKE COMPLIANCE QUESTIONNAIRE . 

REFERENCES . 

iv 



Table 

1. 

2 • 

3 . 

LIST OF TABLES 

Age of 28 Patients Who Participated in a 
Hypertension Compliance Study 

Occupational Status of 28 Patients in a 
Hypertension Compliance Study 

Educational Level of 28 Patients 
Hypertension Compliance Study 

in a 

4. Length of Illness for 28 Patients in a 
Hypertension Compliance Study 

5. Knowledge Scores of 28 Patients in a 

41 

42 

43 

43 

Hypertension Compliance Study 45 

6. Analysis of Variance of Knowledge Scores for 
28 Patients in a Hypertension Compliance 
Study . . . . . . . . . . 46 

7. Compliance Scores for 28 Patients in the 
Hypertension Compliance Study . . . . . . . . 47 

v 



CHAPTER 1 

INTRODUCTION 

Hypertension is a chronic and commonly asymtomatic 

disease affecting an estimated 55 million Americans, of 

which a significant number are undetected and untreated. 

The complications of hypertension, commonly defined as a 

blood pressure of 140/90 millimeters of mercury (mm Hg) or 

above, are devastating. Hypertension is cited as a primary 

causative factor in heart disease and stroke which are 

the two leading causes of death in this country. Studies 

have indicated that systematic management of hypertension 

has great potential for reducing mortality rates for the 

l arge numbers of t he population with high blood pressure. 

Yet, despite the existence of clinically effective treat

ment procedures , over one half of all patients who have 

been treated for h igh blood pressure eventually drop out 

of treatment . Many others remain undetected or totally 

untreated . In fa c t , control of blood pressure is effected 

in only about 20% of the hypertensive p opulation in th i s 

country . Thus, lack of compliance is a major problem in 

the treatment of hypertension . 

Patient education is increasingly recognized as an 

essential component of health care of the chronically ill 
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and a national priority for health education has been 

indicated in the passage of the National Health Promotion 

and Disease Prevention Act of 1976 (Lane & Evans, 1979). 

Since it has become increasingly difficult for the physician 

to provide time to educate and assist the patient in the 

management of one 1 s disease, the nurse seems to be the per

son best suited to function in this capacity (Redman, 1976). 

Various studies have supported the fact that patient educa

tion about hypertension can increase compliance and accep

tance of the illness. Standardized treatment protocols 

including an education program can be effectively utilized 

by the nurse to manage mild and moderate hypertensives and 

to monitor well-controlled severe hypertensives. It is 

already becoming obvious that many nurse-managed clinics 

are providing excellent services for hypertension control. 

Therefore, more research needs to be done in the area of 

patient education and its effect on compliance, as well as 

many of the other variables which affect compliance. 

Problem of Study 

Although adequate medical therapy and treatment have 

proven effective in the management of hypertension, noncom

pliance remains a significant problem. This study examined 

the variables of patient education and involvement of the 

patient in his treatment and their effect on compliance. 
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Justification of the Problem 

Noncompliance to a treatment regime for hypertension is 

costly to the patient and to society. Hypertension and 

cardiovascular diseases cost the nation over 20 billion 

dollars in 1976 (Weinstein & Stason, 1976). Looking at the 

cost-effectiveness of hypertension control from society's 

point of view, Weinstein and Stason (1976) pointed out 

efforts to improve long-term follow-up care and medication 

adherence should receive priority. Knowledge of illness 

and active participation of the patient have demonstrated 

increased patient compliance in previous studies (Schulman, 

1979; Tagliacozzo & Ima, 1970). Therefore, this study will 

further investigate the effects of patient teaching and 

active participation on patient compliance. 

Theoretical Framework 

This study was based on the Health Belief Model 

developed by Rosenstock (1966). Becker, Drachman, and 

Kirscht (1974) have conducted further studies of the 

Health Belief 1odel to explain preventive health behavior, 

illness behavior and sick role behavior. 

According to the model , people are not likely to take 

a health action unless: 



(1) they believe they are susceptible to a certain 
disease; (2) they believe that the disease would have 
serious effects on their lives; (3) they are aware of 
certain actions that can be taken and believe that 
these actions may reduce the likelihood of contracting 
the disease or reduce the severity of it, or (4) they 
believe that the threat to them of taking the action 
is not as great as the threat of the disease itself. 
(Becker, Drachman, & Kirscht, 1974, p. 296) 

Becker~ al.reformulated the Health Belief Model for use as 
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a predictor of compliance and to explain sick-role behavior. 

The patient's readiness to undertake sick-role behavior is 

affected by three components: (1) health motivation--does 

the patient believe he has control over his health status? 

(2) value of illness threat reduction--will there be a pos-

sibility of bodily harm involved or interference with social 

roles in the sick-role behavior? and (3) probability that 

compliant behavior will reduce the threat (Becker et al., 

1974) . The likelihood of compliance with prescribed regimen 

is affected by the following modifying factors: demo-

graphic (age , sex, race), structural (knowledge about 

disease, prior contact with disease), attitudes (trust in 

medical and nursing care system provided) , doctor-patient 

interaction, and cost of treatment. Therefore, Becker and 

associates proposed that all of these variables are inter-

related in determining compliance behavior and the clinician 

needs to assess each individual with these factors in mind 

(Becker et al ., 1974) . 



The two variables of importance for this study were 

k nowledge of illness and compliance. It was hoped that 

acti v e participation measures would increase motivation and 

a ssist the patient to assume responsibility for the care of 

hi s illness. Other variables that were of importance in 

the data analysis include the demographic variables (age , 

sex , race, religion, occupation, and educational level) and 

the patient ' s prior contact with disease. A measurement of 

patien t compl iance will then be done. The Health Belief 

Mode l provided a suitable theoretical framework from which 

this study wa s derived 

Assumptions 

The f ollowing assumption is relevant to this study: 

The pat i ent 's response to compliance in a hypertensive 

treatme nt reg i me i s affected by many vari ables and is 

uni q u e f or each i ndividual. 

Hypoth eses 

Two hypotheses a r e p r oposed f or thi s s tudy: 

1 . Hypertensive patients who receive teaching by a 

systematic teaching guide will demonstrate greate r 

knowledge of illness than thos e pa tients tau ght by the 

routine method . 

2 . Hypertensive patients who receive health teaching by a 

systematically devised teaching guide will demonst r ate 
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greater compliance with medical and nursing 

recommendations than those patients taught by the 

routine method. 

Definition of Terms 

For purposes of this study, the following terms are 

defined: 

1. Clinician--physician or registered nurse who has 

expertise in caring for patients with hypertension. 

2 . Compliance or adherence--behavior which will help 

reduce or control high blood pressure, such as taking 

medication, keeping appointments, following a low 

sodium or low cholesterol diet, exercise routine, 

stop smoking and drinking alcohol. This behavior will 

be measured by the Alke Compliance Questionnaire, 

an investigator-designed instrument. 

3 . Essential hypertension--blood pressure reading above 

140 mm Hg systolic and/or 90 diastolic for three con

secutive readings over a period of time without known 

cause . 

4 . Health counseling by routine method--patient teaching 

done by the nurses in the clinic of the study agency. 

5. Knowledge --accumulation of facts or understanding 

regarding a specific phenomenon; i.e., hypertension, as 

meas ured by the Alke Knowledge · 0uestionnaire. 
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6. Noncompliance--patient does not adhere to the prescribed 

therapeutic regime~ exemplified by failure to keep 

appointments, take prescribed medications, follow a 

low salt or low fat diet or perform any other measures 

to control the blood pressure. This will be measured 

by the Alke Compliance Questionnaire. 

7. Patient--a person between the ages of 18-55 years who 

is receiving medical or nursing care for hypertension. 

8. Registered nurse--a person who has successfully 

completed nursing education from an accredited school 

of nursing and has obtained professional licensure. 

9. Systematically devised teaching guide--named the 

Chandler Hypertensive Teaching Guide (investigator 

designed); teaching guide for hypertensive patients 

which focuses on definition of blood pressure, auscul

tation of the blood pressure, risk factors and results 

of hypertension, medications, and low sodium and low 

cholesterol diet. The patient will actively partici

p ate in the g oals of the treatment process and perform 

compliant beh avior at home , i.e., daily self-recording 

o f b lood p ress ure and charting of medications. 

Limitations 

The followi ng limi tations to the study were 

r e c ognized : 



1. The results of this study can be generalized only to 

the sampling units as defined for this study 

because it was a convenient sample selection. 

2. The measurement for compliance for each patient was 

done one month after entering the treatment program. 

This time factor could have indicated a falsely high 

compliance measurement which could decrease with time. 

3. Internal motivating factors which could affect compli

ance to a treatment regime were not controlled in this 

study. 

4 . Variables such as intellectual level, educational 

background and cultural variations which could affect 

the patient's learning capacity were not controlled in 

this study. 

summary 

Patient compliance to a hypertensive treatment regime 

can decrease morbidity and mortality of this disease. 

Patient education of the disease and active involvement of 

the patient in the treatment regime may increase compli

ance . The nurse can assume an important role in managing 

the care of chronic hypertensive patients and be instru

mental in increasing the compliance of patients . 

The remainder of this study is presented in four 

chapters . Chapter 2 , Review of Literature, contains a 
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discussion of the many variables affecting compliance and 

related compliance studies. Chapter 3, Procedure for 

Collection and Treatment of Data, presents the format of the 

study, population and sample, research ~nstrument and 

methods for collection and treatment of data. In Chapter 4, 

an analysis of the data and description of the sample and 

findings is presented. Chapter 5 summarizes the study and 

gives a discussion of the implications and recommendations 

for future studies. 



CHAPTER 2 

REVIEW OF LITERATURE 

A review of the published literature was done to 

investigate variables which are known to affect patient 

compliance in relation to hypertension. The content of 

this literature review focuses on six major areas: 

morbidity and mortality rates of hypertensive patients, 

the problem of noncompliance, measurement of compliance, 

and factors which affect compliance. In conclusion, the 

role of the nurse in teaching hypertensive patients and 

compliance research for the future are discussed. 

Advantages of Compliance in Reducing 
Morbidity and Mortality Rates 

Both the Framingham (Kannel & Gordon, 1972) and the 

Veterans Administration Cooperative Studies (1970, 1972) 

clearly demonstrated that uncontrolled hypertension is a 

precursor to atherosclerosis brain infarction (strokes), 

coronary heart disease and intermittent claudication. 

Similar results were obtained in the Hypertension Detection 

and Follow-Up Program, a community based randomized con-

trolled trial involving 10,940 persons with high blood 

p ressure. This study compared the effects of a systemati c 

?ntihypertensive treatment program (Stepped Care) and 
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referral to community medical therapy (Referred Care). The 

results of the study, within the stepped care group, indi

cated over a five year period that there was a 17% decrease 

in mortality, 45% less cerebrovascular diseases, and 26% 

less myocardial infarctions ("Five Year Findings, " 1979). 

In New York, screening for hyperten?ion was done at 

the worksite of a large department store. Sixty-five per

cent of 186 employees with hypertension elected the treat

ment program. Of the 94 patients followed for one year, 

97% remained under therapy with no untoward effects from 

the medication, and 81% of the patients had achieved a ; 

reduction of at least 10% in blood pressure (Alderman & 

Schoenbaum,l975) . Therefore, the authors concluded that 

the beneficial effects of controlled hypertension are a 

reduction in mortality and prevention of complications. 

The Problem of Noncompliance 

Results of surveys by Schoenberg, Stamler, Shekella, 

and Shekella (1972) and Stamler (1973) revealed there are 

large numbers of hypertensives either untreated or with 

uncontrolled hypertension . Despite the existence of clini

cally effective treatment procedures, over half of all 

patients treated for high blood pressure eventually drop out 

of treatment (Shinn, Caplan, Robinson, French, & Caldwell, 

1977). According to Schulman (1979), blood pressure is 
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controlled in only about 20% of the hypertensive population 

in the country. Thus, noncompliance is one of the major 

problems in the treatment of hypertension. 

Hypertension ranks as the number one public health 

problem of our time (Kochar & Daniels, 1978). Hypertension 

and cardiovascular diseases cost the nation over 20 billion 

dollars in 1976 in lost wages, physician and nursing ser

vices, hospital and nursing horne services, and medications 

(Kochar & Daniels, 1978) ~ Looking at the cost-effectiveness 

of hypertension control from society's point of view, 

efforts to improve long-term follow-up care and medication 

adherence should receive priority (Weinstein & Stason, 

1976). 

Measurement of Compliance 

When research is conducted, a definite measure of 

patient compliance is needed so that results can be compared 

with other study populations. There are two main approaches 

to the measurement of compliance (Kochar & Daniels, 1978): 

the biologic basis and indirect measures . The biologic 

basis is a direct approach to ascertain blood or urinary 

excretion levels of medication or metabolites . The indirect 

approach includes measures, such as pill counts, prescrip

tion refills, patient interview, and the clinician's esti

mate. The patient interview elicits the patient's estimate 
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of his own compliance, therapeutic or preventive results of 

the regimen. Blood pressure measurement is also important 

as research has shown that compliance to treatment should 

control the blood pressure. However, a controlled blood 

pressure does not always reflect the degree of compliance 

(Kocher & Daniels, 1978). 

Factors Which Affect Compliance 

Many authors have investigated the reasons for the 

lack of patient compliance to a hypertensive treatment 

regime. Sackett and Haynes (1976) explored the compliance 

literature and discovered that the reasons for noncompli

ance are many. Knowledge of illness has been positively 

associated with compliance (Marsh & Perlman, 1972; 

Tagliacozzo & Irna, 1970), but this is only one of the 

variables involved in affecting patient compliance. Other 

factors involved in affecting patient compliance include 

the active participation of the patient in the treatment 

regime, the physician- patient relationship, family support, 

the medi cation regimen, and the patient's percepti on of the 

disease. These factors will be discussed in the following 

review of literature . 

Much of the research on patient education began when 

Rosenberg (1971) measured compliance among 50 cardiac out

p atients in New York. Rosenberg hypothesized that 
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neglecting educational treatment could be just as serious 

as neglecting the patient's medical treatment. In his study 

50 outpatients received group instruction and participated 

in discussion with family members. He demonstrated that the 

education intervention increased the patients' knowledge 

about cardiac disease, medications and diet, as well as 

adherence to a prescribed regimen. There were also signifi

cantly fewer hospital admissions for the experimental group. 

Shinn et al. (1977) found that knowledge about 

hypertension as a disease, rather than the specific regimen, 

had no effect on adherence. When education of the disease 

was combined with social support meetings, the results pro

duced gains in knowledge about health care, higher motiva

tion to adhere and higher levels of adherence than the 

control group. 

Sackett , Haynes, Gibson, and Taylor (1977) tested two 

strategies to assist hypertensive patients to comply. 

These strategies included teaching the patients about their 

disease and its treatment, and providing follow-up care 

whi ch was arranged for the convenience of the patients. 

Neither strategy significantly affected medication com

pliance . 

Milne and Logan (1979) compared physician-treated and 

nurse-treated hypertensive patients . The nurse treated 

patients received bi-monthly physiologic assessment, patient 



education about hypertension, medication, risk factors and 

diet. These patients also received supportive counseling 

to aid in the acceptance of the diagnosis. The physician 

treated group had at least one follow-up appointment with 

the physician within six months. At six months, signifi

cantly more patients were at goal blood pressure in the 

nurse-treated group. 

Given, Given, and Simoni (1979) examined compliance 

with 103 unstable hypertensive patients over a five month 

period. The p atients were treated with a comprehensive 

therapeutic approach at a family practice center. This 

approach included establishing a diagnosis based on signs 

and symptoms, prescription of a therapeutic regimen, and 

providing for continuity and follow-up care. Results of 

the study showed there was a statistically significant 

relationship between a comprehensive therapeutic approach, 

the patient compliance level, and the dependent variable 

clinical health status outcome. The study also documented 

that compliance is closely associated with patients' 

knowledge and perception of their disease and its' therapy. 

Levine, Green, Deeds, Chwalow, Russel, and Finlay 

(1979) developed an educational program consisting of an 

exit interview, a home visit, and a series of three small 

group meetings among 400 outpatients with primary hyper

tension. The educati onal program increased reported 

15 
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compliance with medication, improved the proportion of 

patients losing weight and improved appointment keeping. 

There was also a favorable effect on blood pressure control. 

The proportion of patients with blood pressure under con

trol in the group assigned to all three interventions 

increased by 28% (from 38% to 66%) while the proportion in 

the control group receiving standard medical therapy with 

no educational intervention remained unchanged. 

Webb (1980) conducted a study involving 123 low income, 

rural, black hypertensive patients. The purpose of the 

study was to evaluate the effectiveness of patient education 

and psychosocial counseling in promoting compliance. The 

three methods of treatment included: group patient educa

tion and family physician appointments; supportive individ

ualized psychosocial counseling and family physician 

appointments; or family physician appointments only. Com

pli ance was measured by (1) keeping f ollow-up appointments, 

(2) bringing antihypertensive medications to each appoint

ment, (3) consuming these medications, and (4) diastolic 

blood pressure. Results of the study indicated that neither 

additional patient education nor psychosocial counseling 

improved compliance or blood pressure control significantly 

better than regular family physician visits alone. 

Tanner and Noury (1981) demonstrated in their 

exploratory study that education alone was not enough to 
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effect blood pressure control. Using a two-group before

after design, study participants were measured on knowledge 

about essential hypertension and diastolic blood pressure 

before and after intervention. At the conclusion of the 

study, there was no significant difference between the 

experimental and control groups on diastolic blood pressure 

readings. There was a significant difference between the 

experimental and control groups on posttest scores on knowl

edge of essential hypertension. Therefore, it was con

cluded that structured teaching increased knowledge, but 

not blood pressure control. 

Other factors of important consideration in the 

education process are that clearly delineated written 

instruction and expectations enhance compliance (Knowles, 

1977). Also, the use of fear may actually increase non

compliance (Radelfinger, 1965). The employment of a 

variety of individualized teaching approaches improves 

patient awareness and learning. Knowles' (1977) adult 

learning theory emphasizes that educatomneed to help 

individuals acquire the skills of self-directed learning. 

Since each individual will be different in his learning 

needs, the educator needs to assess each patient and 

j ointly determine learning goals and priorities. This 

theory emphasizes that teaching begins with what the 

patient wants to learn, rather than what the clinician 
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feels should be taught. Although learning of the patient 

will increase with this method, it still does not guarantee 

compliance. Therefore, the literature does not clearly 

indicate if patient education is, or is not, effective in 

assisting individuals to comply with a therapeutic regimen. 

Support can be found for both sides of the issue . 

Active participation of the patient in goal setting 

and treatment has proven successful in several studies 

(Sackett & Haynes, 1976; Schulman, 1979; Swain & Steckel, 

1981). A report brought together by the National High 

Blooo Pressure Education Program (Dean, 1979) identified 

four behaviors critical to hypertensive patients achieving 

therapeutic control and assuming active responsibili~y for 

their own care. The basic hypothesis was that active par

ticipation by the patient favors successful management of 

hypertension. The physician functions as the advisor and 

guide and the patient is the decision maker and problem 

solver . The four behaviors are as follows: (1) make a 

decision to control blood pressure, (2) take medication as 

prescribed, (3) monitor progress toward blood pressure goal, 

and (4) resolve problems that block achieving blood pres

sure control . The four behaviors included concomitant 

knowledge , attitudes, and skills . 

Further research in active participation of the 

patient was done by Sackett and Haynes (1976) with 38 
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hypertensive Canadian steelworkers. The patients were 

taught to measure their own blood pressure at home and to 

tailor pill taking to their daily habits and rituals to 

avoid forgetting to take medications. The patients charted 

their blood pressure daily, the times they took their pills , 

and reasons for missing a pill. Home visits were also 

done. The findings of this study demonstrated that average 

compliance had fallen by 1.5% in the control group, but 

rose 21.3% in the experimental group. In addition, blood 

p ressure fell in 17 of the 20 experimental patients and in 

10 of 18 control patients. 

Similarly, patients who are active participants in 

their care have been shown to be more likely to have blood 

pressure control and to exhibit more positive cognitive and 

behavioral responses to illness-management (Schulman, 1979). 

Active Patient Orientation, as defined by Schulman, includes 

the fact that attitudes and expectations communicated to 

patients by health professionals are supportive of patients' 

motivations and abilities to contribute to the treatment 

p rocess . In addition, there is joint decision-making in 

the treatment regime, skill training and technical aids to 

assist self-care activities: for example, teaching the 

p atient to take his own blood pressure reading. Praise and 

feedback on performance are utilized to reinforce the mea

sures of active participation. 
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Swain and Steckel (1981) followed 115 hypertensive 

outpatients over four clinic visits and measured their 

adherence to the treatment regime. The patients were ran

domly assigned to one of three treatment modalities: 

routine clinic care, patient education, and contingency 

contracting. Contingency contracting involved goal setting 

with the patient, active involvement of the patient, skill 

training, social support, and individualized attention. 

The results of the study showed that patients with contin

gency contracting improved in the following areas: knowl

edge of hypertension, adherence to regular medical care and 

decreased diastolic blood pressure. The authors postulated 

that contracts can encourage patients to lose weight, 

exercise more and reduce stress. The group receiving 

patient education alone had the highest dropotit rate. The 

reason for this action, according to the researchers, was 

that patient education alone led to guilt about what the 

patient should be doing. 

However, it is also believed that the anxious, 

neurotic, or dependent person will not do well as an active 

participant in the treatment regime. This type of person 

may become more anxious if asked to assume an independent 

role in the treatment process (Kochar & Daniels, 1978). 

Expecting a patient to change too many of one 's 

lifestyle habits may also decrease c ompliance (Kochar & 
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Daniels, 1978). According to Kochar and Daniels (1978), it 

would be more effective to focus on one behavior change at 

a time, rather than expecting the patient to immediately 

quit smoking, quit alcohol, change one's diet and job 

related activities. 

Caldwell, Cobb, Dowling , and Jongh (1970) exami ned the 

problem of noncompliance among 76 new hypertensive patients 

for a period of over one year. After eleven months, 50% of 

the patients either had not returned for their scheduled 

clinic appointment or had discontinued medication for 30 

days or more. After five years, 71% had dropped out, 9% 

had died and only 17% were remaining in treatment. Caldwell 

then interviewed 42 patients who had developed a hyperten

sive emergency after discontinuing treatment (Emergency 

Group) and 24 patients who had remained in treatment for 

severe or malignant hypertensive disease during the last 

five years or longer (Control Group). Some of the major 

reasons for discontinuing treatment according to frequency 

of response were as follows : felt well, poor instruction, 

financial need, lack of family support, side effects of 

drugs, and discouraged . The reasons for continuing treat

ment from the control group included: good knowledge of 

disease , harmful effects of inadequate treatment, harmful 

effects of hypertension in the family, and family support. 



Other studies have also demonstrated that social and 

emotional support is important in enhancing compliance 

(Kochar & Daniels, 1978; Oakes, Ward, Gray, Klauber & 

Moody, 1970). 
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Finnerty, Mattie, and Finnerty (1973) interviewed 60 

dropouts from hypertensive clinics to determine reasons for 

noncompliance. Long waiting times and poor doctor-patient 

relationships were the major reasons given. Operating the 

clinic with emphasis on a personalized doctor-patient rela

tionship and using a meaningful appointment system reduced 

the number of dropouts from 42% in 1966-6.9 to 8% in 1970-

71. 

Other studies have shown that continuity of care by 

the same physician and the positive relationship of patient 

and physician will increase compliance (Becker, Drachman, 

& Ki rscht, 1974; Korsch & Negrete, 1972). Podell (1975) 

has elaborated on Svarstad's unpublished study of the 

physician-patient encounter. Approximately one-third of 

noncompliers had difficulty determining the physician's 

expectations of what should be done with the prescribed 

medication . Physicians who were most successful in moti

vating patient compliance used the following techniques: 

were approachable, justified the treatment plan, monitored 

compliance with tailoring of regimen and providing positive 
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feedback to patients, and lastly emphasized key issues. 

Emphasizing key issues means to emphasize the benefits of 

treatment and consequences of nontreatment (Svarstad, 1974). 

In reviewing data collected from patients during 

screening programs, Satcher (as cited by Moser, 1974) iden

tified some of the most important barriers to hypertension 

control in an urban community. These included: misconcep

tions about hypertension, communication gaps between health 

providers and patient, socioeconomic barriers, weaknesses 

in the health care delivery system--including deficiency in 

knowledge by physicians and nurses, inefficient use of 

allied health professionals and duplication of services 

throughout the community with concomitant fragmentation of 

care. 

Another factor affecting patien·t compliance is the 

medi cation regime. Studies have demonstrated that the type 

of medication, the combination of drugs, and the frequency 

of the drug regime affects compliance rates. Medication 

adherence has been shown to decrease when more than two 

drugs are employed in the antihypertensive regimen (Clinite 

& Kabat, 1969; Latiolais & Berry, 1969; Levine, Green, 

Deeds, Chwalow, Russell, & Finlay, 1979; Neely & Patrick, 

1968) . Therefore , attempts should be made to limit the 

medi cation regime to one or two drugs in order to enhance 

compliance. 
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Flecther, Deliakis, Schock, and Shapiro (1979) studied 

six high-risk variables to discriminate between well con

trolled and uncontrolled hypertensive patients. The results 

of their study indicated that a higher medication compli

ance rate coincided with a lower diastolic blood pressure. 

Inui, Carter, Pecoraro, Pearlman, and Dohan (1980) 

compared compliance with "PRN" drugs and 11 non-PRN 11 drugs. 

Drugs, such as hydrodiuril, inderal, and digoxin (non-PRN 

drugs) resulted in higher compliance rates and patients who 

demonstrated high compliance with hydrodiuril also achieved 

lower diastolic blood pressure. 

Side effects from medications have been found to affect 

adherence, although not significantly (Caldwell et al., 

1970; Kirscht & Rosenstock, 1977; Nelson et al., 1978; 

Weintraub, 1973). 

Therefore, it can be concluded that many variables are 

involved in compliance and noncompliance. Becker's health 

belief model (Becker, Drachman, & Kirscht, 1974) has been 

helpful in identifying the interrelationship of the many 

variables involved in compliance behavior. The approach, 

which emphasizes the patient's perceptions of health and 

disease, is based on Lewin's field theory (1948) and was 

first used by Rosenstock (1966, 1974} to predict the use 

of preventive health services. Becker and his associates 

then reformulated the model for use as a predictor of 
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compliance. According to the health belief model, the 

probability of compliance to a treatment regime is a func

tion of one's perceived susceptibility to the disease, its 

severity, and the perceived benefits and barriers related 

to the recommended preventive action (Becker et al., 1974). 

This model predicts that compliance will be enhanced if the 

patient values health in general and perceives that one can 

influence one's own health, and if one perceives that hyper

tension poses a serious threat that can be avoided by fol

lowing a prescribed treatment regime. Therefore, if the 

patient perceives that the benefits of compliance outweigh 

the barriers, he will demonstrate compliant behavior. The 

goals of treatment must be formulated jointly by the clini

cian and the patient so that the clinician can discover any 

misconceptions that the patient has regarding hypertension 

and its treatment. This is why it is also beneficial to 

have continuity of care with the same clinician. In this 

way, the clinician and patient can work together as a team 

since each knows what to expect from the other. 

Nelson, Stason, .. Neutra, Solomon, and MCCardle (1978) 

incorporated the health belief model in their study of 

compliance with 142 hypertensive patients. Compliance was 

measured in terms of blood pressure control, self-reported 

medication taking, and appointment keeping. Blood pressure 



control was positively associated with the perceived 

benefits of the antihypertensive regimen, perceived sever

ity of hypertension and the impact of the treatment regime 

on lifestyle. The perceived ,severity of hypertension was 

also predictive for self-reported medication taking. Two 

core perceptions, perceived severity of hypertension and 

perceived efficacy of the regimen, were associated with 

self-reported medication compliance and blood pressure 

control respectively (Nelson et al., 1978). 

The health belief model provided a framework in a 

study to measure patient compliance with antihypertensive 

medication among 132 outpatients attending a university 

hospital hypertension program in Pennsylvania. The study 

subjects were interviewed to ascertain: perceived sus

ceptibility, perceived severity, perceived benefits, con

cern about health matters in general, vulnerability to 

illness in general , control over health matters, and depen

dence on providers. Modifying factors specific to hyper-

tension were also analyzed. These included: perceived 

barriers, duration of treatment, duration of condition, 
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and satisfaction with providers and the clinic. The analy

sis revealed that three variables contributed independently 

to patient compliance--control over health matters, per

ceived barriers, and duration of treatment. The model for 

this study predicted that as high as 74% of those classified 
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as having high perceived control over health matters, low 

barriers, and short duration of treatment would always take 

their medication (Hershey, Morton, Davis, & Reichgott, 

1980). 

Although much information has been gained regarding the 

factors which affect compliance, there still remains much to 

be learned. More research is needed regarding the role of 

the nurse in enhancing compliance. 

Role of the Nurse 

The nurse' s role in caring for patients with 

hypertension includes patient care management, education, 

supervision of care, and research (Kochar &·Daniels, 1978). 

The role of the nurse is changing to facilitate the patient 

to a ssume more responsibility for one's personal health and 

well -being . Several theories of nursing (Johnson, 1968; 

King, 1981 ; Rogers, 1970) have been proposed which emphasize 

this dimension of nursing and assist the nurse to treat the 

whole person , rather than the disease. Specifically, for 

the nurse managing the care of stable hypertensive out

p atients, the following functions should be included: 

1 . Assessment of health status through history, physical 

examination and laboratory data. 

2. Consulting the physician and discussing each patient 

prior to and after the nurse clinic visit. 



3. Planning the treatment program with the patient and 

his family members and formulating joint goals. Spe

cific goals, such as lose four pounds in one month, 

are better than general goals. 

4. Initiating and coordinating patient referrals and 

resources as necessary. 

5. Diagnosing, managing and evaluating nursing problems 

through the formulation, application and evaluation of 

nursing care plans. This would include the psycho

social, emotional, and spiritual needs of each person. 

6. Identifying, managing, and monitoring patient and 

family compliance with medical-nursing regimen. 
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7 . Education of the patient about the disease process, risk 

factors, medications, and diet. 

8 . Evaluating the delivery and outcomes of patient care 

through quality assurance programs and periodic audit 

and revision (Kochar & Daniels, 1978). 

An important facet in the nurse-patient relationship 

is that communication must be understandable. Immediate 

feedba ck from the p atient can demonstrate to the nurse if 

the patient understands the information (Redman, 1976). 

The nurse should acknowledge competence in the patient and 

build the patient's self - esteem to help one learn and change 

behavior (Knowles, 1977). Responsibility of care rests 



mainly on the patient with the nurse functioning as a 

facilitator, guide, and resource person (Knowles, 1977). 
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For the master's prepared nurse functioning in this 

role, research should also be included. The nurse should 

investigate specific problems related to hypertension con

t r ol and be capable of conducting research in this area. 

Nursing research in the area of patient compliance should 

focus on several areas. There is a need to learn why 

pe op le cannot comply and if there are critical periods in 

a person 's l i fe in which compliance is more prominent 

(Haynes, Taylor, & Sackett, 1978; Sackett, 1978). Although 

there has been much research conducted on patient compli

an c e , very l i t tle of this research has dealt specifically 

with out c ome s of n u r sing intervention. Therefore, nurses 

should c onduct and / or partici p ate i n more controlled trials 

of nursi ng int e r v e n t i on to e nhance compliance. 

Summary 

Studies have shown t ha t compliance to a hypertensive 

treatment reg ime will reduc e morbidi t y and mor t a li t y rates 

of p eople with hyper t ension . Still, noncomp l iance remains 

a significant p r oblem . To d a te , while no s i ngle f actor is 

i mpl i cated in increasing complianc e , ma ny var i a bles are 

invol ved and the health belief model provide s a comprehe n

sive a pproach t o analyzing the problem of n onc ompl i ance. 
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Numerous research studies have been conducted and much has 

been learned about compliance. It is apparent that an 

interrelationship of variables is necessary to effect com

pliant behavior and that the nurse can perform an essential 

role in increasing the compliance of hypertensive patients. 



CHAPTER 3 

PROCEDURE FOR COLLECTION AND TREATMENT OF DATA 

A two-group before-after experimental design was used 

to test the two hypotheses of this study. The criteria of 

an experimental design include: use of a control group, 

randomization of subjects, and control of extraneous varia

bles (Abdellah & Levine, 1965). The independent variables 

were the hypertensive teaching program and active partici

pation measures of the patient. The dependent variables 

were the measures of patient compliance with medical and 

nursing recommendations and the patient's knowledge of 

hypertension. This chapter includes a description of the 

setting, population and sample, and sampling procedure. 

In addition, the instruments are described and the method 

of data collection and treatment of data are discussed. 

Setting 

This study was conducted in the outpatient clinic of 

a large 1 , 200 bed government hospi tal in a metropolitan 

area in the southwestern United States. A physician is in 

charge of the hypertension clinic and the general medicine 

clinic, but the s creening and management of patients are 

done by five physician•s assistants. After each visit, the 
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patient is discussed between the physician and physician 

assistant and appropriate medications are renewed or changed. 

This system allows for more patients to be seen since the 

physician assistant does the assessment of each patient. 

The hypertension clinic manages the care of approximately 

1,000 patients. Newly referred patients with hypertension 

are sent to the general medicine clinic due to the work 

overload of the hypertension clinic. Approximately 5 new 

patients per week are sent to the general medicine c~inic. 

Since this study included only newly referred patients, it 

was conducted in the general medicine clinic. Patient 

teaching and health counseling were conducted individually 

in rooms within the general medicine clinic section of the 

nospi tal. 

Population and Sample 

The target population for this study was males from 

ages 18-65 years who were formerly employed in mi'li tary 

service and had been referred for the first time to the 

outpatient general medicine clinic for screening and/or 

control of hypertension. The subjects for the study were 

s elected over a two month time period. The patients 

s elected for the sample met the following criteria: 
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1. Diagnosed with hypertensive disease and no more than two 

other medical problems, such as diabetes, gout, heart 

disease, and so forth. 

2. Patients selected were restricted to English speaking 

patients to ensure adequate communication between 

patients and the clinician. 

3. The patient had completed at least the fourth grade of 

school. 

4. The sample consisted of all males since the majority of 

patients treated at the hospital are males. 

5. The sample included newly referred patients or those 

patients with no more than two other visits to the 

clinic. 

6. Patients with limb amputations were excluded from the 

study. 

7. Patients wi th emotional problems that would interfere 

with participation in the program were excluded from 

the study . Emotional problems were determined if the 

patient had been under psychiatric treatment or was 

presently taking psychotropic drugs. 

Sampling Procedure 

The sampling procedure chosen for this study was total 

population sampling with random assignment of patients to 

groups . At the beginning of each day, the clinic received 
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the names and social security number of all patients to be 

seen that day. The investigator then randomly assigned 

every other new patient to the experimental or control group 

using a coin toss to determine assignment of the first 

patient. Heads designated experimental group and tails 

designated control group. The physician assistants did 

patient care by the routine method for the control group. 

Experimental patients were seen by the physician's assistant 

and the investigator did health teaching and involved each 

patient in measures of active participation. 

Thirty-eight outpatients were chosen to be in the 

sample. Two patients refused to be in the study. Seven 

patients did not return to the clinic after one month and 

so were unable to complete the posttest knowledge and com

pliance questionnaires. One patient was eliminated due to 

a reading difficulty. The total sample included 28 patients, 

15 in the experimental group and 13 in the control group. 

Protection of Human Subjects 

The research proposal was approved by the Human Studies 

Subcommittee Review of the hospital chosen for the study 

and the Human Subjects Review Committee at Texas Woman's 

University (see Appendix A). The study was explained to 

each patient chosen to be in the control and experimental 

g roup and written consent was obtained. Each patient was 



further assured that all information would remain 

confidential and that the patient's name would not be used 

in any way during or in the reporting of the study. 

Instruments 
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The instruments for this study were designed by the 

investigator. These instruments include the Alke Knowledge 

Questionnai re (Appendix B), the Chandler Hypertensive Guide 

(Appendix C) , and the Alke Compliance Questionnaire (Appen

dix D). 

The Alke Knowledge Questionnaire consists of two 

sections. The first section deals with general information 

for each patient: name, age, religion, race, occupation, 

educational level, blood pressure, height, weight, length 

of illness, and medications. The second section tests the 

level of knowledge of the patient regarding his disease, 

risk factors involved, diet and medications. This ques

tionnaire was completed by the patient before any teaching 

was begun and after one month from initiation of the study. 

The second instrument devised for this study was the 

Chandler Hypertensive Teaching Guide which was developed 

by the investigator after an extensive review of the 

literature . The teaching guide includes information on 

the definition of blood pressure, definition and effects of 

hypertension, risk factors, medications and diet. 



The last instrument developed for this study was the 

Alke Compliance Questionnaire which assessed the patient's 

level of compliance after one month from the initiation of 

the study. Questions were based on the patient's compli

ance to medications, diet, and measures to reduce risk 

factors for hypertension. 

The Alke Knowledge Questionnaire and the Alke 

Compliance Questionnaire consists of 18 and 14 questions, 

respectively. Three experts in the field of hypertension 

were consulted to determine clarity and content validity 

of the questionnaires and the Chandler Hypertensive Teach-

ing Guide prior to their use in the study. The experts 

were nurses whose specialty is counseling hypertensive 

p atients. The instruments were also reviewed by the 

physician in charge of the general medicine clinic and 

changes were made in accordance with his recommendations. 

Internal consistency or reliability of the Alke Knowledge 

Questionnaire was evaluated by the Kuder Richardson Formula 

20 and a reliability coefficient of £ = .80 was obtained. 

Cronbach's alpha was used to test reliability of the com

pliance questionnaire and alpha was equal to£= .47. 

Data Collection 
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New patients referred to the outpatient general 

medicine clinic wer e assigned to the experimental or control 
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group by the sampling technique identified. If the patient 

met the study criteria and agreed to participate in the 

study, a consent form was signed. 

In the initial session, the Alke Knowledge Questionnaire 

was administered to all patients in both groups. Patients 

in the experimental group then received a one hour teaching 

session. Learning needs were identified with joint formu

lation of goals between the patient and the investigator. 

Patients in the experimental group were also asked to do 

pill charting and return the chart to the clinic after one 

month. The Chandler Hypertensive Teaching Guide was used 

with audiovisual aids in the form of charts and diagrams. 

The patient was instructed on the definition of blood pres

sure, effects of hypertension on the body, risk factors, 

low sodium diet, weight reduction, and medications. The 

patient was encouraged to ask questions and the clinician 

incorporated application of daily living activities into 

the teaching session. 

After one month patients received the Alke Compliance 

Questionnaire and the posttest for the Alke Knowledge 

Questionnaire. The patients assigned to the control group 

r e c e ived the customary health counseling offered by the 

physician assistants in the general medicine clinic. The 

Alke Knowledge posttest and the Alke Compliance Question

naire we r e administered to all control patients after one 
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month also. Immediate feedback of the test results were 

given to each patient after completion of the questionaire. 

Treatment of Data 

Descriptive statistics were used to present a profile 

of the sample by f~equencies, ranges, and means. The fol

lowing demographic data were used to describe the sample 

in relation to the patient's measurement of compliance: 

age, race, occupation, religion, educational level, and 

length of illness. 

All questionnaires were hand scored. The Alke 

Knowledge Questionnaire had 18 questions. Each correct 

answer received 1 point for a total possible score of 18 

points . The Alke Compliance Questionnaire had 14 compli

ance questions which were scored on a grading scale from 1 

to 4 points. Four points indicated the highest compli

ance and 1 point the lowest compliance; the total possible 

score was 56 points. 

To test the first hypothesis, an analysis of variance 

was used to determine if there was a significant difference 

between the control and experimental groups on the Alke 

Knowledge Ques tionnaire. To test the second hypothesis, a 

t test for independent samples was used to determine a 

significant difference in compliance between the control 

and experimental groups . 



Summary 

This chapter has presented the methodology used in 

conducting this study. Three instruments were prepared by 

the investigator to examine the effects of knowledge and 

active participation of the patient in increasing compli

ance. The data were then collected by means of two ques

tionnaires and analyzed by two inferential statistical 

techniques, analysis of variance for the knowledge ques

tionnaire and a t test for independent samples for the 

compliance questionnaire. 
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CHAPTER 4 

ANALYSIS OF DATA 

This experimental study was designed to determine the 

relationship between knowledge of hypertension and compli

ance. Measures of active participation were also considered 

to be a significant factor in enhancing compliance. Pretest 

and posttest knowledge questionnaires were administered to 

all exper imental and control subjects. In addition, a 

compliance questionnaire was administered to all study 

sub j ects a f ter one month from the initiation of the study. 

This chapter presents the description of the sample and the 

analysis of t h e data that were obtained. 

Descript ion of the Sample 

The samp le consi s t e d of 28 outpatients who attended 

the gener al medicin e c l i nic at a large v eterans hospital. 

The pat i e n t s were n e wly re f erre d to the clinic or had 

attended t he c l ini c no more t han t wo t imes previously. 

The sample consisted of 15 patients i n the experime n tal 

g roup and 13 patients in the contr ol g roup who met the 

stated criteria and agr eed to par ticipate i n the study. 

The age distribution r anged fr om 37 t o 65 y ears. The mean 

age was 53 years with a standar d deviat i on o f 9 years . 
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Table 1 indicates frequency and percentage distribution of 

subjects by age. 

Table 1 

Age of 28 Patients Who Participated in a Hypertension 
Compliance Study 
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Age Number of Subjects Percent of 
Total 

37-43 years 5 18 

44-50 years 7 25 

51-57 years 6 21 

58-65 years 10 36 

Total ~' 28 100 

Of the 28 participants in the study, 12 (43%) were 
i 

black and 16 (57%) were white. The subjects were surveyed 

in regard to religion. The majority, 15 (54%) were Bap-

tists, 5 (17%) were Methodist, and 3 (11%) were catholics. 

Thirteen (46%) of the subjects were retired; four 

(14%) were employed in technical jobs and seven (25%) were 

industrial workers. Table 2 describes the occupation of 

subjects within this study. 

Educational background for each subject varied from 

a fifth grade education to completion of four years of 



Table 2 

Occupational Status of 28 Patients in a Hypertension 
Compliance Study 
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Occupation Number of Subjects Percent of 
Total 

Retired 13 46 

Professional 1 4 

Farm-Related Activites 4 14 

Managers, Proprietors I 
Foremen 1 4 

Clerical 1 4 

Sales 0 0 

Craftsmen 1 4 

Industrial Workers I 

Laborers 7 25 

Private Household, 
Service Worker 0 0 

Total 28 100 

college. The modal grade level for the study subjects was 

12th grade with six (21%) of the subjects within this 

cate gory. Table 3 summarizes educational data. 

The last category of demographic data examined was the 

length of ti me that the subject · had hypertension. These 

data showed a range of 29 years; three patients (11%) were 

diagnos e d on e year ago while one patient stated he had 



Table 3 

Educational Level of 28 Patients in a Hypertension 
Compliance Study 
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Educational Level Number of Subjects Percent of 
Total 

5th-8th Grade 9 32 

9th-12th Grade 14 50 

1-4 Years College 5 18 

Total 28 100 

hypertension for 30 years, but had just recently come to 

the veterans hospital for treatment and follow-up. The 

mean number of years that the subjects had hypertension 

was eight years while the mode was two years. See Table 4 

for summary of length of i llness data. 

Table 4 

L~ngth of Illness for 28 Patients in a Hypertension 
Compliance Study 

Length of Illness Number of Subjects 
Percent 

Total 

1 -2 years 7 25 

3-6 years 8 29 

7-1 0 years 6 21 

11- 30 year s 7 25 

Total 28 100 

of 



Presentation of Findings 

The level of knowledge and compliance of hypertensive 

outpatients were measured by the Alke Knowledge Question

naire and the Alke Compliance Questionnaire. The findings 

are presented below. 

Hypothesis 1 

Hypertensive patients who receive teaching by a 

systematic teaching guide will demonstrate greater 

knowledge of illness than those patients taught by 

the routine method. 
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On the pretest knowledge questionnaire, the lowest 

score was 9 points in the experimental group and the high

est score was 18 points. The mean score was 13.6 and the 

mode was 14 points with a standard deviation of 2.79. For 

the control group the lowest score was 9 points and the 

highest score was 17 points. The mean was 13.2 with a stan

dard deviation of 2.76. On the posttest knowledge question

naire after 1 month the lowest score remained 9 points in 

the control g roup, but was 13 points in the experimental 

group. The highest score was 17 points in the experimental 

group and 18 points in the control group (see Table 5) . 

A two- way analysis of variance demonstrated that there 

was no significant difference in knowledge gained between 

the experimental and control groups. However, there was a 



Table 5 

Knowledge Scores of 28 Patients in a Hypertension 
Compliance Study 

Scores Control Grou2 ExQerimental GrouQ 

Pretest Post test Pretest Post test 

Range 8 9 9 4 

Mean 13.2 14.4 13.6 15.3 

Standard 
Deviation 2.76 2.95 2.79 1.39 
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significant increase in knowledge in the experimental group 

from pre to posttest scores (£ = .005) (see Table 6). The 

findings indicated that the knowledge gained by a systematic 

teaching guide was not significantly different from the 

teaching done by the routine method at the clinic; therefore 

Hypothesis 1 was rejected. 

Hypothesis 2 

Hypertensive patients who receive health teaching by 

a systematic teaching guide will demonstrate greater 

compliance with medical and nursing recommendations 

than those patients taught by the routine method. 

The Alke Compliance Questionnaire was used to measure 

compliance of all participants in the study. The scores 
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Table 6 

Analysis of Variance of Knowledge Scores for 28 Patients 
in a Hypertension Compliance Study 

Source of Sum of Degrees of Mean 
Variance Squares Freedom Squares F .2 

Mean 11104.7751 1 11104.7751 1149.92 0.0000 

GP 
(Between) 6.7751 1 6.7751 0.70 0.4099 

Error 251.0821 26 9.6570 

Total 28 

R 30.5938 1 30.5938 9.63 0.0046 

RG (Within) 0.8795 1 0.8795 0.28 0.6033 

Error 82.6205 26 3.1777 

Total 28 

ranged from 29 to 52. The maximum possible score was 56 

points . The mean score for the experimental group was 

43 .13 points and for the control group 41.77 points. In 

the experimental group, scores ranged from 34-49 points and 

in the control group the scores ranged from 26-52 points 

(see Table 7). A t test for independent samples was done 

to determine if there was a difference in compliance 



Table 7 

Compliance Scores for 28 Patients in the Hypertension 
Compliance Study 
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Scores Experimental Group Control Group 

Range 15 23 

Mean 43.13 41.77 

Standard Deviation 4.94 7.04 

between the experimental and control groups. Analysis of 

data indicated there was not a significant difference in 

compliance between the two groups, therefore Hypothesis 2 

was rejected. 

Summary of Findings 

An experimental study of 28 subjects at a large 

g overnment hospital was conducted to measure the effect of 

a systematic teaching guide and compliance of hypertensive 

outpatients. Subjects were randomly assigned to an experi-

mental group using a coin toss. 

From the demographic data, the typical subject for 

this study was a 53 year old retired male with a 12th grade 

education and had been treated for hypertension over the 

p a st two years. A two-way analysis of variance revealed 
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that there was no significant difference in knowledge gained 

between the experimental and control groups. However, there 

was a significant increase in knowledge in the experimental 

group from pre to posttest scores. A ~-test for independent 

samples revealed that there was no significant difference 

in compliance scores between the experimental and control 

groups. Therefore, both research hypotheses for the study 

were rejected. 



CHAPTER 5 

SUMMARY OF THE STUDY 

This study was conducted to accomplish the following 

purposes: (1) to determine if hypertensive patients taught 

by a s ystematic teaching guide would demonstrate greater 

knowledge than those patients taught by the routine method, 

and (2) to determine if hypertensive patients taught by a 

s ystematically devised teaching guide would demonstrate 

greater compliance with medical and nursing recommendations 

t han those patients taught by the routine method. In addi

tion , measures of active participation of the patient were 

incorporated into the care of the experimental group~ This 

chapter contains a summary and conclusions drawn from the 

s tudy as wel l as the i mplications and recommendations that 

wer e made . 

Summary 

Thi s s t udy was conducted in a government hospital in 

a lar ge metr opo litan a r ea of the southwestern United States. 

Twenty- eight patients who were bei ng treated at the out

patient gene ral medicine clinic comprised the sample. 

Patient ages ranged from 37 to 65 years. The subjects 

selected for the study were diagnos ed with hypertension, 
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had no more than two other medical problems, and were 

newly referred or had no more than two other visits to the 

clinic. Patients with limb amputations or receiving psy

chotropic drugs were eliminated from the study. All 

patients were English speaking males who had completed at 

least the fourth grade of school. The experimental group 

was comprised of 15 patients and the control 13 patients. 

50 

Three tools were developed by the investigator for this 

study. The three tools consisted of a hypertension teaching 

guide, knowledge questionnaire and a compliance question

naire. The tools were examined for content validity by a 

panel of experts. All patients were pretested with the 

knowledge questionnaire and posttested one month later. 

Patients in the experimental group who received teaching 

about hypertension from the devised teaching guide were 

actively involved in their treatment program and formulated 

goals for compliance to the program. All patients were 

seen by the physician assistant on each visit to determine 

efficacy of the medication. Patients in the control group 

received teaching about hypertension by the routine method 

from the physician assistant. After one month, each 

patient's compliance to the program was measured by the 

compliance questionnaire. 



Data analysis, using a t-test for independent samples 

and a two-way analysis of variance, revealed that neither 

hypothesis proposed for the study was supported. 

Discussion of Findings 

Results of this study demonstrated that the 

experimental group did increase significantly in knowledge 

from pre to posttest after using the systematic teaching 

guide. However, the increase in knowledge did not result 

51 

in a significant increase in compliance for the experimental 

group. 

The results of this study are consistent with other 

studies in demonstrating that knowledge alone does not 

incre ase compliance. For example, Shinn et al. (1977 ) 

found that knowledge about hypertension as a disease had no 

effect on adherence to a treatment regime. Similarly, 

Sac kett, Ha ynes, Gibson, and Taylor (1977) found that educa

tion about disease and providing follow-up care did not 

signifi cantly a f fe ct compliance. In addition, We bb (1980 ) 

evaluated the effectiveness of patient education and psycho

social counseling in pr omoting compliance. Results of the 

study indicated that neither additional patient education 

nor psychosocial counseling improved compliance or blood 

pressure control significantly better than regular famil y 

physician visits alone . 
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The health belief model, which recognizes the 

importance of education of the disease process, also incor

porates many other variables which affect compliance. This 

model predicts that compliance will be enhanced if the 

patient values health in general and if the patient per

ceives that hypertension poses a serious threat that can 

be avoided by following a prescribed treatment regime. 

Therefore, if patients believe that compliance will increase 

the quality of their life and that responsibility for one's 

health rests with the individual, then compliance will 

increase. To increase the patient•s involvement in health 

care, measures of active participation have been incorpo

rated in the treatment regime to increase compliance. 

Schulman (1979) f ound that patients who were active partici

pants in their care were significantly more likely to have 

their blood pressure under control and exhibit more posi

tive cognitive and behavioral responses to illness manage

ment . 

In the present study, the experimental subj ects were 

e ncouraged to become actively involved in their care by 

doing home pill charting and jointly setting goals for 

compliance . Other methods of active participation in the 

treatment regime (i.e ., home blood pressure recording) 

have been found to increase compliance (Sackett & Haynes, 

1976). 
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Other studies have incorporated the health belief model 

in measuring compliance. Nelson, Stason, Neutra, Solomon 

and McArdle (1978) discovered that blood pressure control 

and self-reported medication compliance were positively 

associated with perceived severity of hypertension and 

perceived efficacy of the regimen. 

Hershey, Morton, Davis, and Reichgott (1980) studied 

132 outpatients attending a hypertension program in 

Pennsylvania. The model for this study predicted that as 

high as 74% of those classified as having high perceived 

control over health matters, low barriers, and short dura

tion of treatment would always take their medication. In 

this study, self-reported medication taking was signifi

cantly related to blood pressure control. 

The present study focused on several of the variables 

involved in the health belief model: educating the 

patient in the benefits of compliance and the severe 

effects of noncompliance, increasing motivation to comply, 

and encouraging the patient to have more control over one's 

treatment regime by jointly formulating treatment goals and 

home pill charting. However, perhaps if this study had been 

conducted over a longer period of time, there might have 

been a more significant increase in compliance. 

Analysis of the data from the present study revealed 

that the study subjects were high in medication compliance 
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and appointment keeping, but low in losing weight, quitting 

smoking, or increasing exercise. Since the mean age of 

the study subjects was 53 years, this could account for low 

compliance in t hese areas. As a person becomes older, it 

becomes increasingly difficult to change lifestyle habits. 

If the clinician can help patients to incorporate 

compliant behavior into their usual lifestyle, then com

pliance will be more likely to occur. Also, the patient 

s hould be more health-oriented than disease oriented. The 

clinician should encourage the patient to practice posi

t ive health behavior and avoid focusing on the negative 

i llness behavior. Over a longer period of time and with 

c on tinuity of care between patient and clinician, these 

fa ctors could i ncrease patien t compliance. 

Conclusion s 

Based u pon t he f i ndings a nd within the limitations of 

thi s s tudy , t h e conclusions were: 

1 . Pat i e nts who r eceive t eachi ng by a systematic 

teaching guide and a r e a c tive l y i nvo l ved in their 

treatment do not demonstrate g r e ater k nowle dge 

than patients who are n o t taug ht by a s y stematic 

teaching guide . 

2 . Patients who receive teaching by a systematic 

teaching guide do not demons trate greater compliance 



than those patients not taught by a systematic 

teaching guide. 

Implications 
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The results of this study would seem to indicate that 

education does not increase compliance, but a major limita

tion of this study was the time factor. Since most of 

these patients lived a great distance from the clinic, the 

teaching session was condensed to a one-hour session, 

rather than dividing the teaching into three separate ses

sions. This prevented the clinician from establishing a 

close relationship with the patient and thereby encourag

ing compliance to the treatment regime. 

Although the sample consisted of newly referred 

patients to the veterans outpatient clinic, many of these 

patients had been treated previously for hypertension for 

several years. Therefore, it was difficult to control the 

amount of knowledge each patient had on admission to the 

study. In addition, patients who had been treated pre

viously had already formulated preconceived ideas and/or 

habits that are difficult to change once established. 

One must also take into consideration that compliance 

is a complex behavior to measure since it involves so many 

variables . Nurses have a responsibility to be knowledgeable 

concerning the factors which enhance compliance and those 
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factors which decrease compliance. Also, each person needs 

to be assessed individually regarding the l~vel of educa

tion, motivation to comply, and modifying factors which may 

prevent people from placing a priority on their health 

status. 

The public has demonstrated that they want to know more 

about preventing disease and maintaining health. It is the 

responsibility of the nurse or physician to communicate 

with the public at their level of understanding and to begin 

by finding out what they want to know or what lifestyle 

habits they want to change. In this way, there is a joint 

effort in effecting each patient's good health. 

Recommendations 

Based upon the conclusions of this study, the following 

recommendations are proposed: 

1. This study should be replicated in a large private 

hospital since the patient sample might result in 

different findings . 

2. A similar study .should be conducted using more measures 

of active participation by the patient, such as home 

blood pressure monitoring . 

3 . This study should be replicated using a longer follow-up 

period for the measurement of compliance in order to 

monitor a decline or increase in compliance. 



4. A similar study should be conducted using only newly 

diagnosed hypertensive patients. 

5. This study should be replicated using blood pressure 

measurement as a means to evaluate compliance. 
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DALLAS CENTER 
1810 Th'HOOD ROAD 
DAI.I.AS , !E.XAS 75 Z.J.S 

TEXAS UONAN' S UN IVERS I!Y 

COLLEGE OF NURSING 
DENTON, T~XAS 7G204 

ROUSTC 
llJO :· 
ROUST : 

AGENCY ?SRHI.SSION FOR CONDUCTING STUDY* 

Veterans Administration Medical Center 
THE·------~------------------------------------------
QLUITS ro ____ A_l~i~s_o~n~K~u_r_t_z_, __ R_._N_. __ ~----------~------------
a student enrolled in ~ prOf;'!" ;:a oi nursing Le<1d i.nG co a :t.Js ter 
Woman's University, the privilece oi its f.Jcilities in order : 

ing problem: "Measurement of compliance with hypertensive pati 

!he condic:ions mutu<Illy acreed upon are .:ls follows: 

c~m:R 

D. ANDERSCN JLVD. 
, !E..."QS 770J C 

; Dec:-ee at :~ xas 

3tudy t~e : : L:ow-
ts". 

1. !he acency (c~y) (~) be identified i n the fina l epor~. 

· 2. The names of con.::u1t.Jtive or .Jdministrative personne L :1 the agenc :-' 
(may) ~t) be Ldentifiad Ln the final report. 

3 . The agency~ ) (does not want) a conference :;ith ~ student: 
•hen che report is completed . 

.. . rne acency is (uill i.nG) (u~) co allot; t::e camp :cd report 
to be circu l ar:ed throuch i.ncerlibr:1ry 1o.m. 

5 . Ot her ______________________________________________ __ 

J ace : ____ ~, J~a~n~q~a~r~y~2~5u_~l~9~8~2-------------
·:y ?erson.'1 e : 

~ - ... 

SLcnac u re of S cu~ cnt S i cnacure ~f ? 2- Ley Advi.sor 

* ?i.ll ut .Jnd s i c n tl-l ree cop · es t o ~e dis Lr i ;:,uced as :o ll~;s : ~ r i g i :la l - 5 :: ~::-! r.: ; 

:t r s c copy- .:l!:enc y; Second copy- Ti lU Co ~l e£e oi :lurs i. :-u~. 

/ be 
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Consent Form 

TEXAS ':.'OVAl~ 1 S UNIVERSITY 

LIDI·;:AH SUBJ2CTS R:SVI:S\·1 C0r1MITTEE 

Title of ?roje ct: Measurement of Comoli ance ~·ri th Hvvertensi ve 

Patients 

Principal Investigator Ali son Kurtz R. I ~. B. S. 

Consent to Act ~ _§.: Sub j ect for Research and Investig ation 

I have receive d an ore.l description of this study, includi::1g a fair 
e~lanation of the procedures and their purpose, cny a s sociated dis
coffirorts or risks, 2nd a description of the J ossible benefits. An 
off er has been me.de to me to ans• .. ;er all o_uestions about the study. 
I underst and that my name Hill not be used in any release of data 
and th2t I ~11 free to withdrar,.r at any time. I further underst2.nd 
th~ t no medic ul service or compensat~on is ? rovided to subjects by 
t h e university as a result o f injury from p artici?ation in research. 
In the event the subject sustai ns physical injury as a result of 
? articipation in this investi gation, if the subject is eligible for 
medic a l c a re as a vetera..>J., all necessarv and apnro•)riate care will 
b e p rovided. If the sub j ect is not eligible for medical care as a 
veteran, humanitarian emergency care will nevertheless be provided. 

s~gnature Date 

Hitness Date 

Ce rtificat ion b ; Person Exp l ain i n g the Study: 

Thi s i s to c e~ tify t h a t I hav e rully infor~ed and explained to the 
above nrume d person a descrip tion of the listed e le ents of informed 
con ser: t. 

Signature Date 

Posit i on 

',•Jl t::1ess Date 
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CONSENT FORH 

TEXAS it.JOEA.H I 3 U:LHV3:R.SITY 

HULAli RESEARC::f R~VI:::::-1 COI<:I!ITTE3 

EXPERD·BFT AL G nOU?. 

Hri tten desciption of oral presentation to subject: 

1. The puryose or this study is to obtain information 

about knowledge of hypertension and compliance to 

the treatment regime. The investigator is Alison Kurtz 

R. )f . 

The procedures involve the .follov.ring: 

1. taking a knowledge pretest on the first day of the 

study. 

2. incorporation of a hypertensive teaching program in 

the treatment regime. 

3. measurenent of compliance and knowledge one nonth 

after the treatment regime·. 

2. The possible risks or discom.forts in this study are: 

1. some anxiety related to answering the com?liance 

que stionnaire. 

2 . i~p roper release of dat a. 

3. Potential Benefits 

1. learning r.ore about hypertension and methods to keep 

it under control. 

4. All quest i ons regarding this study · . .,ril l be answered by the 

investigator . ?articipation in this study is totally 

voluntary and you c an Hi thdrm-1 f rom the study a t a.YJ.y time. 

\~es wi ll be k e p t confidential by the investigator and 

no individuals Hill be named in the study. 
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TEXAS ':.JO!<AN 1 S U!"IV3RSITY 

h"l11·:.~; RESSARCH R3VI3i:J CO !'·: : I~~Z3 

CO NTROL GROUP 

Written description of oral presentation to subjects: 

1. The purpose of this study is to obtai~ i~formation 

about knowledge of hY?ertension and compliance to 

the treatment regime. The investigator is Alis8n ~ 

R. r . 

The procedures involve the folloHing: 

1. ta...l.{ing a kn01-1ledge pretest on the first day of' the 

study. 

2. taking a posttest one month after entering the 

program to assesg your knowledge of hypertension 

and compliance to the treatment regime. 

2 . The possi~le risks o r discomf'ort in this study are: 

a . some anxiety related to answering the questionnaires 

3. Potential Benefits 

1. learning more about hype~tension and assessing 

your level of kno1-vledge and measure of compliance 

to the treat~ent regime 

All ~uestions re g arding this study will be answered by 

the investigator. Participation in t his study is totally 

vo luntary end you can v.ri thdraw from t he study at any time. 

_;ame s will be kept confide~tial b y the inve stigator and 

no individuals ~-:ill 'oe n~ne s in the study. 
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ALKE KNOWLEDGE QUESTIONNAIRE 

Name -----------------------------------

Age 

Race (check one) 

Black __ _ 

White 

Mexican-American 

Other~----~~---------
(specify) 

Religion (check one) 

Methodist__ Christian __ _ 

Catholic__ Jewish _____ __ 

None Other~-~~~ 
(specify) 

List: 
Height ------------

Weight 

Blood Pressure 

Last grade completed 
in school 

Date first diagnosed with 
high blood pressure 

Length of time rece i ving medicine 

Medications: (please list) 

Occupation (check one) 

Retired. ________ _ 

Prof., Tech. ____ __ 

Farm-related 
activities 

Mgrs., Officials, 
Proprietors, 
Foremen. _________ __ 

Clerical __________ _ 

Sales ____________ __ 

Craftsmen ________ __ 

Industrial workers, 
Laborers ____ ~-----

Private household, 
Service Worker ___ 

Other ____________ __ 
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r.· 
Please answer the following: True or False 

1. ___ I can have high blood pressure and not know it. 

2. ___ I need to take my medicine only when I feel tense. 

3. ___ Hypertension means nervous tension. 

4. I still need to take my pill(s) even after my blood 
pressure is at goal level. 

5. ___ My high blood pressure can be cured: but still needs 
to be checked. 

6. ___ If my high blood pressure is not treated, other 
health problems can develop because of it. 

7. ___ If I miss a dose of medicine, I should double the 
next dose. 

Multiole Choice (please check) 

1. What factors can make hypertension worse" (pick two) 

___ Drinking 

___ working 

___ Exercising 

___ Obesity 

__ Smoking 

__ Talking 

___ Running 

2 . How long does hypertension usually last? (pick one 
answer) 

___ Until blood pressure goes down 

___ For the rest of your life 

___ Until medicines have been taken for 3 months 

___ Until weight is lost 

___ Vntil you feel better 

3 . Place an "s " beside the statements pertaining to 
systoli c pressure and a "d" beside the statements 
pertaining t o diastolic pressure . 

___ The bottom number of the blood pressure reading 

___ The top number of the blood pressure reading 

65 



5. If you have high blood pressure {picl{ one) 

__ a. 

__ b. 

__ c. 

You will usually get headaches or nosebleeds 

You may feel fine and healthy 

Your doctor Hill ah.;ays know the cause or your high 
blood pressure 

6. 'tJhen hig..'ll blood pressure is not controlled it may cause (pick one) 

__ a. Heart attacks and strokes 

__ b. Liver disease and sugar diabetes 

7. The best kind of exercises to help lower blood pressure include: 
(pick one) 

___ a. Li~ting weights and bowling 

___ b. Swimming, running, and bicycling 

__ c. Horseback riding and skiing 

8. On a low salt diet, · you can eat the following foods: (pick one) 

___ a. Fresh pork , ham, canned soups 

__ b. Chicken, fish, potatoes 

___ c. Canned vegetables, pickles, canned tuna 

___ d. Tomato juice, corned beef, cheese, luncheon meats 

9 . The purpose of pills as la.six or hydrodiuril is to lo1-1er blood 
pressure by : (pick one) 

____ a . Enlarging the blood vessels 

___ b. Increase elimination of salt by the kidneys to decrease 
the volume of blood . 

1 o. Blood pressure pills as apresoline, catapres, ismelin, or inderal 
lowe r the blood pressure by: (pick one) 

___ a . 

___ b. 

Enlarging the blood vessels 

Increase elimination of salt by the kidneys to decrease 
the volume of blood 

11. The mos t imnortant thing to rememb e r about your medication is 
( check one ) 

Kno-1 the a ct i on of the drug 

___ Don't quit taking the pill if your f eel fine 

Don't take "over the count e r nills 11 as cold tablets, nqse 
---drops , or laxative s without checking r,;ith the clinic 

All of the above 
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CHANDLER HYPERTENSIVE TEACHING GUIDE 

1. Class 1: Hypertension and How It Affects You 

A. Definition of: 

1. Blood Pressure 
2. High Blood Pressure 
3. Blood Pressure Readings 

B. Effects of Hypertension on the Body 

C. Risk Factors for Hypertension 

2 . Class 2: Hypertension Control by Your Diet 

A. Good Nutrition 

B. Low Salt Diet 

c. Weight Control 

3 . Class 3: Hypertension Control by Your Medications 

A. Drugs for High Blood Pressure 

B. Tips on Taking Medications 
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Class 1: Hypertension and How It Affects You 

A. Definition of: 
1. Blood Pressure 
2. Hi~h Blood Pressure 
3. Blood Pressure Readings 

Do you know what blood pressure is? (Show AV diagram.) 

Model 

of 

Heart 

Heart 

Veins 

To Lungs 

Blood 

Arteries 

Body Cells 

Blood is pumped from the heart into arteries to your body 

cells where the exchange of oxygen and nutrients takes 

place . Waste materials and blood return to the heart through 

veins . The blood goes to the lungs to receive more oxygen. 

The arteries are high pressure vessels and function similar 

to a water hose. When the vessel becomes narrow, the pres-

sure i ncreases. If the vessels become occluded, body cells 

will die because they won't receive the nutrition and oxy-

gen in t he blood . This sometimes happens when fat deposits 

collect in the vessel walls . This will cause increased 

p r essur e in the vessels. 

Nor mal blood pressure i s approximately 120/80. Your 

blood pressure refers to pressure in the arteries only, not 



70 

in the veins. The upper number measures the highest 

pressure of the blood in the arteries during pumping of the 

heart. This pumping of the heart is called systole and the 

highest pressure is called systolic pressure. The pulse 

you feel in your wrist is a reflection of this pumping. 

The bottom number 80 is called the diastolic pressure 

and this reflects the amount of resting time in the heart 

when blood is returning to it. 

High blood pressure, or hypertension, is defined as a 

systolic blood pressure above 140 and a diastolic pressure 

above 90. Blood pressure tends to increase moderately with 

age, but the rule-of-thumb that the systolic blood pressure 

is 100 plus your age is not necessarily true. For a man 72 

years old, a blood pressure of 170/90 would be abnormal. 

The diastolic and systolic pressures are equally important. 

High blood pressure does not necessarily mean nervous ten

sion, although stress may increase a person's blood pressure. 

Have you ever had any symptoms related to high blood 

pressure? Almost 50 million Americans have high blood pres

sure, but almost 50% of these may not know they have the 

condition. Hypertension is a silent disease; there are no 

characteristics or certain set of symptoms. Symptoms such 

as headache, dizziness, shortness of breath, or flushing and 

tingling may be from high blood pressure but, in most cases, 

even if your blood pressure is high, there will be no symptoms. 
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B. Effects of Hypertension on the Body 

What are some of the long-term effects of hypertension 

on the body? Can you think of any? The damage done by 

hypertension is a result of narrowing of the arteries to 

the major organs of the body. Your doctor has probably 

looked into your eye with an opthalmoscope. High blood 

pressure weakens and can damage the blood vessels behind 

your eyes. Some signs of eye changes may be blurred vision 

or spots before your eye. 

Blood vessels to the brain may get damaged causing a 

stroke. Symptoms of an impending stroke may be headache, 

dizziness, and numbness or weakness in your arms or legs. 

Blood vessels can cause heart failure by straining 

your heart. The blood vessels surrounding the heart may 

have atherosclerosis (clumps of fat that stick to the blood 

vessel wall) which may also cause heart failure. Signs of 

heart failure may be swollen ankles, weight gain and short

ness of breath. The fatty plaques around the heart could 

also lead to a heart attack, or damage to a small section 

of the heart. 

The good news is that with medication and diet and 

other methods to control your blood pressure, these compli

cations may be prevented. You can lead a long normal life 

with high blood pressure. But, you must always continue to 



have your blood pressure checked, at least every three 

months, even after it is under control. 

D. Risk Factors for Hypertension 
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For 90% of the people with hypertension, the exact 

cause is unknown. But, there are many predisposing or risk 

factors which are associated with hypertension. Many of 

these are also associated with heart disease. 

Do you smoke? Would you like to quit or decrease the 

number of cigarettes you smoke? Smoking is a risk factor 

for hypertension because it increases the pulse rate, blood 

pressure, and also increases fatty acids leading to excess 

cholesterol. The risks to cigar smokers is not as great, 

since these individuals usually do not inhale: 

People who smoke more than one pack a day may require 

spe cial counseling. For people who smoke less than 

one pack a day, some of the ways to begin kicking the habit 

a re: 

1 . Choose a cigarette with less tar and nicotine. 

2. Smoke only the first half of the cigarette. 

3 . Reduce the number of times a puff is taken on a cigarette. 

4 . Reduce the depth of inhalation. 

5 . Smoke fewer cigarettes a day . 

6. Exercise more . 

7. Pursue new hobbies and interests. 
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Some people with a deep faith in God have been 

successful in quitting smoking by seeking strength from Him. 

Sometimes people who are trying to quit smoking begin to 

gain weight. Keeping low calorie foods and beverages within 

easy reach helps, instead of cigarettes. 

A high cholesterol diet can cause cholesterol plaques 

to narrow the blood vessel, thereby increasing the blood 

pressure. 

Salt retains fluid. The heart works harder when there 

is increased fluid. This increased fluid elevates the blood 

pressure. 

Obesity tends to elevate blood pressure as the heart 

has to work harder to supply blood and nutrients to all 

the fat cells. 

Cholesterol, salt, and weight control will be discuffied 

further when we talk about your diet. 

Drinking alcohol is a risk with high blood pressure. 

Although the first drink may lower blood pressure a little, 

the blood pressure will rlse with more alcohol. Heavy 

weekend drinking may be a real problem. Large amounts of 

alcohol, especially over a short period of time, place a 

tremendous strain on the heart and circulation. Also, 

alcohol and high blood pressure medications can sometimes 

be a dangerous combination. 
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Do you drink alcohol? Have you tried to quit or do 

you want to try to quit drinking? What are the reasons you 

drink? Some suggestions to quit or decrease the amount of 

alcohol include: 

1. Try low calorie beer. 

2. Limit the number and kind of drinks; have less drinks 

and avoid strong liquors. 

3. Buy smaller amounts. 

4 . Drink other beverages, like soda, milk, coffee, tea, or 

fruit juice. 

People who have alcohol every weekend or more 

frequently may require further guidance . counseling and 

insight into the drinking problem. Also, family participa

tion is crucial . Support groups suCh as Alcoholics 

Anonymous may be helpful . 

Lack of exercise can also be a risk factor for 

hypertension. During exercise the blood pressure is ele

vated . But, long-term effects of exercise result in a more 

efficient functioning of the heart and circulation. 

Do you do any exercise or would you like to be on an 

exercise program? Everyone should do some type of exercise 

daily . Usually a slowly advanced approach to exercise is 

advised . An example may be to walk two blocks a day and 

slowly add on more blocks and speed until you are jogging 

a mile a day . But, this depends on your physician's orders . 



Generally, exercises like running, walking, swimming, and 

bicycling lower your blood pressure and are very good. 
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These are called "isotonic" types of exercises. But, 

exercises like pressing weights or lifting heavy objects 

can cause a very fast and high blood pressure change. These 

are called "isometric" types of exercises and should be 

avoided. 



76 

Class #2: Hypertension Control By Your Diet 

A. Good Nutrition 

Obtain a 24 hour food recall from the patient. Diet 

is a major part of controlling your hypertension. It would 

be best for you to cut down on your salt and salty foods, 

fatty or high cholesterol foods and help keep your weight 

under control. 

This is the basic diet everyone should follow: 

1. Two or more servings of milk or dairy products every day. 

2. Two or more servings of meat, or meat substitute (cheese, 

fish, eggs, tuna) every day. 

3. Four or more servings of fruit or vegetables every day. 

4. Four or more servings of bread and cereals every day. 

Salt or sodium is naturally found in the body. When 

more salt is eaten than the body needs, more water is held 

i n the body and the blood pressure increases. If you are 

t aking a water pill, this will help your kidneys get rid of 

t he excess water in the blood and lower your blood pressure. 

The following high salt foods should be avoided or 

e aten only occasionally. If you eat a high salt food for 

b reakfast, then try not to eat any other foods on this list 

fo r the rest of the day. 

Meat group: sausage , weiners, ham, bacon, corned beef, 
luncheon meats or cold cuts, saltpork, smoked 
fi s h, herring, sardines, canned rreats, TV dinners 
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Dairy group: cheeses (including processed cheese whiz, 
velveeta)~ buttermilk 

Fruit and vegetable group: olives, pickles, sauerkraut, 
canned vegetables, jolly green 
giant vegetables 

Bread and cereal group: salted crackers, pretzels, rye 
rolls 

Snack foods: potato chips, pork r1nds, salted nuts, 
sal ted popcorn 

Seasonings: salt, garlic or onion salt, bouillion, accent, 
canned soups, soy sauce 

The following low-salt foods are encouraged: 

Meat and fish group: poultry, fresh or frozen fish, veal, 
lamb, pork, beef 

Dairy group: skim milk, low-fat cottaae cheese, ice milk 
8 oz./day of any of the above 

Fresh fruit and vegetable group: any fresh or frozen foods 
in the group 

Breads and cereals: most commercial or baked breads or 
cereals 

Snack foods: sherbert, fruit ice, gelatin, fruit drinks 

Some people also like salt substitutes. The following 

seasonings can be used on food instead of salt. 

Beef Vegetables Fish Chicken 
marj oram lemon juice paprika paprika 
nutmeg dill weed curry mushrooms 
onion marjoram bay leaf thyme 
sage parsley lemon juice sage 
thyme chopped green pepper mushrooms parsley 
pepper chives, onion sherry cranberry 
bay leaf basil, oregano 

(A hand-out will be prepared for the patient with the above 

lists of foods and seasonings.) 
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C. Weight Control 

Additional weight places added strain on the heart and 

blood vessels and increases the blood pressure. Do you 

believe you have good eating habits.? What are some of the 

reasons you may have poor eating habits? Does your family 

encourage you to lose weight? 

Discuss short range goals of weight loss (with each 

patient) , for example one to two pounds per week. It is 

important to eat the right foods when dietinq. Do not skip 

meals. No meals should be eated four hours prior to 

sleeping. Maybe a support group such as weight watchers 

would be helpful. If the patient desires, a diet can be 

planned using the four basic food groups. 



Class 3: Hypertension Control By Your Medications 

Medications are another important way that your blood 

pressure will be controlled. When blood pressure is con

trolled well with medications, the complications of high 

blood pressure can be prevented. 

Taking your medications on time will be your most 

important job. It will be important for you not to miss 

any doses or change the dose. To help you not to make a 

mistake, I'd like you to use this medication chart daily. 

Your medicine may be changed as the blood pressure is 

controlled and the body adjusts. Sometimes you may expe

rience side effects or temporary changes within your body 

from the medicine. If this occurs, please call the clinic 

and let us know. 

A. Drugs for High Blood Pressure 
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There are two main types of drugs for high blood 

pressure. These are (1) diuretics--pills to increase the 

elimination of sodium by the kidneys and (2) antihyperten

sives-- pills that a ct on the blood vessels or nerves to 

lower the blood p ressure. The most commonly used diuretics 

include lasix, hydrodiuril, diuril, aldactone, and dyrenium. 

When diuretic pills and a low salt diet do not control 

your blood p ressure , medicines that affect the heart and 

vesse ls themselves must be used . The antihypertensive drugs 
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act on the nerves or heart, veins, and arteries to lower the 

blood pressure. Some drugs dilate the blood vessels and 

other drugs interfere with the nerves to lower heart rate 

or blood pressure. Some of these common drugs include: 

inderal, reserpine, aoresoline, catapres, ismelin. 

B . Tips on Taking Your Medications 

1. Take medicines regularly--use the medication chart to 

help you remember. 

2. Know the names and doses of all the medicines you are 

taking. 

3. Don't change or stop your medicines without first 

checking with the doctor or nurse here at the clinic; 

it can b e very dangerous to suddenly stop taking your 

medication, especially with inderal. 

4 . Discuss any changes in body functi on , physical or 

men tal with the nurse or doctor at the clinic. For 

example, the appearance of a rash, weakness, nausea, 

decreased sexual function, depression. 

s . Don't take other medications such as cold tablets , 

nose drops, and laxatives, without · first checking with 

your doctor. Some of these can make your blood p res

sure go up . 

Remember , once you have high blood pressure, you should 

have your blood pressure checked at least every three 
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months. Even if you don't have to take your medication any 

more, you will still need to have your blood pressure 

checked regularly. 
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ALKE COMPLIANCE QUESTIONNAIRE 

Name -----------------------------------------------

Blood Pressure Admission to Clinic ---------------

Blood Pressure after one month of treatment. ________________ __ 

Do you believe your nurse or doctor cares about you as an 

individual? 

Does your family support you in helping to control your 

blood pressure? 
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II. 
Circle the answer f or the folloHing questions: 

1. Did you smoke upon entering the clinic? 

a. no 

b. yes 

2. Have you decreased or quit smoking since entering the program? 

a. no c. about 1 pack/day 

b. less than 1/2 pack/day d. more than 1 pack/day 

3. How often do you eat ham, bacon, luncheon meats, or frankfurters? 

a. daily c. once/week 

b. 2-3 times/week d. once/month or less 

4. How often do you eat notato chips, pretzels, salted nuts, or 
other snack crackers? 

a. daily c. once/week 

b. 2-3 times/week d. once/month or less 

5. Do you · add salt to foods? 

a. alHays c. rarely 

b. someti::nes d. never 

6. How often do you eat pastries, such as cookies, pies, donuts, 
and cakes? 

a. daily c. once/week 

b. 2-3 times/week d. once/n onth or less 

1. Were you overweight upon entering the clinic? 

a. yes 

q. no 

B. Have you lost weight since entering the program? 

a . no c. within 5- 9# of goal 

b. within 1-4# of goal d. Hithin 10# of goal 

9. How much a lcohol do you d r ink/week? 

a . none c. 4-8 dri~s/week 

b . 1- 3 drinks/week d. 9 o r more drinks/week 
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10. Exercises that would h elp to control high blood p ressure include: 
walking, swimming, jog;;ing and rhythm calisthenics. How often 
do you do any of these exercises? 

a. never c. once/week 

b . once a month d. at least 3 times/week 

11. How often do you do aerobic exercises as listing weights or 
using press bars? 

a. never c. once/week 

b. once/month d. at least 3 times/week 

12 . Hm.; often do you forget to take your medications? 

a. never c. once a week 

b . once a month d. 2 or more times/week 

13. If you suddenly developed a side effect from one of your pillS, 
what would you do? 

a. quit taking my medication 

b. keep taking the pill and contact the physician or nurse 
at the clinic 

l4. How often do you miss your clinic appointment? 

a. never c. twice a year 

b. once a year d. more than twice a year 
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