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Abstract

Objective: The purpose of this study was to determine relabetween demographic features, treatment
adherence and quality of life of hypertension puse

Design: This descriptive study was performed.

Subject: Two hundred twenty hypertension patients wereuighet! in the study.

Setting: Firat University Hospital Cardiology Clinic andlipdinic, Elazig, Turkey

Intervention: The scales were filled by face-to-face interviewhwatients.

Main Outcome Measures: The Demographic Features Question Form, SF-36 Quafi Life Scale and
Medication Adherence Self-Efficacy Scale.

Results: In this study,treatment adherence was lower the level in femalatried, illiterate, who do not
regularly check hypertension and who received ngehtgnsion training (p<0.05). It was determined tha
patients married, illiterate, who use more than @mihypertension drug, who do not regularly check
hypertension and who received no hypertensionitrgimere significantly lower physical and mentabhle
(p<0.05). There was a positive significant relagioip between the mean scores of treatment adhemrte
quality of life of hypertension patients (p<0.001).

Conclusion: In this study,demographic features was related to both medicatitthrerence and quality of life in
hypertension patients. It was determined thatrireat adherence was positively related with quaiftiife.

Key Words: Hypertension, medication adherence, quality of life

Introduction condition. It was found that only 47.4% of
L . hypertensive patients received anti-hypertensive
Hypertension is a common and important publlf;reatment and of those who received treatment

C\?alltg 'groblem 'IT Turkeythand .Worldv.\lll'qe'blood pressure of only 28.7% were under control
orldwide, annually more than nine mi 'On(tgengul 2013).

deaths, or 16.5% of all deaths can be attributed
directly or indirectly to the effects of The main goal of hypertension treatment is to
hypertension (Lim et. al. 2012}t was observed keep the blood pressure within the ideal limits
that in Turkey 1 out of every 3 people aravith drug therapy. However the disease can be
hypertensive and the disease is more commonkept under control by lifestyle changes and
females than in males. The study of Turkislkkombination of certain medications (Mert,

Hypertension Prevalence (PATENT) reporte®zcakar and Kuruoglu 2011). Proper control of
that general prevalence of hypertension wdsypertension reduces mortality due to stroke,
30.3%; 32.3% in females and 28.4% in malesoronary artery disease (CAD) and heart failure
Despite high prevalence of hypertension iy 15 - 20% and prevents development of severe
Turkey, only 54.7% of patients are aware of thelypertension (Sozmen, Ergor and Unal 2015). It
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is a vital part of pharmacologic treatment irconstantly contact with patients. It can be taught
Hypertension. Patient medication adherence fee importance of changing habits that affect
undoubtedly the most important factor in succeddood pressure control in nursing education. The
of treatment. In hypertension treatment, patiemurse can help the patients understand the side
adherence and maintenance of treatment agffects of the drugs and help them cope (Tas and
crucial factors in blood pressure control(MertBuyukbese 2013). Much of previous research
Ozcakar and Kuruoglu 2011). Althoughreported that adherence to treatment increased
adherence medication of patients has a cruciahd blood pressure of the hypertensive
role in successful management of the diseadadividuals significantly decreased following the
today non-adherence to treatment is commanterventions performed by nurse trainers
(Herrimana and Cerretani 2007). It was foun{iGarcia-Pefiaa 2001; Irmak, Duzoz and Bozyer
that blood pressure control in adults in Turke007; Canzanello 2005). To fulfill this aim, the
was 8% in all hypertensive and 20% in those whaurses should evaluate patients’ adherence to
were aware of their high blood pressure levelsare plans.

and who received treatment (Arica et. al. 2015
Non-adherence of patients to treatment is one
the most important factors in failure of increase
blood pressure control over 25% level in Turkef
Previous studies reported that approximately haff
of hypertensive patients missed their controls; 3ubjects and Methods

- 50% failed to take prescribed antihypertensive . . L .
medications. Furthermore, it was found that 509"S iS @ descriptive study. The population of the

of patients stopped taking medication within ft“?'y consisted of aII. essential hyper'tensi.on
year they were diagnosed with hypertensiorp,at'er_‘ts who were adr_nl_tted to Firat _U_nlverS|ty
while 75% stopped taking medications within 810SPital Cardiology Clinic and Polyclinic. The
years they were diagnosed with hypertension. T&2MPling of the study consisted of a total of 220
be successful in the management of hypertensidff!untary patients over the age of 18, who were
patients must be committed to providing an lagnosed with gssentla_l hypertension for at I_e_ast
maintaining blood pressure control provide blooff1"€® months, with no disease to affect cognitive

pressure control and medication adheren gnctions.
(Hacihasanoglu 2009). Data was collected through face-to-face

interviews following necessary explanations by
The use of antihypertensive drugs and lifestylthe researcher and by the analysis of patient
changes cause changes in the life of individuatecords. The Demographic Features Question
to maintain hypertension therapy (Ozpancar arfbrm, SF-36 Quality of Life Scale and
Fesci 2017). Community based studies showegedication Adherence Self-Efficacy Scale
that the individual with hypertension had lowe(MASES) were used to collect data.
levels of quality of life than those of normal _
population (Bardage and Isacson 2001). It hdata collection
been reported that drug use frequency, drug sig®e participants were explained that participation
effects and drug combinations decrease thgas voluntary and that they could leave the study
quality of life in patients with hypertension.any time they wanted. Informed consents of the
However, the adherence treatment of the patieparticipants were taken, thus fulfilling the rethte
increases the quality of life (Bolarinwa 2016).  ethical principle. Necessary permissions were

All members of health care team should have t{@ken from the organization where the study was

responsibility of providing complete and correcfonducted.
information to the patients to enable them tehstruments

follow a more positive Iifestyle, to maintainDemographiC Features Question Form:The
target blood pressure and to increase patientgrm consists of questions to determine

participation to their care and should an@escriptive, disease and treatment characteristics
conduct a joint study (Hacihasanoglu 2009)f patients.

Nurses spend the longest time with the patients =~ _
among all health care providers. Nurses cdfedication Adherence Self-Efficacy Scale
undertake a key role for the patients to cope witMASES): MASES was developed by Ogedegbe

the disease. Nurse trainers should be & et al. 2003 in a hypertensive American

ipe purpose of this study was to determine
6elation between demographic features, treatment
dherence and quality of life of hypertension
tients.
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sampling. The scale was adapted into Turkish fBtatistical analysis
by Gozum S.&Hacihasanoglu R. 2005. MASE : L .
Wils used to determine ad%erence to medicat%ﬁ).sS for Wmdowg 15 (Statistical Package Social
treatment self-efficacy in hypertensive patients.c'enmtES for Windows) tpadckz:ljge dprqg;_am,
MASES contains 26 statements that question ghgreentage, - means, - standar eviations,

factors affecting regular use of antihypertensivelhcgjependem_s“'j"m)Ies T, Man Whitney U tests,

used by hypertensive patients and to evalua uskal-Wallis Variance, Pearson Correlation

self-efficacy level of individuals by agreeing with oefficient Analyse; e}nd Croanaheoefficient
ere used for statistical analysis. p<0.05 level

this statement. The participants were asked (s tound 1o b stically sianif
evaluate the items in the scale using “Not at afyas found to be statistically significant.
sure”, “A little surg”, “Extremely sure”. In this Ethical consideration

respect, total possible scores from the scale vary . N o
between 26-78. High scores indicate that a#'_'s study followed scientific principles and

individual has good adherence tgdniversal ethical values. The participants were
antihypertensive  treatment  (Gozum angxplained that participation was vqunFary and
Hacihasanoglu 2009). Reliability coefficient ofthat they could leave the study any time they
Turkish adaptation of the scale was found to b¥anted. Informed consents of the participants

.92. In the present study reliability coefficientVere taken, thus fulfiling the related ethical
was found to be .95. principle. The principle of respect to human

' _ dignity was taken into account and the principle
SF-36 Quality of Life Scale: SF-36 was of confidentiality was obeyed. Necessary

developed by Ware in 1989. It was designed tgermissions were taken from the hospital where
be used in clinical practice and researchhe study was conducted.

evaluation of health policies and general
population research. It is an individual evaluatiofR€SUlts

scale which can be used by individuals aged Jemographic characteristics of the patients
and over by self-evaluation or with the help of @howed that 55.9% were male; 38.2% were in 66
researcher. The scale consists of 36 statements, iig age group; 84.5% were married and 40.9%
is a multiple-title scale that evaluates 8 healtyere illiterate. It was found that 5.9% of the

concepts (physical functioning, role-physicalpatients were civil servants, while 10% were

vitality/fatigue, bodily pain, general health, saici ynemployed. Of the patients, 32.3% had their
functioning, role-emotional, mental health) and jgh blood pressure measured in a community
main (physical dimension and mental dimensiorjeath center for the first time. Palpitation raske

tiles. Physical dimension is evaluated bynhe first among the reasons for blood pressure
addition of physical functioning, role physical,measurements. In the study group, 40.9% were
vitality/fatigue, bodily pain, general health subtypertension patients for 1 - 5 years; 44.1% used
dimensions and divided by 5. On the other hangntihypertensive medications for 1 - 5 years. Of
mental dimension is evaluated by addition tge sampling group, 97.7% were diagnosed with
social functioning, role emotional, mental healthaypertension at the age of 30 and over. We found
vitality/fatigue, general health and divided by 5ihat 73.29% of the patients had a history of
Vitality/fatigue and general health is included iypertension in their families; 56.8% used more
both dimensions. SF-36 is scored in such a wa)an one antihypertensive medications; 35% used
to increase health-related quality of life as thg single type of medication; 55.9% do regular
score of each health domain increases. Scoresy@hertension controls; 43.2% had regular clinic
health related health domains get values Yaryi%pointments in every 3 months; 23.6% reported
from 0 to 100 from the lowest to the highesihat they did not keep regular check hypertension

score (Pinar 1995). In the present studyye to transport problems and 66.4% received no
reliability coefficient was found to be .80 forpypertension training.

physical health main dimension and .83 for
mental health main dimension.

www.internationaljour nal ofcaringsciences.org



International Journal of Caring Sciences

September-December 2017 Volume 10 | Issue 3| Page 1627

Table 1: Mean scores of treatment adherence and qualiifecdccording to demographic features of

patients

Demographic features

n

%

Treatment Adherence Physical Health Mental

Health
Gender
Female 97 44.1 48.92+13.62 19.68+14.74 28.00+19.06
Male 123 55.9 50.47+16.07 21.95+15.39 27.06+16.49
t=-0.758 t= 1.107 t=-0.391
p<0.05 p>0.05 p>0.05
Age
35-54 43 19.5 51.97+15.11 25.84+15.20 33.72+19.96
55-65 70 31.8 50.75+13.06 22.83+14.99 30.32+16.60
6676 84 38.2 48.28+15.45 18.15+14.16 23.64+16.01
77 vet 23 10.5 46.52+16.07 16.30+16.13 21.15+17.45
KW= 3.507 KW= 12.839 KW= 17.919
p>0.05 p<0.05 p<0.05
Marital status
Married 186 84.5 48.53+14.37 20.09+15.08 25.94+17.05
Single 34 15.5 55.47+15.55 25.66+14.62 35.88+18.65
t= -2.554 t=-1.990 t=-3.081
p<0.05 p<0.05 p<0.05
Educational status
lliterate 45.61+15.82 17.06+13.62 24.18+16.59
Literate 90 40.9 49.28+15.04 19.76+£12.79 26.58+15.50
Primary Education 35 15.9 50.53+12.37 20.92+14.40 27.01+17.19
High School 62 28.2 58.38+12.99 36.20+18.75 43.35+21.40
Higher Education 18 8.2 60.00+£7.99 28.88+14.10 32.25+16.35
15 6.8 KW= 13.845 KW= 16.796 KW= 13.742
p<0.05 p<0.05 p<0.05
Job
Housewife 93 42.3 50.52+16.29 19.28+14.51 27.56+18.83
Retired 67 30.5 48.92+13.64 22.02+16.05 27.25+17.35
Civil Servant 13 5.9 57.69+12.45 27.34+14.35 34.81+19.31
Unemployed 22 10.0 45.31+13.54 14.95+11.55 23.21+14.06
Other 25 11.3 47.60+12.38 26.24+15.82 27.72+15.67
KW=6.604 KW= 10.525 KW= 3.994
p >0.05 p<0.05 p>0.05
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Duration of illness

<1 year 30 13.7 48.70+13.54
1-5 year 90 40.9 49.15+14.33
6-10 year 72 32.7 50.09+16.05
> 10 year 28 12.7 50.78+14.34
KW=0.345
p >0.05
Hypertension
medications currently
used
Single 77 35.0 50.64+14.88
Combined/Single 18 8.2 55.88+£14.59
More than one 125 56.8 48.06+14.48
KW= 5.309
p >0.05
Go to regular check
Yes 123 55.9 53.99+13.13
No 97 44.1 44.05+14.84
t=5.261
p<0.05
Receiving hypertension
training 55.55+13.06
Yes
46.59+14.66
No
74 33.6 t=4.437

146 66.4 p<0.05

27.99+16.41
20.53+16.41
19.58+15.10
18.27+12.40
KW=7.328

p >0.05

27.17+17.11
33.12+11.85
15.36+11.30
KW= 37.299
p <0.05

24.37+14.78
16.61+14.47
t=3.903
p<0.05

26.70+13.82
18.04+14.94
t=4.162
p<0.05

33.07+£20.53
26.61+17.29
26.70+17.86
26.26+14.34
KW=2.358

p >0.05

34.53+£19.49
44.034£15.94
20.75+12.85
KW=41.42

p <0.05

31.06+17.26
22.94+17.13
t=3.475
p<0.05

34.61+£16.32
23.86+17.22
t=4.452
p<0.05

Table 2: The Relationship between treatment adherence aaldygof life of patients

Quality of Life

Physical Health

Mental Health

Treatment Adherence
r =0 .456

p=0.000*

r =0.448

p=0.000*

* Correlation is significant at the 0.01 level
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Mean scores of the patients from treatmerghould be measured on regular basis and certain
adherence scale and quality of life scalexaminations should be made in at least once in
according to their demographic characteristics agix months. The findings of the present study are
presented in Table 1. consistent with the findings of previous studies.

it found that th f treat ol, Ozdemir and Ocaktan (2006) reported that
was toun a € score ot freatmen nly 41.8% of patients regularly check
adherence was below the level of statistic

significance in female patients (48.92 + 13.62);yperten3|on (Col, ©zdemir and Ocaktan 2016).
married patients (48.53 * 14.37); illiterateWe found that the majority of patients (66.4%)
patients (45.61 + 15.82); patients who do natceived no training on hypertension. In a
regularly check hypertension follow-ups (44.05 Pprevious study has shown that many patients
14.84); patients who received no hypertensiof82%) wanted to know more about their diseases.
training (46.59 + 14.66) (p < 0.05) TableMean Information provided to the patients as a part of
scores of the patients aged 77 and over (16.3Qpatient training has a positive impact on
16.13); married (20.09 + 15.08); illiterate (17.0Gadherence to treatment (Handler 2005). Certain
+ 13.62); unemployed patients (14.95 + 11.55)ell-planned studies clearly showed that training
of the patients who currently use more than orovided to patients helped to keep blood
hypertensive medication (15.36 + 11.30); opressure under control (Grandi 2006).

?féleérltivmo;;;)‘ r;?tﬂr]igu;zlatirleynfsh(3vchk0hr3épce;rit;aend3|n he results of this study revealed that there was a
hyp'erte?lsioﬁ tr'aining F()46 59 + 14.66) fromstatistically significant difference between gender

physical domain of SF-36 quality of life scaleand treatment adherence mean scores. It was

were found to be significantly lower (p < O.05)found that male patients had higher adherence

(Table 1). Mean scores of the patients aged ﬁvels than females. On the othgr hand, findings
and over (21.15+17.45); married (25.94 + 17.05 ‘;ha”‘)therl StIUd.y fShO‘I"’e‘jh h'gheﬁ treatment
illiterate (24.18 = 16.59); unemployed patienté erence levels in females than males (Wang et.

, . [. 2002). In other studies conducted in our
((:2h3€§k1 ih%.é)r?é,ngifogr)]atl?;;sg\;\r/hoerolr;o{é)ggu\ll\'jlrl;lo ountry, it was determined that gender did not

received no hypertension training (23.86 £ 17.26?ﬁceCt treatment adherence (Mert, Ozcakar and

from mental domain of SF-36 quality of life scal uruoglu 2011; Tumer 2016). : :
were found to be significantly lower (p < 0.05) t was found that single hypertensive patients had

Both the quality of life and the treatmenlhigher treatment adherence levels than married

adherence are not associated with the duration %qrtmmants. Howevgr, n ?”F’ther study 't. was
reported that married individuals had higher

the iliness (p > 0.05) (Table 1). treatment adherence levels which was attributed
It was found that there was a positive significartb perceived support from spouses (Cooper 2005;
relationship between the mean scores @&@un and Korkmaz 2007). Higher treatment
treatment adherence scale and quality of lifadherence levels in single patients when
domains (physical health and mental health) @ompared to married patients was attributed to
the hypertension patients who were included iexperiencing no anxiety of failing to fulfill the
the study (p < 0.001). We found that quality ofesponsibility of having children or a spouse like
life increased as treatment adherence increasi@ married individuals and desire to spare more
Table 2. time to themselves and to their treatment to get

. . more life satisfaction.
Discussion

he findings of this study pointed out that as

. . T
In this study, regularly check hypertension angiucational level of the patients increased, their

receiving training about the disease and treatmettl) atment adherence increased as well. However
are the two important factors that affect patient c%j] '

treatment adherence and quality of life. 55.9%? ere are studies showing that education level

h tient larly check h tensi es not affect treatment adherence (Mert,
€_palients regularly check Nypertension ang;.,var and Kuruoglu 2011; Gun and Korkmaz

43.2% of this group went con_trols once in thre§007; Wang et. al. 2014). The fact that increased
months. The fact that approximately half of th%ducational level improved adherence to

study group failed to ha\{e their b.|00d PressUlfteatment can  be explained by increased
measured on regular basis and failed to unOIer%\/areness to diseases and treatment process in

medlc_al control mthate that they do not pay du§arallel to increased educational level.
attention to the disease. In fact, blood pressure
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We found that regularly check hypertensiorscores. In this case, it was believed that

patients improved treatment adherence. There isiaemployed patients receive less health care due
large body of research reporting that trainingp financial problems and thus have low physical

attempts improved medication adherence artkalth mean scores in quality of life scale.

healthy lifestyle behaviors and signiﬁcantlyEge patients who used combined/single

decreased blood pressure values of hypertensi edication had significantly higher physical and

patients (Rudd et. al. 2004). In this study, it i&
found that receiving education of hypertensioﬁnental mean health scores than those of the

improved patients’ treatment adherence. In %aggggstiovxh%oﬁsi?]afigr?I'?hearlgdiersm;ﬁ ;h:(l)r;mog?
study conducted in our country, it is stated th eatment 'that rovides rot(fction from  hiah
the rate of non-adherence is high in patients w P P g

are not informed about their diseases antP>c> of side effects of drugs and improves
medicines (Anadol and Discigil 2009). r}reatment success (Sendur and Guven 2011).

Results of the study showed that as age increaséggﬁadmg to the Stu]fj{r’] IOhYtSICG;' ar;]d men_tal q
physical and mental health mean scor & mean scores of e patients who receive

significantly decreased. In a community-base ypertension training and who do regularly check

s ertension were significantly higher. Leueig
study by Bardage et al (2001); it was express P

that the quality of life scores decreased as tlee (2?05). rep_oggq d thlat _knowledge Ie(\j/elthof
increased in patients with hypertension (Barda pertensive ndividuals - Increased an e
and Isacson 2001). Aydemir et al, and Gocgel esty!e behaviors changed In a positive way
et al, found lower quality of life scores on healt ollowing health education provided by nurses

in older ages (Aydemir, Ozdemir and Korogl Leung 2.005)' .Recelvmg regl_JIar training on
2005; Gocgeldi 2008). ypertension will help the patients to develop

awareness about hypertension and to regulate
Our findings showed that single-widowedtheir lifestyle in such a way to eliminate
patients had higher physical and mental healgymptoms.

mean scores than those of married patients.
parallel to our study, Acaray and Pinar (2004

reported that single individuals had higher qualit hysical and mental health. It was found that

of life levels than those of married individual . .

(Acaray and Pinar 2004). It is believed that;Patlent adherence to hypertension treatment helps

married individuals have lower quality of life aking blood pressure under c_ontrol, Improving
r%eneral well-being and reduction of workforce

levels since they have to experience mo . :
lifestyle changes, encounter more problems aboll(.?tSS and complaints(Handler 2005). P_rewous
search have been reported that physical and

marriage and have more responsibility anéqeental health components were positivel
traditional roles. p p y

correlated with treatment adherence (Zyoud et.
Patients with high school and higher school wera. 2013; Coté , Farris and Feeny 2003). In a
significantly higher quality of life. According to study conducted in our country, it was expressed
in previously studies, as the level of educatiothat the quality of life was effective in the
increases, most quality of life scores are aldpeatment adherence of hypertensive patients
increasing (Gocgeldi 2008; Li et. al. 2005). IMGun and Korkmaz 2007Rolarinwaet al (2016)
this study conducted by Bolarinweh al (2016) reported that treatment adherence was only
reported that there was a positive correlatiorelated to the physical componentiypertensive
between higher education and physical healftatients(Bolarinwa 2016)lt was believed that
(Bolarinwa 2016). High quality of life total scorequality of life of hypertensive patients with
in patients with higher education might bamproved treatment adherence increased due to
attributed to the fact that as educational levddlood pressure control, improved general well-
increases, individuals have more knowledge dmeing and decreased complaints.
health protection and improvement.
In this study, patients physical health mea
scores significantly varied in terms of jobs. CivilThe limitation of this study is that it consistel o
servants were observed to have the highestsmall sample size and that the study was done
physical health mean scores while unemploy&d singleHospital in Tukey.
patients had the lowest physical health mean

inally, the findings of this study showed that
eatment adherence was positively related with

himitations

www.internationaljour nal ofcaringsciences.org



International Journal of Caring Sciences September-December 2017 Volume 10 | Issue 3| Page 1631
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