
UCSF
UC San Francisco Electronic Theses and Dissertations

Title
Hypertension and the elderly

Permalink
https://escholarship.org/uc/item/9h7336xh

Author
Wheeler, Robinetta

Publication Date
1985
 
Peer reviewed|Thesis/dissertation

eScholarship.org Powered by the California Digital Library
University of California

https://escholarship.org/uc/item/9h7336xh
https://escholarship.org
http://www.cdlib.org/


HYPERTENSION AND THE ELDERLY: MANAGING INVISIBLE DISEASE

by

Robinetta Theresa Wheeler

DISSERTATION

Submitted in partial satisfaction of the requirements for the degree of

DOCTOR OF PHILOSOPHY

in

Sociology

in the

GRADUATE DIVISION

of the

UNIVERSITY OF CALIFORNIA

San Francisco

Approved: ( a va’’ eZ
2-4./ º

2 .
*—

- -

Zºo, }%. Committee in Charge

Deposited in the Library, University of California, San Francisco

***
- - - - - - - - -

■ º
1 1903 University LibrarianMAR 3 l (29

Degree Conferred:



Copyright 1985
by

Robinetta Theresa Wheeler



ACKNOWLEDGEMENTS

Somehow the words "thank you" seem too small to express the
immense gratitude that I feel towards all of the individuals who have
cushioned my journey towards completion of this dissertation and the
doctorate degree. I hope that each of them will understand the
sincerity of my feelings.

I wish to thank professors Carroll Estes, Anselm Strauss, Sarah
Archer and Michael Cohen who served as members of my dissertation
committee. Each of them contributed their unique perspectives of
sociology, nursing and psychology and helped me to integrate the three
disciplines into my study. As committee chair, professor Estes has
earned a special thank you for her enthusiastic encouragement and
capacity for 1 istening.

I would also 1 ike to thank professors Anselm Strauss, Carroll
Estes, Virginia Olesen and Sarah Archer for their participation as
members of my qualifying exam committee. Preparation for the exams
provided the foundation for this dissertation.

Professor Barney Glaser's analysis seminars stimulated my
enthusiasm to pursue the grounded theory approach. Professor Anselm
Strauss continually enticed me with his excitement for study from the
symbolic interactionist perspective. I am indebted to both of them for
their dedication and ideas.

In addition, I wish to thank Ms. Elaine Benson, Graduate Program
Assistant, for facilitation of the communication between members of my
dissertation committee and coordination of our meetings. Another
person whom I especially want to thank is Ms. Bee Bee Tan who
efficiently and enthusiastically produced the drafts and final copy of
this dissertation.

I wish to thank the American Nurses Association and Hattie
Bessent, Ed.D., for the support I received as a fellow of the
Registered Nurse Fellowship Program for Ethnic Minorities, 1976–79. I
also wish to thank the National Institute on Aging for my selection as

ii



a fellow and their support from 1979 through 1981.

I would also like to thank Alvin Leonard, M.D., and the California
State Department of Health Services, Hypertension Control Program for
permission to use selected questions from the California Hypertension
Survey.

Last but not least, I wish to thank my family, especially my
husband who accompanied me on this journey and survived my hills and
valleys to celebrate its ending with me. As this was truly a family
effort, other members who have earned mention include my mother, my
grandparents and my brother. A loving thank you to all of you.

This dissertation is dedicated in memory of my father, John, who
had the vision.

iii



ABSTRACT

This study examines the experience of a sample of black elderly as

they define themselves as patient (i.e., hypertensives) based upon

their encounters with health care professionals, their previous

experiences with illness and their definitions of health and illness.

This study identified the critical characteristics of an illness

as, 1) the visibility of the signs and symptoms associated with the

illness, and 2) to whom the signs and symptoms are visible (e.g.,

patient or health care professional). There are four possible

situations with this paradigm: 1) the signs and symptoms may be

visible to both the patient and health care professional; 2) the signs

and symptoms may be invisible to the patient but visible to the health

care professional; 3) the signs and symptoms may be visible to the

patient but invisible to the health care professional; or 4) the

signs and symptoms may be invisible to both the patient and health care

professional.

Using qualitative data and grounded theory analysis, a theory of

managing invisible disease was developed. The theory postulates that

patient compliance to medical regimens will be greater when the signs

and symptoms of the illness are visible to the patient. Thus, in those

cases where the signs and symptoms of illness are minimally visible or
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invisible to the patient, health care professionals should expect

lowered compliance.

Hypertension represents an example of an illness with signs and

symptoms that are invisible to the patient but visible to health care

professionals. This discrepancy in definition of the situation results

in the individual being 1abelled as a hypertensive, by health care

professionals, and then being launched on a patient career in which a

series of structured activities serve to shape the individual's

definition of self from non-patient to that of patient.

The data further suggest that in managing the hypertension both

patients and health care professionals engage in three processes:

legitimation, convincing and control of disease.

Legitimation occurs when each defines the situation as one in

which illness exists. In the case of hypertension, the health care

professional usually defines the situation as one of illness prior to

the patient. Convincing occurs as each attempts to influence the other

to accept his definition of the situation. For example, patients who

do not accept the health care professional's definition of the

situation may attempt to convince the professional that he is not ill.

The health care professional attempts to convince the person that he is

ill and to accept a medical regimen. Finally, the control of disease

process begins after there is consensus on the definition of the

situation. During this process both patients and health care



professionals attempt to control the illness by alterations in the

medical regimen and/or the patient's daily activities.

Identification of patients who are most likely to be non-compliant

continues to be a complex problem for health care professionals. This

study and proposed theory offer an approach to understanding compliance

or non-compliance with medical regimens that examines characteristics

of the illness rather than those of the individual patient. An

analysis of the visibility of the signs and symptoms of the illness can

serve as an initial guide to illnesses for which one might anticipate

the potential for a greater incidence of patient non-compliance to the

medical regimen.
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CHAPTER I

THE PROBLEM

A. Introduction to the Problem

Chronic illness has become a major health care problem as the

longevity of Americans has increased. Much of the literature descri–

bing treatment of chronic illness of the elderly refers to that which

occurs in extended or long term care facilities. However, the

independent functioning of elderly Americans needs to be supported.

One way to maintain their independent functioning is to prevent loss of

function due to medical or social problems.

In recent years the awareness of hypertension and the associated

mortality and morbidity rates has been steadily increasing. The

Framingham study (Dawber, 1980; Kannel, Dawber, and Gordon, 1973).

demonstrates, without question, that hypertension is one of the signifi

cant risk factors for cardiovascular disease. This is particularly

true for coronary-artery disease, heart failure and stroke at all ages.

Among persons between 65 and 74 years old, those with hypertension have

an annual incidence of cardiovascular disease three times greater than



normotensive persons (Kannel and Gordon, 1978). In the Veterans

Administration Cooperative Study Group on Antihypertensive Agents

(1979), age also emerged as an important factor in determining morbidi

ty. Although only one in five of all patients in that study were older

than 60 years of age, half of all the morbidity was in the elderly,

with cerebrovascular accidents and congestive heart failure being the

most common complications.

In 1973, it was estimated that 23 million Americans had hyperten–

Sion. As a result of greater public awareness and increased

casefinding, these figures have been revised to over 35 millions or one

in six persons (16%) in 1981 (FDA Consumer, May, 1981). In

California, 2.9 million of the 16 million adults (18%) are estimated to

have hypertension. Unfortunately, although hypertension can be

treated, it is believed that only 40 percent of those aware of their

hypertension are being adequately treated (State of California Hyper

tension Control Program, 1976–1978, 1978).

Hypertension is now considered a major health problem (Krishan,

1979; Singer, 1975). Control of hypertension is important because of the

premature morbidity and mortality resulting from uncontrolled hyperten–

Sion. Singer (1975) estimates that, over a ten year period, 2.0

million excess deaths would occur in hypertensives age 35–64 years.

Comparing the mortality rates of hypertensives to those of normoten—

sives, he notes that a 10% reduction would save 200,000 lives.



Hypertension can be present from childhood (Hubbard and Porth,

1978; Loggie, 1978; Lynds, Seyler, and Morgan, 1979) to old age

(Librach, Schadel, Seltzer, et al., 1977; Shekelle, Ostfeld, and

Klawans, 1974). The disease has been shown to occur more frequently in

Black Americans than whites "for both sexes and for all age groups from

adolescence onward. In addition, the actual blood pressure levels at

each age are higher among hypertensive blacks in comparison to whites"

(The California Black Health P1an, 1980–1981).

With the impetus of federal funding, national, state and local

individuals and groups banned together to "detect asymptomatic disorder

and treat those in whom the disease is uncovered" (Krishan, 1979).

An important aspect of this "movement" has been the focus on keeping

individuals in treatment or in compliance with a medical regimen.

Hypertension in Black Americans

Since the early 1930's, studies of hypertension have demonstrated a

higher incidence of hypertension in blacks when compared to whites

(Gillum, 1979). In a study of the prevalence of hypertension in

California, Leonard, Igra, and Hawthorne, found that "Black people have

a prevalence rate about 40% higher than that of white people" (1981,

p. 257).

Studies have been conducted in attempts to explain this phenomena

on the basis of genetics (Chakraborty, R., Schull, W., Schork, M. et



al., 1977; Sever, Gordon, Peart et al., 1980; Cruickshank and Beevers,

1980; and Harburg, Gleibermann, Roeper, et al., 1978), social class

(Keil, Tyroler, Sandifer, et al., 1977) and personality type (Smyth,

Call, Hansell, et al., 1978). In the absence of a cause for essential

hypertension, the work of Hans Selye (1976) on stress and health has

increasingly supported research into the relationship between stress

and hypertension.

Some authors believe that the differences in blood pressure 1evels

are due to the historical and social relationship between blacks and

whites in the United States and the continued stress resulting from the

ascribed social status. For example, Kong (1977) states, that "If

stress is a factor in hypertension, then Black people in the United

States are prime victims." He argues that the environmental stressors

(concentration in central cities, unemployment, inadequate housing,

poverty, and abusive police practices), inferiority and self-hatred

resulting from institutionalized racism and the frustration from the

inability of the socially learned coping behaviors to effectively

resolve problems account for the higher incidence of hypertension and

that "the pursuit of purely physiological explanations" by medical

scientists "is futile" (p. 34).

"ele—Other researchers have found similar associations between

vated systemic arterial blood pressure under environmental conditions

which require continuous behavioral adjustments" (Guttman and Benson,

1971, p. 548); "consistent difficulties with assertiveness" and "defi



cits in social competence on the part of the hypertensive" (Linden and

Feuerstein, 1981); and "more intensive response to environmental and

behavioral stimuli" by hypertensives compared to normotensives

(Shapiro, 1978, p. 11).

Other studies, e.g., in Evans County (Cassel, 1971) where adult

residents over 40 years of age and 30 percent of the residents age 15–

39 were targeted for physical exams, found that blacks had a lower

incidence of cardiac disease compared to whites. However, that same

study (Heyman, et al., 1971) showed that "at every age blacks had a

higher incidence of cerebrovascular disease (strokes)" (p. 952) and the

incidence for black women was about three times the rate for white

women (p. 951). The authors note that "elevation of arterial blood

pressure, particularly, is known to be a major predisposing factor in

cerebrovascular hemorrhage" (p. 954).

Still other recent studies, such as the Community Hypertension

Evaluation Clinic (CHEC) Program (Stamler, et al., 1976) and the Hyper

tension Detection and Follow-up Study (1979), have likewise shown

higher levels in elevated blood pressures in blacks compared to whites.

Hypertension in the Elderly

As the life expectancy for Americans increases, the problem of

chronic illness becomes more important than acute illness. For the

elderly faced with an increased need for health care services and a

decrease in personal resources, the existence of programs which promote



their independent functioning are important.

The identification and treatment of hypertension in the elderly is

inconsistent. Problems related to the treatment of hypertension in the

elderly which are not equally important for younger groups are primari–

1y due to the biological changes accompanying aging. For example, the

elderly are more susceptible to drug dose levels due to depression of

their central nervous system. Physicians vary in how they approach

these problems. Some physicians suggest treatment of hypertension in

the elderly because it improves the quality of life (O'Malley and

O'Brien, 1980).

Dyer, Stamler, Shekelle, et al., (1977) reported data from the

Community Hypertension Evaluation Clinic (CHEC) which defined hyperten–

sion as diastolic blood pressure greater than 95 mm Hg and 110 mm Hg.

Their findings indicated that classical hypertension (both the

diastolic and systolic blood pressure levels are elevated) increases

with age between the ages of 20 and 60. He found that the "prevalence

is approximately two to one for elderly blacks when compared to elderly

whites" (p. 515).

A second type of hypertension found in the elderly is isolated

systolic (sytolic blood pressure level is greater than or equal to 160

mm Hg while the diastolic blood Pressure is at or below 90 mm Hg). The

CHEC study suggests that "pure systolic hypertension rises markedly

with age" (p. 521). Isolated systolic hypertension is more likely to



occur in individuals who develop hypertension after age 50 years.

Essential hypertension is the type generally found in younger age

groups.

In the susceptible individual, both types of hypertension increase

in severity with increased age. The etiology of the classical or

essential hypertension is unknown and generally begins in the young or

middle adult years and continues. The systolic only elevated blood

pressure is thought to be the result of artherosclerosis. In the CHEC

study, the lowest prevalence was found to be 15 percent in over age 65

white males.

An important outcome of the Framingham study (Dawber, 1980) was to

challenge the assumption that hypertension was necessary for a healthy

life. (The term "essential hypertension" developed because it was

observed that blood pressure levels increased with age). This

rationale, until recently, supported the acceptance of higher blood

pressure levels in older persons. Thus when hypertension was defined

in this way, ". . . elevation of more than a certain amount above the

average blood pressure level for the population of a given age" (Eyer,

1975, p. 539), a seventy year old person would be expected to have a

higher blood pressure level than a younger person.

The Framingham study found that isolated systolic hypertension,

the prevalence of which increases in both sexes after age 55, . . ." is

associated with an increased risk of death from all causes and of death



from cardiovascular disease" (Kannel, Dawber, and McGee, 1979,

p. 1180). Kannel et al., note that elderly have been effectively

treated for systolic hypertension with antihypertensive agents.

However, "Whether such treatment will prevent cardiovascular sequelae

or prolong life remains to be shown" (p. 1182). In the absence of such

data, some physicians will not treat patients with isolated systolic

hypertension. The findings of other authors indicate that hypertenion

increases the risk for stroke in the elderly (Shekelle, Ostfeld, and

Klawans, 1974). Librach, et. al., (1979) found that hypertension was

not the most important risk factor of stroke. Other factors such as

the serum cholesterol and varying social conditions among ethnic

groups, and the presence of heart disease decreased the risk for stroke

due to hypertension.

Smith has initiated a pilot study, Systolic Hypertension in the

Elderly Program (SHEP). The purposes of this study are: 1) to . . .

"prove that drug treatment (of systolic hypertension in the elderly) is

necessary and effective in 10wering pressure with beneficial results to

" and 2) to demonstrate the "use of the minimum amount ofthe patient;

medication that will keep systolic blood pressure at goal level"

(Newsletter, 1982). This study is also important because, as Smith has

observed, "systolic hypertension may play a part in the etiology of

senile dementia" (SHEP, 1981, p. I–1).



B. Statement of the Problem

Although numerous aspects of the management of a chronic illness

and a variety of the factors specific for hypertension have been

studied, explanations of behavior related to the management of a

medical regimen are incomplete. There is limited understanding on the

part of health professionals as to "why" patients do or do not comply.

Studies have identified factors which appear to influence adherence to

the prescribed medical regimens and, based on these findings, strategies

to promote adherence have been implemented and evaluated. However,

many questions still remain unanswered. For example, the "mix" of

influence factors and the weight or priority order of the influencing

factors, which ultimately 1ead to a decision by the patient to define

himself as a hypertensive patient and subsequently to follow or not to

follow the regimen, remain unanswered.

Studies of behavior associated with illness have explored stages

of illness behavior (Suchman, 1972), including the behavior when

symptoms first occur (Zola, 1973, Zborowski, 1966, Sweetser, 1966);

behavior at the point of professional intervention (Suchman, 1972);

behavior at the point the illness is diagnosed (Davis, 1972, Goffman,

1961); and behavior throughout the course of the illness to its conclu

sion (Strauss, 1975, Goffman, 1963).

Compliance studies have shown that manipulation of a variety of

factors may lead to an increase in adherence to medical regimens



(Sacket and Haynes, 1976). Examples of these factors include knowledge

of the illness, degree of belief in susceptibility to the illness,

social support for following the regimen, structural factors in the

health care settings, and degree of trust between the patient and

provider. However, manipulation of these factors has not been able to

explain the concept of compliance as evidenced by the inability to

accurately predict the outcomes resulting from these manipulations. As

Zola (1983, p. 215) states, "We do not sufficiently appreciate what

following a medical regimen means to an individual, nor do we fully

acknowledge the role that health personnel have in contributing to the

very non-compliance we seek to reverse."

As Green (1979) has noted, the inability to obtain an answer may

1ie in the difference between how health providers and researchers have

defined compliance. The difficulty lies in comparing compliance

between specific medical regimens. The question is whether one can

equate medication and keeping appointments with taking a pill, a

certain number of times a day for a specified period of time with

changing one's diet and/or eating habits for the rest of one's life.

The paucity of data on the patient's definition of compliance is a

further deficiency in our current understanding of compliance.

Generally, compliance studies take for granted the current availa

bility and organization of the nation's health care services. They

fail to take into account the experience of the individual who has not

always had health care services available. Today, the person who
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independently decides to modify the treatment regimen, rather than seek

medical advice, might be labelled as non-compliant. The person might

merely be acting upon what he believes to be considerate behavior,

i.e., one doesn't "run" to the doctor with "little things" because he

is too busy. Further, persons over 60 years of age have lived through

many changes in the American health care system. They may remember

when "seeing a doctor" took place in one's home (Zola, 1983) rather

than in a doctor's office. In addition, due to medical research and

technological advances, many diseases which are now defined as

treatable were previously defined as untreatable —- something one

would just have to "learn to live with." Further, health care has only

recently become affordable for a significant portion of the American

public. Because of similar experiences and their lower socio-economic

financial status, many elderly reserve going to the doctor for serious

illness and associate hospitalization with death. Minkler (1979) found

that individuals in 10w middle class and low income groups were more

likely to agree with the statement that one should "see the doctor only

when ill" than did upper middle class persons (52% in the low middle

income and 66% in the low income groups thought this compared to 45% in

the upper middle income group).

C. Rationale of the Study

The purpose of this study is to gain understanding of the

context(s) in which individuals decide to comply or not to comply with
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a medical regimen – in this case antihypertensive medical regimens. It

seeks to answer some of the remaining questions regarding behavior

towards medical regimens by expanding understanding of important

symbols, symbolic meanings and processes which influence health

decisions for this population of black elderly hypertensives.

The medical model locates sources of problems within the patient

based upon its model that disease results from foreign bodies (viruses,

germs) invading the body, or from dysfunction occuring within the body

(e.g., broken bones). This has proved inadequate to explain the

observed behavior related to compliance with medical regimens because

it fails to account for external factors such as individual values, the

influence of others or definitions of health.

The structural-functionalist sociological perspective and its

depiction of the interaction between the patient and provider and

expectations of the sick role also inadequately explains observed

behavior towards medical regimens because it fails to explain the

observed variance between individuals in a given setting. The perspec

tive states that the individual responds to the role. It does not

account well for the known cases of variance in patient response to

different providers, or for the particular characteristics of chronic

illness (since the theory was developed on an acute illness model).

The symbolic interactionist perspective seeks to understand

society in terms of how the individual interprets the events in his

12



everyday 1ife. Often called micro-sociology, it focuses on the

interaction between individuals and groups. Central to this perspec

tive is the observation that individuals use symbols in the process of

interpreting the meaning of daily events. Understanding how these

symbols are observed, interpreted from moment to moment, and how they

may lead to a decision for action under specific conditions provides a

perspective for understanding the processes linking interaction to

observed behavior. According to Berger (1963), "each situation [the

individual) enters confronts him with specific expectations and demands

of him specific responses to these expectations." Becker (1970)

describes this concept as "situational adjustment" and says, . . . "the

individual takes on characteristics required by the situations they

participate in, . . ." (p. 276). This would mean, for example, that

the behavior observed in relation to medical regimens would reflect

what the individual thought was required in that situation and could,

therefore, vary from incident to incident. The symbols and the

meanings ascribed to them by the person would determine how he defined

the situation.

Although this study represents a complex approach to the study of

observed behavior towards medical regimens, the proposed approach

allows for a multi-dimensional rather than two-dimensional study. The

interactionist approach can account for change from moment to moment,

disease to disease and variance in patient—provider interactions. The

use of grounded theory, a comparative analysis methodology, allows for

13



a repeated and variant comparison of variables so that the significant

relationships which emerge can be retested against the collected data.

Micro-sociological studies are especially useful for understanding

interaction among specific individuals or small populations. Although

limiting the generalizability of the study findings, the indepth

perspective can lead to increased understanding of areas for which

macrostudy methodology can later be developed. It is hoped that this

indepth study will illuminate areas which can further expand the

understanding of the range of patient actions towards medical regimens.

D. Definition of Terms

Hypertension – Hypertension is the medical term for high blood

pressure. It may be described as the result of the resistence encoun

tered in the blood vessels as the blood flows through the body or

persistently elevated blood pressure above the recommended level for a

specified age.

MM of Mercury – Blood pressure is measured by an instrument called a

sphygmomanometer. The sphygmomanometer measures the force exerted

within the walls of the bladder inside the arm cuff in units of milli–

meters of mercury.

Compliance – The extent to which an individual performs the steps of a

prescribed medical regimen.

14



Medical Regimen – The activities recommended by a physician for the

prevention of crises or further disability from an accident, illness or

disease.

Definition of the Situation – The understanding ascribed by a partici–

pant to a social situation. It includes the individual's understanding

of the interactional context, social arena, and symbolic meanings.

Interactional Context – The social situation or setting under which

behavior occurs.

Social Arena – A conceptual model for describing groups of individuals

with similar ideologies, purposes, goals or other linkages for interac

tion. This concept transcends geographical boundaries.

Social World – Consists of the numerous arenas which overlap in the

course of a person performing his daily activities. For example, his

social world might include a work arena, family arena, or health care

arena .

Symbolic Meanings – The denotations and connotations associated with

objects, persons, or places. It includes emotional responses asso

ciated with the object, person or place.

Trajectory – The non-physiological aspects or events associated with an

15



illness course. Generally, it refers to the activities and tasks of

patients and health professionals towards achieving the desired out

COIT16 .

Elderly — For purposes of this study, the term elderly or senior refers

to individuals age 55 years or older.

Chronic I11ness — Illness which has one or more of the following

characteristics: "are permanent, leave residual disability, are caused

by non-reversible pathological alteration, require special training for

the patient for rehabilitation, or may be expected to require a long

period of supervision, observation, or care" (A discursive Dictionary

of Health Care, 1976).

E. Limitations of the Study

The study is limited to examination of the medical regimen and its

influence solely on the individual in his social world. Observations

from significant others and health care personnel involved with this

group of respondents would further enrich the understanding of their

behavior but were beyond the scope of this study. The subjects

interviewed in the study were volunteers who had been told by

physicians that they had hypertension. As such, they are not a repre

sentative sample of Black elderly hypertensives. Further, the selec

tion of only one age segment of the total population susceptible to

16



hypertension for study raises the possibility that some aspects of the

problem may be a factor of aging rather than the illness trajectory.

Likewise, the limitation of the study to one ethnic group and the small

sample size limits the ability to extrapolate and generalize from the

findings. Hence, this dissertation is exploratory by design. However,

the study will provide additional information about the way this group

of elderly perceive the medical regimen and may provide directions for

further study.

F. Overview of the Remaining Chapters

Chapter II examines the literature on hypertension, health beha

vior and compliance and discusses areas in need of further study in

understanding behavior related to medical regimens. Chapter III

discusses the concept of visibility of illness as a central concept in

understanding compliance with medical regimens. Chapter IV presents

the results of the analysis of the data from the interviews and obser

vation. Chapter W presents a summary and the conclusion drawn from the

study.

17



CHAPTER II

LITERATURE REVIEW

A. Introduction

In this chapter, the primary theoretical models which have been

used to support research on compliance are discussed. Specific examples

of compliance research are presented to indicate the nature of the

compliance data. A brief historical overview of hypertension research

is presented and the recent research on hypertension and its treatment

is described, illustrating how the medical perspective toward this

condition has changed (hypetension is now considered an illness which

can be treated). Finally, a discussion of 1iterature on health and

i11ness is included in order to demonstrate that how one acts in

relation to a condition, i.e., defines illness or health, is important

for the study of compliance.

Compliance refers to the degree with which a person follows the

prescribed medical regimen. Most studies of compliance reported in the

medical, health care and social psychological literature focus on

identifying: 1) reasons for non-compliance, 2) factors which

contribute to non-compliance, or 3) methods to increase compliance.
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Theoretical models which have supported the study of factors in

compliance include: medical models (structural and psychological),

learning models (educational, motivational and cognitive) and sociologi–

cal models.

Multiple factors believed to influence compliance have been

studied, and according to Haynes (1976), they include:

-
demographic features of the patient,

-
features of the disease,

-
features of the therapeutic regimen,

-
features of the patient—therapist interaction, and

-
socio-behavioral features of the patient.

Leventhal, Meyer, and Gutmann, (1980) have summarized the benefits

and 1jimitations of the medical and 1earning models for increasing our

understanding of compliance. For example, the medical model seeks the

cause of non-compliance in the patient. Individuals using this model

have looked at the demographic features of patients in relationship to

compliance with the medical regimen (e.g. age, sex, race, socio-economic

1evel, education, etc.). The medical model also has been used to 10ok

for intrapsychic factors such as personality traits which might explain

the presence or absence of compliance. Thirdly, the medical model has

supported the examination of flaws in the individual's environment

(home, work, or community) or in the treatment setting. Known as

situational barriers, these flaws are seen as the cause of non

compliance which, if removed, would restore compliance. Studies using
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the medical model have not been able to account for the fact that, even

when barriers are removed, some people still do not comply.

The learning models include educational, motivational, operant and

cognitive approaches. Educational and motivational approaches are

concerned with the interaction between knowledge ("necessary for

action") and motivation ("a given amount [of motivation) results in a

given amount of behavior") in a given setting; the question is how much

knowledge and motivation will achieve compliance in this treatment

setting. Studies using these models require a great deal of operational

specificity due to the number of variables (content, presentation, and

interacting conditions), and hence have tended not to be replicable from

situation to situation. According to Leventhal et al (1980), a set of

rules describing ways to "vary specific content and procedures . . .

while keeping their conceptual meaning invariant" (p. 25), would contri

bute to the usefulness of these models.

In operant learning approaches, behavior is accounted for by its

"relationship to environmental conditions", the question is, what

environmental cues elicit the behavior, and what reinforces or rewards

the behavior. These models have supported studies of the influence of

the social reinforcement provided by families, friends, and co-workers.

The authors note that "social support models and operant models fail to

define what makes a reinforcer reinforcing" (p. 28).

Cognitive learning approaches account for behavior by observation
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and response to the perceived environment which is mediated by his

generalized expectancy regarding environmental cues and consequences of

one's actions, i.e., the person imitates modeled behavior or behaves

according to his understanding of the environment within the context of

his understanding of the consequences of his actions. This model has

provided the basis for support groups (modeling behaviors by peers).

The complexity of a research design using a social learning approach has

created problems in identifying "the critical role played by any single

element of the intervention" (p. 32).

In summary, Leventhal et. al., (1980) note that both the medical

model and learning models locate the source of compliance either in the

individual or in the environment. To compensate for the short-comings

of the above models, they essentially propose a "self-regulation" model,

in which the individual is viewed as a "feed-back" or information

processing system which regulates his relationship to the environment.

Sociological models look for explanations of compliance in the

individual's environment, the individual's relationship to his

environment and/or the individual's understanding of and interactions

with other persons in the social setting. One of the most frequently

used models for compliance studies is the health belief model by Becker

(1976). Another model views compliance as a function of the individual's

view of the source of control of the events in his life. Still another

model describes compliance as resulting from attempts to solve the

problem associated with living with a medical regimen. These models
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will be discussed further in this chapter.

B. Compliance Literature

Studies have been conducted to determine the effectiveness of

various strategies designed to increase compliance. Examples of

studies on these factors will be presented below:

Demographic Features of the Patient

Early studies of compliance attempted to locate the source of non

compliance in the individual and thus examined demographic features

(e.g., sex, age, education, social class) as predictors of non

compliance. Haynes (1976) states that there is no correlation between

demographic features and compliance. However, social factors (age,

sex, education and economic levels) have been correlated with a

person's lack of the skills (e.g., reading) which support compliant

behavior (Oakes, et al., 1973, p. 702). Rosenstock (1961) noted that

characteristics of individuals most likely to respond "favorably to

health campaigns" had been identified. These individuals consisted of

younger, more educated persons and members of upper socio-economic

groups (p. 19). These factors cannot predict compliance because, as

Rosenstock explains, "class, education and income are not readily

amenable to change, nor do they by themselves explain why people

respond or fail to respond to a health appeal" (p. 19).

Sussman (1976) describes how social rather than medical criteria

may be utilized to determine levels of expected contribution by
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individuals in a given situation. He points out that the poor and

marginal patients are less likely to receive the best possible

treatment. Patients are expected to "utilize the resources made

available to him" and "his ability to respond to these options . . .

may determine the medical and rehabilitation treatment he will be

offered." This is largely due to perceptions of these patients by the

health professionals. Although Haynes (1976) includes the category of

patient—provider interaction as a category which influences compliance,

he fails to note the contribution of social factors to the social

interactions between the patient and provider.

Sussman (1976) further notes,

Contemporary patterns of medical care and the

demands placed upon the health institutions mean

that follow-up is rarely accomplished by the

medical institution alone and is much more a

function of the patient's willingness to main

tain a relationship with the health care system

(p. 321).

Features of the Disease

According to Haynes (1976), " . . . with the exception of patients

with psychiatric labels, one cannot identify a non-complier by his

diagnosis, nor by features of his disease" (p. 30). Examples of

features of a disease are: diagnosis, severity, duration, previous

bouts, recency of 1ast attack, previous hospitalization, length of stay
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in hospital, previous therapy, degree of disability, and symptoms.

It is generally thought that the 1ack of symptoms in hypertension

may account for the high rate of non-compliance amongst hypertensives

(Galton, 1973; Wilber & Barrow, 1972). As a result, a significant

feature of the disease, lack of symptoms or invisibility of symptoms in

relationship to compliance has not been vigorously studied. Studies

have shown that patients believe they have symptoms. However, the

presence of reported symptoms is not consistently correlated to

elevated blood pressure.

Although reports in medical journals and descriptions of

hypertension, argue that this disease has no symptoms; patients

frequently state that they have symptoms. Weiss (1972) reports the

results from the Health Examination Survey of Adults (1960–62) in which

blood pressures of 6,672 subjects were tabulated against their answers

to questions on headache, nosebleed, tinnitus (ringing in ears) and

dizziness. He found no relationship between the self-reported symptoms

and blood pressure except for one between fainting and low blood

pressure, which would be expected. The author discussed his findings

against other studies (Robinson, 1969; Badran, 1970; and Mitchell,

1959), which also reported no relationship between headache and blood

pressure. However, these studies showed a relationship between

headache and nosebleed with systolic and diastolic blood pressures

higher than 130 mm of Mercury and 95 mm of Mercury, respectively.
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Features of The Therapeutic Regimen

Studies examining the effect of features of the therapeutic

regimen on compliance, according to Haynes (1976, p. 31), demonstrate

improved compliance is more likely to occur under the following condi–

tions:

-
with the use of some drugs versus others. (i.e., those with

fewer side effects and lower cost are more likely taken),

-
with patients who are adding a new behavior compared to those

who must first "break" old behaviors. (i.e., less behavioral

change is required), and

-
with less-complex regimens. (i.e., those with one drug or

lower frequency of doses).

For example, noting that sexual interference had been given by

patients as a reason for failure to comply with medications, Saunders

and Kong (1980) studied a group of 30 hypertensive black male

volunteers on a combination of a diuretic and a central nervous system

acting antihypertensive drug. Their findings suggest that the use of

the term impotence masks three underlying aspects of sexual function

(desire, excitement, and orgasm). They found no significant sexual

function changes during the combined treatment period. Some small

changes were reported in sexual desire and interest which were judged

unrelated to the dosage 1evels. The authors compared their findings to

those of the few existing studies on this topic and note that the data

are inconsistent. They conclude that more studies, with a wider scope
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and more refined techniques, are needed on this topic.

Hulka (1979) studied patient—clinician interaction as measured by

aspects of the regimen (errors of omission or commission by patients in

taking the medicine and the number of drugs taken) and aspects of the

doctor–patient relationship (communication, patient satisfaction, and

physician awareness of patient concerns). The study of forty-six

physicians and 357 patients diagnosed with either diabetes or

congestive heart failure found the following:

-
errors in drug omission and commission increase with an

increasing number of drugs involved,

-
omission rates were not associated with the percentage of

drugs for which the function was known by the patients,

-
commission errors were lower when all drugs were scheduled

once a day,

-
one-third or more of the patients were unaware of what was

expected of them in specific instructional areas,

-
for congestive heart failure patients, increased satisfaction

with professional competence and personal qualities of

physicians related to decreased error, and

-
physician awareness of patient concerns show no relationship

to drug error rates.

Blackwell (1979) reviewed 13 studies reported in the literature on

drug and treatment compliance comparing compliance in relationship to
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the number of drugs and the frequency of doses. The studies tended to

show that the effect of multiple drugs and multiple doses was to

decrease compliance. The author argued that due to the relationship

between drug half-life and drug metabolism rates, fewer drugs and fewer

doses could obtain the same therapeutic effects.

Features of the Patient—Therapist Interaction

According to Haynes (1976), the studies show increased compliance

is associated with increased supervision by a health provider, high

1evel of patient satisfaction with the health provider and clinic, and

decreased waiting time encourages appointment keeping (p. 35).

For example, in a study of the effect of increased medical

supervision on compliance, Finnerty, Shaw and Himmelsbach (1973)

randomized patients into three groups. Weekly clinic visits were

scheduled for Group A during the first month and then monthly visits

for the next six months. Groups B and C received the usual care, i.e.,

monthly visits or at the physician's discretion. The patients in Group

A had a lower drop-out rate than patients in Groups B or C. (83% of

Group A remained in treatment after eight months, compared to 33% of

Group B and 17% of Group C.)

Citing evidence that the greatest number of hypertensives "drop

out" of the health delivery system between the time of detection and

the time of contact with the referral agency, Bloom (1978) suggests two

models for targeted delivery of hypertension services. The two target
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populations – unemployed hypertensives and employed hypertensives – can

be identified, treated and followed by non-physician members (e.g.,

nurse) of the health team. This, she states, is more cost-effective

than follow-up by the physician. Bloom describes a community outreach

model and a workplace model which provide continuity of care between

the detection and treatment sites (p. 38).

In comparing compliance rates of 52 previously non-compliant

patients receiving hypertension information in a nurse-operated

hypertension clinic to those attending patient-operated hypertension

groups, Nessman et al., (1980), found that the latter had lower diastolic

blood pressures, better pill counts and better attendance.

Participants in the nurse—operated clinic (control group) had 45–

minute visits and received hypertension information from 30-minute

audiotapes. Blood pressure measurements and medication adjustments

where provided by the nurse. Participants in the patient-operated

group (experimental group), however, had 90-minute visits and

hypertension information was individually tailored. In this group the

emphasis was discussion and self-help. Patients were able to set the

"quality of information available to them", were trained to measure

their own blood pressures and formulated treatment regimens "within the

framework of the standard diet and drug treatment protocols" (Nessman et

al • , 1980, p. 1428). The authors stated that "feelings of commitment,

individual responsibility and self attributed behavioral change" were
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responsible for the increased compliance in this group, (p. 1430).

Other studies (e.g., Inui, et al., 1976) have shown that teaching

physicians about compliance and patient teaching can improve

compliance.

Socio-behavioral Features of the Patients

Socio-behavioral features of the patient include the patient's

health beliefs, knowledge of disease and therapy, intelligence,

education, compliance with other aspects of the regimen, appointment

keeping, and influence of family and friends (Haynes, 1976, pp. 35–38).

A number of authors believe that patient education has an

essential role in compliance with medical regimen (D'Onofrio, 1980;

Levine, Green, Deeds, et al., 1979; Morisky, Levine, Green, et al.

1983). The value of patient education, however, continues to be

challenged by the results of compliance studies.

Sackett et al., (1975), report the results from a randomized

clinical trial to improve compliance. They examined the effectiveness

of two strategies: increased convenience of provider and patient

education. The study of 230 hypertensive steelworkers, randomly

assigned to experimental and control groups, found that although the

men demonstrated mastery of the health information (85% had mastered

the information), there was no demonstrated effect on the compliance

level. Likewise those men who received their health care at the job

Site did not demonstrate a higher level of compliance with the regimen
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than the men who received their care in the community.

Green (1979) attributes findings related to the ineffectiveness of

educational strategies to "problems in the understanding, application,

and testing of educational principles rather than flaws in the

principles themselves" (p. 159). Mazzuca (1982), notes that although

several reviews on the effectiveness of patient education have been

published, "one cannot yet estimate the degree to which education

improves the course of chronic disease" (p. 521). He states that

Haynes' work has left two issues unanswered:

1. The degree to which interventions like those published in the

1iterature improve a patient's health, and

2. Whether a summary of studies across a broad spectrum of

common medical disorders is an accurate representation of

chronic disease (p. 522).

Further, his comments support Green's statements, by noting the

following:

a patient education program conceived and

designed to help patients cope with their

unique self-management plan is much more

1ikely to improve the course of chronic

disease than a standard presentation of

medical facts and treatment rules (p. 528).

In summarizing the evidence from studies on the relationship
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between socio-behavioral features and compliance, Haynes states,

. . . the health belief model appears to be of

predictive value; a gap exists between patients'

knowledge of their disease and their compliance with

that therapy; . . . compliance with one aspect of

the regimen favors compliance with other aspects;

and . . . stability and support of the patient's

family are strongly correlated with his or her com—

pliance (pp. 37–38).

Health Belief Model

In an effort to combat the limitations of the medical model of

compliance and improve the ability to predict compliant or non

compliant behavior, Becker (1976), building on the work of Rosenstock

(1966), proposes a modified socio-behavioral model of compliance. He

states that the problems with the medical model are:

1. The environmental determinents used for defining

compliance (e.g., characteristics of the patient,

illness, medical regimen, etc.) are relatively

enduring and unalterable,

2. Demographic, physiological and structural charac

teristics of patients are not necessarily related

to their motives, and

3. Reliance on a "shotgun" method of selecting items
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for study, rather than a unified conceptual

approach of compliance (pp. 40–41).

Briefly, the health belief model states that readiness to

undertake a recommended regimen is predicated upon motivation, value of

illness threat, and probability that compliant behavior will reduce the

illness threat. These factors of readiness can be influences by

"modifying or enabling factors" which include demographics

(particularily age), structural factors (cost, side effects), attitudes

(satisfaction with health care visits), interaction (patient—provider),

and other social factors (prior experience with action, illness or

regimen and social pressure). Although numerous studies have sought to

validate this model, all parts have not proved applicable in all

settings.

Becker et al., (1979) conducted a study of 128 steelworkers who were

started and continued on antihypertensive therapy by a physician over a

12-month period. Data was collected on five health belief scales

(susceptibility, seriousness, benefits of treatment, drugs prior to

diagnosis, and attitudes and perception of the dependency implications

of the disease). The authors found that pretreatment beliefs did not

predict subsequent compliance and that health beliefs expressed at six

months were consistent with compliance measured at that point. They

concluded that health beliefs develop along with compliance behavior as

a result of experience with treatment gained by patients in the early

weeks or months of therapy.
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Becker acknowledges the need for further research among different

populations, in different settings, and with long-run therapies. He

also notes the need to answer questions about the stability of these

psychosocial variables over time and to determine the origins of these

beliefs or the conditions under which the beliefs are acquired.

The health belief model has shown particular application for

prevention behaviors and thus has been applied to studies of compliance

with hypertensive regimens. However, hypertension is a chronic illness

and therapy is long term. Further as a psychosocial model, the health

belief model places the locus of the problem within the patient. Thus

control strategies are targeted towards changing patient behavior by

increasing motivation (behavioral modification and social reinforcement

strategies), explaining the dangers of untreated disease

(patient/public education strategies), and explaining the benefits of

specific treatment (patient education strategies) rather than changing

external factors such as the conditions of the situation.

Levanthal et al., (1980) list six problems with this model. They

include failure to explain the effects of perceived severity on health

behavior, failure to account for all variance in health decisions,

failure to account for people who behave inconsistently with their

beliefs, failure to account for non-health factors which encourage

risk-inducing behavior (e.g., smoking) and inability of the model to

suggest interventions. Lastly, the authors suggest that the cognitive

component of motivation may be incorrect as they question whether
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people think in "probabilities when assessing vulnerability" (pp. 20–

21).
Both the medical model and health belief models inadequately

explain the concept and phenomena of compliance because neither have

been able to solve the problem of identification of the non-compliant

patient with consistent predictability. A second problem posed to

students of compliance is the inability to identify an intervention

strategy which nets consistent results from population to population.

Results of studies using these two models have thus far not solved these

two problems.

C. Other Models For Studying Compliance

Psychological models account for behavior by intrapsychic forces

or states such as drives or motives. Few consider the effects of the

environment on the person's behavior. According to Heider (1960),

Lewin's field theory considers both the intrapsychic and environmental

aspects of the person's life space. His theory consists of two models:

the person model and the environment model. Essentially a motivational

theory, the person model is concerned with "sources of energy or

tensions" and direction of behavior. Tensions are created by a demand

from another or the environment and the "acceptance" of the demand by

the individual, (i.e., intention to act in relation to the demand).

When the task is completed the tension is released. In this systems

theory, the individual or organism is motivated by the desire to

dissolve tension. A partial reduction in tension can occur by thinking
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about the task, partial completion of the task, completion of similar

tasks, organism fatigue or tasks which are unreal (pp. 152–156).

Heider (1960) describes Lewin's environment model as developing

from "free observations of behavior" and an attempt to represent

direction of behavior in a systematic way. The direction of behavior

reflects the person's perceived possibilities and attempts toward goal

attainment. For example, a person's perception of how to attain a

health goal could be developed from his own experience or from the

sharing of information by others, i.e., it is the result of interaction

with persons whose life spaces overlap that of the individual (pp. 156–

160). Together the two models deal with "problems of tension and

tension discharge. In this theory an act is described as a locomotion

of the person through psychological space" (p. 160).

With Lewin's theory in mind, some applications to compliance

reported in the literature will be discussed. Lewin's field theory

provides a foundation for social support models of compliance. Caplan

(1976) starts with the assumption that "most people want a long,

satisfying 1ife and have some innate motive of self-preservation

related to this desire" (p. 22). He describes health-related motives

as paths to health and goals. He notes that the setting of goals and

anticipated rewards is a necessary condition for adherence. When a

patient is presented with the goal of following a medical regimen, he

must accept the goal (e.g., improved health) as valid. This then sets

up the tension or motive for movement towards the goal. Social support
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theory enters at this point because others interacting with the person

can influence the "paths that a person takes and the difficulty of the

goals that a person sets" (p. 23). In other words although the "motive

or will to live or die" rests with the individual the "paths and goals

leading to long life are potentially influenced by others" (e.g. health

care professionals or significantly others – family or friends) (p. 23–

24).

Minkler (1981) applied social support to health education with the

elderly and argues that the social marginality of the elderly can be

augmented by the implementation of social support networks surrounding

a goal of increasing wellness behavior. Flowers (1978) conducted a

study of social support by significant others and nurses for

hypertensive patients. Her data indicated that there was greater

adherence to the medical regimen by individuals who had social support

from the nurse and the significant other (spouse).

Lewin's field theory answers some of the questions that were

omitted by the other models just described. For example, the health

belief model considers the influence of social pressure as important, but

does not explain how social pressure influences compliance. Field

theory explains acts related to compliance as resulting from tensions or

forces which occur between the person and his environment (including

contact with other's life space.) The problem is the struggle to

control one's life-space so as to maintain equilibrium. The individual

then acts out of an efforts to reduce the tension created by the
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environment.

Sociological perspectives examine health and illness in terms of

the interactional or structural contexts arising in relationship to

one's health or illness. Kosa and Robertson (1976) state that

sociology "places illness and health in a social context in which not

only the sick person but his whole environment, and particularly those

significant persons who try to heal him, find their place" (p. 53).

Two sociological frameworks for analysis of health and illness are

the structural-functionalist perspective and the interactionist

perspective. The structural-functionalist perspective assumes that

order exists outside of the individual in the relationships between the

individual's role in society. A society, like the human organism,

strives to maintain a balanced system. In this model explanations for

compliance rest upon the relationship between the individual as patient

to the other person as provider, because of factors inherent in their

respective roles as defined by society. Thus the patient exists in a

subservient role to the provider, by societal definition, and

interactions can be accounted for by the degree to which each carries

out the rights and limitations of his role.

In contrast, an interactionist perspective states that the

interactions between individuals are evolving and changing as symbolic

meanings (shared rules, signs, and language) develop within the context

of the social situation. As Blumer (1969) states, "each individual
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aligns his action to the action of the other by ascertaining what they

are doing or what they intend to do — that is, by getting the meaning of

their acts" (p. 82). This is done through the processes of self-indica–

tions followed by "taking the role of others" in the social context.

First the self becomes aware of things in the environment by the process

of self-indication or distinguishing itself from other things in the

environment. Once the individual extricates these things from the

environment, they become objects to which he can give meaning, judge

suitability for action and make decisions on the basis of this judgement

(p. 80). In interactions with others, the self continues to point out

objects but in addition the self can "take on the role of another."

This means ascribing the meaning to objects from the view of the other,

judging suitability for action and deciding to act or not (i.e., acting

as though one was the other). Generally people "take on the role of

other" to ascertain how the other might act. They then decide how to

act on the basis of the expected act and its meaning.

A patient may act one way with one provider and another way with

other providers. He acts as a result of the decision to act in a

specific manner based upon his mediated understanding of the symbols in

the interaction. Each context differs because the interactions between

the individuals can vary from moment to moment as the symbols are

observed, interpreted, and a decision for action is made. For example,

if a patient expects a health professional to tell him what to do

because of previous interactions and understanding of symbols
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associated with health care professionals, he will await the

professional's instructions. A health professional who wants to change

the symbols associated with health professionals can do so within the

interactional context. The patient will observe the symbols via words

(e.g., he asked for my participation) and actions (e.g., he left before

I could make my suggestions) and the patient will interpret their

meanings. In this example, the symbols would not suggest that the

health professional really wanted the patient's participation.

In another case, the patient refuses to answer the health

professional's questions. The health professional may interpert the

symbols as hostility towards health professionals or lack of concern

for one's health. The patient may interpret the health professional's

actions as nosyness because he does not understand the need for that

information by the health professional. He understands and interprets

someone asking those types of questions as being nosy.

Interactionism has pointed to exploration of the use of

interactional strategies by patients and staff. For example, Hayes

Bautista (1976) has proposed a model for understanding patient non

compliance in which non-compliance is seen as "an attempt [by the

patient) to manifest some degree of control with the end of modifying

an unsatisfactory treatment" (p. 234). He states that the patient

perceives the need to modify treatment when the "treatment originally

posited by the practitioner is in some fashion inadequate." He

describes two strategies, convincing and countering, which are used by
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patients to obtain desired treatment modifications.

In a study of patient and staff control strategies in hospital

emergency rooms, Roth (1972) describes numerous patient strategies for

obtaining faster care and additional or different treatments. He also

describes strategies used by agency staff to maintain control (e.g.,

restricting information, delaying examination and treatment, enlisting

assistance of patient agents – family or friends – as agents of

control) and emphasizes the fact that the gains earned by either side

are the result of successful negotiation during face to face

interactions. For example, the experienced staff person does not

succumb to the "bluff" of the loudly complaining patient who lacks the

appropriate observable evidence.

Another interactionist view states that living with a chronic

illness is problematic for the chronically ill person. Daily life

entails solving multiple problems associated with the meaning of the

illness to the individual, social and psychological impact of the

illness on the patient, his family and friends, and the daily activi–

ties required in order to control the adverse effects of the illness.

Thus the issue isn't whether or not to comply with the medical regimen

but rather solving the problems related to 1jiving with the illness. It

was noted earlier that patient education programs, which have been

designed to assist patients with self-management problems, have been

successful (Mazzuca, 1982).
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Strauss (1975) has summarized this situation (solving the

problems related to living with an illness) by the phrase, "quality of

life." He lists seven key problems faced by the chronically ill person

attempting to live with the illness:

1. The prevention of medical crises and their management once

they occur,

2. The control of symptoms,

3. The carrying out of prescribed regimens and the management of

problems attendant upon carrying out the regimens,

4. The prevention of, or living with social isolation caused by

lessened contact with others,

5. The adjustment to changes in the course of the disease,

whether it moves downward or has remission,

6. The attempts at normalizing both interaction with others and

style of life, and

7. Finding the funding or necessary money to pay for treatment

or to survive despite partial or complete loss of employment.

Quality of life then reflects the meanings and understandings of

symbols associated with the illness as the person 1 ives with the

illness. Strauss' model is useful because it demonstrates that the

consequences of having a disease involves more than the following of a

medical regimen. Living with an illness symbolizes more to the patient

than the compliance 1iterature reflects.
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The compliance literature has looked at the issue of compliance

primarily from the view of the health care professional. Even when the

patient's views were studied, the underlying premises sided with the

basic "correctness" of the medical-health care perspective.

Both patients and health care professionals have understandings

about the meaning of each other's behavior based upon their own

personal experiences or those shared by others (symbolic

interactionism). Health care professionals acknowledge their views of

patient behavior but not the reverse. The failure by health care

professionals to acknowledge the individual's trajectory as a patient –

through various illnesses, different providers, and stage in the

specific disease at the time of the studies have contributed to a

bipolar view of compliance, i.e., the patient is either compliant or not

compliant. This view of compliance implies that an individual could

progress from non-compliance, at one end of the continuum, to

compliance at the other end but does not explain how the change occurs.

This investigator proposes that compliance could be viewed as an

axis within the context of a social world. Individuals, then, could be

on different occasions at varying degrees away from non-compliance at

any given point in the illness trajectory. Hence one might be com—

pliant at one point in the illness and non-compliant at another. For

example, the individual may initially be compliant with the physician's

regimen during the acute phase of the illness trajectory. For example,

after a heart attack, the patient is usually compliant. However, as
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the illness continues it begins to symbolize other meanings for the

individual. In this case, restrictions on physical activities may

threaten one's employment. During the early stages of a chronic

illness, the person may seek to modify the regimen in an effort to

personalize or minimize its effects on his daily activities. As the

person gets accustomed to living with the chronic illness, the degree

of compliance stablizes and continues until the context changes.

Using a social control framework, we might say, the individual has

regained control of his life and illness to the extent that the regimen

is incorporated into his lifestyle and daily activities and becomes

routine. This process explains why behavior sometimes suspected as

denial by health providers is in fact not denial, but rather a stage in

the trajectory and a difference in definition of the situation. Indivi–

duals seek to maintain familiarity or certainty in their lives. Illness

threatens that certainty and changes the meanings for aspects of the

situational defintion. For example, cancer patients maintain hope until

the certainty of death is confirmed for them. The individual's defini

tion extends beyond the health professional's proclamation for the end.

To the extent that one constructs his reality, the definition of

an illness as serious or not will be influenced by the degree to which

one shares the symbolic meanings of, for example, the health

professionals. Hence it would appear that health professionals would

find an advantage to sharing more of their information with patients so

that patients could create the same reality upon hearing certain
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terminology and more likely comply with the recommended regimen.

D. Historical Overview of Hypertension Research

The efforts of health researchers and epidemiologists has led to

the discovery of new information about the diagnosis, treatment and

control of hypertension. This information has changed the perception

of hypertension from that of a condition to that of a disease. In an

editorial statement, Singer (1974, p. 125) noted three factors which

contributed to the change in attitude about hypertension: "Increased

awareness of the prevalence of hypertension; confirmation . . . [of]

the extent of increased risk for myocardial infraction; and the finding

that antihypertensive drugs . . . are being used in . . . a relatively

small fraction of [hypertensive)."

According to the medical literature, a great deal of evidence

exists to support the prevalence of hypertension in the population.

Actuarial studies as early as 1925 demonstrate increased mortality with

systolic blood pressures 140 mm of mercury (Lew, 1973). Similar

findings have been reported in subsequent studies.

In 1963, the National Health Examination Survey of the Public

Health Service collected data on a random sample of approximately 7,000

Americans, aged 18–79. Using the World Health Organization's

definition of hypertension, which was a systolic blood pressure 160 mm

of mercury and/or a diastolic blood pressure 95 mm of mercury, they

found that 15 percent of white Americans and 28 percent of black
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Americans had high blood pressure. The survey also found that high

blood pressure was present in Americans from all economic levels and

geographic areas. This study noted that black Americans had higher

blood pressures than whites (i.e., more severe hypertension). For

example, 3.7 percent of white men had hypertension compared to 12.5

percent of black men at age 25–34. A similar pattern was observed for

women: 2.3 percent of white women had hypertension compared to 8.5

percent of black women in the same age group. This pattern has also

been replicated in studies of hypertensives across the country.

Hypertension was declared a major health problem in the United

States in the early 1970's. Results from the Framingham Heart Disease

Epidemiology study, (a prospective study of a cohort of 5,029 women and

men from Framingham, Massachusetts, which examined the evidence of

coronary heart disease every two years between 1949 and 1967) showed a

positive relationship between elevated blood pressure and the

development of coronary heart disease (Kannel, Dawber, and Gordon,

1973). The study noted that in addition to the increased risk for

heart disease, hypertensives were more likely to have a fatal outcome.

Analysis of the data also revealed that the age of entry into the

study and the initial blood pressure could be used to predict coronary

heart disease (Kannel, Gordon and Schwartz, 1971). The two parts of

the blood pressure — systolic and diastolic – have been shown to

provide predictive information in relationship to age and pressure

1evel, i.e., in younger persons, elevated diastolic blood pressure is
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considered a better predictor of coronary disease than systolic blood

pressure. In older persons, however, the systolic blood pressure is

the better predictor.

Treatment and Management of Hypertension

Prior to the development of antihypertensive drugs in the 1950's,

the primary treatment for hypertension was rest, tranquilizers, sodium

restricted diets, and in severe cases, surgery (sympathectomy – cutting

of the sympathetic nerves) (Freis and Kolata, 1979, p. 62). Currently

the main approach to the management of hypertension is drug therapy.

Much of the current research on hypertension control consists of

the design of drugs aimed at specific physiological mechanisms and

conducting clinical trial studies which employ these antihypertensive

drugs. A major goal of current studies is to maximize drug

effectiveness while minimizing the side effects. The early studies

focused on identification of drugs which would lower blood pressure,

description of the drug mechanisms and development of effective dosage

schedules and drug combinations in light of the severe side effects

(Freis and Kolata, 1979, p. 60–70).

Following the discovery of several antihypertensive agents, the

question of effectiveness of these drugs in reducing mortality and

morbidity related to hypertension, in more than the few isolated cases,

remained unanswered. The Veterans Administration Cooperative Study on

Antihypertensive Agents, a landmark study, consists of two parts.
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Results from Part I of this study (December, 1967) conclusively proved

that treatment of severe, essential hypertension (diastolic blood

pressures ranging between 115 to 129 mm of mercury) in patients with

mild to moderate evidence of target organ (heart, kidney, eyes, and/or

brain) damage, is effective for reducing mortality and morbidity related

to hypertension. A group of 143 male patients (76 blacks, 66 whites,

aged 30–71 years) were randomized into two groups. The placebo group

had 70 patients and the active treatment group had 73 patients. The

study was conducted between April, 1964 and May, 1967. (Patients were

not admitta to the study after December, 1966.)

The major finding in this study was the significant difference in

mortality between the two groups (twenty-seven complicating events

occured in the untreated group as compared to two in the treated group.

The treated group had no deaths and the untreated group had four

deaths.) In the treatment group, blood pressures fell shortly after

the initiation of therapy and remained there throughout the trial. In

the placebo group, there were no significant changes in blood

pressures. The study was terminated early because of the mortality in

the untreated group.

The results from Part II of the study (August, 1970) were similar.

This study was conducted between April, 1964 and October, 1969. A

total of 380 male patients with diastolic blood pressures ranging from

90 to 114 mm of mercury, were randomized into a treatment and placebo

grOu D . Blood pressures of the treated group also fell rapidly and
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significantly as compared to the untreated group. (Four patients died

of conditions unrelated to hypertension. Two in each group). A total

of 27 deaths occured. (19 in the control group and 8 in the treatment

group.)

Freis (1979) further describes the evidence of increased morbidity

in the untreated patients in the Part II group, ". . . stroke was only

one-fourth as common in the treated patients while congestive heart

failure, accer1erated hypertension, and renal damage were limited

exclusively to the control patients" (p. 453).

Results from more recent studies, e.g. the Hypertension Detection

and Follow-up Program (HDFP) (1979) document reduction in mortality and

morbidity from treatment of mild (diastolic blood pressures between 90

and 100 mm of mercury) hypertension with drug therapy. The sample was

randomly assigned to experimental treatment (stepped care approach) and

referral treatment (to community source of care) groups because of the

belief that it was unethical to deny treatment of hypertensive

individuals. The Australian Therapeutic Trial in Mild Hypertension

(1980) produced similar results as the HDFP study with the additional

fact that its sample had been randomized into treatment and no

treatment groups.

Essentially the above research represents the major medical

research to support pharmacological treatment of hypertension and a

brief historical development of the creation of an illness. Prior to
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the advent of antihypertensive drugs, hypertension was viewed as a

natural phenomena or simply "ignored" because there was no evidence

that it contributed to disease. Although treatment was instituted when

blood pressure reached very high levels, accepted treatment approaches

were either considered relatively ineffective or had severe side

effects (Galton, 1973). Today hypertension is considered both a

disease and a contributor to further disease.

The non-pharmacological treatments which have been used in the

past included diet/weight reduction, rest and sedation, and

psychotherapy. Recently exercise has been added to this list. These

approaches have not been widely accepted due to the small sample in the

studies which have been conducted. Currently, there is renewed

interest in the non-pharmacological treatment approaches to

hypertension control (Shapiro, 1978) and considerable evidence to

suggest their effectiveness. (Probably a result of the move towards

demedicalization.) Treatment approaches include general dietary

(Stamler, Farinaro, Mojonnier et al., 1980) and sodium (salt)

restriction (Freis, 1976, Jacobson, 1978, Reisin, Abel, Modan et al.,

1978) and weight reduction (Vertes and Green, 1979, Tobian, 1978).

General reviews and policy statements of the relationship between diet

and hypertension have been issued by the National High blood Pressure

Education Program Coordinating Committee (1978) and National Diary

Council (1981). (See Appendix B for sample.)
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E. Definitions of Health and I11ness

Common definitions of health refer to the absence of disease.

These definitions are based upon the medical model and assume that the

organism functions adequately unless assaulted by an outside agent or

some internal system fails. There are however other models of health

which are used in the literature. Evidence suggests that the

definitions of illness held by laymen differ significantly from the

view held by health care professionals. The purpose of this section is

to clarify the concepts of health and illness as they relate to this

study.

Dolfman (1973) states that the term health is vague and ambiguous.

He notes that historically meanings associated with health have

included: physical/moral/mental soundness or wholeness, spiritual

salvation, disease-free state, a wish for a person's well-being, and

the ability to function adequately. It has been conceptualized as

either "a necessary condition [for one's] undertakings" or "an end to

be pursued for itself" (p. 491).

Smith (1981) describes a hierarchical classification of four

models which incorporate Dolfman's historical perspective of health

meanings. According to her analysis, clinical conceptualizations of

health correspond to the physiological medical model, i.e., "the absence

of signs and symptoms of disease or disability as identified by medical

Science" (p. 46). Role performance models expand to include "social
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fabric" and examines the ability to fulfill the expectations of one's

social roles. I11ness then is "failure to perform one's role" (p. 46).

The adaptive model adds the ideas of flexibility and change. It

defines health in terms of an individual's ability to "engage in

effective interaction with the physical and social environment" (p.

45). The highest level is the eudaimonistic model of health which adds

cultural and civilization ideals. Health is perceived as "general

well-being and self-realization" or the "achievement of complete

development" (pp. 44–45).

Kelman (1977) summarizes the above into two paradigms: experien—

tial and functional definitions of health. The former refers to

"freedom from illness, the capacity for human development and self

discovery" (p. 7). The latter focuses on the individual's ability to

fulfill his social roles and tasks. Kelman argues that a definition of

health within a social context is necessary because health is socially

defined, i.e., shaped by the nature of the society in which is exists.

Since, under a capitalistic system, the "system of production tends to

dominate the patterns and dynamics of social organization . . . health

is subordinated to production rather than an end in itself" (p. 8).

Hence definitions of health in American society, as represented by

policy, tend to be functional. Some health reformers and professionals

and members of the general population ascribe to the experiential

definition of health but have failed to put it into context of American

Society. The danger here is that they may fail to see "the pernicious
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implications of the corporate reforms and . . . become unconscious

ideological supporters" (p. 18). Finally, Kelman warns the reader of

the potential for employer-sponsored health maintenance organizations

to develop into a system "not unlike that practiced in the plantation

south," where health care [for the slaves) was considered a legitimate

business expenditure equivalent to maintenance on property (p. 18).

The problem with definitions of health according to Schlenger

(1976) is the one-dimensional conceptualization. He proposes a two

dimensional model which incorporates both equilibrium of the organism

(physiological definition of health) with the actualization of the

organism (effective interaction with the environment). He notes that

one can have cancer and still self-actualize (p. 211). He sees his

model as providing a way to differentiate conceptually between

individuals without clinical evidence of disease and "eliminating some

of the contradictions between one-dimensional definitions and real–

world experiences." Further he suggests that his model may have

usefulness for community health assessments by adding the actualization

dimension to the currently used equilibrium dimension (morbidity and

mortality rates). The author does not address methods of measuring or

acquiring the actualization information required for his model. It

appears to be of some value conceptually and perhaps on an individual

basis but fails to clarify the definition in a manner which would

provide guidance for policy determination.

One way to observe the interaction of the definitions of health
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and illness of individuals compared to those of health care

professionals is in the utilization of services. Perhaps it is a myth

that the poor inappropriately utilize health care services. The view

of poverty as a culture helps one to understand, as Haughton (1972)

notes, that the priority of "whether or not he will be able to put

bread on the table tomorrow," is a stronger cultural value than "what

will happen a year or two years from now." Suchman (1972) describes

the utilization of services as dependent on health beliefs which have

"evolved from group norms and mores," i.e., culture (p. 253). He

concluded that "both demographic characteristics (age and sex) and

social group structure independently contribute to medical orientation"

and "that utilization of prevention services and health insurance was

more a function of socio-economic status than group structure or health

attitudes" (pp. 260, 265).

Using a situational barrier model, Wan (1977) suggests that there

are three broad categories of problems related to utilization and

access to health care services. These are: 1) practices and attitudes

of health providers (an insensitivity of service providers to

cultural/ethnic differences, myths regarding the health problems of

ethnic groups, unavailability of services, racial discrimination and

prejudice, communication problems); 2) structural and functional

characteristics of medical service organizations (inadequate health

resources, lack of understanding of special medical problems,

maldistribution of minority/ethnic health workers and inflexibility of
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health care programs); 3) social and personal factors of the users of

services (communication problems, psychological barriers – fears,

beliefs), poor preventive health attitudes and behaviors and 4) adher—

ence to traditionally prescribed health actions, political barriers,

and financial barriers.

This investigator is inclined to believe that variance in patterns

of utilization of health care settings reflect definitions of health as

well as cultural and socio-economic factors which are more intertwined

than is currently understood. For example, articles in the literature

describe the efforts towards teaching patients to "properly" utilize

emergency room services (Kleiman, 1979). It has only been recently

that efforts to provide the type of services for which people were

"misusing" the emergency room have become available. These new

establishments for urgent medical care may demonstrate that what was

formerly described as social or cultural barriers instead were the

result of structural barriers and professional gatekeeping efforts.

Summary

Patients' failure to comply with medical regimens is a significant

problem for health care professionals. This is evident from the amount

of resources which have been devoted to understanding the problem and

finding ways to increase the patient's compliance with the medical

regimen. The literature review has demonstrated that although numerous

approaches to studying the problem have been used, many unanswered
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questions remain. Hypertension especially tends to be associated with

problems of compliance with medical regimens.

The variance of patient behaviors related to compliance with

medical regimens suggests the complexity of the problem. This situation

and cultural understandings influence utilization patterns in health

care settings; these factors can influence compliance patterns.

The health professionals' failure to take into account the

patient's previous illness experiences, the specific illness trajectory

and the patient's understanding of health and illness during clinical

encounters and research have prevented the gathering of information

which could expand the understanding of patient compliance with medical

regimen. For example, in the case of hypertension, some of these

aspects (e.g., knowledge of hypertension, appointment keeping behavior,

family illness history) have been independently studied, but not studied

together within an illness context. The interactionist approach and

grounded theory methodology utilized in this study allows the study of

multiple aspects within a context through comparative analysis. Thus,

the fact that hypertensives have had previous experience with hyperten–

Sion, as well as the types of events associated with the illness and

the patient's understandings of health and illness can all be explored.

The following chapters describe the results of a study of a group of

elderly black hypertensives and their experiences with hypertensives,

medical regimens and health and illness in general.
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CHAPTER III

TOWARDS A THEORY OF MANAGING INVISIBLE DISEASE

According to Parsons (1951) the criteria for assuming the sick—

role include: the inability to "pull oneself together" and get well,

the view that illness is undesirable, the willingness to seek

technically competent help (e.g., a physician) and the exemption from

one's normal social role responsibilities (pp. 436–437).

This model fits well with cases of acute illness in which a person

is sick — an undesirable state – for a relatively short period, seeks

medical advice since he cannot "will" himself well, is relieved of his

normal social role responsibilities, gets well upon following the

advice and resumes his normal social-role responsibilities. This is

the scenario to which patients and providers have been socialized and

which symbolizes the ideal illness trajectory. As Zola (1983) notes,

at the time Parsons wrote his essay on the social system using the

medical model as a model and developed the "ideal type" of the patient

sick role; the growth of medical knowledge and its application was on

the rise. There were either dramatic cures for infectious diseases or
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conditions were hopeless. Thus it was essentially true that patients

just needed to put themselves in the hands of their therapists.

Physicians who interact with chronically ill patients do not

achieve the level of "success" that had been obtained with acutely ill

patients. Patients may be able to "place themselves" in the hands of

their physicians for relatively short periods of time. For longer

periods, however, patients are unable to maintain the same level of

compliance. Patients do not always comply with the medical suggestions

even in the short run. For example, venereal diseases are relatively

easy to treat and curable in the early stages, yet some people do not

comply with the recommended treatment except when "forced" by social

control measures. Further, once the acute phase of chronic illness has

subsided, it is no longer feasible for health providers to give routine

care that can be taught to the patient or family. The compliance

1iterature indicates that compliance with medical regimens is problema

tic for patients and health care professionals. As noted in chapter II

the 1iterature shows that a number of theories and strategies believed

to encourage compliance with medical regimens have been proposed and

tested with varying degrees of success.

Chronic illness requires that the physician "sell the patient on

the diagnosis and the appropriate behavior which will enhance recovery"

(Sussman, 1976) because the patient must become a participant in his

Care. Although the person seeks and follows medical advice, he must

decide to "take-on" (learn and practice) a certain amount of technology
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and skill from the "expert." Indeed, chronically ill patients and

their family members become "experts" in managing and treating their

illness. The need to participate in the performance of technical

activities such as medication administration (diabetes and hyperten–

sion), blood transfusions (kidney dialysis), inhalers (emphysema and

asthma), and dressing changes/skin care (ostomy care) requires greater

disclosure by health professionals to patients and their families of

information previously withheld from 1aymen.

The increase in chronic illnesses has led some researchers to

search for another term to describe the chronically ill patient who is

able to carry–on many of his daily activities. For example, in a study

of black hypertensives, Lewis (1979) used the term "sick—well" to

describe "clients who define themselves as more well than ill and who

don't fit the traditional 'sick role'" (p. 3).

It may appear that the major differences between acute and chronic

illness are the length of the illness trajectory, degree of patient

participation and degree of residual disability resulting from the

illness.

The field of preventive health is especially concerned with the

question of how to get people to comply with recommended preventive

I■ leaSureS. On the other side of the situation, there are individuals

with various complaints who seek help from health providers only to be

turned away repeatedly. For example, because systematic lupus erythe
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matosus is a "disease of unknown etiology and extreme variability . . .

and involvement of multiple organ systems" (Fries and Ehrlich, 1981,

p. 374), this disease mimicks many others and thus is difficult to

diagnose. The question to ask is what factor(s) are common to acute

and chronic illnesses in relationship to compliance and non-compliance.

A Theory of Invisible Disease Management

Signs and Symptoms

Both laymen and health professionals use signs and/or symptoms as

indicators of the presence and/or absence of disease. Signs of disease

are defined as objective or measurable indicators of an abnormal

physiological/ psychological state, e.g., vomiting, fever, sweating, and

broken bones. Symptoms are the subjective experiences or feelings of

the person with the illness, e.g., nauseau, pain, dizziness, and

weakness. Essentially medical diagnosis of disease depends on the

degree of visibility of the signs and/or symptoms. Health

professionals have been socialized to associate certain patterns of

signs and symptoms with certain diseases through their educational and

clinical experiences.

Acute illness is characterized by highly visible signs and

symptoms which are relatively easy to diagnose. Most laymen have had

an experience with acute illness and generally expect all illness to

follow this pattern.
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Invisible Disease

The situation of invisible disease exists when one must sooner or

later, take the word of another regarding the existence of illness.

In other words, from the perspective of one person in the interactional

context (either the patient or the provider), disease does not exist

because the signs or symptoms of the disease are not evident. The

major task of the other person (either the patient or provider) is to

make the signs and/or symptoms visible to the first person or to

convince them that although they cannot see them, the tests show that

they are there.

Symptoms are subjective indicators of illness while signs can be

obtained by trained persons using laboratory tests, palpation, and

auscultation. Health care professionals usually acknowledge symptoms

when there is ample medical evidence to support the proposed symptom

unless he suspects malingering (Szasz, 1972). Thus when one suffers a

broken leg or following surgery, a certain amount of pain is not only

accepted but expected. On the other hand if that same patient

complains of what is considered excessive pain or complains of pain for

a longer period than expected; the professionals will begin to doubt

the signs and symptoms. Diagram A shows the range of interactional

situations involving the health care professionals' and patients' views

of the visibility of signs and symptoms.
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Diagram A. Range of Interactions between Health Care
Professionals' and Patients' Views of
Visibility of Signs and Symptoms of Illness

PATIENT'S VIEW
3:
[r]

s Signs/Symptoms

É High Visibility Low Visibility
3 (+) (–)
º High
% Visibility Acute I11ness Chronic Illness
Pi— (+)
C

2. + + + —

[1] CELL A CELL B
* Signs/Symptoms
C

E Low
: Visibility Chronic Illness Invisible to both
É (–)

-
+

- -

CELL, C CELL D

Most diseases fall into Cell A. The patient's symptoms and signs

are highly visible to both himself and to the health provider (e.g.,

broken bones, lacerations, black eyes, asthma, heart attacks, diabetic

coma and shock). Cell B represents cases where the provider is aware

of the illness because of highly visible signs/symptoms but the patient

is unaware (e.g., hypertension, venereal disease, tuberculosis and some

forms of cancer). Cell C represents the cases where the signs and

symptoms of illness are highly visible to the patient but not to the

provider (e.g., victims of chronic pain, systematic lupus erthymatosus,

early stages of some cancers) before medical instrumentation can detect

evidence, while the patient experiences himself as ill e.g., early
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stages of diabetes). Cell D represents illness which has low visibili–

ty for both providers and patients (e.g., sub-clinical diseases, some

blind or deaf persons who because of gradual onset have over-normalized

so as to "hide" their condition from themselves as well as others).

Generally conditions that are less visible to patients are

problematic for health professionals, while conditions which are less

visible to health professionals become problematic to the patient. In

either case, the one to whom the condition is more visible must take

the position of convincing the other. For example, doctor shopping

tends to occur in either of the two situations. The first case occurs

in the conditions of low visibility of signs/symptoms to patients and

higher visibility of signs/symptoms to health professionals (Cel1 B).

The "doctor shopper" is seeking a health professional whom he can

convince regarding some aspect of his condition, treatment and/or

general well being. For example, in the case of doctor shopping by

cancer patients, a cure may not be sought as much as the hope, comfort

and dignity that is found outside the environment of hospitals. The

hospice movement and natural birth centers are manifestations of this

concern. The second situation entails the conditions of high visibili–

ty of symptoms/signs to patients and lower visibility of symptoms/signs

to health professionals (Cel1 C). Doctor shopping in these cases are

often the result of an inability to convince a physician to legitimate

the patient's definition that illnes exists.

The most problematic cases are those illnesses that fall into
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Cells B, C, and D, because in each of these cases either the health

care professional, patient or both is unable to see signs and symptoms

of a disease. The work of either the patient or health professional in

the situation of 10w visibility of illness (i.e. , signs and symptoms)

include legitimation, convincing, and control of disease.

A11 patients with an illness and the health professionals interac—

ting with their patients pass through three basic processes of: 1)

legitimation, 2) convincing and 3) control of disease. The length of

time spent by the patient or health care professional in each process

and the order of the processes depends on the visibility of the signs

and symptoms of that disease by each party (patient and professional).

For the patient who has a disease that is silent or invisible to

him, but which is visible to the health professional, a different ratio

of time will be spent within the three processes than for the patient

who has a disease which is highly visible to both him and the health

professional. Thus, the patient with hypertension will have a

different pattern in the processes of legitimation, convincing and

control of disease than will the patient with a broken leg. For

example, the health care professional will need to spend more time

convincing in the former than in the latter case. Another example is

the veneral disease, gonnorhea. In the case of a female patient for

whom signs/symptoms of this disease particular are invisible, the

health professional probably will spend a longer period of time in the

legitimation and convincing processes than with a male patient for whom
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signs/symptoms of this disease are visible (pain and genital

discharge). Once convinced, both men and women spend equal time during

the control of the disease process, at least for a single episode of

the illness.

Patients who have signs/symptoms of disease which are highly

visible to them, but which are of low visibility to health

professionals reverse two of these processes. The convincing process

occurs first and may take considerable time. In these situations the

patient attempts to convince the health professional that he is sick,

while the health professional attempts to convince the patient that he

is not sick. Legitimation occurs sometime after the convincing period

has begun.

Legitimation

One consequence of invisibility is the potential difficulty

involved in obtaining legitimation exists from health care

professionals that the illness exists. Legitimation refers generally

to the process by which the physician or other acceptable agent (nurse

practitioners, physician's assistants or nurses in special clinics), as

society's agent, determines that the absence or presence of disease or

illness conditions in individuals is "real", i.e., defines the situa

tion as one in which illness exists. (Fagerhaugh & Strauss, 1977, pp.

24, 28–55). When the health professional legitimates signs and

symptoms as those of illness, it is called a diagnosis, and it paves

the way for a series of actions towards alleviating the illness through
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medical interventions. Although physicians confer the diagnosis or

officially legitimate illness, other health care professionals and the

patients themselves engage in the legitimation process. Non-physician

health care professionals may accept the diagnosis of the physician or

"form" their own definition of the situation based upon the available

information. For example, nurses must be able to interpret laboratory

data in order to notify the physician. As a result they may be aware

of the most 1jkely diagnosis prior to the physician. Since, legally

nurses cannot make a diagnosis, they yield to the physician's status.

According to this writer's experience, nurses often view waiting for

the physician's word as a mere formality once they have legitimated an

illness.

The process of legitimation of illness by a health professional is

fairly well understood and accepted by most people. Usually patients

present themselves to the health professional with complaints of signs

or symptoms of illness which the professional either legitimates as

illness or disregards. At other times, patients present themselves to

health professionals without symptoms, for a routine examination and

are informed of the presence of disease due to signs of illness identi—

fied by the trained professional. In the former cases patients are

often relieved to have the uncertainty removed by the legitimation

process because specific action can be taken to control the symptoms

(e.g., diabetes, epilepsy). At other times the result of the health

professional's legitimation process will uncover a serious illness
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which requires extensive treatment (e.g., breast or colon cancer). In

these cases, the patient will not be relieved if they have not

legitimated illness. For example, the patient who feels fine will

probably not legitimate illness merely on the basis of the health

professional's findings.

It seems that some patients, however, 1egitimate illness, i.e.,

accept the definition of self as ill and as patient, on the word of the

health professional. For example, Buchanan et al., (1979) found that

although "only 28% of diabeties and 26% of hypertensives" in their

study "knew what disease they were suffering from . . . forty percent

of each group took their medication (p. 373). The authors suggest that

the presence of symptoms might account for the compliance and note that

although the doctor is an important therapeutic agent, they did not

believe that the role had been fulfilled in the study (p. 373).

"Moreover, 20%–30% of the patients in their study felt that the

doctor's examination, interest and explanation of therapy were

inadequate" (p. 373). Mr. F. in this writer's hypertension study noted

that his doctor would tell him "just what is wrong." He continued to

say that when he went to the doctor he went for help. "If you don't do

what they say; they don't know if they can help you or not." He

accepts the doctor's legitimation at least initially and follows the

medical regimen.

Sometimes illness is not legitimated by the health professional

because the signs are not identifiable, as in the case of sub-clinical
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diseases. In these instances, patients are told to return within a

certain period at which time he will be examined again for the signs of

disease. Patients may be referred for specific diagnostic tests during

the period between visits. In any event, convincing by the health

professional does not start until the illness is legitimated by the

health professional.

If no legitimation of disease/illness is possible and the patient

continues to complain of symptoms, he may be labelled as a malingerer

(Szasz, 1972) and denied treatment. This is especially true with

illnesses involving pain. As noted by Smoller and Schulman (1982, p.

38), "Because pain cannot be shown to others" patients may become

"guilty and repressed . . . To them, the world demands proof, and if

no proof is forthcoming the pain cannot be real." Health professionals

legitimate pain by the patient and illness history, physical examina–

tion, and their observations of facial expression, body posture and

verbal statements (Fagerhaugh and Strauss, 1977, p. 142).

The Nature of Invisibility

Some illnesses become invisible because the signs and symptoms of

illness are hidden. They may be hidden from the person with the condi

tion as well as from others. For example, many women who have had

breast cancer and mastectomy can go undetected to the average person.

Lorde (1980) notes that "women with mastectomies must become visible to

each other. For the silence and invisibility go hand in hand with

67



powerlessness" (p. 61). Certain forms of blindness and deafness can

go undetected unless the person undergoes a test. Diabetes is also

hidden from others. Other conditions like heart disease, venereal

disease, hypertension may be hidden from the individual with the condi–

tion for a considerable period before detected by health professionals.

Denial is another example of how something can become invisible.

It is not unusual for individuals with hidden disease to initially deny

its presence. Denial may take the form of attributing visible signs

and symptoms to some other condition or cause rather than the disease

it indicates (for example, a postmenopausal women may attribute vaginal

bleeding to menstuation rather than to possible cancer or other condi–

tion). As Mooney (1979) noted, the fact that tuberculosis was hidden

allowed its victims to deny that anything was wrong. In describing

life at a sanatorium for wealthy victims of tuberculosis, she states

that it seemed like an "unspoken conspiracy to deny that we were

different" (Mooney, 1979, p. 110). The crucial point came when the

individual began to cough. "The cough was the visible sign of tubercu

losis," (p. 159) both to the patient and to others.

In describing the reactions of his colleagues to an article which

detailed his terminal illness, Hanlan (1979, pp. 104–105) noted,

the other 20 or so have remained totally silent

about it, dealing with me as though they did not

know about the article . . . This, then seems a
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continuation of their game of denying my illness

and in some cases simply denying my existence

among them.

Denial takes greater psychological effort in the face of evidence.

As Hanlan (1979, p. 151) further states,

they . . . turn their backs, avert their gaze,

start a conversation and end it abruptly, avoid

me generally, or deal in a very light casual,

bantering sort of way, as though there is really

nothing handicapped or strange about me at all –

which is known as "denial" in the trade.

Definition of the Situation

As mentioned earlier, most people have had experience with acute

illness but not with chronic illness. Acute illness most often falls

into Cell A, where the signs and symptoms of disease are highly visible

to both laymen and professionals. In contrast, the individual with a

chronic illness, which is of low visibility to the patient but high

visibility to the health care professional (Cell B) then must be moved

from the expectations of acute illness to those of chronic illness,

i.e., his definition of the situation must be altered. This is

accomplished by a number of strategies by health professionals.

In the case where the health professional has defined the situa
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tion as one where illness exists (Cells A & B), the health professional

seeks to redefine the situation for the patient so as to obtain com—

pliance with the medical regimen. This is acquired by behavioral and

temporal means. Davis (1972) has described how temporal definitions

can be restructured by initial vagueness followed by continually

extending of date for expected progress. Goffman (1961) has described

how behavioral definitions are restructured through the patient career

process by submitting patients to a series of activities which redefine

the meanings of their behaviors.

The ability of the health professional to influence the patient's

definition of the situation and the social structure which supports

this has been called medical social control. According to Conrad

(1979), medical social control may be defined as "ways in which medi—

cine functions to secure adherence to social norms" (p. 1). In this

case, there are two social norms: 1) health is seen as desirable, and 2)

the expectation of compliance with the prescribed medical regimen if

one becomes ill.

Patients likewise attempt to influence health professionals' defi

nition of the situation. For example, cases in Cell C where the health

professional does not concur with the definition of illness, the

patient must resort to strategies designed to convince the health

professional otherwise. Patients also attempt to influence health

professionals regarding the seriousness of a condition. They may

attempt to minimize the seriousness from that of the health
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professionals, e.g. people with physical disabilities might desire to

reduce the influence of health professionals in their daily lives.

Patients might wish to advocate that the illness is more serious than

perceived by the health professional. Individuals with severe pain

have presented special problems to health professionals because of the

difficulty for confirmation of degree of pain by others. The patient

is generally suspected of drug dependence and exaggeration of symptoms

in order to obtain more medication. As Roth (1972) has noted, patients

may attempt to influence the health professionals' perception of the

degree of seriousness of an illness in the emergency room in order to

obtain medical attention faster.

Definitions of Health and Illness

Definitions of health and illness become important when one

attempts to categorize illness into cells A, B or C. The variety of

definitions of health has been described in Chapter 2 (p. 50). Although

health professionals may describe health as the absence of disease or a

state of well-being, laymen are more likely to define health in terms

of their ability to meet everyday social obligations. Thus the

legitimization of illness by patients is reflected by the degree to

which their ability to meet everyday social obligations is inhibited.

Increased difficulty with daily activities is equated with more severe

illness.

71



Consequences of the Visibility of Signs and Symptoms of Disease

In addition to influencing the definition of the situation the

degree of visibility of the signs and symptoms of disease has import

for the relationship between the patient and health care professional

in terms of obtaining relief from discomfort. Visibility of signs and

symptoms also has consequences for interactions between the patient and

others in his social world. For example, patients with highly visible

signs and symptoms of disease obtain immediate sympathetic response

from others in his social world. As Hanlan (1979) noted, "the physical

appearance of disability in itself generates some response to the

disabled person." Following emergency room treatment for a fall in

which he received a deep cut and which was bandaged heavily, he noted

the "alarm and frightened responses" of his colleagues upon seeing the

1arge bandage. He contrasts the relative insignificance of the cut to

the "ravages of the disease" on his body and the "gross contradictions

and complex ways in which human beings deal not only with death and

dying but even with simple matters of relatively unimportant injuries

to the body" (p. 108).

In describing the difficulty family members often have when a

member has a low visibility disease, Liss (1980) states, "The better

people know you, the harder it is for them to recognize when you are no

longer a functioning responsive human being . . . I could see they

thought I was still myself" (p. 85). Hanlan found his disease to be

deceptive at certain stages. He states, "one of the aspects of my

72



illness that is puzzling to other people is that when I am dressed and

sitting in my chair in my office, I look very well and 'normal'"

(Hanlan, 1979, p. 108).

In the case of cancers which often are low visibility diseases

until there are major bodily changes from the disease (e.g., weight

loss) or from the treatment (e.g., hair loss), patients may experience

the frustrations of others wanting the patient to be cheerful when the

patient doesn't feel well. As one patient stated in a study by this

writer, "I was telling my husband, 'I know you'd like to see me happy,

cheerful but I don't feel happy and cheerful today. ". . ." (Wheeler,

1983, p. 23). Liss (1980) also described a similar experience whereby

visitors to the hospital wanted to cheer him up. He states, "People

think they have failed if they can't cheer someone up, never thinking

that his hemoglobin count may be down to nine or eight or less" (p.

110).

Individuals with low visibility diseases can often use it to their

advantage when hiding the illness is desirable. For example, a cancer

patient noted, "I haven't told the people at [place of employment]

because I don't have a long-term contract and don't want to jeopardize

my job" (Wheeler, 1983, p. 41). Individuals with cardiac problems

will often hide the fact that they are experiencing chest pain by

silence or discreetly depositing a nitroglycerin tablet under their

tongue. A potential negative consequence of low visibility disease was

noted by a respondent in Kleinfield's study. He stated his concern for
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the "plight of the individual with invisible handicaps. The paraplegic

with a degree in astrophysics, I suspect is going to get hired. The

assembly line worker with a history of epileptic fits is not."

(Kleinfield, 1979, p. 50).

An important consequence of the degree of visibility of the

illness in on the degree of compliance with the medical regimen. In

the absence of visible signs and symptoms of disease even the medical

regimen may become invisible. Hence in the case of hypertension,

taking medication can easily be forgotten unless made "visible" by some

plan, e.g., coordinating it with some other routine daily activity such

as brushing one's teeth or eating. Highly visible signs and symptoms

such as pain quickly remind the person to comply with the medical

regimen. Highly visible conditions which do not have pain can also

have high compliance when others remind one of his limitations because

of the illness or condition. For example, pregnant women are

frequently reminded not to lift heavy objects or perform certain tasks

because of the high visibility of their condition. Individuals with

casts or highly visible tremors or lack of coordination will be warned

against certain activities by those around him.

On the other hand individuals with low visibility disease may find

compliance with a medical regimen difficult. Because of the lack of

visibility to others, he may be encouraged to participate in activities

which are contraindicated for his conditions, e.g., young persons with

heart disease may be urged to engage in certain excercise or play
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sports or juvenile diabetics might be encouraged to follow the typical

11teenage diet of "junk" food.

Convincing

The work of convincing by either layman or health professional

involves persuading oneself and/or others that illness exists or does

not exist. In the former case, the patient or health professional

attempts to convince the other of the existence of disease. In the

1atter case, the patient or professional attempts to convince the other

of the absence of disease. For example, the women's health movement

has attempted to convince the medical profession that pregnancy and

child birth are not illness conditions. Hospice supporters have

attempted to convince health professionals that dying is not an illness

but a natural part of life that should be allowed to occur with dignity.

A third example, is that of handicapped individuals who have attempted

to convince health professionals that they could manage their own daily

needs with professional assistance, i.e., that they were not ill,

although they might have limitations. "The real problem is learning

how to use what you've got left" (Kleinfield, 1979, p. 9).

Tactics used by health professionals for convincing include per

Suasion (pulling rank or authority, trust, personalizing Or

friendship), fear, education, repetition, behavior modification, and

incarceration (contagious diseases). Tactics used by patients include

the demand, the disclosure, the suggestion and the 1eading question
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according to Hayes-Bautista (1976, p. 234). In the demand tactic the

patient requests the desired treatment from the health professional.

When the patient provides the health professional with personal health

information that influences the original treatment decision or informs

the professional that he disagrees with the original treatment, it is

considered a disclosure tactic. Sometimes patients suggest specific

treatment or use a leading question to "guide the practioner's

thoughts" in the direction desired by the patient. Patients also use

tactics such as repetition in attempts to convince health professionals

that they are ill. They also use the strategy of treatment "tale—

swapping" where exchange stories about treatments received for similar

illnesses. This strategy allows patients to have an enlarged "data"

base than they might otherwise with which to confront health

professionals. Patients who wish to convince the health professional

that they are well use the strategy of avoidance of the health

professional.

Structural conditions may influence both the legitimation and

convincing processes. Philosophies and cultural beliefs of patients

and health care professionals, the age of patients and providers, and

the patient—provider relationship are examples of structural conditions

which might influence legitimation and convincing. In 10w visibility

diseases, the structural conditions have more influence on the actions

of either the professional or the patient. For example, in the case of

a disease which has low visibility for the patient, he may rely on the
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trust which was previously developed between him and the professional

than on the evidence of disease regarding the medical regimen. Like—

wise, a professional who has developed a trusting relationship with a

patient will often take more time in searching for confirmation of

illness when the signs and symptoms of illness are 1ess visible to

him.

A commitment to personal, religious, or other philosophies and/or

cultural beliefs may override the other considerations. For example,

religious beliefs account for the refusal of certain medical treatment,

e.g., abortion, blood transfusions, by member of certain religious

groups. These structural conditions may influence decision-making in

high visibility disease, such as in cases where the person may be

elderly and would prefer to die "naturally" than to submit to

extraordinary 1ife saving procedures. In the case of some religious

groups the age of the person does not matter. The overriding issue is

the religious belief.

Uncertainty

Uncertainty refers to those aspects of the condition which are

unpredictable or unknown to the patient or provider. In order to deal

with uncertainty, patients seek ways to reduce ambiguity by attempting

to define the limitations of their disease and/or medical regimen,

measuring their progress against some standard (themselves, others with

the same illness or comparison to similar illnesses). The more the
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patient can reduce uncertainty the greater control he has over his

illness. For example, some cardiac patients have learned that certain

activities or situations tend to be followed by chest pain. To the

eXtent that they can control avoidance of these activities or

situations, they can reduce the uncertainty surrounding chest pain.

Individuals with progressively degenerating illnesses such as Lou

Gehring's disease, myasthenia gravis, muscular sclerosis experience

greater uncertainty in predicting disease flare-ups or when loss of

function will occur. Describing his feeling following a fall, which

symbolized increasing disability, Hanlan (1979, p. 44) noted, "Lying

there, immobile and feeling beaten by the unseen force of my illness,

there was a fleeting moment of wanting to give up . . .".

There is not always a direct correlation between the degree of

visibility of signs and symptoms of illness and uncertainty. For

example, following an accident the degree of certainty is fairly

consistent with the degree of visibility of signs of illness. In some

illnesses, the degree of uncertainty may be relatively 1ow, e.g., a

broken leg (high visibility of illness) or uncertainty may be quite

high, e.g., early stages of cancer (1ow visibility of illness) or

degenerative neuro-muscular diseases. Generally there is more uncer

tainty for the individual to whom the signs and symptoms are less

visible because of the absence of ways to judge one's status.
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Control of Disease

The concept underlying compliance is social control. The nature

of the relationship between the health professional and patient as

defined by society is one of agent of control versus target of control.

As Parsons (1951) explained, one reason for social control is the need

to prevent social dysfunction – in this case, stemming from illness. He

noted that the mechanisms of social control are closely related to

socialization (where one learns what is expected of him through a

system of rewards and punishments). Social control is exerted through

supportiveness, permissiveness and reciprocation or a lack of these

within the social structure of the relationship (e.g., when one acts in

an acceptable way he is met with smiles, encouraging words, permission

to repeat the behavior or reciprocation. On the other hand, when one

acts in a deviant or unacceptable manner; he is met with frowns,

disparaging words, admonishments, loss of privileges or reciprocation).

Within this social structure the result of effective social control is

disease control (pp. 298–304).

Control of disease, i.e., signs and symptoms of illness, is the

goal of both health professionals and patients. Health professionals

desire to control the incidence of disease as well as the illness

trajectory. However, the degree of disease control in most instances

is dependent upon the degree of patient compliance with the medical

regimen or recommendations. (Medical regimens, by definition, are

designed to control or inhibit disease processes. Medical or health
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professional recommendations for preventive measures seek to block the

development of continued progress of a disease process). This is the

reason compliance is such a major issue in health care. Health

professionals want to lower the uncertainty associated with individual

patient behavior or preferences. Thus, the greater the degree with

which patients follow the medical regimen, the less health

professionals need to be concerned with factors other than physiologi–

cal or biological variances when making decisions related to treatment.

The social structure of the health care delivery system assists

health professionals with the tasks of disease prevention and control.

Examination of the elaborate system is beyond the scope of this paper

except to discuss ways in which the structure influences interactions

among health professionals, or between health professionals and patients

that foster or inhibit disease control. For example, physicians

complain about large caseloads, yet are reluctant to "give-up"

activities which could be performed by other health professionals.

Nevertheless efforts to control chronic diseases have fostered the

development of agents of control in addition to the physician. The new

agents represent the professions of nursing, pharmacology and

nutrition (Branche, et al., 1978; (pattern and events of the illness

can be anticipated) Smith and Shamansky, 1983). The stability of

chronic illness trajectories compared to acute illness trajectories has

encouraged this yielding of activities.

The diseases which have been "yielded" to other health

80



professionals have certain characteristics and include diabetes,

hypertension and chronic obstructive lung disease (COPD). These

diseases have a high visibility of signs and symptoms for health

professionals and medical consensus has been established for accepted

treatment approaches. They also have signs and symptoms which are

readily monitorable. For example, although certain forms of cancer may

have high visibility for the health professional, signs and symptoms of

disease are not readily monitorable nor has medical consensus been

reached regarding available treatment approaches. Diabetes, however,

is treated with oral hyperglycemic agents or insulin and diet control.

The signs and symptoms of diabetic coma and insulin shock are highly

visible and sugar in the urine or blood can be easily monitored.

Patients desire to control diesease in order to reduce the

uncertainty related to the disease trajectory and to reduce

interruption of their usual life activities by events of the disease

trajectory. From the patient's perspective the degree of disease

control is often manifested by the level of normalization achieved.

Normalizing

Normalizing refers to the patient's ability to return to a life

similar to that prior to the illness and/or similar to others in the

society in a manner that minimizes the impact of the illness on his

daily activities. Strauss (1979) states that the "chief business of a

chronically ill person is not just to stay alive or to keep his symptom
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under control, but live as normally as possible despite his symptoms

and his disease" (p. 58). Highly invisible diseases are more easily

hidden, making normalizing easier. For example, many blind people

are not totally blind. As one blind man told a researcher, "I don't

really know how to recognize your face . . . If you were around a lot

I'd recognize you by the smell of your jacket . . . or your hairstyle"

(Kleinfield, 1979, p. 50). Highly visible diseases are less easily

hidden, and normalizing is harder. These illnesses are stigmatized

and associated with greater difficulty because of the actions and

reactions of others to the highly visible aspects of the illness.

Hanlan (1979) repeatedly described his efforts at normalizing or

maintaining his usual life style under the condition of uncertainty

associated with his illness (Lou Gehrig's Disease). He also described

how the invisibility of his illness complicated his efforts. A faculty

member at a university, he stated, "I have tried to make a point of

continuing to go to the Faculty Club for lunch, for social intercourse

with my colleagues" (p. 30). However as his symptoms increased, making

it difficult for him to manage the cafeteria-style lunch time and to

light his cigarettes, he required assistance from a colleague. Later

after repeated falls he was confronted with the need for a cane. He

stated, "the cane symbolized a rather grim fact of my life at that

point . . . as I walked out of that store with the cane, it became a

new, visible symbol of my illness" (p. 31).

Wiener (1979) described the problem associated with rheumatoid

82



arthritis as a reduction of personal resources. This reduction of

resources makes normalization difficult for these individuals. She

states, "they may have reduced mobility but no impairment of skill,

reduced energy but no interference with mobility, reduced energy one

day and renewed energy the next day" (p. 72). This varying pattern

creates problems because others have difficulty understanding how one

day the person can be "normal" and the next day so ill. The patients

develop strategies for balancing inflamation and pain, i.e., control of

disease, which may be effective one day but not the next. Strategies

of "covering-up" and "keeping-up" justifying inaction and pacing are

used to maintain normalizing efforts.

This disease demonstrates the influence of visibility of signs &

symptoms because individuals with deformities of the hands and swollen

fingers make eliciting help easier since others see the need for

assisting. However, the need to ask for help is often devastating for

the patient because of the dependency it symbolizes.

Summary

In this chapter, a theory of managing invisible disease was

proposed as an approach to expanding the understanding of compliance to

medical regimens from a symbolic interactionist perspective. Three

processes were proposed in the management of such diseases: 1egitima

tion of illness, convincing and control of disease.
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The theoretical framework builds on the understanding that both

patients and health care professionals use the visibility of signs and

symptoms to legitimate, and to define a situation as one where illness

exists. It was pointed out that illness may be legitimated either by

only one party to the interaction (the health care professional or

patient) or by both parties.

It was proposed that the nature of the interactions between the

health professional and patient differ depending on the specific

illness, its signs and symptoms and the associated symbolic meanings.

It was noted that the patient's and health professional's definitions

of health and illness can influence their definition of the situation,

e.g., whether or not they legitimate the presence of illness or not.

Some of the consequences of visibility of the signs and symptoms

of illness were presented. One important consequence of visibility

noted was related to 1egitimation of illness in the eyes of self and

others. When the illness is not legitimated, the convincing process is

initiated in order to assist in obtaining the 1egitimation. On the

other hand, in those cases where illness is legitimated, the convincing

process focuses on the medical regimen. Thus the convincing process

focuses on legitimation until it occurs, then refocuses on compliance

with the medical regimen (from health professional's view), or modifica–

tion of the regimen (from the patient's point of view).

Structural conditions which could influence the convincing process
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such as cultural belief or philosophies, age or religious beliefs were

noted. The influence of uncertainty was discussed as it relates to the

visibility of the signs and symptoms of illness. Highly visible signs

and symptoms seem to be more often correlated to less uncertainty, but

there are some exceptions.

Control of disease is a goal for both patient and health care

professionals although for different reasons. Patients are concerned

with living their lives and performing daily activities more than with

the abstract concept of health. Therefore, patients and health care

professionals may at times find their respective efforts at disease

control at odds. For example, as Dembo (1982) noted, the health

professional sees the person who is paralyzed as having a problem – the

absence of 1egs for mobility. The patient on the other hand sees the

problem in the structure of his community, i.e., the absence of ramps

insteads of steps is the reason for his decreased mobility (pp. 135–

136).
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CHAPTER IV

HYPERTENSION: A CASE OF MANAGING INVISIBLE DISEASE

Introduction

In this chapter the stages of the hypertensive patient's career

and the structural conditions which support the patient career are

presented. The second section of the chapter describes the processes

engaged in by patients and health professionals in managing the invin–

sible disease of hypertension.

As the patient and health professional progress through the

processes of legitimation, convincing and control of disease, the

patient is advanced through the stages of the patient career. Diagram

B below demonstrates the relationship between the patient career and

processes of managing hypertension.

THE HYPERTENSIVE PATIENT CAREER

Goffman (1961) developed the concept of patient careers to

describe the progression of individuals from 1aymen to patient status

in psychiatric institutions. He described a two stage process

(prepatient and in-patient) which contained contingencies or
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situational factors, social control agents, and a series of activities

designed to influence the person's definition of self. This writer's

research would indicate that a similar set of conditions has been put

into place and is being further developed in the case of hypertension

control. The major difference is that rather than occurring in a

closed, institutionalized in-patient system, hypertension control has

been instituted on an out-patient, voluntary basis. There are two

major stages of the hypertensive career: a prepatient phase (consisting

of labelling and socialization activities) and a patient phase (consis—

ting of confirming of diagnosis, assignment of medical regimen,

monitoring, and socialization activities).

Prepatient Phase

The prepatient phase for potential hypertensives consists of

labelling and socialization activities. Undiagnosed hypertensives

generally feel fine, and they tend to be informed of their illness

unexpectedly. For example, one may initially be labelled as hyperten–

sive while having an annual or pre-employment physical examination or

upon seeking medical advice for a set of symptoms. As with Mr. G who

learned of his hypertension "during a routine exam by the company

doctor."

A11 Americans who have not been diagnosed as hypertensive are

considered in the prepatient phase according to the health

professionals engaged in preventive health. Although some Americans
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such as blacks and those with a family history of hypertension are at

greater risk than others, the hypertensive is only identifiable by the

findings of blood pressure readings.

For most illnesses, the patient takes himself to the doctor

because of signs and symptoms. Knowing that the likelihood of self

recognition is low in the case of hypertension, the Secretary of Health

Education and Welfare initiated the National High Blood Pressure Educa–

tion Program (NHBPEP), in 1972. This program is a nationwide, coopera

tive effort to reduce death and illness related to uncontrolled hyper

tension through the education of professionals, patients and the

public. Participating organizations, in addition to governmental agen

cies, include pharmaceutical companies, professional organizations and

societies, voluntary health associations, and 1abor and management.

Public service announcements, pamphlets, posters and movies, in

multiple languages, have also been developed by the NHBPEP in order to

reach hypertensive patients and the public in general. The ultimate

goal is that all hypertensives will be aware of their illness and their

blood pressure will be controlled.

One important purpose of this national program is to provide

information which defines hypertension and describes expectations of

the hypertensive patient, for individuals in the prepatient phase, i.e.

the general public. It is hoped that the information will encourage

everyone to have their blood pressure checked since, as noted above,

that is the only way to know if one has hypertension. It is postulated
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that if everyone is tested for hypertension, the illness will be

discovered at an earlier stage and thereby reduce the mortality and

morbidity related to uncontrolled high blood pressure. It is also

expected that the information will assist those who are diagnosed as

hypertensive to identify the actions considered "good" for a person

with hypertension. The messages encourage compliance with the medical

regimen, e.g., take your medicine, reduce your salt intake, exercise,

reduce your weight or stop smoking. One respondent who had read

new■ paper articles on hypertension and seen commercials on television

stated to this observer, "there seems to be a concentrated effort to

make people aware [of high blood pressure]."

Labeling Activities

In order for the efforts of the NHBPEP to be successful, i.e., for

hypertension to be controlled, two things must happen. First, those

who are unaware of their illness must be identified. Second, those who

have hypertension that is not controlled within the established 1 imits

must be identified, e.g., uncontrolled hypertensives. Once one has

been labelled (i.e., diagnosed as hypertensive) a set of social and

structural processes serve to shape and redefine the individual's

definition of self to that of self as patient.

The basic strategy for identification of both types of hyperten–

sives is mass screening by health care personnel or those specially

trained by health care personnel. This is the initial strategy

90



suggested by the NHBPEP (see page 3). The purpose of the mass

screening activities is to identify individuals with elevated blood

pressures who can then be followed until a total of at 1east three

blood pressures have been obtained. A person who has three elevated

blood pressures on three separate occasions will be referred to a

physician for a confirming diagnosis. Another purpose of mass

screening is to identify the uncontrolled hypertensive. These are non

complying hypertensives who are aware that they have hypertension but

do not follow the medical regimen.

Activities aimed at socializing or educating the patient commence

at the first encounter of an elevated blood pressure. Usually written

information and a verbal explanation are provided in order to explain

the importance of the person returning for the two additional blood

pressure measurements. These activities are intended to initiate the

process of the individual's redefinition of self to that of hyperten–

sive patient.

As the patient passes through the stages of the hypertensive

patient career, he goes through the three processes of legitimation,

convincing and control of disease. By the time the health professional

has confirmed the diagnosis of hypertension, the patient has already

been started in the process of legitimation.

Patient Phase

The beginning of the patient phase signals the official beginning
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of convincing process by the health care professional. The primary

activities include confirming of diagnosis, assignment of a medical

regimen, monitoring and tracking of hypertensive patients.

Confirming of Diagnosis

Once an individual has met the criteria for the potential diagnosis

of hypertension with at least three consecutive blood pressures, on

differing occasions, see (Protocol for High Blood Pressure Screening,

Detection, Treatment, and Follow-up, 1982), he is referred to the

physician for "conferring" of the diagnosis. This is essentially a

formality since by that time the health professionals are convinced

that the person is a hypertensive. However, physicians are the only

ones to legally certified to diagnose in the health care arena in the

United States.

While the activities of this stage of the patient career are

occuring, the patient is being brought into the process of legitimation

of the definition of being sick. (Prior to this time, 1egitimation

has primarily been the focus of the health professionals' activities).

Although the patient probably has not yet been told that he is ill, the

request to return for additional blood pressure measurements suggest

that something is abnormal. In many health settings, such individuals

have already been given literature describing hypertension and its

effects if untreated so the implication that something may be wrong has

been made.
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Once the physician has also obtained repeated elevated blood

pressure, he is ready to make the diagnosis. Most physicians also

conduct a physical examination but the purpose is to determine the

extent of the disease process rather than diagnostic. At this point

the physician has completed the legitimation process and moves to the

next activity of assigning a medical regimen. This action advances the

patient to the next stage of his hypertensive patient career.

Assignment of a Medical Regimen

The "mark" of a "real" hypertensive is the assignment of a medical

regimen. In the past, some physicians did not consider patients "real"

hypertensives unless their blood pressures were at 1east 160/95, a

1evel which prior to the results of recent research was considered

definite hypertension. (The currently recommended level for diagnosis,

of high blood pressure, 140/90, was formerly considered borderline

hypertension.) The higher levels always require the use of antihyper

tensive drugs for reduction while the lower levels sometimes may be

1owered by non-drug therapies. Increasingly patients with blood

pressures of 140/90 are started immediately on a medical regimen,

either pharmacological, non-pharmacological or both.

Most new patients are started on at least one antihypertensive

medication, following the stepped-care treatment approach recommended

by the National High Blood Pressure Education Program. The use of the

recommended blood pressure levels and treatment approach are more
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likely to occur in urban medical centers, state or federally funded

health programs, and practices of recently graduated physicians or

physicians who have a large patient population of hypertensives.

Monitoring

Following the assignment of a medical regimen, patients are

usually entered into some form of monitoring system. The literature

refers to this as "tracking" the hypertensive patient.

The purpose of monitoring the patient is to observe whether or not

he "complies" with the medical regimen and other activities such as

appointment keeping. The compliance reflects the extent to which the

redefinition of self as hypertensive patient has occured. According to

the literature generally patients who are not convinced (i.e., who have

not defined themselves as patient) fail to follow the regimen as

prescribed or to keep appointments regularly (Sackett, 1976, pp. 12–

16). In such cases it is suggested that a decision be made to further

socialize the patient by subjecting him to additional socializing

activities. This is evident in the expansion of hypertension control

efforts moving simply from the individual contact between client and

professional to the worksite, religious institutions, educational

institutions and to the inclusion of other social control agents such

as family and friends.

Tracking Systems. A tracking system in hypertension control

provides, "a coordinated set of actions for monitoring blood pressure
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and patient behavior to improve treatment adherence" (Patient Tracking

for High Blood Pressure Control, 1981). The former purpose helps with

convincing the patient of the existence of hypertension. The 1atter

purpose is helpful in the socialization of health care professional.

The systems also provide a mechanism for "assessing professional

progress in helping the patient towards hypertension control"

(Patient Tracking for High Blood Pressure Control, 1981).

Among the reported benefits of tracking systems for patient

convincing are increased patient—provider contact due to a schedule, a

record keeping system for the occurrence of specific conditions (e.g.,

appointment keeping or prescription renewal) and an alert system when

patient contact is necessary (e.g., a missed appointment or elevated

blood pressure levels.)

Every time the hypertensive individual is confronted by an aspect

of the tracking system, he is reminded of his status as hypertensive

patient, whether or not he agrees in his being in that status. From

the health professional's perspective, this is considered helpful in

redirecting a person who is drifting from compliance. Lewis (1979) has

described one aspect of the tracking process as case—holding, which she

defined as a method of keeping the client in the system and focusing on

the client's health care and chronic illness (pp. 4-5). She further

noted that according to her observation,

the extent of their [client's] compliance is less

crucial than the fact that their blood pressure is
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monitored on a regular basis and that they are

exposed to the persuasive tactics of the

professionals. As long as clients are under

surveillance, silent changes and consequences can be

observed by professionals and acted upon (p. 129).

The observations of the monitoring period can be used to influence

the types of socialization strategies employed with a patient.

Monitoring activities are a significant part of the convincing process

and occurs within the same time frame.

Socialization for Hypertension Control

Socialization generally refers to the process of learning expected

actions in social situations. Rather than a set of relatively stable

activities collectively called a role (functionalist theory)

interactionist theory postulates that individuals learn what is expec

ted through interaction with one another and by a series of mutual

"adjustments" in each situation. During interactions, individuals

engage in a type of "dance", mutually adjusting to each other's

actions. Becker (1977) notes that the "actions become significant

symbols when both the actor and those who are interacting with him

attribute to them the same meaning" (p. 291). One method of developing

similar interpretations of actions and expectations for appropriate

behavior is education. Socialization activities are, then, highly

relevant to the control of disease process.
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Patient Education Strategy. According to D'Onofrio (1980) the

goals of education, as proposed by early American educational

philosophers, were to:

equip (people) with problem-solving skills whereby

they could gain greater control over the direc

tions of their lives and participate in shaping

and changing their communities and institutions to

better serve their needs (pp. 271-272).

This purpose conflicts with the expectations of medical

professionals for patient education. D'Onofrio notes that the

resulting dilemmas include the following types of questions: Should

education be guided by the objectives specified by the medical field or

by what people want to know? Should health educators risk the loss of

credibility with the public, for withholding information, or the 10ss

of a job for providing information? Questioning the compatibility

between patient education as currently practiced and compliance needs,

she notes that if patients are involved in resolving the problems of

their own medical care, then cooperation with treatment goals is most

1ikely.

The education activities to which patients are subjected in the

socialization stage of the patient's hypertension career are varied and

seemingly conducted without regard for the patient trajectory. For

example, this researcher was told by several hypertensive patients that

they stopped attending patient education programs because they already
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knew the material and their questions were not answered. Upon further

investigation, I learned that what the patients wanted to know was

included in programs but at later sessions. Patients wanted to know

about problems related to the medical regimen, e.g., how to "live with"

the low sodium diet (see Strauss, 1975). Patient education programs

tended to begin with explaining "what hypertension is" and its dangers

(for example see, Patient Behavior for Blood Pressure Control: Guide—

lines for Professionals, 1979 and sample statements in Appendix B).

Generally a pamphlet or flier with some general information

describing the physiodynamics of hypertension and some basic statistics

is given to the patient at the time the diagnosis is made.

Sometimes individuals will have received this information during the

1abelling phase. This information may or may not be reviewed with the

patient. If the patient asks questions, he will probably be subjected

to an information review. Also patients who do not comply are more

1ikely to have more information provided later because of the belief by

health professionals that repetition of the message or desired goal

will influence behavior. As Wyka et al., (1980) states, "Patients who

are non-compliant have demonstrated a lack of understanding of both

their disease and drug therapy." Sackett et al., (1975) note the

importance of the concept of "mastery learning" and state in addition

to supplying the patient with information, the health educator in their

study "periodically checked what the men had remembered and re

emphasized insufficiently mastered information (p. 1206)." In this
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stage what may be described as patient indoctrination occurs, i.e., the

patient is given prepackaged materials which assume his questions and

provide answers.

If the patient is fortunate enough to receive medical care in a

setting which has health educators, nutritionists, or nurses in

extended roles, he will probably receive a full hypertensive education,

i.e., will be shown a variety of media; his food and lifestyle

preferences will be discussed in relationship to their effect on his

hypertension, and he may even learn to use biofeedback equipment and to

perform relaxation techniques. The availability of health educators,

nutritionists and nurses in extended roles most often occurs in health

care agencies that receive government funding or large private facili–

ties. Most private physicians cannot afford to provide these services.

This writer has observed a referral process, in some California commu

nities, between private practitioners and public health departments to

make this information available to patients.

Although the patient may find this phase of socialization to the

patient career interesting or entertaining, he is actually being

cajoled into following the medical regimen. If he does not "mend"

his ways in some predetermined time period (unknown to the patient), he

may then be confronted about his reasons for attending the educational

sessions since he is not making any changes in his lifestyle and "just

wasting everybody's time." Patients may then either start

demonstrating increased compliance (weight loss, blood pressure level
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decrease due to increase in taking medication, increase in appointment

keeping or change in diet such as use of less salt) or drop-out, i.e.,

stop taking medication or following other parts of the medical regimen

and stop keeping appointments.

As a rule most patients have dropped out of the educational

programs designed for them by this time; they have become bored with

the education attempts which often seem meaningless to them. One

person who was repeatedly told to relax noted, she would return when

things got better in her life so that she could relax. Health

providers are usually frustrated with these non-compliers and wish for

ways to "make" them comply. Drop-outs usually remain untreated until

the next time that they are "swept" onto the hypertension patient

career track. The time between dropping out and new attempts to

socialize the patient is not likely to be as long as it used to be, due

to the use of sophisticated tracking systems like patient registries

and computer recorded health information, e.g., through insurance

companies.

An example of this occured with a patient in the study who was

having trouble losing weight which would help her to keep her blood

pressure down. Her physician confronted her about 1osing the weight,

but then offerred his support in reaching the goal. She attributed her

weight loss to his efforts. She had been told that some black people

are born with hypertension and not to eat "bacon, pigtails and other

salty foods by other doctors." The first doctor that had some impact
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on her behavior was the present one, from whom she started receiving

care in 1965. She said,

I was big and fat. He [doctor] said I'm going to do

something for you [because] your pressure is so bad.

We're going to work on it. We began to work on it .

. . in 1966. I asked him [doctor] if I would have a

stroke like my husband. He said, "No, you will have

a heart attack".

When patients fail, non-health professional social support agents

are often "called-in" to assist with convincing. As one physician

noted, "The use of family strenths and those family member who can

coerce the patient into keeping his appointments, buying and taking his

medication . . . are all factors . . ." that can be used by the

"practicing physician" (Bridges, 1979, p. 15). The underlying premise

is that one's peers and family can support the adherence to the medical

regimen by encouragement, example, or by evoking a cultural/ethnical

belief or value to support the activities of the regimen. This is

effective because family members usually accept the physician's defini

tion of the situation. They seem to need little convincing when asked

to "assist" the health care professional in doing something good for

their family member, friend or peer. One of the respondents described

an attempt to use a social support approach which unfortunately failed.

She was approached by a public health nurse about an employee who had

high blood pressure. The nurse said,
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I warned him twice about it [uncontrolled high

blood pressure]. He hasn't done a blessed thing

about it . . . I told him I would tell you if he

did nothing . . . [and] advise you to stop him from

driving because he could have a stroke while

driving the van.

Three weeks later the man died.

Other examples of socialization activities include worksite,

church and family/peer support programs.

Worksite Program. One location for a social support program is

the worksite. High blood pressure control in the worksite is a newer

strategy in hypertension control. According to Ward (1980), this

strategy offers accessibility to hypertensives, continuity of care,

mutual support or peer support between hypertensives, and economic

advantages by reducing absenteeism and 10ng-range medical costs.

However, as noted in the study by Sackett et al., (1975) no significant

difference has been demonstrated between employees who receive their

Care at the worksite versus those who received their care in the

C Ommunity. Nevertheless, employers support the worksite program

Because of their interest in job performance. The goal of employee

as sistance programs is to resolve a "job performance problem" or to

e P& tend "professional help to any employee . . . who may be suffering

fr Cºrn alcohol/drug or a related disorder which may affect his ability to

P = + form" (Employee Assistance Service Supervisor's Handbook, 1981, p. 1).
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This difference between the rationale of the health care professional

and employer for providing assistance at the worksite for employees

with health problems is important to note. Supervisors are cautioned

not to "diagnose illnesses" and to "stick with the job performance"

(Employee Assistance Service Supervisor's Handbook, 1981, p. 4).

Health care professionals must remember this difference when proposing

worksite programs so as to avoid the development of employer – spon–

sored health Organization like those developed in the south during the

slavery period (Kelman, p. 18).

Church Programs. A second location for social support programs is

the community church. Smith, J. (1976) notes that many health

professionals view the clergy as "the enemy" and "fail to see that the

clergy can help the patient . . ." (p. 12). He suggests that this is a

failure of cultural understanding. He notes that, contrary to Anglo

religion, Black religion is characterized by African holistic tradi—

tions where the priest is also healer. Likewise, Kong (1981) stated

that "The church has always considered the mind and body, i.e., holistic

needs of human beings." In describing a successful church based hyper

tension program, he noted that with a problem as large as "hypertension

in the Black community, the role of the church (in health issues)

needed to be reinstated." Since within the community the church is a

very powerful permanent institution which motivates people to become

generous, caring, and to do things requested by their minister it was

a logical organization to "marry" a health problem in the Black commu
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nity. The program provided blood pressure screening, patient referral,

and community education.

Family/Peer Support Programs. These programs have not been

organized on a national level. They generally fall under the domain of

mental health or social service practitioners. Behavior modification

methods have taken a lead in types of programs reported in the litera–

ture (see Chapter 3).

Health Care Professional Socialization. This investigator's

observations of patient actions following explanations by health care

professionals suggest that providers need to be informed about what to

expect from patients. (The "provider compliance" issue has been

acknowledged, at least indirectly by the National High Blood Pressure

Education program). Moser and Wood (1976) note that the non-compliance

hypertension patient has received lots of attention but, "too little

attention is still being paid to the role of the physician in terms of

adherence to the management of hypertension" (p. 2297). The authors

suggest that a portion of the responsibility for the 10w hypertension

control rate (only 40% of the people who are aware of their hyperten–

sion) may be due to the "lack of physician motivation and enthusiasm in

the management of hypertension before complications have occured"

(p. 2297).

They suggest five reasons to explain the phenomena (pp. 2297–2298):

1. Medical school training based upon former belief that
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asymptomatic hypertension was benign, the lack of specific treat

ment, or just ignoring of the disease by physicians.

2. Lack of acceptance of data showing continuous treatment

reduces the "number of complications, morbidity and mortality"

associated with hypertension.

3. Minimizing the possibility of obtaining better compliance by

focusing on searching for secondary causes (which account for only

1%–3% of the all cases of hypertension), instead of focusing on

patient compliance i.e., stalling.

4. Over concern with effects of blood pressure lowering drugs

and non-acceptance of the concept of balancing the "possible

benefit of the use of the drug against the risk of its use."

5. Failure to set a goal of treatment to 10wer the patient's

blood pressure to at or near normotensive levels with minimum side

effects.

Failure of physicians to recognize non-physiological aspects of

medical care has been documented (Brody, 1980). In an effort to reach

professionals, the NHBPEP funded annual conferences on high blood

pressure between 1975 and 1981; sponsored minority ethnic conferences;

sponsored national ad hoc committees and task forces on selected hyper

tension problems or issues; and funded projects to develop educational

materials describing the role of health professionals in hypertension

Control.
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Consensus-Building Strategy. The National High Blood Pressure

Education Program also implemented the strategy of consensus—building

for the development of statements regarding hypertension detection,

evaluation, treatment and management by convening multidisciplinary

groups of health professionals. Committees of these experts examined

the research on hypertension in 1ight of their clinical experiences in

order to recommend actions for other health providers working with

hypertensives. Statements have been issued on hypertension in the

elderly, pediatric hypertension, dietary management of hypertension,

blood pressure measuring devices to be used by consumers and on perfor

mance and knowledge characteristics of providers.

MANAGING HYPERTENSION: THE HYPERTENSION DISEASE PROCESS

As described in Chapter 3, hypertension represents a case of

hidden disease (see Cell B p. 61), in which the signs and symptoms of

the disease are highly visible to the health professional but hidden

from the patient. This characteristic of this disease is acknowledged

by the fact that hypertension is often referred to as the "silent

killer" and that generally people are unaware that they have the condi–

tion until informed of the disease's presence by a health professional.

Legitimation

In the case of hypertension, one of two scenarios occurs. The

patient may present himself to the health professional with

signs/symptoms, and an illness – high blood pressure is confirmed. The
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second situation occurs when the individual presents himself to the

health professional without any signs/symptoms of illness and is

informed that an illness – high blood pressure – exists. The latter is

the most common for patients with hypertension.

For health professionals the legitimation of the presence of the

illness of hypertension occurs when at least three elevated blood

pressures (above 140/90 mm of mercury) have been obtained by a trained

individual on at least three separate occasions. For the newly

diagnosed hypertensive, the definition of the situation that they have

a disease is not so easily legitimated. Most patients reportedly feel

well at the time of diagnosis, they are faced with a conflict between

their experience and that of the health professional. For example, one

person stated, "I don't feel bad when I don't take it [HBP high blood

pressure pills]. I really don't have to take it every day." Having

1earned to trust their own ability to know when they are ill, the

individual is faced with questioning that ability. When asked how she

knew that she didn't have to take high blood pressure medicine every

day, one person stated, "Because I feel all right."

She continued to say,

I try and take it everyday because it relieves

the water. This patient had noticed that

when the doctor gave her the water pills . . .

she passed the water and my blood pressure came
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down.

Here this patient fluctuated back and forth between her own and

physician's experience – that she's ill and the pills bring down her

blood pressure – which contradicts her other experiences that she feels

"all right" even when she does not take the pills. To some patients

this seems incredible, as one patient stated:

I don't understand why it doesn't hurt. If something

is that serious – such a killer – why no pain? . . .

I should be able to sit here and say my pressure is

up . But instead it takes someone like you to take

it.

For this patient, the definition of illness included pain, equated

pain with seriousness of the illness and implied here ability to detect

the illness in her body.

Definition of the Situation. Inherent in the individual's legitimation

of the illness is his own definition of the situation. In the absence

of symptoms and the inability to monitor the signs of high blood

pressure, the patient may take a "wait and see" attitude. Thus, years

may pass until another health professional mentions the illness to the

person or in a shorter period of time the person may experience

something that enables him to define himself as ill. Mrs. A was first

informed of hypertension at age of 16 years. Her doctor treated her by

diet changes. During her twenties, she did not need to see a doctor
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for anything. It was not until she resumed working a regular job and

had regular check-ups that once again someone started mentioning her

high blood pressure and began discussing medication with her.

A significant problem of legitimating this disease for the patient

is that there are hidden signs and symptoms and a state of "feeling

well" when someone is telling you that you are ill. This is further

complicated by the fact that some hypertensives have been previously

told that they have the illness, but were never treated. Others have

been told that they had the illness, were followed and treated for the

illness by a health professional, but stopped keeping their

appointments. When questioned about stopping the visits, patients

report that since they felt fine (because the signs and symptoms of

hypertension were invisible to them), they believed that the disease

had improved. The fact that patients cease to follow the medical

regimen when they feel better has been documented for hypertension as

well as other diseases (Buchanan et al., 1979, p. 371). A respondent

from the current study, Mrs. C stated, "when I feel good, I don't take

it [antihypertensive medication ) . . . Sometimes I get tired of taking

it . . . so I take it once a day." Another respondent noted that she

"stopped taking the [antihypertension ] medication in 1974 because I

felt great, was working and doing good . . ."

In addition, although the health professional tells the patient

that the illness is serious, the patient often has a history

surrounding the illness that conflicts with the information presented
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by the health professional. As noted elsewhere, for this study

population, illness was defined in terms of the inability to complete

daily activities. When someone used the term illness to define

himself, it was serious. Thus, for example, when asked what does being

ill mean, the respondents with hypertension said such things as:

-

You won't be here long [die ]. You can't take care

of yourself. You feel bad.

-
I don't like to think of myself as being sick .

being sick is [being] inconvenienced.

-
Being sick is being slowed down. Not being able to

do the things I like to do.

On the other hand, all of the respondents knew at least a few

other people who also had high blood pressure. Most of the people were

up and around. Many of the respondents had family members who had high

blood pressure. Examples of their statements included:

My father had it [high blood pressure] and also my

husband's family; or My parents had high blood

pressure.

My mother was a tiny little thing and . . .

suffered very much from high blood pressure . . .

She had three strokes in her life that I know

of . . . They didn't really cripple her. The thing

she 10st mostly was her eyesight.
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They believed that they would know when they were seriously ill

because they would probably be unable to perform daily activities.

Further, when asked about the consequences of untreated hypertension,

all of the respondents stated that the consequence were serious. They

were all able to name at least one serious consequences. The most

frequently stated was stroke. Still they were able to carry—on their

daily activities.

The patient uses all of his past and present knowledge and

experiences in defining the situation. For example, occassionally

patients report that they experience symptoms such as headaches which

precipitate a visit to the doctor where they learn of the presence of

the hypertension. In these cases, even though the medical profession

states that there are no symptoms of hypertension, the presence of

symptoms helps the patient to legitimate the illness, i.e., to accept

the physician's definition. Here the patient's insistence on his own

definition of the situation actually assists the health professional.

It is important to note that the treatment for hypertension, many

years ago, was quite limited. In Chapter 2, it was noted that prior to

the recent research, there was greater individual physician discretion

permitted in determining if and when to treat hypertension. Further

the damage of hypertension generally takes many years to develop and

become evident to the patient. Thus even patients who are aware that

the disease has "serious consequences" may still not define themselves

as ill in the absence of symptoms.
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The question of how one comes to define oneself as a hypertensive

patient is an important one. It would appear from the data gathered in

this study that patients reached that conclusion by different routes

which included a set of stages. The first stage is paying attention to

themselves – monitoring themselves – for the presence or absence of

signs and symptoms which may indicate illness. This gathering of data

is followed by comparison of the data, testing of the data and finally

concluding either that they are ill, not ill, or something in between.

Even after the patient decides that he agrees with the physician's

definition of the situation that he is ill, he may go through these

stages again. This may occur at a point when the medical regimen is

changed by the physician, or after a period of no change. When the

patient has defined himself as ill and moves to the final stage –

control of disease – he can again become concerned about the effective—

ness of the treatment regimen. For example, one respondent stated,

Well, I think it [my medicine ) is helpful . . . I

don't think it's . . . I've been taking it

[ medicine] for a good while and I think it is time

for the doctor to change it . . .

At this point, such a patient may again begin to pay attention

(looking for evidence of illness and/or treatment effectiveness), make

comparisons between previous and present experiences and testing of the

medical regimen until he again agrees with the physician's definition

Of the situation.
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Paying Attention

The process of 1egitimation for the hypertensive patient begins

with the stage of paying attention in which the patient begins to look

for signs/symptoms or other evidence to verify either the doctor's

point of view that they are ill or their own point of view that they

are well. Paying attention occurs following something (an event or

situation) which causes the person to notice or desire to notice his

body in a different manner. Examples of events or interactions which

may lead to "paying attention" are: an illness, a conversation with a

health professional, a conversation with a peer, an observation of

another person with the same illness or disease, a change in ability to

perform daily activities or perception of a change in one's ability to

perform daily activities.

Once the person's attention has been "caught", he seeks informa—

tion to confirm or negate the need to continue to pay attention. He

then notices and "catalogs" every event which demonstrates his ability

or lack of ability to carry—on his everyday activities. He then weighs

the affirmatives against the negatives.

Hence for the hypertensive patient, the event which starts the

process of paying attention may be a physician who informs him that he

has hypertension and must therefore alter his daily activities by

adding medication, changing his diet, changing his habits, (such as

smoking or exercise), or learning new behaviors (such as relaxation

exercises).
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When the patient leaves the doctor's office he is faced with a

conflict between how he feels, i.e., well and the physician's definition

of how he should feel, i.e., sick. The patient goes through several

stages in attempts to resolving the conflict in definitions of the

situation. Sometimes the conflict is not resolved, but a convergence

between the two definitions occurs. The narrowing of the difference

can lead to the patient's compliance with some, all or none of the

medical regimen. However, generally the closer the patient's defini

tion comes to that of the health professional's definition, the more

1ikely it will be that the patient will follow the regimen. This also

depends on characteristics of the medical regimen.

Definition of Health and I11ness

Using Smith's (1981) hierarchy of health ideas, the definitions of

health used by this black elderly population could be categorized as

either role performance (functional) or adaptive (spiritual/moral).

Functional ability means "independence" or "doing the things you want

or must do." Spiritual/moral meanings associate health with "doing

what is right" or "accepting what is" since it is "God's will" (your

cross to carry) or "His" punishment for one's sins.

One of the men at the senior center told this researcher

that he had injured his foot during a construction acci

dent. The doctor had wanted to amputate it but he

refused. He expressed pride in having "all of his parts"

even though he often experienced pain in his foot. He
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believed that God would not have wanted him to amputate

the foot. He believed that his trust and faith assisted

his foot's healing.

Primack (1984) found in his study of cancer patients that "all of the

black respondents agreed that religion was an important cause in

disease except one, . . ." (p. 23).

The subjects of this study tended to define illness in terms of

interference with daily activities. As a result, having the "illness"

of hypertension (often with a lack of direct interference with daily

activities) presented problems of definition. Respondents stated that

if you are sick, you are unable to perform daily activities or at 1east

some of them. However, this study population was unable to identify

such specific limitations on their activities which resulted from the

hypertension. Some of their comments which reflected this problem

Were :

You can still do the things that you used to. I

may not work as much as I used to.

I don't consider having hypertension as being sick

because it does not place limitations on the

things I like to do. I can still do the things I

enjoy doing.

On a scale of 1–10, having high blood pressure is

. . . well maybe six or seven because I'm not
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really sick. I don't feel sick. I can do the

things I like . . . I think I feel more healthy

than unhealthy.

In fact hypertension is so common in the black community that it

may be taken for granted as being "not ill." People usually continue

to work and carry-on other functions with untreated hypertension until

they die or develop some serious consequence 1ike a stroke. As some of

the respondents noted:

I was first diagnosed when I was 16 years old. I

didn't think much of it then because my mother and

sisters had it. Also my grandparents had high

blood pressure. It was all around me. It seemed

as though it was a natural thing.

I heard my daddy had a stroke . . . They didn't

know much about it. My uncle had a heart attack

and died in the fields . . . I guess it had to be

from high blood. My sister died . . . from a

stroke, I'm told.

Contrary to the respondents in the current study, the subjects in

Lewis' (1979) study "perceived and defined their situation as a 'no

win' situation and not one of the options available to them was

appealing or without troubling aspects" (p.88). Although patients in

Our study preferred not to have hypertension, they viewed the medical
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regimen (drugs in most cases) as an alternative to, or prevention of,

further disease or disability. One respondent stated:

I take them [blood pressure pills] because I

have to . . . because I really don't like medica–

tion. I'd suffer with taking pills three or four

times a day if they said I had to rather than to

have something wrong with me like glaucoma or

brain tumour.

The difference between Lewis' (1979) findings and those of the

current study might be related to the age and sex of the two popula–

tions. Lewis' study population was younger and had a larger number of

I■ le■ ) . Reports of sexual problems or impotence as a side-effect from

antihypertensive medications was the subject of a study by Saunders and

Kong (1980). The complaint tends to be made primarily by younger men

and is not a significant reported problem for women. Patients in

Lewis' study reported more problems related to the side-effects of the

antihypertensive medication impotence and sleepiness. A recent study

by Klein et al., (1984) showed that elderly patients although linked with

adverse side effects to their medication, they underreported them

compared to younger patients. Hence it would seem that age and sex

might be important structural conditions.

Based on this writer's research, the ability to "carry-on" one'sy y

daily activities is extremely important to black hypertensives.
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Symbolic meanings of health in the black community, as either

functional or religious/moral, have their origins in the social organi–

zation of slavery and the social policies of racial prejudice.

(Blauner, 1972, pp. 153–154, Lyman (1973), p. 75, 82–86). Self-esteem

and a sense of well-being is grounded in their ability to endure.

Blacks in general, and the elderly specifically are proud of their

(race's) ability to survive despite the multiple assaults imposed by

racism and poverty. Blauner (1972) notes, "It is common for Black

people to argue that the white race would not have survived had it been

subject to the conditions, past and present, that their group has been

subject to (p. 144)."

Gilson and Coats (1980) concluded from their study of morale

among a group of elderly, that apparently educational and economic

deprivation do not necessarily lead to low life satisfaction (morale)

(p. 388). These authors also note that the strict segregation of the

deep south at the turn of the century lead to "poor, crowded and

deplorable living conditions" with reduced access to educational,

recreational and occupational opportunities (p. 385).

Many black elderly were children during the slavery period or had

parents and grandparents who lived under slavery so those images are

meaningful as compared to younger blacks. Younger blacks have other

symbolic meanings which support the functional and spiritual/moral

definitions of health, some of which the elderly have helped to shape

by likening them to their experiences. In describing the relevance of
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black folk health practices to health care, Jacques (1976) noted:

The concept of wellness remains related to being

able to labor productively, sickness is related to

a state of incapacitation, making work impossible.

Aging is still seen as a natural process of

attaining grace during which the elderly is to be

paid deference and to be protected (pp. 119–120).

Thus, for the black community a definition of health has evolved

which includes many aches and pains which today's physicians might

consider as signs of disease. This became evident when members of the

sample in the current study talked about aging or being elderly. These

respondents accepted many things as natural or to be expected as one

ageS. They do not fight aging. They tolerate many aches and pains as

natural – part of the aging process. They also accept death as natural

– when the time comes.

Further, the work history of this investigator's respondent sample

included unskilled (farming, domestic) and semi-skilled (clerical,

industrial) workers whose employers tend to consider illness in the

unskilled laborers as malingering. Unskilled workers may not have

benefits such as "sick days." Thus, wage earners were accustomed to

working even when they felt ill. As one person who had worked in a

hospital said, "You always see someone worse than you . . . and be

thankful." That perspective helped one study respondent to continue
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working with her own discomfort. A common definition of illness shared

among members of the study population was, "you won't be here long", or

it is when you "can't do for yourself." The issue of daily functioning

appeared to override the respondents' concern regarding the illness of

hypertension for this population.

The process of legitimation then is the beginning of the way in

which the patient comes to agree with the health professional's defini

tion of the situation, that he has an illness which must be treated in

the manner recommended by the physician. It overlaps into the convin–

cing process (see following section). The physician must legitimate

the presence of the illness and proceed accordingly. As a result of

his action, the patient becomes confronted with a series of structural

conditions (e.g., assignment of a medical regimen, repeated blood

pressure measurements, inclusion in a monitoring system, distribution

of patient education materials, increased frequency of office visits,

and/or referral to social support program at work, church or with the

family) which interact with him on the basis of the physician's defini

tion of the situation. The patient then pays attention and gathers

data from the other health professionals, his family or peers and his

general social world. If the health professional fails to act

according to the medical definition of the situation, i.e., that the

person is ill, then the patient will not proceed in the process

regardless of the structural condition. Also, the patient will usually

"drop-out" of the hypertension career track. This was demonstrated by
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situations in which patients were told that they had a serious illness

– hypertension, prescribed a medical regimen (antihypertensive drugs),

and then were told to return in three months. By the patient's defini

tion, if the doctor does not need to see me for three months, the

illness is not that serious.

Convincing

In the case of the hypertensive patient there are two areas of

focus during the convincing process: oneself and the health

professional. The patient who has not yet completed legitimating the

illness for himself, i.e., definition of self as hypertensive continues

the process into the convincing process. If he has completed the

legitimation process then he focuses on convincing in terms of the

medical regimen. Patients who have accepted the definition of self as

sick will focus the convincing process on themselves in terms of: 1)

following or not following the medical regimen, and/or 2) towards the

health professional in terms of Inodification of the medical regimen (if

the patient finds the medical regimen or aspects of it unsatisfactory).

If the patient totally disagrees or rejects the diagnosis, he generally

will stop attending the clinic or medical Office. Some patients

continue to comply with medical visits but may be less compliant with

aspects of the medical regimen while they go through their convincing

period. Hypertensives often have years between the first and subse

quent encounters with a health professional who informs them of the

presence of hypertension. It seems that in some cases, the repeated
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confrontation that the disease exists then becomes the convincing

evidence. In other cases, the patient is convinced when he observes

someone with the illness who has a negative outcome, e.g., stroke or

sudden death. Concerning the regimen itself, patients who are taking

antihypertensive medication may find themselves attempting to convince

health professionals that they need less medicine due to the unpleasant

drug side-effects. Sometimes they just make the modifications

themselves without notifying the physicians, e.g., "I get tired of

taking it [antihypertensive medicine j. Sometimes I get constipated.

So I take it once a day."

By this time some patients have already convinced themselves that

something was wrong – that they were ill because of the disturbing

signs and symptoms felt prior to going to the doctor. In these cases

the hypertensive patient followed the classic patient process i.e., he

sought medical advice to confirm or negate that an illness was present.

As one respondent stated,

I was sick. I didn't know what was the matter with

me so I went to the doctor. He told me that I had

high blood pressure and gave me some pink pills. He

said that I'd be all right.

The use of convincing tactics by health professionals with hyper

tensives is well documented, as discussed earlier in this chapter.

Since the signs of hypertension are hidden from the patient, one
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strategy has been aimed at increasing general community awareness of

hypertension and the consequences if untreated. For example, one of

the major efforts of the National Blood Pressure Education Program has

been to re-define the time expectations related to hypertension with the

slogan, "treat it for life."

In the effort to encourage hypertensives to follow the medical

regimen, health professionals have implemented a number of controls and

strategies aimed at different aspects of the compliance problem. Such

controls are exercised for the "benefit" of the patient. Roth (1972)

states that explicit controls are defended by the argument that the

professional expertise enables the establishment of "rational proce—

dures to better serve the relatively ignorant and inexpert persons who

require their services." Further, as Baric (1975) has noted, since the

health system "depends on the individual's decision to seek medical

advice, . . . the concept of deviance is functional." According to

him, the concept of deviancy allows the "labelling of whole populations

(and) gives health professions the right (and) responsibility to inter

vene with social sanctions, pressures and education." The goal of such

activity is to change "deviants" into "conformists" (p. 9).

On the individual level, the focus of convincing from the health

professional's perspective, is in terms of convincing the patient to

accept the definition of patient and/or to accept and follow the

recommended medical regimen.
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I hate to take pills . . . blood pressure pills

are the only pills I take involuntarily. I

take them because I have to . . .

I would like not to have that illness (high

blood pressure) . . . She then compared high

blood pressure to other diseases which she

considered worse (e.g., glaucoma and brain

tumor) and stated, I'll suffer with taking

pills three or four times a day from now to

eternity.

These statements indicate the patient's ambivalence towards the

definition of self as ill even when the professional has convinced the

patient that the regimen is helpful. The patient has convinced herself

that since high blood pressure is better than some other diseases

likewise, taking the blood pressure pills is better than some other

regimens. These examples also demonstrate the patient's use of

comparing tactics as a means of convincing themselves to follow the

regimen.

Comparing with Other Illnesses

During this stage, events from the medical/health care arena are

compared with events from the other arenas within the person's social

world. As noted above, the community and family arenas supported the

view of hypertension as something one can live with and as "natural"

because it was all around the individual.
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The extent to which the patient's other life experiences with

events and illnesses confirm or negate the information presented by the

health professional influences the person's ultimate definition of self

as patient or non-patient. Generally during this stage, individuals

were still seeing a health provider (probably because of the multiple

health problems of this population). The sample studied had other

chronic illnesses for which they were being treated by one or more

health professionals. Some of these other chronic illnesses were more

problematic for them than hypertension. Thus, when compared to their

experiences with other illness, hypertension often seemed less of a

disease.

Health professionals have emphasized the importance of blood

pressure measurements for hypertensives. Given the increase in the

accuracy and sales of automatic blood pressure devices, the need for a

trained individual to perform the measurement has been eliminated.

Theoretically hypertensive patients should be free to monitor their own

blood pressure and to further convince themselves of the diagnosis. In

this study, however, the patients who were respondents did not own

blood pressure measurement equipment, nor were they familiar with the

technique to be able to take one another's blood pressures even if

given the equipment. Nor, to this writer's knowledge, were they given

information about 1ess technical equipment, e.g., home style automatic

sphygmomanometers. Thus they had to rely upon the trained professional

to obtain this data.

125



Further, although large automatic blood pressure machines have

become more available in some drug and grocery stores (these machines

are usually free to encourage their use by patrons) none were located in

the community of this study. In fact there were no grocery or drug

stores in this community. Although the technology existed, it was not

available for use by these subjects.

Uncertainty. Hypertension has an uncertain prognosis for each indivi–

dual. The physician can only estimate, by statistical inferences, the

degree to which there has been change in the blood vessels or the

degree of damage to the organs without subjecting patients to dangerous

invasive procedures. Neither can a physician predict or specify a

number of years which will be added to the patient's life by following

the medical regimen, i.e., the benefit from compliance.

The absence of hypertensive symptoms becomes problematic for the

physician because he must find ways to encourage patients to continue

taking the medication even when they are feeling well. The nature of

the patient—provider relationship becomes especially important under

these circumstances. (Unfortunately that aspect was omitted from this

study. However, a limited amount of data was obtained about this

arena.)

Increased contact between the patient and provider is often

accomplished by scheduling frequent visits for newly diagnosed

hypertensives. This provides opportunity for confirming information to
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be passed from the provider to the patient, e.g., the patient may be

"convinced" that the only way to know if your pressure is elevated is

by having your blood pressure taken by a health professional.

During this stage patients are weighing health professional

"reinforcement" of the illness identity against confirming illness

symptomatology or symptoms of health in attempts to resolve the uncer–

tainty.

The nature of the provider-patient contacts and relationship may

provide strong experiences, when compared with other events which the

person may be weighing, for his definition of the situation. For

example, one respondent described her relationship with her physician

as that of a friend. She noted that he told her that "we" would get

her blood pressure lowered. She also noted that she had known her

doctor for years and had a great deal of trust in him. She felt that

he had always told her the facts. (It is important to note that this

respondent took the interviewer with her on one visit to her physician.

He seemed interested in the study and took the time to discuss the

study with the interviewer.)

Patients' further uncertainty is evident to the extent that, during

this comparing stage (part of the convincing process), the sample did

not isolate themselves from their health professionals as observed in

younger populations. As mentioned above this may be due to the

existence of and complicating factor of having other chronic illnesses.
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Most of the sample in the current study continued to take the

antihypertensive medication. They could be observed "comparing notes"

on how they felt, the names of their various antihypertensive medica–

tions, the effects – whether or not they thought the medications

worked, and at times to the point of suggesting that their regimen

might be superior to another's. This interaction was much like compa

ring cold remedies. The writer has even observed in other settings

patients offering some of their medication for hypertension to others

with hypertension who were dissatisfied with their treatment.

Testing

Patients attempt to discover their odds or the consequences for

following or not following prescribed treatment and/or recommendations

by a variety of strategies. One strategy is manipulation of the medi—

cal regimen. For example, one respondent stated that she didn't take

her medication everyday because she didn't like the way it made her

feel. She knew that this was all right because she had been doing this

for a while and her doctor still told her that the blood pressure was

O.K. (Likewise the blood pressure readings taken by this researcher

were within the guidelines recommended for the elderly by the National

High Blood Pressure Education Program's Statement on Hypertension and

the Elderly.) Testing helps to decrease uncertainty for the patient.

Testing of the medical regimen occurs either as a planned or

unplanned event. An important observation of this research was that

the majority of the testing in this group was unplanned, i.e., as the
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result of an unplanned event they learned something about their medical

regimen. For example, a person in a hurry forgot to take his medica–

tion. These unplanned tests may subsequently become planned. For

example, one respondent forgot to take her diuretic on one occasion and

learned that she didn't have to go to the bathroom as much while she

WaS Out. Subsequently she did not take her diuretic when going on

outings with the senior center. Another example of an unplanned test

occured on a holiday weekend. The respondent stated:

I didn't realize it was a holiday and the drug store

was closed. So what I did was cut down my medica–

tion so it could last to Monday. He [pharmacist ||

took my blood pressure when I went to get my medica–

tion. It was high because I had been going on half

ration. But the minute I went back to 3 times a day

- - -
The next day I went back my pressure was

almost normal.

Planned occasions for one respondent were coordinated with her

physician. She had a history of reactions to the antihypertensive

medications and periodically they must be discontinued for a period.

She was aware that her blood pressure rose quite high during these

periods and at times she had to be hospitalized in order to control it.

At the time of the interview she was off of medication. She and her

physician were trying acupuncture treatments during this interim

period.
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Concluding

Patients conclude that they have high blood pressure by a process

of summation of the results of testing events or by the comparing of

other events. For example, one respondent knew a man with uncontrolled

high blood pressure because of information given to her by a health

professional. She had just finished a conversation with him in her

office. He walked out into the hall, fell down and died. That

incident convinced her that taking medication was important and if they

said that she was hypertensive, then that could happen to her also.

Another patient concluded that she had hypertension and it was

important after a visit to her eye doctor. He told her there was

pressure behind her eye. She states, "then when I went to my doctor,

my pressure was up. He asked me what happened, but he already knew

because my eye doctor had sent him a report. This upset me —- Oh, to

lose your sight." A third patient concluded that she was hypertensive

but part of the medical regimen was useless. She stated,

my pressure isn't going to change much as long as I

have a11 these other things to contend with. Pills

won't help. I have adjusted my diet though. I used

to eat a gallon of ice cream a week and a big bottle

of soda every day. I don't do that now.

Some patients may not be completely convinced regarding their

status as patient of the need for a medical regimen but will yield to
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the expertise of the physician. Thus one man said, "Whatever the

doctor says I'll do. If you are not going to follow the doctor's

advice, why go?"

Control Of Disease

As the convincing process concludes and patient testing ceases or

stabilizes, control of the disease becomes the primary focus of both

the patient and health care professional. In this writer's experience,

this is the time when physicians stop manipulating medication dosages

because they have been satisfied with a stable range of blood pressure

measurements over a period of time. They will gradually schedule

visits further apart; allowing for medication refills at the local

pharmacies in between visits. Patients generally interpret this period

as "they are doing good" since the doctor does not need to see them as

frequently. As one patient said, "being healthy is . . . not having to

see the doctor as often."

Several patients in this study reached this stage as determined by

their reports and the blood pressure measurements taken by this

reasearcher (see Appendix A). When comments like: "I see her once

every two months, now," or "I don't have to go as regularly as I used

to," or "I see him about every six months."

The primary method used to monitor control of high blood pressure

by health professionals is blood pressure measurements. As noted

above, once the patient reaches the control of disease stage, he sees
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the health care professional less frequently. The health professional

at this point is relying upon having successfully completed a

convincing period to keep the patient following the medical regimen.

The only way that the health care professional can know for sure

whether or not the blood pressure is being controlled is by obtaining

blood pressure readings.

Although reports in the literature suggest a benefit from home

blood measurements for compliance (Laughlin et al., 1979; Moore & Flynn,

1984), they were not used by this population. Coin operated or

free blood pressure machine were not available within this community,

and patients were not trained in the technique of how to take blood

pressure. Only one person noted that she had a blood pressure cuff.

This researcher, however, provided a means of weekly blood pressure

measurements for the sample and other members of the senior center.

Participants were given a 3x5 card with the date, position that

patient was in during the blood pressure measurement (seated or

standing), arm on which the blood pressure reading was taken (right or

left) and the blood pressure reading. Participants brought the cards

with them each week. This provided them with a method of monitoring

their blood pressure. Over the course of the study, many patients

reported the use of these blood pressure readings by other health

professionals. For example, one woman noted that the pharmacist would

not refill her antihypertensive medication unless she had a recent

blood pressure measurement. Her pharmacist accepted the readings
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obtained by the researcher, when the respondent showed him her card.

Although some patients were aware of home remedies to help control

blood pressure, few admitted to taking them. Among the remedies

mentioned were listed garlic or garlic teas, eggs, epsom salts, eggs

and vinegar. According to Conte (1979), there are some diuretic

properties in garlic. He described this situation:

A woman had attended the clinic, was diagnosed as having

hypertension and placed on a diuretic (medication which

encourages the loss of excess body fluid). Upon return to

the clinic the decrease in blood pressure was initially

attributed to the diuretics. During the conversation, it

was learned that the woman had not taken her pills.

However, she had been drinking what she called garlic

º"tea." Upon further research, the pharmacist learned that

garlic did have some diuretic properties.

In addition to the medication they were taking, patients

controlled illness in general by diet and exercise. As noted earlier,

one patient used the presence or absence of swelling in her foot to

judge her wellness in terms of her salt intake and the effectiveness of

the medical regimen. Salt was frequently mentioned as something to

avoid. Other statements about ways to keep healthy included, "I eat a

balanced meal every day," or "I had a salad this evening because we

had lunch today and I had breakfast," or "I try to eat the best that I
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can," or "If I don't move around, I get stiff. In the summer, I ride

my bicycle."

The other control for health and illness was related to their

definitions of health as related to one's ability to perform daily

activities. One respondent said, "activity keeps me healthy."

Normalization

Normalizing, or getting back to normal routine, is another manifesta

tion of control of disease. Since hypertension is a disease that is

invisible to patients, hypertensives do not have difficulty normalizing

unless they suffer damage to major organis like the heart, kidneys,

brain or eyes. Some of them, however, manage to normalize even after

massive damage:

Mrs. S. is a tall, 1arge boned woman who several years ago had a

stroke which paralyzed her left side. She has regained the use of her

left side. The only evidence of the stroke is a slightly jerky or

uneven gait which one might attribute to a hip or knee injury. She

explained that following the stroke, she could not use her left side.

During that time she was 1 iving in a mid-western state and had no

choice but to do her chores. She would stretch the clothesline just a

bit higher than her height so that she was required to reach. She

would first place an item of clothing on the line with her right hand.

Next, she would pull her left hand up and place it on top of the

clothes to hold it in place while she attached a clothespin. She said
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that she always put the bucket of wet clothes on the ground so that she

would have to bend. She attributes this up and down movement and

stretching to her successful recovery. Her voice and facial expression

recorded her pride in that accomplishment.

Not all respondents reported that the health care professional told

them their blood pressure readings. In those cases where they had been

told, few remembered the numbers. The written record was beneficial as

demonstrated by: 1) patients who did not remember their last blood

pressure reading at the time of the interview wanted to show this inves—

tigator the card and 2) patients reported the use of the readings from

the card by other health care professionals. Perhaps the most important

benefit is that the respondents used the cards to monitor their blood

pressure, i.e., the signs of hypertension was made visible for them.

Patients preferred knowing their actual blood pressure readings rather

thanstatements by health professional such as, "it's [blood pressure

reading] O.K." One respondent said, "I like to play with the numbers. I

bet on myself. If someone told me 120/80 was normal, I'd like to be

120/60. It'11 make me feel good." Another observed, "HBP control is

1ike the weight game – once a person loses weight they have to continue

to monitor that weight, perhaps diet from time to time in order to main

tain the weight loss."
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Summary

In this chapter the theory of managing invisible disease that was

developed in Chapter III was applied to hypertension. Experiences of a

group of elderly black hypertensives were used to show that individuals

embark on a patient career beginning the first time one is labeled as

having an elevated blood pressure by a health professional. While

encountering the activities of the prepatient (labeling and

socialization) and patient phases (confirming of diagnosis, assignment

of medical regimen, monitoring and socialization) of the patient

career, one reaches the point that one not only defines the self as

hypertensive but then, convinced, follows through to integrate the

medical regimen into one's life. The activities of the patient career

assist the individual pass through the processes of 1egitimation,

convincing and control of disease. Dimensions of these processes

include paying attention, comparing, testing and concluding. Health

care professionals also pass through the process of legitimation,

convincing and disease control. The interaction between patient and

health care professional can influence the 1ength of time each spends

in each process.
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CHAPTER W

SUMMARY AND CONCLUSIONS

Hypertension represents a chronic illness that affects a11 age

groups. This study focused on hypertension in an elderly black popula–

tion because the problem is especially severe among black Americans and

because of the high prevalence of this condition in the older age

groups (Veterans Cooperative Study Group on Antihypertensive Agents

1979; Kannel & Gordon, 1975; Dyer et al., 1977; & Heyman et al., 1971).

Although hypertension has existed for many years, additional knowledge

regarding the consequences if it is not treated or treated uneffective—

1y have become apparent.

As the number of studies on hypertension and its control

increased, the issue of patient compliance has become evident. Non

compliance with medical regimens is not unique to hypertension. Hyper

tension, however, presents a specific challenge. Unlike other diseases

where patient non-compliance has surfaced, hypertension has no symptoms

to serve as reminders to the patient to resume treatment or to bring

the patient back to health care professionals. Also, unlike infectious

diseases such as tuberculosis, health professionals have no significant
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reason to force patients into treatment. Hypertensive patients usually

feel fine. Consequently, hypertension may go undetected for many

years. Diagnosed hypertensives who subsequently drop-out of treatment,

may continue undetected for many years before another health

professional identifies the condition (Patients Ask Why Treat A Disease

That Doesn't Hurt?, 1973).

Chapter II outlined the major hypertension studies which have

contributed to the current knowledge of detection, diagnosis and

treatment of hypertension. Prior to the findings of the Framingham

study (Dawber, 1980, Kannel et al., 1979), hypertension was known as a

condition but was not aggressively treated unless blood pressure 1evels

were higher than 160/95). This approach was based upon a lack of

success with the available treatments for extended periods of time.

The 10w sodium diet therapy, rest and relaxation therapy or tranquili

zer therapy were not well tolerated by patients. Surgical intervention

(sympathectomy) was reserved for extremely high cases of blood pressure

known as malignant hypertension (Freis & Kolata, 1979). When these

treatments were ceased, blood pressure once again rose.

The 1950's brought significant improvement with the introduction

of antihypertensive medications. Studies of the effectiveness of these

medications demonstrated that hypertension could be controlled for long

periods of time with corresponding reductions in the associated

mortality and morbidity (Freis, 1979, Veterans Cooperative Study Group

on Antihypertensive Agents, 1967; 1970).
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The Framingham study demonstrated the effect of untreated

hypertension and other factors (such as smoking, obesity and diet) on

cardiovascular disease (Kannel et al., 1973). Other studies noted the

incidence of elevated blood pressure among various segments of the

American population, especially, the high prevalence in the black

community (Stamler et al., 1976, Heyman et al., 1971).

In 1972, the National High Blood Pressure Education Program was

established. Its goal was to decrease the consequences of untreated

hypertension by increasing the awareness of hypertension and its conse

quences among patients, health professionals and the public. With the

aid of federal funding, hypertension detection and referral programs

were instituted aroung the country. From this national effort, other

minority populations other than blacks have also been shown to have a

high prevalence of hypertension with elevated blood pressure (Leonard,

Igra and Hawthorne, 1981). Another consequence of this program has

been the identification of many persons as having hypertension who

might otherwise not have been identified.

As increased numbers of Americans were being referred for treat

ment of hypertension, the drop-out rate, i.e., the number of patients

who start treatment but fail to continue following the medical regimen,

became noticeable. Studies on compliance began to increase. The early

studies attempted to associate compliance or non-compliance with

demographic variables such as age, sex, race or ethnicity, socioecono

mic level and/or education. The findings of these studies varied in (?

■ º
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consistency; however, individuals of the low socioeconomic levels were

identified as more likely to have poorer health and more likely not to

comply when compared to patients of higher socioeconomic levels (Keil

et al., 1977). Next studies attempted to find ways to intervene to

promote compliance. Efforts were aimed at identification of barriers

to Care. The theory was that removal of these barriers would promote

attendance and compliance with the medical regimen. These studies

examined appointment keeping, waiting times, and the use of appointment

reminding techniques.

Studies which have been reported in the 1iterature examine models

of health care delivery and patient—therapist interaction as a method

of modifying compliance (Bloom, 1978; Finnerty, Shaw & Himmelsbach,

1973); the influence of drug side-effects (Hulka, 1979; Saunders &

Kong, 1980; Foster, et al., 1978; Blackwell, 1979); use of primary

health care professionals other than physicians (Nessman et al., 1980),

or special training of physicians to improve compliance with medical

regimen (Inui, et al., 1976).

Patient knowledge of disease and health beliefs have also been

studied for their ability to predict compliance. One study showed that

an increase in knowledge alone does not predict compliance (Tagliacozzo

and Ima, 1970). Other factors were found to influence compliance, these

including "patients' attitudes toward illness and medical care and the

social conditions which facilitate or hinder the pursuit of prolonged

supervised care" (Tagliacozzo and Ima, p. 768). Methods of altering

■ º
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compliance using education and behavioral approaches have been studied

(Green, 1979; Mazzuca, 1982; Sackett et al., 1975; Becker et al., 1979).

Attempts to combine the findings that numerous factors influence

compliance led to the application of and/or development of theories to

explain and predict compliance. Among those models was the health

belief model developed by Becker (1976), which postulates that a

person's willingness to comply with a medical regimen is contingent upon

a number of variables (i.e., motivation, value of the illness threat

and probability of success of the medical regimen). These factors can

be influenced by age, cost or side-effects of the medical regimen,

satisfaction and/or interaction with the health care professional,

prior experience with illness and medical regimens and social pressure.

Another model which attempts to predict compliance is based on

Lewin's field theory and postulates that compliance occurs as a result

of the motivation set up by the environment. This theory supports the

studies of the effect of social support. Social support for following

the medical regimen (e.g., encouragement) provides motivation to follow

the regimen. A third model suggests that the degree of compliance

results as a by-product of the problem-solving which occurs as the

individual learns how to 1 ive with the medical regimen (Strauss, 1975).

In summary, although each model has an ability to explain some

aspects of the phenomenon of compliance with medical regimen, none of

the models is able to consistently explain compliance from one illness

to another. For example, the health belief model explains compliance

-
*

(7.

■ º
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with preventive health problems but has some difficulty with hyperten– ”,

sion, which is a long term chronic problem. Strauss' models describes

situations with illnesses that leave residual disability (arthritis Kºº

or emphysema), have costly regimens (cancer), or terminal illnesses ■
-

(cancer and renal failure), but application of the model to

hypertension resulted in numerous exceptions. The social support

models are able to explain compliance where there are identifiable

social support mechanisms in place but fall short when social support

conditions are not evident.

*-

On the basis of the 1iterature review and this researcher's º

experiences with hypertension, a theory of managing invisible disease -

was developed in Chapter III. It appears that for all illnesses the (1.

presence or absence of signs and symptoms provide the basis for action º,

by both patients and health care professionals. Thus, one could predict a

which illnesses are likely to have compliance problems on the basis of VI.

visibility of signs and symptoms and by whom the signs and symptoms Y

are most and 1east visible. For example, in illnesses which are highly sº
visible to both the health care professionals and patients (e.g., .

measles, mumps, broken bones, some venereal diseases and pregnancy º
*

after "certain point") one would expect a higher degree of compliance. ''.
T

º

If the illness were highly visible to the patient and not to the º
health care professional, (e.g., back pains, abdominal pain and

myasthenia gravis), one would expect high patient compliance once the sº
medical regimen had been established. The patient would probably have º

º
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a problem convincing the health care professional that illness existed.

In cases where the illness is highly visible to the health care

professional and not to the patient, (e.g., hypertension,

tuberculosis), one would expect a lower degree of patient compliance

and an increase in attempts at convincing by the health care

professional. The theory of managing invisible disease that is pro

posed here is limited by an inability to direct the health professional

to utilize a specific intervention to promote compliance. The theory

does suggest, however, that increasing the visibility of the signs and

symptoms would lead to an increase in compliance. Thus, in this study

of elderly patients, this investigator found a reported increase in

compliance by patients who had their blood pressures taken weekly and

who were given a written record of the blood pressure readings. The

individuals who reported less compliance also had higher blood pressure

readings and were more 1ikely to miss the weekly blood pressure

measurements. These observations suggest that the taking and recording

of blood pressure readings on a regular basis can make the sign of

blood pressure more visible for the patient.

Other findings from this study, as presented in Chapter 4, suggest

that the structural conditions surrounding the interaction between the

hypertensive person and health care professional form a patient career.

As a result of the patient career activities, individuals evolve from

prepatient to patient status via the stages of screening (pre-patient

stage) and the patient stages –- confirming the diagnosis, assignment
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of the medical regimen, monitoring and socialization. The identifica

tion of the patient career clarifies the involvement of the health

professional in the disease trajectory. As patients and health care

professionals interact in order to manage the illness, both engage in a

set of processes (1egitimation, convincing and control of disease)

which reflect the information available to each of them, their respec

tive associated symbols and meanings, their subsequent definitions of

the situation and the resulting health related behavior of each.

Knowledge of the information available to both patients and health

professionals, their definitions of the situation and health related

behaviors can be used to determine in which process the person is

engaged. This information could be useful to health professionals and

patients wishing to develop strategies to promote a faster progression

through the processes of managing the disease or to promote some

desired course of action.

On the basis of the literature review, the proposed theory of

invisible disease and study reported here the following conclusions may

be drawn:

1) Compliance and non-compliance with a medical regimen are influenced

by the degree of visibility to the patient of the signs and symptoms of

the illness. Generally, the more visible the signs and symptoms, the

greater 1ikelihood of compliance with the medical regimen.

2) The degree of compliance or non-compliance with medical regimens
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is influenced by the patient's definition of health and illness.

If illness is defined as interference with daily activities, then

only signs and symptoms which are severe enough to limit activity

will be defined as illness.

3) The degree of compliance or non-compliance with medical regimens

is influenced by the interactions between patients and health care

professionals. Through the symbolic meanings which evolve during

these interactions, the health care professional must continue to

define the person as patient. If the health care professional

fails to continue to define the person as patient, compliance with

medical regimen will decrease. In addition, the symbolic meanings

must allow the patient to continue to define self as patient or

compliance with the medical regimen will decrease.

These conclusions need additional study with different populations

and illnesses. However, they provide a basis for action by health care

professionals who desire to identify individuals with a potential for

low compliance with medical regimens. Rather than looking for specific

characteristics of a patient type, health care professionals can begin

by looking at the characteristics of the illness.

The first step is to explore the degree of visibility of signs and

symptoms of the illness. Next, one must determine who has the greater

visibility — that of the patient or the health care professional, or

whether the visibility is equal for both. I11nesses that have signs
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and symptoms which are equally visible to both patient and health care

professional or which are more visible to the patient tend to have

greater compliance by the patient with the medical regimen. FOr

illnesses whose signs and symptoms are less visible to patients, health

care professionals may want to find ways to increase the visibility of

the signs and symptoms of the illnesses. For example, showing patients

x-rays, giving patients the results of tests and explaining the signi—

ficance or providing patients with a means of self-monitoring the signs

and symptoms such as blood pressure measurements in the case of hyper

tension.

The health care professional also needs to determine the patient's

definition of health and illness. Patients seldom define health and

illness in the terms used by health care professionals. Patients who

define themselves as well will be less likely to follow the medical

regimen. In those cases, health professionals will be aware of that

potential and can encourage the patient to comply even though he

defines himself as well. Health care professionals may develop

specific strategies for dealing with such patients.

Finally, health care professionals must maintain awareness of the

influence of the ongoing interaction with their patients. The symbolic

meanings of the interactions must confirm the health professional's

definition of the situation. Thus, the health professional cannot tell

the patient that the illness is serious, yet conduct other aspects of

the interaction as though the illness was not serious. The words
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selected by the health care professional should indicate clear rather

than vague meanings. For example, with hypertension, telling a patient

that his blood pressure reading is 130/80 mm Hg provides a definite

meaning – but only if the patient also understands how this compares

with normal blood pressures readings. Telling a patient that his blood

pressure reading is "O.K.". has a vague meaning.

In addition, one significance of the findings of this study is

that the theoretical framework provides a broader base for studying

interactions between health care professionals and hypertensive

patients. Besides the general importance of the factors discussed

above, the notion of a hypertensive patient career and processes for

managing hypertension allow the health profeional to pinpoint the

patient's stage in the career trajectory and his position in the

process of managing the illness – hypertension. Specific strategies to

assist the individual patient, can then be developed.

The results of this study and the proposed theory for

understanding compliance or non-compliance with medical regimens

demonstrate the complexing of resolving the problem of the identifica

tion of patients who are most 1jkely to be non-compliant with a speci

fic medical regimen. Use of the theory developed here will require

increased interaction between patient and health care professional in

order to obtain the information about each other's definition of the

situation, while drawing attention to the evolving symbols and meanings

occurring during the patient—provider interactions in order to ensure º
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intended meanings. Health care professionals who are already feeling

overburdened will not welcome the suggestion of spending additional

time before obtaining an answer to the question of potential patient

non-compliance with the medical regimen. For those health profession

als, an analysis of the visibility of signs and symptoms should serve

as a brief somewhat superficial guide to illnesses for which one might

anticipate the potential for a greater incidence of patient non

compliance to the medical regimen. On the other hand, health care

professionals with the inclination can delve further with the patient,

1earning more about the patient's perspective in order to effect a more

successful disease trajectory. This investigator hopes that the provi–

sion of an alternative model for understanding patient non-compliance

with medical regimens will be useful to some health care professionals

who have found existing models unsatisfactory. Although this model

also does not answer all of the questions, it proposes a framework for

exploring non-compliance with medical regimen from a different perspec

tive. It also can accommodate differences in patients which result

from factors such as age, sex, ethnic or cultural orientation and

religious preferences because all of these find their place in the

understanding of the patient's or health professional's respective

definitions of the situation.
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APPENDIX A

I. Methodology

Theoretical Framework of the Study

The symbolic interactionist framework was used for the study as

the goal was to further understand the significant symbols and contexts

influencing the sample population's decisions to follow or not to

follow a medical regimen.

In this perspective, action is understood in terms of symbols and

their meanings within a social setting. According to Mead (1964),

language (words) represents a major source of significant symbols,

especially when combined with the vocal gesture (e.g., tone of voice,

intonation) (p. 35, 38).

Through the process of interaction and interpretation of meaning,

individual's "define the situation" and act accordingly. Through the

process of thinking, the individual is able to take "the attitude of

others", talk "to other people," and then reply "in their language" (p.

34). This ability to take the view of the "generalized other" allows

**, *
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the individual to think of himself as object, i.e., as others see him.

It is through the "process of social experience and activity" that the

self develops (p. 200). Hence when one is labeled as a patient,

development of seeing the self as patient would involve taking the

attitude of others (physicians) as well as considering the attitudes of

others within the social context (family/peers), together with the

activity in the social worlds. If one is viewed as a patient only

within one social context, i.e., the health care arena, and not in any

other arena, the patient's self may adopt the action required by that

individual of the situation. Hence, he may see himself as patient when

in the medical arena but not when elsewhere; or he may adopt a

"generalized other" view, adopting sick actions in all arenas. In

either case the actions of others would then further define the situa

tion and shape the resulting interaction.

Treatment of the Data

General demographic data were tallied and organized into tables.

In 1979, a statewide survey to determine the incidence of hypertension

as well as the awareness of hypertension by Californians was conducted.

Responses by members of the black elderly sample reported in this

study, to selected questions from the recent California statewide

survey, were compared to the responses of the elderly subjects in the

statewide survey group. This data have also been compiled and

organized into table. A discussion of the comparison is presented

later in this appendix.

7- )
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Comments, answers to other questions and data from 12 months of

participant observation and 17 of the indepth interviews have been

analyzed using a qualitative method known as grounded theory. As

described by Glaser and Strauss (1969), the grounded theory approach is

a comparative analysis process in which hypotheses are derived

inductively from the data instead of apriori (deductively) from the

researcher. This grounded theory approach allows the researcher to

begin collection with a partial framework. As data is collected,

categories and properties emerge. Through the process of repeated

comparisons which first maximize similarities and then maximize

differences, a theory emerges. The focus is on generating theories

which fit the substantive areas rather than verification of theory.

The present analysis used the core variable of "visibility". The

degree of visibility of disease (i.e., signs and symptoms) is postu

1ated as a central issue of compliance with medical regimens. It

explains the variance in compliance with the medical regimen observed

when comparing various illnesses.

A comparison of the range of possible patient views of the visibi—

1ity of signs and symptoms of disease with the possible views of visi–

bility held by of health professionals led to four theoretical catego–

ries or situations in which patients and providers may view the degree

of visibility of disease signs and symptoms: 1) when both the patient

and health professional can agree that the signs and symptoms are

highly visible; 2) and 3) when the signs and symptoms may be highly

1.65



visible to one and not to the other (e.g., visible to the patient but

not to the health professional or vise versa); and 4) when the signs

and symptoms are not visible to either the patient or the health

professional.

Next, using literature accounts of chronic illnesses, a comparison

of these conditions by the four categories identified above was

conducted. Diseases and conditions were compared for similarities and

differences. It was found that the more visible the signs and

symptoms, the more positive the diagnosis. The less visible the signs

and symptoms, the more tentative the diagnosis. The same holds true

with the medical regimen. The more visible the signs and symptoms of

disease, the greater the degree of compliance with the medical regimen.

The illness under study (hypertension) was compared with highly

visible diseases or conditions such as physical disabilities

(paralysis, blindness, arthritis) and low visibility conditions such as

communicable diseases (tuberculosis, venereal diseases), cancer, heart

disease, and deafness. Through the analysis, it became evident that

whether the signs and symptoms were visible to the 1ay person only, to

the health professional only, or to both lay person and the health

professional made a difference in the events of the illness trajectory.

The categories of legitimation, convincing and control of disease

emerged.
-

-

166



Description of the Procedures

Subjects were selected on the basis of having been told by a

doctor that they had hypertension and their willingness to be

interviewed and to have blood pressure measurements taken when they

attended the senior center. The interviews and observations at the

senior center occured between October, 1980 and October, 1981. Most

interviews were audio tape recorded.

Interviews were conducted at the subject's convenience in the

privacy of his home. Subjects were asked to sign a consent form for

the interview and a consent form for blood pressure measurements (see

end of this Appendix). Initially the subjects were asked to give the

name of a significant other whom the interviewer could later interview

regarding their knowledge of hypertension and any assistance provided

to the subject related to hypertension management. This aspect of the

study was later discontinued because few of the elderly could identify

a person with whom they felt they interacted around the management of

their regimen. Those who did provide a name were hesitant about this

aspect of the study or had developed a relationship because of another

illness, e.g., diabetes.

The researcher attended the center once a week and took blood

pressures of any older person who wanted it taken and the blood

pressures of the subjects in the study who were in attendance. A11

persons who had their blood pressure taken were given a written record

Cº."
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indicating the date, arm in which the pressure was measured, position

of the person the size of the blood pressure cuff used and the blood

pressure reading.

Blood Pressure Measurement Procedure

The steps used for taking all blood pressure measurements are

listed at the end of this appendix. The first (start of sounds) and

fifth (absence of sounds) phases of Korotkoff sounds were used in

determining the blood pressures in accordance with recommendations of

the 1980 Report of the Joint National Committee on Detection, Evalua

tion, and Treatment of High Blood Pressure. Mean systolic and

diastolic blood pressures for this sample are presented in Table 7 at

the end of this appendix.

Research Instrumentation

The instrument used for the interviews consisted of a seventy

question open-ended interview schedule administered by this author. It

was originally planned that the interview would take approximately one

hour, and the subjects consented to one hour interviews. However, once

the interview began and a comfortable relationship was established, the

respondents became involved in the process and volunteered considerably

more information than was required. As a result the interviews

averaged two and one-half hours.

In order to compare this sample with a larger population of

hypertensives, twenty-three questions (see interview schedule at end of
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this Appendix) from the Statewide Household Survey of the California

Hypertension Control Program Impact Study were incorporated into the

interview instrument. The statewide survey was part of a contract from

the National Heart, Lung, and Blood Institute of the National Insti—

tutes of Health to the California Department of Health Services.

According to the literature, behavior related to health and

medical regimens has been explained on the basis of knowledge, health

beliefs and influence of social support systems, and the impact of the

treatment regimen on the individual's lifestyle. Since this researcher

hypothesized that interactions between the individual, his "self" and

others in the interactional context would influence the behavior

towards the medical regimen, the questions were designed to collect

data about the individual's knowledge about his health in general and

hypertension, his perception of his health status and health behavior

compared to others, and descriptions of experiences with health and

illness. Combined with participant observation, the interview

questions were intended to help identify important symbols and symbolic

meanings which influence decision making related to the medical

regimen.

II. Description of Study Sample

The Community

Because of the sample size and uniqueness of the geographical

- 4
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area, the name of the community described in this study has been

changed in order to protect the identities of the individuals and

agency which assisted the researcher.

Background

The RB community of a neighborhood of the city of Park Town

1ocated in the suburb of a 1arge west coast city. The racial character

of the community began to change around the 1950's. Spoken history

indicates that real estate developers employing "block-busting"

techniques successfully motivating whites to sell their homes and leave

the area or face further decline of property values and morality. By

1960, the community was 99 percent black.

Sources of Health Care. A physically isolated, 1argely

residential, predominately black community, RB has few resources

located within its geographical boundaries. There are no physicians

with offices in the RB neighborhood. Consequently all medical services

are received at a neighborhood health clinic in a neighboring

community, a prepaid health program or county health facility located

approximately 14 miles away, or at a major university and teaching

hospital about 8 miles away. In addition, private physician services

are available from physicians in these same and other neighboring

town S.

Setting and Sample Population

The senior center in which the sample population was developed is

a subcenter of the RB Community Center which provides an aggregation
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point for all ages. It is a place where residents come to attend

classes, receive services, attend meetings, eat, engage in sports

events, be entertained and conduct networking activities which promote

a sense of togetherness and community. For example, the center houses

a child development center, annual cardiopulmonary and first aid

courses, regular meetings of a local homeowners association and teenage

society; and offices of a food stamp program, renter's assistance

program, crime prevention unit, para-legal service and local cross

unit. It also sponsors special activities and celebrations.

Programs and services provided by the senior center include hot

1unch nutrition program, a nutrition club and mini shopping service for

fruits, vegetables and eggs, a job referral service for retired

workers, an information and referral program to inform seniors of

available community services, a transportation service, homebound

visitor service, para-legal service and a senior club which provides

classes, speakers, trips and other entertainment. The center seeks to

provide a comfortable place for the seniors to attend and which

supports a sense of pride and dignity. Both the community center and

senior center produce monthly newsletters which serve to keep its

membership informed of activities, services, important dates and

events, and other information which might improve the quality of life.

Sample Population

The subjects in this sample are all residents of the RB community
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who regularily attend the senior center. They were selected on a

voluntary basis and agreed to participate after the methodology and

expectations were explained.

The median age of the sample was 68 years for males and 71 years

for females (Table 1). The study included 13 females and 4 males.

Eleven (65%) of the 17 persons in the sample were between the ages of

67 and 72 (Table 2). Thus the sample resembles national statistics

which show a high prevalence of hypertension among older adults.

Table 1 – Mean and Median Age of Elderly Persons Interviewed by Sex

Age Range Mean Age Median Age

Males 66–69 68 68

Females 57–76 68 71
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Table 2 – Elderly Persons Interviewed by Sex and Age

Age

55–57

58–60

61–63

64–66

67–69

70–72

73–75

76 +

Number Percent

Interviewed Total

2 12%

1 6%

O O

1 6%

5 29%

6 35%

1 6%

1 6%

17 Toogº

SEX
Male Female

O 2

O 1

O O

1 O

3 2

O 6

O 1

O 1

+ ---

Nine members of the group lived alone, six lived with a spouse and

two lived with a relative (Table 3). The sample is almost equally

divided between those who live alone and those who live with someone.

Table 3 – Living Situations of Interviewed Seniors by Sex

Male

Female

Total

Total Spouse Relative Alone

4 3 1

13 3 8

17 6 9

* brother and nephew
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An analysis of Table 4 shows that over 50 percent (8) of the

subjects have household incomes between $5,000 and $10,000. Of that

number 50 percent (4) live with a spouse, thus reducing the per-capita

income to approximately $4,500 per year. The sample population can be

classified as low income based upon this data. According to the census

data for RB's census tract, 44 percent of the population has a

household income of less than $5,00 per annum. Forth–six percent of

Table 4 – Household Income Levels by Living Situation

Spouse Relative Alone

$ 3,000 – 3,999
-

1 (brother) 1

$ 4,000 — 4,999
-

1 (nephew) 1

$ 5,000 — 5,999
- -

1

$ 6,000 – 6,999
- -

1

$ 7,000 – 7,999
- -

1

$ 8,000 – 8,999 4
- -

$ 9,000 – 9,999
- -

1

$11,000 – 11,999 1
-

1

$12,000 – 14,999 1
-

1%

$15,000 – 19,000
- -

1%

Total Te■ -- To

* full-time employment

the residents in that census tract have incomes between $5,000 and
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$10,000 per year. Although the sample population is older, it fairs

better than the average resident of the community in terms of household

income.

The economic stability of the sample population is further

demonstrated by their living situation. Seventy-six percent (13) of

the respondents own their homes whether they lived alone or not (Table

5). This constitutes a rather unique group because the census tract

data indicated little individual housing and home ownership in that

a Tea .

Table 5

Living Situation Compared to Type of Dwelling
Occupied by Interviewed Seniors

Low Income housing
Own home 3 Apartment % for Elderly %

Spouse 6 35%
- - -

Relative 2 12%
- - -

Alone 5 29% 2 12% 2 12%

Total 13 76% 2 12% 2 12%

In summary, the sample population is low income black elderly

residents who have lived in the community for a long time. A

significant portion of the population are stable with modest incomes

and considered solid citizens of their community.
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III. A Comparison to Other Californians

Background of the State of California Hypertension Program

The state of California began increasing efforts towards

coordination of high blood pressure control activities in 1973 by the

federally funded Regional Medical Program (Hypertension and related

Health Problems in California, 1982, p. 2). An outcome of that grant

was the publication of the California State Plan for High Blood

Pressure Control in 1976. The goal of the plan was: to control high

blood pressure (HBP) in order to lower the morbidity and mortality from

heart disease, stroke and kidney disease in the people of California

(California State Plan for High Blood Pressure Control, Executive

Summary, 1976, p. 3).

The state plan further outlined four strategies for accomplishing

this goal (p. 5). These were:

1. To increase consumer participation in HBP control.

2. To improve the planning system for BHP control.

3. To improve distribution of HBP services.

4. To improve the delivery of HBP services.

Since its formation, the California Hypertension Control Program

has funded a series of HBP control service projects and coordinating

projects throughout the state (Hypertension and related Health Problems

in California, 1982, pp. 5–8).
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In September, 1977, the National Heart, Lung and Blood Institute

made grants to four states (including California) for the purpose of

"Demonstrating the Impact of State–Wide Coordination of High Blood

Pressure Control in California" (Ware, 1977, p. 18). Included in this

study of coordination was a statewide household survey to determine the

"prevalence of hypertension, degree of awareness, and degree of

control" of hypertension among Californians (Leonard, Igra, Hawthorne,

1981, p. 255). It was felt that California's "heterogeneous population

provided an ideal setting for determining . . . the extent of

hypertension" (p. 255) among [three – black, Asian/Pacific Islander,

and Hispanic ] ethnic groups in addition to the white (non-Hispanic)

grOup. A representative sample of 8,353 adult Californians (118 years

of age), selected from 4,367 households, (yielding 3,594 white and

other, 1,708 Asian/Pacific Islanders, 1,404 blacks, and 1,647

Hispanics) was included in the survey (p. 255).

As was noted earlier, selected questions from this statewide

survey were included in the interviews of this study population. This

section describes the findings when responses of the two groups are

compared.

Findings

A total of 2,629 persons over 50 years of age were included in the

California Survey (Hypertension & Related Health Problems in

California, 1982, Table 3.1, p. 39). This sample consisted of blacks

(462), Asian/Pacific Islanders (627) and Hispanics (399) (Table 3.2, p. (".
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40). The study found the prevalence of hypertension in individuals

over 50 years at 46.8 percent (Table 4.3, p. 74). Elderly (59.9%) and

blacks (64.6%) were most likely to be taking prescribed medications for

hypertension (Table 6.3, p. 122). Of those persons who were taking

prescribed medications, 26 percent of the elderly and 21.8 percent of

the blacks indicated that they did something else for their

hypertension (e.g., diet changes, weight reduction, exercise, reduction

in alcoholic intake) (Table 6.3, p. 122).

Table 6 shows the comparison of responses between the two samples

on six questions related to knowledge of hypertension. Blacks in both

samples appear to be equally aware that hypertension leads to serious

illness (77.7% CA study sample vs 76.5% this study sample). Likewise,

compared to those over age 50 in the California sample, this population

was similarily well aware that HBP led to serious illness (79.0% in

this study vs 76.5% in the California sample). This study population

was more aware (100%) that there were way to lower blood pressure than

either those over 50 years (88.15) or blacks (86.2) in the California

survey population. Symptoms of BHP were believed to never occur in

only 29 percent of this study sample, compared to 23.5% of blacks and

35.1% of those over 50 in the statewide sample. Finally, this study

population was slightly more likely to believe that one could stop

treatment once the blood pressure was lowered (59%), than were either

the blacks (47.9%) or those over 50 years (54.6%) in the California

statewide study.
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Table
6-A

Comparison
ofCorrectResponses
toSixQuestions
byAgeandEthnicity

oftheCaliforniaStatewideSurveySampletothisStudySample

(1)(2)(3)(4)(5)(6)
DoesHBPLeadWhatdoyouWhendoes
aAretherewaysWhatwaysOnce
a
personget to

serious.
..

thinksomepersonfeeltolowerHBPhispressuredown

ofthesearethesigntonormalcanstop

treatment

AGE CALIFORNIASURVEYSAMPLE 50+79.O■72.7%35.1%88.1%83.4%54.6% STUDYSAMPLE Black 55+76.5%82.0%29.0%100%76.5%59.0% Ethnicity
§

StudySample Black76.5%82.0%29.0%100%87.5%59.0% CaliforniaStatewide White
&
Other81.5%76.2%34.8%91.7%87.5%56.5% Black77.7%66.5%23.5%86.2%80.5%47.9% Asian/PI67.6%56.8%20.7%72.0%66.0%42.1% Hispanic70.2%54.7%23.1%71.1%64.1%39.3% AdaptedfromTable5.2:Correctresponse

tosixquestions:
Byage,sex,race,incomeandeducation. Hypertension

andrelatedhealthproblems
in
California:Resultsfromthe1979CaliforniaHyperten sionSurvey,CaliforniaDepartment

ofHealthServices,August,1982,p.p.
98-105.
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WI. Consent Forms

A. UNIVERSITY OF CALIFORNIA, SAN FRANCISCO

1)

CONSENT TO BE A RESEARCH SUBJECT

Robinetta Wheeler, a doctoral candidate at the University of
California, San Francisco, is doing a study to learn what elderly
persons of various racial groups know about hypertension (high
blood pressure) as compared to the knowledge of hypertension by
younger age groups and to learn how elderly Black Americans manage
their hypertension, health, and daily activities as compared to
elderly of other racial groups. I have been invited to be in the
study.

If I agree to be in the study, the following will occur:

i. Robinetta Wheeler will take my blood pressure at the Belle
Haven Community Center during the regular activities of the
Senior Program at 1east once a week for at least 10 weeks.

ii. I will be interviewed by Robinetta Wheeler. The questions
will concern my understanding about hypertension (high blood
pressure), my health, and my daily activities. The interview
will take about one hour and will take place in my home. The
interview will be tape recorded.

iii. I will suggest the name of a friend or relative whom Robinetta
Wheeler may call for an interview. The questions to be asked
will concern hypertension (high blood pressure), and this
person's activities in assisting me in my daily activities,
health and hypertension. I will notify the friend or relative
that I have given Ms. Wheeler his/her name.

Participation in this study will not expose me to any added risk
or discomfort.

My responses will be known to Ms. Wheeler and her faculty
preceptors. My identity will be kept as confidential as legally
possible for any written or verbal reports of results.

There will be no benefit to me from participating in this study
except that I will be told my blood pressure readings immediately
after they are taken. The results of this study may assist in the
future treatment of hypertensive persons.
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5. I have talked to Robinetta Wheeler about this study and she has
answered my questions. If I have other questions I may call her
at (415) 666–1276 (UCSF) or (408) 629–0452 (home).

I have been offered a copy of this consent form and the
Experimental Subject's Bill of Rights to keep.

Participation in research is voluntary. I may refuse to
participate or may withdraw at any time without jeopardy. I just
have to say so.

DATE SUBJECT SIGNATURE

*-
$

~~
A.

º_\"
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UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
CONSENT FORM FOR BLOOD PRESSURE MEASUREMENT

I have given permission to Robinetta Wheeler, a doctoral candidate
of the University of California, San Francisco, to take my blood
pressure on each occasion that she is present at the Belle Haven
Senior Center and I am in attendance.

I understand that she will give me a card containing the blood
pressure reading obtained, the position, which arm was used and
the size of the blood pressure cuff used.

I also understand that she will notify me when my blood pressure
is elevated above 90 mm of Hg for the diastolic (bottom) number
and/or above 180 mm Hg for the systolic (top) number that I should
have my blood pressure rechecked at Drew Medical–Dental Center,
Inc., 21.11 University Avenue, East Palo Alto, California 94.303 or
notify my private physician when the elevations occur on two or
more occasions.

I have talked to Robinetta Wheeler about having my blood pressure
taken and she has answered my questions. If I have other
questions I may call her at (415) 666–1276 (UCSF) or (408) 629–
0452 (home).

Having my blood pressure taken is voluntary. I may refuse to have
it taken at any time without jeopardy. I just have to say so.

DATE SIGNATURE
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W. Interview Schedule

HYPERTENSION AND THE ELDERLY

SENIOR QUESTIONNAIRE

DATE

TIME

1. What is your date of birth?

2. What is your marital status? M S Sep. Other

3. What is the highest grade completed in school or college?

4. What degree or diploma was obtained?

5. How would you rate your present state of health?

Poor Fair Good Very Good Excellent

6. How do you think this compares to others your age?

Worse Same Better

7. Do you do anything special to keep healthy or things which you
think contribute to your health? (1ist)

8. How much time do you spend on these activities? (question #7).

9. How did you find out about these things? (question #7).

10. How do you arrange to get the materials needed to do these things
or how do you get to place etc. (question #7).

11. Are there times when you are unable to perform these activities?
(question #7). Explain.

12. Have you ever been told by a doctor that you have high blood
pressure?

13. (If "yes") How many years ago were you first told by a doctor
that you had high blood pressure?
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14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Have you seen a doctor about your blood pressure in the last six
months?

Has high blood pressure medicine ever been prescribed for you?

#. º º: long ago did you start taking medicine for highood pressure :

Are you now taking medicine for high blood pressure?

(If "no") How long ago did you last take medicine for high blood
pressure?

Why did you stop?

a. (Doctor's advice) – What were you told?

b. (No longer have BHP) – How do you know?

c. (No longer need medicine) — Why not?

What prescription medicine or pill are you taking?

How often do you take prescription 3

How long have you been taking prescription 2

Who suggested you take prescription Q

How helpful do you think prescription is?

Very helpful Moderately helpful A little helpful

Not helpful at all

Do you do or take anything else for your high blood pressure?
If yes, how helpful is it?

Think of some occasions when you have not taken your medicine or
followed the prescribed regimen. Describe the situation. (Probe
for as many examples as possible).

Has there ever been a time when you have not taken your medicine
or followed your prescribed regimen because of someone else?
Explain. (Probe for as many examples as have occurred).

When was the last time you had your blood pressure taken? Note
reading if known.
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29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

42.

43.

How often do you see your doctor about your high blood pressure?

When was the last time you saw your doctor? When is your next
visit schedule?

Last: Next:

Do you have any health complaints at this time? (1ist).

Look at this list of health problems. Please tell me if you have
ever been told by a doctor that you have any of these problems:

Items on card: Diabetes, heart trouble, arthritis or gout,
chronic bronchitis or emphysema, anemia, asthma or hav fever, a
peptic, stomach, or duodenal ulcer, hemorrhoids (piles), gall–
bladder trouble, kidney or bladder trouble, ulcerative colitis,
spastic colon, or mucous colitis, varicose veins, recurrent or
chronic enteristis, liver trouble, glaucoma, cataracts, hernia
(rupture), chronic skin problem, pleurisy, cancer, benign tumor,
growth, or cyst, epilepsy, thyroid disease.

What does being healthy mean to you?

What does being sick mean to you?

What activities do you enjoy? (List)

What things do you hve to do every day? (List)

Have you been unable to perform any of these due to your HBP or
other i11ness or circumstances? Explain.

How do you do your shopping, pay bills, etc. 7

What types of things must you aske others to assist you in doing?

Who do you usually ask for assistance?

How do you feel about asking this person to assit you?

What would you prefer to do rather than asking for assistance?
(ask if #41 indicates dislikes asking for assistance)

If person named in #40 is unavailable, what do you do?

Do you do anything in return for this person's assistance? (if
yes, what do you think would happen if you stopped doing this?)
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44.

45.

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

Now I would like to ask you about some of your thoughts on high
blood pressure.

Do you think high blood pressure 1eads to serious illness or
diseases, mild illnesses or diseases, or not other illnesses or
diseases?

What do you think some of these illnesses and diseases are?
(list)

As you understand it, when does a person feel the signs or
symptoms of high blood pressure?

As soon as he gets high blood pressure?

After he's had it for a short time?

Only after he's had it for a long time?

Or, would you say that symptoms are never felt?

Is it your impression that there are ways to lower blood
pressure?

What ways? (list all)

Once a person with high blood pressure gets his pressure down to
a normal level, would you say he can stop the treatment
altogether? or must he always continue to take treatment? or will
he need to take treatment only from time to time?

During the 1ast 12 months (since [CURRENT MONTH] of year) have
you heard or read anything about high blood pressure? describe.

Did your parents have high blood pressure? (grandparents,
siblings, etc.)

Did you think you would ever have high blood pressure? Probe
for reason thought would or would not have it.

Do you know many people with high blood pressure?

Is there anything that you do not understand about high blood
pressure?

Do you have few, several, or many close friends living near you?
How close? 5 miles, 10 miles, 20 miles, greater than 20 miles.

*a-
- *

186



56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

67.

68.

69.

Do you have few, several, or many relatives living near you? How
close? 5 miles, 10 miles, 20 miles, greater than 20 miles.

Think of a friend/relative who is important to you. How long
have you known each other?

How far away does this person live from you?

How often do you see, speak, or write to each other?

Have you discussed your blood pressure with him/her?

Has this person ever assisted you in following your blood pressure
regimen? Describe.

With whom do you prefer to spend your time? family/friends

Describe one occasion when you have been with family/friends have
really enjoyed yourself . . . have been very uncomfortable.

How do you think your friends/relatives (1isted in question #57–
63) would rate their health status?

Poor Fair Good Very Good Excellent

How do you think they rate in comparison to others their age?

Worse Same Better

Look at this card. Would you tell me which of the following
represents your family income during 1979?

less than $2,000 F. $6,000–$6,999 K. $11,000–$11,999
... $2,000–$2,999 G. $7,000–$7,999 L. $12,000–$14,999

$3,000–$3,999 H. $8,000–$8,999 M. $15,000–$19,999
. $4,000–$4,999 I. $9,000–$9,999 N. $20,000–$24,999

$5,000–$5,999 J. $10,000–$10,999 0. $25,000 and above
i
Before retirement (if person previously employed) which of the
sums on the card represents your income before taxes?

If you could live any way/where you wanted and could have anthing
you wanted, what changes, if any, would you make from how you're
1iving now?

Are there any things that you do for your health or high blood
pressure that I have not asked you about?
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70. Are there any comments that you would like to make about this
interview?

Thank you.

Time

* indicates question from household survey conducted by State of
California, Department of Health Services, Chronic Disease Control
Section, Hypertension Program Impact Study, 1979.
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VI. Blood Pressure Measurement Procedure and Findings

Steps for Measuring Blood Pressure

1. Have the person seated with the right arm resting on a table at
heart level.

2. If applicable, check the tightness of the garment sleeve. If
tight, ask the person to remove the garment.

3. Using correct size cuff, wrap the blood pressure cuff snugly (only
2 fingers can be placed between the arm and cuff) around the upper
arm. The cuff should be 1" above the ned in the arm.

4. Place the mercury column so that you can look straight at it.
(Note that mercury is at zero).

5. Palpate the radial pulse.

6. Close the valve on the blood pressure cuff bulb.

7. Pump the mercury up until you can no longer feel the radial pulse.

8. Note this number.

9. Open the bulb valve and allow the air to escape rapidly.

10. Wait at least 30 seconds.

11. Add 30 to the number noted in #8.

12. Palpate the brachial pulse.

13. Place the stethoscope earpieces in your ears.

14. Place the diaphram of bell of the stethoscope over the area where
you palpated the barchial pulse.

15. Close the bulb valve and pump the mercury up to the number
obtained in #11.

16. Open the bulb valve and allow the mercury to fall 2–3 mm of
mercury per heartbeat.

17. Note the number where you hear the first sound.

18. Continue to allow the mercury to drop at the rate of 2–3 mm of
mercury per heartbeat.
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19.

20.

21.

22.

23.

Note the number where the sounds muffle and the number where the
sounds stops.

Allow the mercury to continue to drop until 10 mm of mercury pass
the number where the sounds stopped.

Open the bulb valve and allow the air to escape rapidly.

Record the numbers obtained in #'s 17 and 19.

Wait at least 30 seconds before taking another measurement.
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Table 7 – Mean Systolic and Diastolic Blood Pressures

* Data unavailable

for Elderly Hypertensives

Mean Systolic
(1st KorotkoffSubject Total Number of

Number Blood Pressures

1%
-

2%
-

3 43

4 29

5 38

6 24

7 20

8 19

9 22

10 16

11 5

12 15

13 15

14 8

15 5

16 27

17 11

Sound)

129

129

143

163

141

161

142

122

150

152

138

146

158

132

177

Mean Diastolic
(5th Korotkoff

Sound)

85

83

76

89

82

103

93

69

98

78

76

79

74

81

96

º
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Statement on Hypertension
in the Elderly
Approved by the National High Blood Pressure
Education Program Coordinating Committee

w

Revised April 1980: This revision includes new data
from the Hypertension Detection and Follow-up Program.
The revised Statement supersedes the original document
approved in September 1979.

us. Dtrant MENT OF HEALTH AND HUMAN SERVICES
Public Health service National institutes of Heatth
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Statementon
Hypertension
in the Elderly
INTRODUCTION

Characteristically, systolic
blood pressure rises with age in
westernized industrialized socie
ties. Although common, iso
lated systolic elevations in per
sons over 65 should not be
considered normal since they
usually reflect a disease process,
atherosclerosis of the aorta.

Side effects and adherence are
given special consideration since
they can present additional prob
lems in managing hypertension in
older people.

PREVALENCE AND RISK

Approximately 40 percent of
white people and more than 50
percent of black people over 65
years of age have either isolated
systolic hypertension or systolic
diastolic hypertension.

There is scientific evidence
that increased morbidity and
mortality in people over 65.
years of age are associated with
elevations of the systolic blood
pressure alone (isolated systolic
hypertension) as well as with
systolic-diastolic elevations.
These two categories of hyper
tension are considered separate
ly throughout this statement.

Several questions are addressed
in this statement:

e How meaningful are indirect
blood pressure measurements
in the elderly?

• At what levels of blood pres
sure should treatment be
initiated and what hyper
tensive drugs should be used
for people over 65?

e Are there any side effects
specific to or more common
in elderly patients?

e What effect, if any, does
treatment have on longevity?

PREVALENCE OF HYPER
TENSION AMONG MEN AND
woMEN, BLACK AND WHITE,
AGE 65–74*

Black women 58.8%
Black men 50.1%

White women 42.3%
White men 35.3%

*Health and Nutrition Examina
tion Survey (HANES), 1971–
1974, published in Vital and
Health Statistics, Series 11,
Number 203, Blood Pressure
Levels of Persons 6-74 Years,
United States, 1971–1974, Na
tional Center for Health Statistics,
U.S. Department of Health, Educa
tion and Welfare, September 1977.

mº
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tia when it is due primarily to
vascular disease. However, there
is no evidence that early, appro
priate treatment of hypertension
can prevent senile dementia.

BENEFIT OF ANTIHYPER
TENSIVE THERAPY

Systolic-Diastolic Hypertension

The value of antihypertensive
therapy in reducing total mortal
ity has been demonstrated in pa
tients aged 30-69 years with
diastolic blood pressures greater
than 89 mm Hg. Although only
22 percent of patients included

Systolic-diastolic hypertension
is defined as systolic blood pres
sure > 160 mm Hg with a diastol
ic > 90 mm Hg. As in younger
persons, these elevations repre
sent primary hypertension in the
majority of cases.

Isolated systolic hypertension
is defined in this paper* as sys
tolic > 160 mm Hg with a dia
stolic • 90 mm Hg.

Data from the Framingham
Study indicate that hypertension,i. systolic or diastolic, is a
risk factor for cardiovascular
morbidity and mortality in older
persons as in younger Önes. Sys
tolic-diastolic hypertension (>160|
95 mm Hg) doubles the risk of
mortality in men and increases
this risk in women by two and
one-half times that for normo
tensive women.

Borderline systolic-diastolic
hypertension (140/90 to 160/95
mm Hg) increases the risk of
morbidity and mortality in men
by one and one-half times, and
doubles the risk in women.

Isolated systolic hypertension
>180 mm Hg increases the risk
of stroke and of death from cor

onary º: by two and onehalf times in persons aged 65-74
compared to people in the same
age group with systolic blood
pressures < 180 mm Hg.

Hypertension may also be an
etiologic factor in senile demen

*There is no universally accepted
definition of hypertension among
the elderly. This issue is among
many being considered by the
Joint National Committee on
Detection, Evaluation, and Man
agement of Hypertension which
is currently reviewing and up
dating its 1977 recommendations.

** Hypertension Detection and
Follow-up Program

in the relevant study ** were 60
69 years of age, the benefit to
those patients in terms of reduced
morbidity and mortality was as
positive as in younger patients.

Isolated Systolic Hypertension

No similar prospective double
blind trial has been carried out
to assess the value of treatment
in patients with isolated systolic
hypertension. Until this is done,
no definitive recommendation
can be made regarding levels of
isolated systolic blood pressure
at which treatment should be
initiated in elderly patients or
whether they should be treated
at all, despite epidemiologic data
that show increased risk. For
those cases in which the indi
vidual practitioner deems such
treatment appropriate, however,
guidance is offered.

DETECTION

Multiple blood pressure mea
surements should be made before
labeling any patient hypertensive
or deciding on treatment because
systolic blood pressure fluctuates
widely in elderly patients with
rigid, atherosclerotic aortas.

Blood pressures should be
measured in both sitting and
standing positions because sig
nificant orthostatic decrease in
blood pressure is sometimes en
countered in elderly patients.
Blood pressure determinations
should be made three times on
each of three separate days be
fore deciding on treatment. In
all persons with elevated readings,
patient education begins with the
initial blood pressure measurement.

In the case of systolic-diastolic
elevation, recommendations for
detection and confirmation are
the same as for younger persons,
as stated in the Joint National
Committee's report on “Detection,
Evaluation and Treatment of High
Blood Pressure.” For purposes of
community screening, patients
over 65 years of age with systolic
blood pressures > 160 on two sep
arate visits should be referred even
though the diastolic blood pressure
is *90 mm Hg.

Questions have been raised
about the accuracy of indirect
blood pressure measurements in
elderly persons because of sclero
tic changes in the arterial wall.
Until definitive studies are done,
use of indirect measurements with
a cuff of appropriate size should
continue as the basis for treatment
decisions. Available limited studies
indicate that indirect measurement
is misleading in only a small num
ber of elderly patients.
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EVALUATION

In elderly persons with either
systolic hypertension or well-es
tablished systolic-diastolic hyper
tension, the same case that is
made in younger patients can be
made for avoiding undue, exten
sive evaluation for secondary
causes. An extensive work-up is
indicated in the elderly if there
has been abrupt exacerbation of
stable hypertension indicating
that a secondary factor, such as
renovascular disease, has been
superimposed upon primary hy
pertension.

If diastolic hypertension ap
pears de novo after age 55, or
if the hypertension proves resis
tant to a good medical regimen,
secondary causes should be in
vestigated. Malignant hyperten
sion in patients older than 65 is
almost always secondary, usually
to renovascular disease. It should
be recognized that medical treat
ment may be preferred in man
aging some elderly patients with
secondary hypertension, especial
ly renovascular hypertension.

DRUG THERAPY

General Considerations

Most elderly patients can be
treated with a minimum of side
e■■ ects if proper precautions are
taken in the choice of drugs, and
dosage is increased very gradually
over a period of weeks rather than
days. The low blood volume and
reduction in baroreceptor reflex
activity frequently found in peo
ple over 65 may serve to increase
responsiveness to antihypertensive
agents.

Because inadequate diet in these
patients may make them more sus
ceptible to the hypokalemic effects
of an oral diuretic, appropriate di

etary changes should be empha
sized and the need for potassium
supplementation considered. The
use of relatively inexpensive salt
substitutes with a high potassium
content is especially helpful in
this group of patients. Weight
control and judicious exercise,
while helpful adjuncts, are not
always feasible in the older group.

Systolic-Diastolic Hypertension

The goal of treatment for sys
tolic-diastolic hypertension in el
derly patients is the same as for
younger patients: to reduce dia
stolic blood pressure to below
90 mm Hg, or by at least 10 mm
Hg if pretreatment diastolic blood
pressure is - 100 mm Hg.

The same stepped-care regimen
is followed as with younger pa
tients; however, initial doses
should be reduced and dosages in
creased very gradually.

If the hypertension remains re
sistant to second and third step
drugs, more extensive evaluation
for secondary causes may be war
ranted. Simultaneous introduc
tion of two or three drugs is in
dicated only in a patient with
severe diastolic as well as systolic
hypertension.

Isolated Systolic Hypertension

Many practitioners elect not to
treat elderly patients with isolated
systolic hypertension because of
anticipated hazards from sudden
decrease in blood pressure. While
it is true that older patients may
not tolerate marked orthostatic
changes in blood pressure, it is
often possible to lower the sys
tolic pressure to acceptable levels
without producing any clinically
significant orthostatism or a de
crease in the diastolic blood pres

sure. Treatment of isolated sys
tolic hypertension may be worth
while if only on the basis that it
can reduce the workload of the
left ventricle which is dependent
upon the systolic more than the
diastolic level of blood pressure.

If the decision is made to treat
isolated systolic hypertension, the
goal of therapy, at least initially,
should be to reduce the systolic
blood pressure to within an accept
able range (140-160 mm Hg) rather
than to normalize the blood pres
sure (< 140 mm Hg). If reduction
of systolic blood pressure to this
range is well tolerated, cautious
attempts may be made subsequent
ly to reduce it further.

Oral diuretics can be used as the
initial step in therapy and are fre
quently effective as the sole agent
in controlling systolic hypertension
in these patients. Step two drugs
such as methyldopa or clonidine
may be added to the regimen when
the diuretic alone has not adequate
. controlled blood pressure. Hyralazine may be added as a third
agent if necessary and can some
times be used as a step two drug
as it usually does not cause reflex
tachycardia in elderly patients be
cause of their sluggish baroreceptor
activity. It has been reported that
beta adrenergic blocking drugs have
not been as effective for controlling
blood pressure in elderly patients
with isolated systolic hypertension
as they are for younger patients.

Dietary management i. andcalorie restriction) may be pre
scribed as an alternative to drug
therapy in some patients. If di
etary measures do not achieve
blood pressure goal, considera
tion should be given to initiating
drug therapy.
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OTHER MANAGEMENT
CONSIDERATIONS*

Complications

The presence of other com
plicating conditions and the ac
companying need for multiple
medications may present special
problems in elderly patients.
However, treatment should not
be withheld in anticipation of
management problems or side
effects.

The need to take multiple
medications may adversely affect
a patient's adherence to a regimen.
Additional patient counseling
is probably indicated.

Complications such as conges
tive heart failure, symptomatic
atherosclerotic heart disease or
cerebrovascular disease make the
indications for reducing blood
pressure more, not less, urgent.

The presence of diabetes mel
litus in some patients does not
rule out the use of antihyperten
sive drugs, including oral diuretics,
but may require appropriate di
etary changes or dosage adjust
ment of hypoglycemic agents.

Similarly, gout is not a con
traindication to the use of anti
hypertensive agents including
oral diuretics, if the gout is
properly managed.

Renal function is often dimin
ished in elderly hypertensive pa
tients, and this must be taken
into consideration in selecting
therapeutic agents.

*Irrespective of the type
of hypertension

Side Effects

Certain side effects from anti
hypertensive agents occur more
frequently in the elderly than in
younger patients. Side effects
such as hypokalemia and/or
hyponatremia, drowsiness, or
mental confusion can usually be
managed by appropriate changes
in diet and/or drug regimen and
rarely require cessation of anti
hypertensive therapy all together.

Reduction in initial doses and
increases in dosages over extended
periods can often minimize or en
tirely eliminate side effects in el
derly patients. A few agents, such
as those producing severe ortho
static hypotension (guanethidine),
should be avoided unless blood
pressure remains at high levels.

Psychosocial Factors

With elderly patients, practi
tioners need to be aware of ad
ditional psychological, physical,
and social factors which may ad
versely affect adherence to ther
apy. Such factors include:

e Patients on inadequate or
poorly balanced diets are
more susceptible to the
hypokalemic effects of
an oral diuretic.

e Impediments in hearing or
eyesight may make instruc
tions difficult to understand
and carry out.

e Mental confusion may result
in improper use or complete
neglect of medications.

e Elderly patients often have
more difficulty in opening
safety caps than most chil
dren do, detracting from
adherence.

e Living alone and the absence
of reinforcement from family
and friends may hinder ad
herence.

• Fixed incomes and limita
tions on health insurance
benefits may discourage
elderly patients from ac
quiring prescribed medica
tions or keeping appoint
ments.

The need for frequent follow
up visits until blood pressure has
been stabilized by therapy may
have to be balanced against the
limited financial resources of
the elderly patient. The fre
quency of office visits can
sometimes be reduced by taking
advantage of reimbursable home
care services, community blood
pressure screening programs, or
public health nursing facilities.

+

RECOMMENDED
ACTION STEPS

Many physicians still decide
to treat hypertension in elderly
patients less aggressively than
in younger people. Because the
benefit of treating isolated sys
tolic hypertension has not been
demonstrated, a prospective
double-blind trial is urgently
needed to provide this informa
tion. Findings would allow re
commendations to practitioners
for initiating drug treat■ hent at
specific levels of systolic blood
pressure. A definitive study
should also be done to determine
the accuracy of indirect blood
pressure measurement in the
elderly.

If and when evidence of the
benefit of therapy in elderly pa
tients is established, further pro
gress will also be needed in
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health care financing, enabling
elderly patients to acquire pre
scribed medications and health
education services with little or
no out-of-pocket expense. These
are among the issues currently
being studied by the House
Select Committee on Aging.

Recommendations for Detection,
Evaluation, and Therapy

The NHBPEP Coordinating
Committee recommends the fol
lowing general considerations
regarding systolic-diastolic or
isolated systolic hypertension
in the elderly:

e Blood pressure should be
measured in the sitting and
standing positions at each
visit.

e Three blood pressure deter
minations per visit should
be made on multiple visits
in elderly patients with
initial elevated readings.

e Extensive diagnostic work-up
is not recommended unless
abrupt exacerbation of stable
hypertension or de novo on
set after age 55 raises the
level of suspicion. Then,
secondary causes should be
sought.

e Antihypertensive agents
known to produce severe
orthostatic hypotension, such
as guanethidine, should pro
bably be avoided.

• Patients should be encouraged e Blood pressure measurements

an acceptable range (140-160
mm Hg) rather than to nor
malize the blood pressure.

• Dietary interventions may be

Initial doses of chosen agents
should be reduced by one-half
the usual initial adult dose
for elderly patients.

Dosages should be increased
very gradually over a period
of weeks rather than days
unless the blood pressure
is very high.

Followup visits should be
scheduled every two to four
weeks until the blood pres
sure has stabilized as the
result of antihypertensive
therapy. After control has
been established, visits may
be required no more often
than every three to four
months.

A CAVEAT. Practitioners
should be alert to the hazard
of adverse drug interactions
In older persons on multiple
medications. Over-the-coun
ter preparations may increase
this hazard. Patients on mul
tiple medications may require
additional counseling to deal
with adherence problems.

Recommendations Specific to
Isolated Systolic Hypertension

A firm recommendation to
treat this form of hypertension
in elderly patients cannot be
supported by the available ev-,
idence on treatment benefits.
If the decision is made to treat,
the following suggestions are
offered:

to bring all of their medica
tions with them at each visit
to facilitate identification.

e Containers without safety
caps are recommended for
elderly patients.

should be made on multiple
visits before deciding about
therapy.

The Initial goal of therapy
should be to reduce the sys
tolic blood pressure to within

prescribed as an alternative
to drug therapy in certain
elderly patients, bearing in
mind the goal blood pressure.
If satisfactory results with
dietary measures cannot be
achieved or maintained, drug
therapy should be considered.

Recommendations on Patient
Education in Elderly Patients”

Special adherence problems
often result from the physical,
psychological, and social limita
tions of elderly people. Profes
sionals counseling elderly hyper
tensives may have to make in
novative use of existing skills
and available materials and re
sources to help these patients
achieve high blood pressure
control. "

e Discussions with the patient
should be very specific about
what to do and how to do it.
The initial session should be
limited only to the task(s)
essential to achieve high blood
blood pressure control, e.g.,
pill-taking routine.

• Written material and memory
aids which reinforce verbal
instructions should be given
to patients and family mem
bers for home use. These
aids should be selected with
attention to patients' hearin
and sight impairments as well
educational background and
present mental status.

*Irrespective of the type of
hypertension
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e The first few minutes of each
visit should be used for review
ing medications and for specif
ic questioning and listening to
the patient for clues to prob
lems such as side effects,
forgetting medication, poor
eating habits, or financial
difficulties with acquiring
medications. This is especial
ly important when the stated
treatment goal is not being
achieved.

The number of medications
and the schedule for taking
them should be as simple as
possible to encourage adher
ence.

Prescribing new medications
in small quantities until the
drug■ s) of choice is/are es
tablished will reassure the
patient with limited financial
resources.

Insofar as possible, providers
should ensure that patients
acquire and refill prescribed
medications: nursing and
pharmacy personnel may
facilitate the monitoring of
adherence.

Adjuncts to therapy such as
weight loss, dietary sodium
restriction, and judicious
exercise can be employed
for some elderly patients.

A portion of one or more
visits spent with the patient's
spouse, close relative, or
neighbor can build support
for the total hypertension
control regimen.

The º living aloneshould be encouraged to
identify a neighbor or an
active friend who can offer
reinforcement (even by
phone) or provide transpor
tation to office visits.

Where appropriate, regular
social service agencies, com
munity or public health ser
vices/departments, or senior
citizen programs should be
identified to assist the elder
ly patient with other special
needs such as benefits, meals,
home nursing visits, transpor
tation, and other services,
many of which may be reim
bursable through private in
surance or public assistance.

The National High Blood Pressure Education Program Coordinating Committee is a policy
making body whose purpose is to improve coordination and collaboration among national
organizations involved in high blood pressure control. The Committee is composed of rep
resentatives of a number of professional and voluntary medical and health organizations.
It is chaired and sponsored by the National Heart, Lung, and Blood Institute, National
Institutes of Health. Among the activities of the Committee are defining priorities,
exchanging views, promoting new initiatives in high blood pressure control, sponsoring
a national conference, and coordinating High Blood Pressure Month in May of each year.
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For further information, contact:

High Blood Pressure Information Center
National High Blood Pressure Education Program
National Heart, Lung, and Blood Institute
120/80 National Institutes of Health
Bethesda, Maryland 20205

ty.s. oover-terr parrºrino office 1960-o- 341-1.12/3-14
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Statement on the Role
of Dietary Management
in Hypertension Control
Approved by the National High Blood Pressure

Education Program Coordinating Committee

BACKGROUND

Research results of past years
attest to the complexity of the
causal relationship between diet
and hypertension. That there is
a relationship is not disputed;
however, its precise nature and
applicability to prevention and
control of hypertension remain
at issue. The National High
Blood Pressure Education Pro
gram (NHBPEP) Coordinating
Committee has examined the
issues as they are understood
today and has developed the
following consensus statement
on the association of diet and
high blood pressure. The recom
mendations at the end of this
statement are based on this con
sensus. Although the role of
diet in the genesis of hyperten
sion is noted, dietary approaches
to prevention are not addressed
extensively.

Contemporary interest is fo

March 1979

cused on body weight” and so
dium intake. For each, there are
two aspects to be considered:
importance in the pathogenesis
of hypertension and usefulness
of dietary modification for the
management of hypertension.

DIETARY FACTORS IN THE
PATHOGENESIS OF HYPER
TENSION

Body Weight
The positive correlation be

tween body mass and blood
pressure has been repeatedly
documented. Longitudinal
studies of large populations
have shown that an increase
in relative weight over a period
of years is associated with a

* The terms obesity and over
weight are used interchangeably
throughout this document to
denote excess weight although no
scientific definitions are intended.

rise in blood pressure. Several
other studies have provided
evidence that weight gain during
early adult life is an important
risk factor for subsequent devel
opment of hypertension. It is
worth noting that populations
that do not gain weight with
age have a low prevalence of
hypertension. Thus, the evi
dence seems clear that the cal
orie imbalance necessary for
development of excess weight
is an important dietary factor
in hypertension. The mecha
nism of this association be
tween obesity and hyperten
sion is not yet understood.

Obesity has been identified as
a potential contributor to other
abnormalities. The association
of weight gain with elevated
blood sugar levels and diabetes,
high uric acid levels and gout,
as well as increases of serum
cholesterol and triglyceride, has
been well-documented.

rt

The National High Blood Pressure Education Program Coordinating Committee is a policy.
making body whose purpose is to improve coordination and collaboration among national
organizations involved in high blood pressure control. The Committee is composed of rep
resentatives of a number of professional and voluntary medical and health organizations.
It is chaired and sponsored by the National Heart, Lung, and Blood Institute, National
Institutes of Health. Among the activities of the Committee are defining priorities,
exchanging views, promoting new initiatives in high blood pressure control, sponsoring
a national conference, and coordinating High Blood Pressure Month in May of each year.
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Sodium Intake

A high salt (sodium chloride)
intake can produce experimental
hypertension in genetically pre
disposed animals. Because of
this, an excessive salt intake has
been implicated in the high prev
alence of hypertension in accul
turated societies. In contrast,
hypertension occurs rarely in
primitive societies that have a
low sodium intake. As attractive
as the "salt hypothesis” is, the
differences between acculturated
and primitive societies include
many factors that could also
relate to hypertension. Thus,
assessment of the importance of
a high salt intake in explaining
di■■ erences in the prevalence of
hypertension among populations
is complicated by, among other
things, di■■ erences in body weight,
potassium intake, and physical
activity.

FACTORS IN DIETARY
MANAGEMENT

There is considerable informa
tion to indicate that dietary
changes may help some hyper
tensive patients control their
blood pressure and reduce their
need for drug therapy. The two
most promising aspects of di
etary management are weight
reduction and restricted sodium
intake.

Weight Reduction
In recent years, weight reduc

tion has not been widely used
to control high blood pressure
in obese people, although its ef
■ ectiveness in lowering blood
pressure and its value as an ad
junctive therapy have been dem
onstrated. For some obese pa
tients with definite hypertension,
weight loss has been shown to
reduce the dosage levels of drugs
required and, in a few cases, to
eliminate the need for drug
therapy. While weight-reducing
diets are likely to contain less

sodium than usual diets, sodium
restriction is not necessary for
the blood pressure reductions
that accompany weight loss.

For borderline hypertension
in subjects with excess weight,
or in those overweight subjects
with drug intolerance, weight
reduction has been suggested as
a reasonable first step in treat
ment, with careful monitoring
of progress by the patient's
physician.

The Coordinating Committee
wishes to stress, however, that
the suitability of weight reduc

tion as a |...": approachto controlling high blood pres
sure must always be determined
by the physician during the
course of treatment.

While reducing or eliminating
dependence on medication
through weight reduction may
be attractive to both physician
and patient, it is important to
acknowledge that a desired
level of weight must be reached
and that, ■ or many, achieving
the desired level is not easy.
Further, if arterial pressure is
not reduced by weight loss,
drug therapy ºf be used.
Sodium Intake

Clear proof that any but the
most rigid sodium restrictions
are effective in control of hyper
tension, is still lacking. However,
a ■ ew studies have suggested that
moderate sodium restriction may
be helpful.

It is generally agreed that, in
the United States, sodium intake
is higher than necessary for
human nutrition. The Senate
Select Committee on Nutrition
and Human Needs has recom
mended that all Americans
reduce their salt intake to 5
grams a day, instead of the
estimated 6 to 18 grams cur
rently consumed. The Food
and Nutrition Board of the
National Research Council,
National Academy of Sciences,

will also address this issue in
future revisions of its Recom
mended Daily Dietary Allow
ances.

From the available evidence,
it would appear that careful ap
plication of moderate sodium re
striction (i.e., 2 gm sodium or
5 gm of sodium chloride per
day) would not be detrimental,
and would probably be benefi
cial, to most hypertensive pa
tients. Less hypokalemia may
be noted with diuretic drugs
when a low sodium regimen is
followed, and the need for po
tassium supplementation may
be ...

An important barrier to effec
tive reduction in sodium intake
may be the lack of labeling in
formation that would enable
discrimination between foods
that are high in sodium content
and those that are not. Such
in■ ormation is essential if pa
tients are to be successful in
restricting sodium intake to
desirable levels.

RECOMMENDED ACTION
STEPS

As research progresses, prac
tical applications of dietary in
terventions for treatment of
hypertension will become clearer.
In the meantime, dietary man
agement through both weight re
duttion and lower sodium intake
can be promoted. When com
pared with drug therapy, dietary
management has less potential
for side effects, is unlikely to
be harmful, and in many in
stances may help control blood
pressure. It may be particularly
appropriate for borderline hyper
tension in overweight subjects
where drug therapy may not be
clearly indicated, or in cases
where drug side effects are im
portant factors.

The ability of practitioners to
apply dietary management should
be improved through increased
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emphasis on nutrition education
in both undergraduate curricula
and continuing medical education.
At the present time, however, in
using dietary therapy for hyper
tension, physicians should, when
appropriate, seek assistance ■ rom
qualified nutritionists or dieti
tians. This is particularly impor
tant when extended or intensive
dietary therapy is required.

Specifically, the NHBPEP
Coordinating Committee recom
mends the following:
Recommendations for Weight
Reduction

• Weight reduction should be
routinely considered in the
treatment of overweight
borderline hypertensives,
both for its potential in
lowering blood pressure
and for its general health
benefits.

-

e Practitioners should en
courage weight reduction
for the obese hypertensive
patient, and i■ blood pres
sure is reduced to and
maintained at normal levels,
it should be used as defini
tive therapy.

• For overweight patients who
experience significant side
effects from drugs, weight
reduction should be consid
ered as adjunctive therapy
to help reduce drug dosages.

e Persons with a family history
of hypertension should avoid
excessive weight gain and
should reduce if overweight.

e Prevention or control of
obesity in the young should
be regarded as having positive
health benefits and as a pos
sible preventive step for
hypertension.

• Practitioners should recom
mend a gradual weight loss
over time. Drastic weight
loss and fad dieting should
be discouraged. Practitioners
recommending weight reduc

tion should seek to identify
a regimen that incorporates
realistic goals for each over
weight hypertensive. Prac
titioners should ensure that
adequate dietary information
is provided.
Research into the mechanisms
relating body weight and hy
pertension should be pursued.
E■■ orts should be continued
and expanded to improve
patient education in nutrition,
to improve dietary counseling
for weight reduction, and to
improve motivational tech
niques for adherence to diet
therapy.
A CAVEAT. The goal of
weight reduction in hyper
tension therapy is to lower
blood pressure to normal
or near normal levels. If
reduced caloric intake does
not achieve this goal, or if
the patient does not lose
weight, adequate drug
therapy should be used.

Recommendations for Sodium
Intake

e Moderate sodium restriction
should be routinely consid
ered as a possible element
in the treatment of all
hypertensives.
Practitioners should encourage
sodium restriction, and i■
blood pressure is reduced to
and maintained at normal
levels, it should be used as
definitive therapy.

For patients who experience
significant side effects from
drugs, sodium restriction
should be considered as
adjunctive therapy to help
reduce drug dosages or
increase drug efficacy.
Persons with a family history
of hypertension should be
encouraged to restrict sodium
intake.
Practitioners recommending
sodium restriction should in
dicate specific diets appropri
ate to each patient's condi
tion and lifestyle and should
ensure that the diet is ex
plained satisfactorily.
Labeling of sodium content
in foods should be encouraged,
and the development of label
ing regulations should be sup
ported.
Research on the role of so
dium in the etiology and
treatment of hypertension
should be pursued.
E■■ orts should be continued
and expanded to improve
patient education in dietary
sodium intake and to im
prove motivational tech
niques for long-term ad
herence to diet therapy.
A CAVEAT. The goal of
sodium restriction in hyper
tension therapy is to lower
blood pressure to normal or
near normal levels. If sodium
restriction does not achieve
this goal, adequate drug
therapy should be used.

For further information, contact: "

High Blood Pressure Information Center
National High Blood Pressure Education Program|\ National Heart, Lung, and Blood Institute120/80 National Institutes of Health
Bethesda, Maryland 20205

I
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SAMPLE CRITICAL BEHAVIORS WITH CONCOMITANT KNOWLEDGE,

I. Goal:

Knowledge

The patient is able to
State :

His BP and normal limits

That high BP can be
asymptomatic

That untreated high BP
can lead to stroke,
kidney failure, or
heart disease

That drug therapy can
control high BP and
reduce risk of these
complications

The necessity of
long life therapy
for control of high
blood pressure

ATTITUDES, AND SKILLS*

Attitude

The patient believes
that:

His BP exceeds normal

His BP is high even
if there are no
symptoms

Although consequences
may not occur for years,
they are nevertheless
real and serious

Drug therapy and high Bp
control lessen risk of

stroke, kidney failure,
or heart disease

Potential problems can
be resolved

The benefits Of control
outweigh the costs

The Patient will make the decision to control Blood
Pressure (BP).

Skill

The patient is
able to:

Differentiate
between normal and
abnormal

Explain the
benefits of high
BP control, e.g.
increased length
and quality of
life

Differentiate
between control
and cure

Identify potent—
tial problems
related to medi—
cation regimen,
fear of medica–
tion, time, and
money

*From: Working Group to Define Critical Patient Behavior in High Blood
Pressure Control (1979). Patient Behavior for Blood Pressure Control:
Guidelines for Professionals, Journal of The American Medical Assoc. ,
24 (23), p. 2535.
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