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Abstract

Hypertension affects approximately 1 billion individuals worldwide, this associated with
an increased risk of mortality and morbidity, And the fifth-leading cause of cardiovascular
diseases deaths in Palestine 2004, So there is importance to assess the Quality Of Life for
those people . Quality Of Life (QOL) is a temporal concept that reflects the moment at
which it is  evaluated; thus, respondents are more likely to respond consistently to
measures of tangible capital.. The aim of this study was to assess the quality of life among
hypertensive patients who were recorded in UNRWA clinics in Gaza city .

The population study include all hypertensive patients who are 20 years and above and
registered in UNRWA centers in Gaza City, as case control study we select 99 casse and
99 controls,

The highest prevalence of hypertension in married people and follow them who didn’t
work , After that low income people, In the group age above 50 years higher than less age
,In female more than male , In low educated people higher than educated .

In Physical domain the Control mean is higher than case and this difference reach
statistically significance. There is slight difference between Social domain means in case
and control but didn’t reach statistically significance , Nearly there is no differences
between Psychology and Environment domain means .

Quality of life domain in Control is slightly better than case and this difference didn’t reach
statistically significance.

In both cases and controls the Physical domain of who his monthly income from 1500 to
2500 NIC mean is higher than less and more income and these differences highly
statistically significance

In both cases and controls the total domain of high educated group mean is higher than less

educated and these  differences reach  statistically  significance
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Chapter 1

Introduction

. Hypertension affects approximately 1 billion individuals worldwide, this associated with
an increased risk of mortality and morbidity from stroke, coronary heart disease,
congestive heart failure, and end-stage renal disease; it also has a negative impact on the
quality of life. Hypertension cannot be eliminated because there are no vaccines to prevent
the development of hypertension, but, its incidence can be decreased by reducing the risk
factors for its development, which include obesity, high dietary intake of fat and sodium
and low intake of potassium, physical inactivity, smoking, and excessive alcohol

intake(Hernandez and Valasco, 2007).

Some people with uncomplicated hypertension, may experience symptoms such as
headache, dizziness, shortness of breath, and blurred vision. The presence of symptoms can
be a good thing in that they can prompt people to consult a doctor for treatment and make

them more compliant in taking their medications(Medicine net .com, 2009).

Hypertension disease is the fifth-leading cause of cardiovascular diseases deaths; 17.4% of
the total cardiovascular mortality, with a rate of 16.6 per 100,000. In 2004, The annual
average specific mortality rate from hypertension for 100,000 population were 17.8 for

males and 23.3 for females during the last five years(MOH, 2005).

1.1 Hypertension Disease Mortality in Palestine
Hypertension disease is the seventh-leading cause of deaths in total population (5.9%)and

males, (4.1%), while it was the fourth leading cause of deaths in females (8.3%) .


http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Hern%C3%A1ndez-Hern%C3%A1ndez%20R%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
http://www.medicinenet.com/script/main/art.asp?articlekey=20628
http://www.medicinenet.com/script/main/art.asp?articlekey=97800
http://www.medicinenet.com/script/main/art.asp?articlekey=26099

Hypertension disease is the fifth-leading cause of cardiovascular diseases deaths; (17.4%
of the total cardiovascular mortality), with a rate of 16.6 per 100,000.
In 2004, mortality rate per 100,000 among females (20.1) was more than males (13.2), in
comparison with 35.8 among females and 24.6 among males in 2000.
The annual average specific mortality rate from hypertension for 100,000 population were

17.8 for males and 23.3 for females during the last five years (MOH, 2005).

1.2 Quality of life :

World health organization (WHQ) defines Quality of Life as Individuals perception of
their position in life in the context of the culture and value systems in which they live and
in relation to their goals, expectations, standards and concerns. It is a broad ranging
concept affected in a complex way by the person's physical health, psychological state,
level of independence, social relationships, personal beliefs and their relationship to salient
features of their environment (WHO, 1998).

Quality of life is an increasingly common theme in the health status and health promotion
literature that is improved quality of life is seen as a desired outcome of service provision
.Quality of life assessment can also identify individuals in need of support or interventions.
Even in the absence of diagnosable illness or other problems .from a broader health
promotion or illness prevention perspectives. Quality of life may be seen as an indicator of
health risk, either physical or mental, in the absence of treatment or services need (Raphael
et al,1996).

The dramatic rise in average age of death in developed countries has brought the
realization that longevity should be accompanied with improvements in health related
quality of life (HRQOL). Some researchers have raised the possibility that increasing life

expectancy will result in an increase in the proportion of the population living in poor



health, and consequencelly increased burden on society and health care service (Manuel
and Schultz, 2004).

The world health organization (WHO) succinctly summarized these concerns by stating
"adding years to life" is an empty victory without "adding life to years" (WHO,1998).

The quality of life research unit in the department of public health sciences university of
Toronto stated that "The ultimate goal of quality of life study and its consequent
application to people's lives is to enable people to live quality lives — lives that are both
meaningful and enjoyed" (Renwick, 2002).

The objectives of this study which include the assessment of quality of life for
hypertensive patients in primary heath care center in United Nations Relief and Works

Agency for Palestine Refugees (UNRWA) clinics in Gaza city .

1.3 Overall aim:
To assess quality of life for hypertensive patients that help decision makers to develop

primary program to improve the quality of life among hypertensive patients .

1.4 Objectives:

1- To assess the QOL among hypertensive patients and compare it with controls.

2- To find out the relationship between demographic variables (age, gender, level of
education, residential area and monthly income) and QOL in cases and controls .

3-To assess the effect of the type of management on QOL for hypertensive patients.

4-To make recommendation to decision makers to develop program that may enhance

QOL among hypertensive patients.



1.5 Problem statement

Hypertensive patients in Gaza city suffering so much from many aspects; the nature of
the disease itself, many types of drugs, psychological distress and the effect of
management, also no formal and accurate data about the incidence and prevalence of
hypertension in Gaza city for many years. The researcher will study the QOL for those

patients.

1 .6 Justification of the study

Hypertension is a common disease, and continues to be one of the most important causes
of death and illness .

Overall, 26-4% of the adult population in 2000 had hypertension (26-6% of men and
26-1% of women, and 29-2% were projected to have this condition by 2025 (29-0% of

men and 29-5% of women(Kearney, et al, 2005).

In this study the researcher assess the quality of life among hypertensive patients in Gaza
city. Also the researcher aim is to provide general understanding of the experience of
having and managing hypertension.

Also hypertension is :
- one of the important causes of disease burden in the developed and developing countries.
- one of major risk factors for cardiovascular disease ( CVD) .
-It's my parent's problem .
Management of hypertension affect the quality of life of patients and reduces mortality,

stroke, congestive heart disease (CHD) and heart failure.



1.7 Background Of the Study
Demography of Gaza strip

Gaza Strip is a narrow piece of land lying on the coast of the Mediterranean sea. Its
position on the crossroads from Africa to Asia made it a target for occupiers and c
onquerors over the centuries. The last of these was Israel who occupied the GS in 1967.
GS is a very crowded place with an area of 365 sq Km and constitutes 6.1% of the total
area of Palestinian territory land. In mid year of 2005 the population number was estimated
at 1,389,789 mainly concentrated in the cities, small villages, and eight refugee camps that
contain two thirds of the population of GS. In GS, the population density is 3,808

inhabitants/km?2.

Population under 15 and above 65 years

In Palestine 2005, the percentage of population under 15 years old was 46.3% of the total
population in Palestine (44.2% in West Bank and 49.1% in GS). The percentage of
Palestinians who are 65 years and more in Palestine was 2.8% (3.1% in West Bank and
2.5% in GS.

*Life expectancy was 71.7 years for males and 73years for females.

*Population natural increase rate is 3.3% .

*Crude birth rate 27.5/1000 capita.

*Crude death rate 4/1000 capita (PCBS, 2006).

Palestinian economy:
The World Bank stated that the Gross National Product (GNP) in Palestine has been
subjected to high fluctuations during the last five years. Gross National production (GNP)

was 5,454 million US$ in 1999 and decreased to 4,169 million US$ in 2005. Gross



Domestic Production (GDP) was 4,517 million US$ in 1999 and decreased to 3,832
million US$ in 2005. Gross National production per capita (GNP/capita) was 1,806 US$
in 1999 and decreased to 1,039 US$ in 2005. Gross Domestic Production per capita
(GDP/capita) was 1,496 US$ in 1999 and decreased to 955 US$ in 2005.

The number of workers in Israel decreased from135,000 in 1999 to 36,000 in 2005. The
workers in Palestine also decreased from 453,000 in 1999 to 135,000 in 2005. The World
Bank reported that the unemployment rate was 32%. This revealed sharply increasing of
unemployment rate from11.8% in 1999 to 32% and the poverty rate in Palestine was 44%
in 2005. This situation is a result of Israeli enforced restriction on Palestinian movement,
military operations, land confiscation and leveling and the construction of Barrier in

addition to other escalating activities imposed on Palestinian people (MOH, 2005).

Health Care System in Palestine

The Palestinian health care services are provided mainly by four sectors of health
providers, the governmental health services Ministry of Health (MOH), Non Governmental
Organizations (NGOs), UNRWA and the private sector (MOH, 2004).

In Palestine, there are 78 hospitals with 4,679 beds, in GS 24 hospitals have (1,917 beds)
and 54 hospitals in WB and Jerusalem(,762 beds). Also the MOH plays the main role of
providing secondary health services, with 12 hospitals in GS with 1,462 beds (55.9) of
total MOH beds, and there are 11 hospitals in WB with 1,152 beds (44.1%) of total MOH
beds. MOH is the health authority responsible for supervising, regulation, licensure, and

control for whole health services (MOH, 2004).



1 .8 Operational and Theoretical Definitions

Quality of life Individuals perception of their position in life in the context of the culture
and value systems in which they live and in relation to their goals, expectations, standards
and concerns. It is a broad ranging concept affected in a complex way by the person's
physical health, psychological state, level of independence, social relationships, personal

beliefs and their relationship to salient features of their environment (WHO, 1998).

Hypertension Is defined as a systolic blood pressure (SBP) of 140 mmHg or greater and
or diastolic blood pressure (DBP) of 90 mmHg or greater in subject who are not taking
anti-hypertensions. While measuring the blood pressure, first appearance of sound is used

to define SBP and the disappearance of sound is used to define DBP (WHO, 2003).

Risk factor: A risk factor is a variable associated with an increased risk of disease. Risk
factors are correlation and not necessarily causal, because correlation does not imply

causation(Wikipedia, 2009).

Risk factors in this study are smoking, hypertension, diabetes, LDL, HDL, low income,

residential area, low level of education, low physical activity, and psychological stress.

A smoker: A smoker can be defined as someone who, at the time of survey, smokes any
type of tobacco product daily or occasionally (WHO, 2004).

Obesity: WHO defined obesity as body mass index {BMI=weight (kg)/height (m2)} equal
to and greater than 30kg/m2 (WHO, 1995).

Lifestyle eating, drinking ,consumption behavior ,the quality of foodstuffs and the
exercise habits of the persons (Berg A, et,al,2006)

Exercise Any regular activity its goal only sport .


http://en.wikipedia.org/wiki/Risk
http://en.wikipedia.org/wiki/Disease
http://en.wikipedia.org/wiki/Correlation
http://en.wikipedia.org/wiki/Causality
http://en.wikipedia.org/wiki/Correlation_does_not_imply_causation
http://en.wikipedia.org/wiki/Correlation_does_not_imply_causation
http://en.wikipedia.org/wiki/Correlation_does_not_imply_causation
http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Berg%20A%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
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Chapter 11

Literature Review

In this chapter the researcher will review studies which concern with hypertension, causes,
risk factors ,the role of diet, exercises, management, quality of life, antihypertensive affects

on quality of life and so on .
The risk factors for high blood pressure include overweight or obese.

People who are inactive tend to have higher heart rates. Lack of physical activity also

increases the risk of being overweight.
Smoking tobacco raise your blood pressure,

High blood pressure is known as the "silent killer". You don't feel like anything is wrong
so you may be inclined to simply ignore the signs and symptoms of hypertension. This can
prove to be a fatal mistake. Left untreated and ignored, hypertension will lead to strokes,
heart failure, heart attacks, aneurysm or death. It is a very serious health issue. Some of the
symptoms of hypertension can include: Headaches ,being tired all the time ,blurred vision
,nosebleeds ,ringing in the ears ,chest pain-irregular heartbeat ,feeling of confusion off and

on heart failure.

Good management is central to any strategy formulated to control hypertension at the
community level. The management and care of hypertension, including control of blood
pressure and complications in people with established hypertension and identification of

individuals with high blood pressure who are at increased risk of complications .



quality of life defined as "Adding years to life" is an empty victory without "adding life to
years." ----- (WHO, 1998).

Conceptual Framework

Life style
Effect

Hypertension

Management Signs and
Effect ¢ Symptoms Effect

QOL for
Hypertensive
patients

¢
¢ I ¢ ¢

Psychological Environmental
domain domain

Physical Social relations
domain

Figure 2.1 Conceptual Framework



2 .1 Conceptual Framework

The conceptual framework for the study was developed by the researcher as described in
figure 1 , when the pt complains from S&S of HTN he seek about solution and want to
detect the reason ,when go to clinic he is diagnosed as hypertensive so that the

management is needed, complications are expected .

After that all of these events may affect on the QOL for the pt, so that the researcher will
study and evaluate QOL for hypertensive pt and assess some of risk factors as family

history , obesity , smoking and lifestyle .

2 .2.1 Definitions of hypertension

Blood pressure is the force is the exerted by bloodstream against the walls of arteries,
Every one has to have some blood pressure, which is absolutely necessary to get blood to

the vital organs and muscles.

Hypertension is defined as a systolic blood pressure (SBP) of 140 mmHg or greater and or
diastolic blood pressure (DBP) of 90 mmHg or greater in subject who are not taking anti-
hypertensions.While measuring the blood pressure, first appearance of sound is used to

define SBP and the disappearance of sound is used to define DBP (WHO, 2003).

2 .2 .2 Global burden of hypertension
Hypertension is a common condition, and continues to be one of the most important
causes of death and illness .
Overall, 26-4% of the adult population in 2000 had hypertension (26-6% of men and
26-1% of women, and 29-2% were projected to have this condition by 2025 (29-0% of

men and 29-5% of women(Kearney , et al ,2005).



Table 2.1 The ratio of hypertension among men and women :

Year Overall,% (95%CI) Men, % (95%Cl) Women % (95%Cl)
2000 26. (26.0-26.8) 26.6(26.0-27.2) 26.1(25.5-26.6)
2025 29.2(28.8-29.7) 29.0(28.6-29.4) 29.5(29.1-29.9)

(Kearney, et al, 2005)
2 .2 .3 Hypertension in 2000
The estimated total number of adults with hypertension in 2000 was 972 million. Of these
333 million were estimated in economically developed countries and 639 million in

economically developing countries.

Table 2.2 Number of hypertensive according to level of countries and years :
Total number worldwide in 2000 972 million (957-987)
Total number in developed countries in 2000 333 million (329-336)
Total number in developing countries in 2000 639 million (625-654)
Total number worldwide in 2025 1.56 billion (1.54-1.58)

( PMID, 2008)

2 .2 .4 Hypertension in 2025

By 2025, the number will increase by about 60% to a total of 1.56 billion as the proportion
of elderly people will increase significantly. The biggest increase in prevalence was
expected to be in developing (increase of 24%) and third world countries (increase of 80%)
as the rapidly take on the more western lifestyle. Scientists are now claiming that 1 in 3
adults in the world will have high blood pressure in 2025. Since the proportion of
hypertensive people will increase dramatically worldwide, the prevention, detection,

treatment and control of this condition should be a top priority ( Kearney , et al, 2005).



2 .2 .5 Prevalence of hypertension according to gender and age
Men are at increased risk for high blood pressure as compared to women until the age of 55.
After 55, there is a higher percentage of women at risk for high blood pressure. High blood
pressure is 2 to 3 times more common in women taking oral contraceptives, especially in
obese and older women, than in women not taking them. 64% of men over 75 years old have
hypertension.77% of women over 75 years old have hypertension. Older females have a
significant risk of developing high blood pressure. More than 50% of women over age 60
have high blood pressure. African-Americans who live in the United States have the highest

prevalence of hypertension in the world (WHO, 2004).

2 .3 Hypertension in Palestine

In Palestine, no or weak national data are available on the overall incidence and prevalence
of cardiovascular diseases (CVD), hypertension diseases, Diabetes Mellitus (DM) and
accidents. In general we depend on mortality data to estimate the impacts of these diseases.
The current system counts mainly the visits of the patients to public health clinics PHC,
which does not reflect the real prevalence or incidence. Besides, there is no classification

by age or gender mainly because of no computerized system.

2 .3 .1 Prevalence of the disease

The Palestinian Central Bureau of Statistics study the situation of elderly in the Palestinian
Territory in 2005 . The report defines the elderly people as of age 65 years and over.
Number of elderly in the Palestinian Territory in mid year 2005 are 114.8000 person (49.3
thousands males and 65.5 thousands females), 49.4% of the elderly in the Palestinian
Territory are suffering from chronic diseases, 33.8% are suffering from Hypertension

diseases (MOH, 2005).



2 .3 .2 Hypertension disease mortality in 2003

In 2003, hypertension disease is the fifth leading cause of death 12.8% of the total
cardiovascular mortality, with a rate of 13.4 per 100,000.

In 2003, mortality rate per 100,000 among females is more than males with 15 among
females and 11.8 among males in comparison with 11.5 among females and 14.1 among

males in 2002.

2 .3 .3Hypertension disease mortality in 2004
Hypertension disease is the fifth-leading cause of cardiovascular diseases deaths; 17.4% of
the total cardiovascular mortality, with a rate of 16.6 per 100,000. In 2004, mortality rate
per 100,000 among females (20.1) was more than males (13.2), in comparison with 35.8
among females and 24.6 among males in 2000. The annual average specific mortality rate
from hypertension for 100,000 population were 17.8 for males and 23.3 for females

during the last five years(MOH, 2005).

2 .4 prevention of chronic disease and hypertension

Diet, nutrition and the prevention of chronic disease, the dynamic relationship between
changes in population's diet and changes in its health has been well reflected in the rabidly
changing disease and mortality profiles of migrant population’s moving from low risk
countries as Japan to USA. It has also been event in some countries as china, Mauritius,
Singapore and Caribbean's, that have undergone rapid development over that past 40-

50yrs(WHO, 1990).



Hypertension is world wide in distribution and incidence rising. However, the risks
prevalence of hypertension considerably in different parts of the world. This seems to be

due to differences in both genetic and environmental factors (Edwards, et al, 1996).

Hypertension is one of the most daunting challenges posed by chronic diseases. The
number of suffers is currently estimated to be about 135million. This number is expected
to rise to almost 300million by the year 2025. Based on the current study, the effect of
those numbers of people's life expectancy may be greater than previously estimated,
according to Franco. This, he said, emphasizes the "global need to improve blood pressure
control. "to keep blood pressure in check, experts advise maintaining a normal weight,
exercising regularly, abstaining from smoking and eating a diet rich in fruits, vegetables

and whole grains, and moderate in salt and alcohol (Reuters Health, 2005).

Investing in prevention and improved control of non communicable diseases would
improve the quality of life and well-being of people and societies. No less than 86% of
deaths and 77% of the disease burden in the WHO European Region are caused by this
broad group of disorders, which are linked by common risk factors, underlying
determinants and opportunities for intervention. A more equitable share of the benefits
from effective interventions would make the greatest impact as well as bring significant
health and economic gain to all Member states. This action-oriented strategy promotes a
comprehensive and integrated approach to tackling non communicable diseases in the
WHO European Region. In some countries, non communicable disease NCD prevention
may be more integrated across a range of risk factors and/or diseases. There might be a
single strategy for nutrition, physical activity and the prevention of obesity, for example.

While significant progress has been made with population-level prevention, opportunities



for engaging and reorienting the health system and/or connecting with broader societal
efforts to tackle the determinants of health may be being lost. National guidelines to
prevent cardiovascular diseases using a multifactor approach might exist, for example, but
the necessary health system changes to successfully implement them, particularly in
primary health care care development, health system reform and appropriate health

financing mechanisms( The European strategy for NCD, 2008).

2 .5 Causes of uncontrolled hypertension and risk factors

To identify the socio-demographic, clinical, psycho-behavioral and therapeutic factors
explaining uncontrolled blood pressure in a population of hypertensive's in ambulatory
practice. By survey, cross-sectional, sample of 347 general practitioners (GP) and 210
cardiologists, and a population of 2022 hypertensive patients followed by these doctors.
The data were collected by means of questionnaires completed by the hypertensive's and

their doctors.

The result was that the factors significantly discriminating patients for whom BP was
controlled (C) from those patients whose BP was not controlled (NC) were an age less than
65 years, smoking, obesity, alcohol consumption, sedentary lifestyle and multiple anti-
hypertensive treatment. On the psycho-behavioral front, the NC patients were more often
anxious and irritable, claiming to lead a stressful life and for whom hypertension was often
perceived as a "foreign entity" and a source of frustration and multiple deprivations. The
factors discriminating the NC doctors from the C doctors were essentially psycho-
behavioral, with the NC doctors considering the management of hypertension as being less
gratifying, and hypertension as a condition with fluctuating progression, poorly understood
and dramatized by patients. The survey underlines the weight of reciprocal representation

systems in hypertension for patients and their doctors, as well as the quality of the doctor-



patient relationship in blood pressure control. It prompts the development of sensitizations
actions for practitioners centered on improving the doctor-patient relationship (Arch Mal

Coeur Vaiss, 2003).

There are many risk factors. Some you can't control which include:Age. The risk of high
blood pressure increases as you age, Through early middle age, high blood pressure is
more common in men. Women are more likely to develop high blood pressure after
menopause. Race. High blood pressure is particularly common among blacks Family
history. High blood pressure tends to run in families. Other risk factors for high blood
pressure are within your control, Being overweight or obese, Not being physically active.
also increases the risk of being overweight, Using tobacco, Too much salt (sodium) in your
diet, Too little vitamin D in your diet, Drinking too much alcohol, Certain chronic
conditions also may increase your risk of high blood pressure, including high cholesterol,
diabetes, kidney disease and sleep apnea, Sometimes pregnancy contributes to high blood
pressure. Although high blood pressure is most common in adults, children may be at risk,
too. for some children, high blood pressure is caused by problems with the kidneys or
heart. But for a growing number of kids, poor lifestyle habits such as an unhealthy diet

and lack of exercise contribute to high blood pressure. (MFMER, 2009).

2 .6 Poor control of blood pressure in primary care

. The study included 2519 hypertensive patients. The interventions were antihypertensive
medication, and the main outcome measures were control of systolic and diastolic blood
pressure (BP). The independent variables considered were: age of patient and GP; patient
gender, body mass index, history of smoking, diabetes mellitus, or cholesterol tests; family
history of hypertension; previous visits for cardiologic, nephrologic, or vascular surgery

evaluation; prior hospitalizations for myocardial infarction or heart failure, and number of



admissions for surgery; length of patient follow-up, type of antihypertensive medication,
mean daily dosage, adherence to the drug regimen, and number of other medications
currently being taken by the patient. Blood pressure was uncontrolled (>140/90 mmHg) in
1525 (60%) of the 2519 hypertensive patients enrolled.. The researcher conclude that the
failure of antihypertensive medication to adequately control BP is determined by both the
patient's characteristics and factors related to the patient-doctor relationship. Successful
treatment of hypertension requires patient adherence to the regimen that has been agreed

on by the patient and the physician.(Degli, et al, 2004).

2 .7 Family history

A family history of hypertension, obesity, diabetes, or stroke was a significant risk factor
for obesity and hyperlipidaemia. With increase of age, more pathological manifestations
can develop in this high-risk group. Health professionals should therefore utilize every
opportunity to include direct family members in health education. Non communicable
diseases (NCD), particularly cardiovascular diseases, are an important determinant of
morbidity and mortality of people all over the world ,Hypertension. In industrialized
countries, the risk of becoming hypertensive for an individual with a family history of
hypertension has been estimated to be up to four times higher than average .Health
professionals who deal with patients with cardiovascular diseases should utilize every
opportunity to involve the families concerned in health education. An intervention that
includes individuals in high-risk families, e.g. to promote lifestyle changes in their diet and
physical activity, is therefore a rational strategy that will contribute to the control and
prevention of cardiovascular diseases in transitional societies where family coherence is

strong (Marianne, et al, 2001).
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2 .8 Smoking

The prevalence of current tobacco smoking is an important predictor of the future burden
of tobacco-related diseases. In 36 countries, over 25% of youths smoke. Harmful use of
alcohol can cause chronic alcohol dependence, hepatic cirrhosis, cancer and acute injuries.
Of the 20 countries with the highest alcohol consumption per capita, 18 are European.
Factors that influence the reliability of this indicator include: unmeasured informal
production, tourist consumption, stockpiling, waste and spillage, smuggling, duty-free

sales and variations in beverage strength (World Health Statistics,2009).

Smoking has a dominant effect in increasing cardiovascular risk in hypertensives.
Clustering of risk factors is often associated with clustering of unhealthy lifestyle
characteristics and both are most prominent in lower socio-economic groups and in
Developing Countries adopting a more sedentary lifestyle and Western diet patterns

(Beilin, 1999).

.2 .9 Symptoms of high blood pressure

Uncomplicated high blood pressure usually occurs without any symptoms (silently) and so
hypertension has been labeled "the silent killer." It is called this because the disease can
progress to finally develop any one or more of the several potentially fatal complications of
hypertension such as heart attacks or strokes. Uncomplicated hypertension may be present
and remain unnoticed for many years, or even decades. This happens when there are no

symptoms, and those affected fail to undergo periodic blood pressure screening.

Some people with uncomplicated hypertension, however, may experience symptoms such
as headache, dizziness, shortness of breath, and blurred vision. The presence of symptoms

can be a good thing in that they can prompt people to consult a doctor for treatment and
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make them more compliant in taking their medications. Often, however, a person's first
contact with a physician may be after significant damage to the end-organs has occurred.
In many cases, a person visits or is brought to the doctor or an emergency room with a
heart attack, stroke, kidney failure, or impaired vision (due to damage to the back part of
the retina). Greater public awareness and frequent blood pressure screening may help to
identify patients with undiagnosed high blood pressure before significant complications
have developed. About one out of every 100 (1%) people with hypertension is diagnosed
with severe high blood pressure (accelerated or malignant hypertension) at their first visit
to the doctor. In these patients, the diastolic blood pressure (the minimum pressure)
exceeds 140 mm Hg! Affected persons often experience severe headache, nausea, visual

symptoms, dizziness, and sometimes kidney failure(Medicine net, 2009).

Malignant hypertension is a medical emergency and requires urgent treatment to prevent a
stroke (brain damage) hypertension is what is diagnosed in most cases when your blood
pressure reading is consistently more than 140/90.Pre-hypertension is present when your
blood pressure readings are consistently between 120-139/80-89. Although this does not
mean you have hypertension, it is a good indicator that you will most likely develop high
blood pressure in the future. For either hypertension, or pre-hypertension, your doctor will
usually suggest changes in your lifestyle to get it down to a more normal range. You'll be
told to adjust your eating habits and begin to eat more healthy foods, as well as get on an
exercise program if you're not already doing so. While this may not sound like something
fun or what you really want to hear, it's your life we're talking about. High blood pressure
is known as the "silent killer". You don't feel like anything is wrong so you may be
inclined to simply ignore the signs and symptoms of hypertension. This can prove to be a
fatal mistake. Left untreated and ignored, hypertension will lead to strokes, heart failure,

heart attacks, aneurysm or death. It is a very serious health issue. Some of the symptoms of
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hypertension can include: Headaches ,being tired all the time ,blurred vision ,nosebleeds
,ringing in the ears ,chest pain-irregular heartbeat ,feeling of confusion off and on heart
failure ,If you experience any of these signs and symptoms of hypertension, get to your

doctor immediately (Medicine net, 2009).

2 .10 Lifestyle and hypertension

Successful treatment of hypertension requires a holistic approach. In this connection,
focusing on a healthy lifestyle, eating, drinking and consumption behavior and, finally, the
quality of foodstuffs and the exercise habits of the patient represents an essential
supplement to the classical forms of pharmaceutical treatment. The major dietary-
physiological factors have been shown to be weight reduction, the monitoring of salt
consumption, appropriate intake of fiber, a preference for vegetables, and a reduction of

immoderate alcohol consumption (Berg, et al, 2006)

A healthy diet plays an important role in both the prevention and treatment of
hypertension. Under controlled conditions, very good results have been obtained with the
'Dietary approaches to stop hypertension' (DASH) combination diet, which has recently
been developed in the United States. The DASH combination diet contains large amounts
of fruit, vegetables, fish and nuts, low-fat dairy products and reduced levels of total and
saturated fat. This dietary pattern yielded blood pressure reductions of 11.4/5.5 mmHg in
mildly hypertensive patients. Intervention studies have shown a favorable effect of salt
reduction on blood pressure in hypertensive patients, even in the case of mild hypertension.
Simultaneous increases in potassium and magnesium intake could have an additional
beneficial effect. The use of a low-sodium, high-potassium mineral salt could make a
useful contribution to the prevention and treatment of hypertension. In case of

hypertension, it is further recommended to reduce the intake of liquor rice to less than 50 g
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per day. These dietary measures, combined with weight loss and physical exercise, may

prevent drug treatment in patients with mild hypertension (Tijdschr, 2003).

The main 6-month results from the PREMIER trial showed that comprehensive behavioral
intervention programs improve lifestyle behaviors and lower blood pressure.: To compare
the 18-month effects of 2 multi component behavioral interventions versus advice only on
hypertension status, lifestyle changes, and blood pressure. Multi center, 3-arm, randomized
trial conducted from January 2000 through November 2002. 4 clinical centers and a
coordinating center 810 adult volunteers with pre hypertension or stage 1 hypertension
(systolic blood pressure, 120 to 159 mm Hg; diastolic blood pressure, 80 to 95 mm Hg).
Interventions: A multicomponent behavioral intervention that implemented long-
established recommendations (“established"); a multicomponent behavioral intervention
that implemented the established recommendations plus the Dietary Approaches to Stop
Hypertension (DASH) diet (“established plus DASH"); and advice only.: Lifestyle
variables and blood pressure status. Follow-up for blood pressure measurement at 18
months was 94%., Compared with advice only, both behavioral interventions statistically
significantly reduced weight, fat intake, and sodium intake. The established plus DASH
intervention also statistically significantly increased fruit, vegetable, dairy, fiber, and
mineral intakes. Relative to the advice only group, the odds ratios for hypertension at 18
months were 0.83 (95% ClI, 0.67 to 1.04) for the established group and 0.77 (CI, 0.62 to
0.97) for the established plus DASH group. Although reductions in absolute blood pressure
at 18 months were greater for participants in the established and the established plus
DASH groups than for the advice only group, the differences were not statistically
significant..: Over 18 months, persons with prehypertension and stage 1 hypertension can
sustain multiple lifestyle modifications that improve control of blood pressure and could

reduce the risk for chronic disease.(Elmer, et al,2006)



Healthy lifestyles are associated with less risk of cardiovascular disease. The aim of this
study is to evaluate the effectiveness of a group educational strategy in lifestyle changes, as
well as the control of risk factors and cardiovascular risk in hypertensive patients.
Methods: Randomized clinical trial carried out in Primary Care. 101 hypertensive patients
were selected by random sampling, The researcher performed a basal evaluation and an
educational intervention on lifestyles, six sessions during one year, and final-point
evaluation. Effect of intervention was evaluated through of cardiovascular risk
(Framingham), blood pressure, lipid profile, waist circumference, body mass index (BMI),
nutrient consumption, physical exercise (7-PAR day) and quality of life(SF-36). Results:
Basal blood pressure was 136,8/82,7 mmHg IG and 139,3/79,3 CG, cardiovascular risk
was 11,1% y 12,3% respectively. Systolic blood pressure decreased 5,6+/-19,6 (p=0,07) 1G
and 7,1+/-16,3 mmHg (p=0,004) GC, diastolic decreased 3,9+/-10,8 (p=0,02) and 2,7+/-
11,5 mmHg (p=0,10) respectively. BMI decreased 0,3+/-1,6 points IG (p=0,17) and
increased 0,1+/-1,5 CG (p=0,81). Coronary risk decreased 0,8+/-6,5 points IG and
increased 0,2+/- 6,8 CG; effect of intervention was a reduction in 1 point (CI95%-
3,9/1,9)(p=0,48). Calories ingestion decreased 42,8+/-1141,2 Kcal/day p=0,14) IG and
278,9+/-1115,9(p=0,62) CG. Physical exercise increased in both groups: 3,6+/-19 IG
(p=0,20) and 3,9+/-14,9 mets/hour/week CG (p=0,07). There was a higher decline of
cardiovascular risk in the intervention group than control group, we did not SS differences

between both groups in parameters ( Rodriguez , et al. 2009)

2 .11 Lifestyle and dietary in hypertension

The total BP effect of all dietary and lifestyle interventions in this study was more than
20mmHg. We need to point out that prevalences of hypertension in our study are

overestimated due to single BP measurements in epidemiological surveys. However, this is
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unlikely to have had a large effect. Data on intake of fish fatty-acids (eicosapentaenoic acid
and docosahexaenoic acid) on a population-based level were scanty and the number of
people consuming less than 200 mg/day could only roughly be estimated. For coffee,
uniform assessment was hampered by differences in cup size among populations. We
considered a cup of coffee to be equal to 125 ml, but for Italy cup size may be only 50 ml.
A study by Ferraroni et al13 among 395 Italian adults (median age of 50 years) showed an
average coffee intake of 100-110 ml per day, which is in line with the low intake that we
report. In a case—control study by Tavani et al15 in Northern Italian women, however,over
10% consumed four or more cups of coffee per day, and in another case—control study in
this population, this prevalence exceeded 20% (cup size in these studies was not reported).
From this study, we conclude that effective dietary and lifestyle interventions could make a
major contribution to the prevention of hypertension in Western societies. For several risk
factors, the impact on hypertension varied among populations, which is important for
setting priorities in preventive strategies. Hypertension itself, however, is not the outcome

of primary interest (Geleijnse, et al,2005).

Dietary and other lifestyle factors play a major role in the prevalence of hypertension.
Many of the behaviours likely to reduce blood pressure also have independent beneficial
effects on other cardiovascular risk factors to general health and survival. This is
particularly the case with weight control, exercise, dietary patterns characterised by a low
intake of saturated fat and a high intake of fruit, vegetables and fish and moderation of
heavy alcohol consumption. High salt intakes remain a major contributor to hypertension,
especially when potassium intake is low. Recent trials suggest substantial cardiovascular
benefits by a combination of weight control and sodium moderation in the elderly, by non-
vegetarian diets rich in fruit and vegetables and low in saturated fat, and by incorporation

of regular fish meals into weight control diets ( Beilin, 1999).



Highly saturated diet during gestation led to offspring which, when adults, presented a
gender related hypertension . The mechanism of this effect maybe related to the
polyunsaturated/saturated ratio (p/s).During the past 20 years, trans fatty acids have been
suspected of deleterious health effects, but the investigations have shown that these fatty
acids display a biological behavior close to that of saturated fatty acids (SFA). Moreover,
epidemiological investigations did not confirm the relationship between trans fatty acids
and cardiovascular pathology. Polyunsaturated fatty acids have been shown to exert a
positive action on hypertension. This effect could be attributed to the alteration of the p/s,
but mainly to the x3 poly unsaturated fatty acids (PUFAs). The comparison of several
animal models led to the conclusion that long-chain x3PUFAs (eicosapentaenoic acid
(EPA) and docosahexaenoic acid (DHA)) can prevent the increase in blood pressure and
reduce established hypertension, but the efficient dose remains an object of discussion.
Moreover, the two long-chain x3 PUFAs, EPA and DHA, display specific effects, which
vary with the etiology of hypertension, because their mechanism of action is different

(Grynberg, 2005)

A total of 810 participants were recruited from local communities and randomized into the
study. Individuals were eligible if they were aged 25 years or older, had body mass index
between 18.5 and 45.0, not taking antihypertensive medication, and had pre hypertension
or stage 1 hypertension: The two active intervention programs were a behavioral lifestyle
intervention that implements established recommendations, and an established intervention
plus the DASH dietary pattern. Both interventions consisted of intensive group and
individual counseling sessions. The control group received a brief advice session after
randomization and again after 6 months of data collection. Dietary intakes were collected
by two random 24-hour recalls at baseline, 6 months, and 18 months. The primary outcome

of the PREMIER study was change in systolic blood pressure at 6 months. The main



outcomes examined here include dietary variables collected by 24-hour recall at each time
point. Both the established intervention and established intervention plus DASH dietary
pattern group intervention were effective in helping participants follow established
recommendations to control blood pressure. The advice-only control group also made
some behavior changes, mainly decreasing energy and sodium intake. Only the established
intervention plus DASH dietary pattern group significantly increased intakes of DASH-
specific food groups, including fruits, vegetables, and dairy products, and nutrients,
including protein, fiber, calcium, potassium, and magnesium. Most of the increases did not

reach the levels consumed in the original DASH feeding studies ( Lin , et al,2007).

2 .12 The role of dietary sodium, potassium, calcium and magnesium

Decreased intake of sodium alone, and increased intakes of potassium, calcium, and
magnesium each alone decrease elevated blood pressure. The most pronounced effects are
brought about by a combination of several of these dietary factors.
The most recent US recommendations emphasize decrease in sodium, and increase in
potassium, calcium, and magnesium intakes, which are characteristic of the so-called
DASH (Dietary Approaches to Stop Hypertension) diets. Such changes bring the levels
towards the levels that are encountered in the Natural Diet, which has blood pressure
lowering effect. For the prevention and basic treatment of elevated blood pressure, various
methods to decrease the intake of sodium and to increase the intakes of potassium,
calcium, and magnesium should be comprehensively applied in the communities
,Hypertension has gained a panel of therapeutic treatments more diversified and efficient
than many other diseases, as shown by the reduction of hypertension-related morbidity and

mortality over the past 25 years ( Karppanen, et al, 2005)
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2 .13 Exercise and Hypertension

The researcher performed meta-analyses of randomized controlled trials involving
dynamic aerobic endurance training or resistance training. The meta-analysis on endurance
training involved 72 trials and 105 study groups. After weighting for the number of trained
participants, training induced significant net reductions in resting and daytime ambulatory
blood pressure of, respectively, 3.0/2.4 mmHg (P<0.001) and 3.3/3.5 mmHg (P<0.01). The
reduction in resting blood pressure was more pronounced in the 30 hypertensive study
groups (-6.9/-4.9) than in the others (-1.9/-1.6; P<0.001 for all). Systemic vascular
resistance decreased by 7.1% (P<0.05), plasma norepinephrine by 29% (P<0.001), and
plasma renin activity by 20% (P<0.05). Body weight decreased by 1.2 kg (P<0.001), waist
circumference by 2.8 cm (P<0.001), percentage body fat by 1.4% (P<0.001) and the
homeostasis model assessment index of insulin resistance by 0.31 units (P<0.01); high-
density lipoprotein cholesterol increased by 0.032 mmol/l (P<0.05). Resistance training has
been less well studied. A meta-analysis of nine randomized controlled trials (12 study
groups) on mostly dynamic resistance training revealed a weighted net reduction in blood
pressure of 3.2 (P=0.10)/3.5 (P<0.01) mmHg associated with exercise. Endurance training
decreases blood pressure through a reduction in systemic vascular resistance, in which the
sympathetic nervous system and the renin-angiotensin system appear to be involved, and
favourably affects concomitant cardiovascular risk factors. The few available data suggest
that resistance training can reduce blood pressure. Exercise is a cornerstone therapy for the

prevention, treatment and control of hypertension (Fagard_and Cornelissen, 2007).

The researcher has performed meta-analyses of randomized controlled trials involving
dynamic aerobic endurance training or resistance training. Inclusion criteria were: random

allocation to intervention and control; physical training as the sole intervention; inclusion
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of healthy sedentary normotensive and/or hypertensive adults; intervention duration of at
least 4 weeks; availability of systolic and/or diastolic blood pressure; The meta-analysis on
endurance training involved 72 trials and 105 study groups. The reduction of resting blood
pressure was more pronounced in the 30 hypertensive study groups (-6.9/-4.9) than in the
others (-1.9/-1.6; P < 0.001 for all). Systemic vascular resistance decreased by 7.1% (P <
0.05), plasma noradrenaline by 29% (P < 0.001) and plasma renin activity by 20% (P <
0.05). Bodyweight decreased by 1.2 kg (P < 0.001), waist circumference by 2.8 cm (P <
0.001), percentage body fat by 1.4% (P < 0.001) and the Homeostatic Model Assessment
(HOMA) index of insulin resistance by 0.31 units (P < 0.01). High-density lipoprotein-
cholesterol increased by 0.032 mmol/L (P < 0.05). 4. Resistance training has been less well
studied. A meta-analysis of nine randomized controlled trials (12 study groups) on mostly
dynamic resistance training revealed a weighted net reduction of diastolic blood pressure
of 3.5 mmHg (P < 0.01) associated with exercise and a non-significant reduction of
systolic blood pressure of 3.2 mmHg (P = 0.10). 5. In conclusion, dynamic aerobic
endurance training decreases blood pressure through a reduction of systemic vascular
resistance, in which the sympathetic nervous system and the renin-angiotensin system
appear to be involved, and favourably affects concomitant cardiovascular risk factors. In
addition, the few available data suggest that resistance training is able to reduce blood

pressure(Fagard, 2006).

2 .14 Effects of exercise, diet and their combination on blood pressure

Longitudinal intervention studies are more appropriate to assess the effect of physical
activity and training on blood pressure. In the present review, we will assess the effects of
dynamic physical exercise on blood pressure from longitudinal intervention studies in man.

There view will be restricted to studies in adults. Blood pressure was most often measured
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in resting conditions, but also by the use of ambulatory monitoring techniques or in
response to stress, particularly during exercise testing .Epidemiological studies suggest an
inverse relationship between physical activity or fitness and blood pressure. In a meta-
analysis of 44 randomized controlled intervention trials, the weighted net change in
conventional systolic/diastolic blood pressure in response to dynamic aerobic training
averaged 3.4/ 2.4mmHg (P00.001). The effect on blood pressure was more pronounced
in hypertensives than in normotensives. This type of training also lowered the blood
pressure measured during ambulatory monitoring and during exercise. However, exercise
appears to be less effective than diet in lowering blood pressure (P00.02), and adding

exercise to diet does not seem to further reduce blood pressure (Fagard, 2005).

The researcher included randomized, controlled trials with at least 8 weeks' follow-up,
comparing lifestyle with control interventions, enrolling adults with blood pressure at least
140/85 mmHg. Primary outcome measures were systolic and diastolic blood pressure. Two
independent reviewers selected trials and abstracted data; differences were resolved by
discussion. the researcher categorized trials by type of intervention and used random
effects meta-analysis to combine mean differences between endpoint blood pressure in
treatment and control groups in 105 trials randomizing 6805 participants. Robust
statistically significant effects were found for improved diet, aerobic exercise, alcohol and
sodium restriction, and fish oil supplements: mean reductions in systolic blood pressure of
5.0 mmHg [95% confidence interval (CI): 3.1-7.0], 4.6 mmHg (95% CI: 2.0-7.1), 3.8
mmHg (95% CI: 1.4-6.1), 3.6 mmHg (95% ClI: 2.5-4.6) and 2.3 mmHg (95% CI: 0.2-4.3),
respectively, with corresponding reductions in diastolic blood pressure. Relaxation
significantly reduced blood pressure only when compared with non-intervention controls.
We found no robust evidence of any important effect on blood pressure of potassium,

magnesium or calcium supplements.: Patients with elevated blood pressure should follow a



weight-reducing diet, take regular exercise, and restrict alcohol and salt intake. Available
evidence does not support relaxation therapies, calcium, magnesium or potassium

supplements to reduce blood pressure (Dickinson, et al,2006)

2 .15 Management of hypertension

2 .16 The role of diet in the prevention and treatment of hypertension

An impressive body of evidence strongly supports the concept that multiple dietary factors
influence blood pressure and that modification of diet can have powerful, beneficial effects
on this highly prevalent, yet modifiable, cardiovascular risk factor. Dietary therapies with a
proven ability to lower blood pressure include reduced sodium intake, weight loss,
moderation of alcohol intake, increased potassium intake, and a diet that emphasizes fruits,
vegetables, and low-fat dairy products that is low in fat and cholesterol. Several other
dietary factors, such as an increased intake of protein or monounsaturated fatty acids, may
also reduce blood pressure, but evidence to date is insufficient for policy
recommendations. Still, widespread implementation of those therapies with a proven
ability to lower blood pressure should have an enormous impact on the adverse patterns of
blood pressure that remain highly prevalent in the United States and most other countries

(Atheroscler, 2000).

For lifestyle modifications to prevent and treat hypertension, restrict dietary sodium to less
than 2300 mg (100 mmol)/day (and 1500 mg to 2300 mg [65 mmol to 100 mmol]/day in
hypertensive patients); perform 30 min to 60 min of aerobic exercise four to seven days per
week; maintain a healthy body weight (body mass index 18.5 kg/m(2) to 24.9 kg/m(2)) and
waist circumference (smaller than 102 cm for men and smaller than 88 cm for women);

limit alcohol consumption to no more than 14 units per week in men or nine units per week
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in women; follow a diet that is reduced in saturated fat and cholesterol, and that
emphasizes fruits, vegetables and low-fat dairy products, dietary and soluble fibre, whole
grains and protein from plant sources; and consider stress management in selected

individuals with hypertension (Khan , et al ,2009).

2 .17 Controlling hypertension by Natural Way

High blood pressure is a serious heath issue in American today. It is one that affects
millions of people, with millions more having it and not even knowing it. That is one of the
reasons high blood pressure is know as the silent killer. You really can't see it or feel it
until it's too late. While high blood pressure is caused by many different health reasons,
and even some hereditary ones, there are some natural ways of preventing and
controlling it. Here are a few of the better ones.Lower the amount of salt in your diet ..Stop
smoking — Reduce your stress -.Exercising and maintaining healthy weight helps to
maintain strength in your heart and prevent it from working too hard. This in turn will

lower your blood pressure level (Medicine net .com,2009).

There are three very important concepts to remember related to hypertension: Controlling
blood pressure is something that will be ongoing for a lifetime. Control of high blood
pressure can be assisted by eating sensibly, exercising regularly, and quitting smoking.

If medication is needed to control blood pressure, it should be taken every day, and at the
same time every day. Remember that certain drugs may cause blood pressure to go up, or
may interact with blood pressure medication.< Controlling blood pressure may help you
avoid several very serious conditions - heart attack, stroke, kidney failure, and blindness.
Be aware of side effects that might be related to the medications being taken. Seek medical
attention if you develop any symptoms of dangerously high blood pressure, such as: severe

headache, confusion, or dizziness; severe chest or back pain; severe shortness of breath;



weakness or numbness in the arms or legs; coughing up blood , nose bleeds, or visual

disturbances (Federal Bureau of Prisons, 2004 ).

Advice on the best drugs for first-line treatment of hypertensive patients, to a discussion of
ways to educate populations about relevant lifestyle changes ,Throughout the report,
population-based and individual approaches are presented as complementary, synergistic
strategies for hypertension control. To assist physicians as well as policy makers, the report
includes abundant recommendations, based on the best scientific evidence, for the
management of different patient groups. A section on the clinical assessment of the
hypertensive patient explains the components of a coherent, step-wise diagnostic process
involving history taking, physical examination, and laboratory investigation. Included are
an assessment of the most suitable drugs for first-line treatment and guidelines for
developing management plans for mild hypertension, moderate and severe hypertension,
resistant hypertension, and hypertensive emergencies. In view of the need to assure that
scarce resources are invested wisely, the report also discusses and compares the cost-

effectiveness of different management strategies (WHO, 1996).

Good management is central to any strategy formulated to control hypertension at the
community level. These guidelines are aimed at standardizing the management and care of
hypertension, including control of blood pressure and complications in people with
established hypertension and identification of individuals with high blood pressure who are
at increased risk of complications; and at promoting integration of prevention of
hypertension into primary health care settings, including lifestyle measures for prevention
and management and cost-effectiveness. The guidelines are intended to benefit physicians

at primary, secondary and tertiary level, general practitioners, internists and family



medicine specialists, clinical dieticians and nurses as well as health and policy-makers.
They provide the necessary information for decision-making by health care providers or
patients themselves about disease management in the most commonly encountered

situations (WHO, 2005).

2.18 Combined calcium, magnesium and potassium supplementation for the
management of primary hypertension in adults

Three combinations of minerals were investigated: potassium & magnesium, calcium &
magnesium, and calcium & potassium. One trial investigated combinations of calcium &
magnesium and of calcium & potassium, and for each found a statistically non-significant
increase in both SBP and DBP. All three trials investigated the combination of potassium
& magnesium. None of the trials provided data on mortality or morbidity. The combination
of potassium & magnesium compared to control resulted in statistically non-significant
reductions in both Systole and diastole, BP A sensitivity analysis using alternative reported
values which accounted for missing data had very little effect on DBP but resulted in a
larger, statistically significant reduction in SBP (mean difference = -5.8 mmHg, 95% CI: -
10.5 to -1.0).The quality of the trials was not well reported. the researcher found no robust
evidence that supplements of any combination of potassium, magnesium or calcium reduce
mortality, morbidity or BP in adults. More trials are needed to investigate whether the

combination of potassium & magnesium is effective (Beyer , et al, 2006).

2 .19 Relaxation therapies for the management of primary hypertension in adults

To evaluate the effects of relaxation therapies on cardiovascular outcomes and blood
pressure in people with elevated blood pressure, Current Controlled Trials and reference

lists of systematic reviews, meta-analyses and randomised controlled trials (RCTs)
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included in the review.: Inclusion criteria: RCTs of a parallel design comparing relaxation
therapies with no active treatment, or sham therapy; follow-up >/=8 weeks; participants
over 18 years, with raised systolic blood pressure (SBP) >/=140 mmHg or diastolic blood
pressure (DBP) >/=85 mmHg); SBP and DBP reported at end of follow-up. Exclusion
criteria; participants were pregnant; participants received antihypertensive medication
which changed during the trial.. results : In view of the poor quality of included trials and
unexplained variation between trials, the evidence in favour of causal association between
relaxation and blood pressure reduction is weak. Some of the apparent benefit of relaxation

was probably due to aspects of treatment unrelated to relaxation ( Dickinson, et al, 2008).

The overall prevalence of hypertension (WHO-International Society for Hypertension
criteria) was 65% (95% confidence interval = 62-67%). The prevalence was higher in
urban than rural areas, but did not differ significantly between the sexes. Multiple logistic
regression analyses identified a higher body mass index, higher education status and
prevalent diabetes mellitus as important correlates of the prevalence of hypertension.
Physical activity, rural residence, and current smoking were inversely related to the
prevalence of hypertension. Among study subjects who had hypertension, 45% were aware
of their condition, 40% were taking anti-hypertensive medications, but only 10% achieved
the level established by the US Sixth Joint National Committee on Detection, Evaluation
and Treatment of Hypertension WHO criteria. A visit to a physician in the previous year,
higher educational attainment and being female emerged as important correlates of
hypertension awareness. Conclusions Our findings emphasize the need to implement
effective and low cost management regimens based on absolute levels of cardiovascular
risk appropriate for the economic context. From a public health perspective, the only
sustainable approach to the high prevalence of hypertension in the Indian subcontinent is

through a strategy to reduce the average blood pressure in the population (WHO, 2001).
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Initial therapy should include thiazide diuretics. Other agents appropriate for first-line
therapy for diastolic and/or systolic hypertension include angiotensin- converting enzyme
(ACE) inhibitors (in patients who are not black), long-acting calcium channel blockers
(CCBs), angiotensin receptor antagonists (ARBS) or beta-blockers (in those younger than
60 years of age). A combination of two first-line agents may also be considered as the
initial treatment of hypertension if the systolic blood pressure is 20 mmHg above the target
or if the diastolic blood pressure is 10 mmHg above the target. The combination of ACE
inhibitors and ARBs should not be used. Other agents appropriate for first-line therapy for
isolated systolic hypertension include long- acting dihydropyridine CCBs or ARBs. In
patients with angina, recent myocardial infarction or heart failure, beta-blockers and ACE
inhibitors are recommended as first-line therapy; in patients with cerebrovascular disease,
an ACE inhibitor/diuretic combination is preferred; in patients with proteinuric nondiabetic
chronic kidney disease, ACE inhibitors or ARBs (if intolerant to ACE inhibitors) are
recommended; and in patients with diabetes mellitus, ACE inhibitors or ARBs (or, in
patients without albuminuria, thiazides or dihydropyridine CCBs) are appropriate first-line

therapies (Khan, et al, 2009).

2 .20 The future of antihypertensive treatment

In spite of the availability of more than 75 antihypertensive agents in 9 classes, BP control
in the general population is at best inadequate. Therefore, antihypertensive therapy in the
future or near future should be directed toward improving BP control in treated
hypertensive patients with the available drugs by using the right combinations at optimum
doses, individually tailored gene-polymorphism directed therapy, or development of new
modalities such as gene therapy and vaccines. Several studies have shown that BP can be

reduced by lifestyle/behavior modification. lifestyle/behavior modification (obesity, high



dietary intake of fat and sodium, physical inactivity, smoking, excessive alcohol intake,
low dietary potassium intake) can control BP and improve the efficacy of pharmacologic. .
New classes of antihypertensive drugs and new compounds in the established drug classes
are likely to widen the armamentarium available to combat hypertension. These include the
aldosterone receptor blockers, vasodilator beta-blockers, renin inhibitors, endothelin
receptor antagonists, and dual endopeptidase inhibitors. The use of fixed-dose combination

drug therapy is likely to increase (Hernandez and Valasco, 2007).

2 .20.1Genotype therapy

There is a conceptual possibility that gene therapy may yield long-lasting antihypertensive
effects by influencing the genes associated with hypertension. But, the treatment of human
essential hypertension requires sustained over-expression of genes. Some of the
challenging tasks for successful gene therapy that need to be mastered include
identification of target genes, ideal gene transfer vector, precise delivery of genes into the
required site (target), efficient transfer of genes into the cells of the target, and prompt
assessment of gene expression over time. Targeting the RAS by antisense gene therapy
appears to be a viable strategy for the long-term control of hypertension. Several problems
that are encountered in the delivery of gene therapy include 1) low efficiency for gene
transfer into vascular cells; 2) a lack of selectivity; 3) problem in determining how to
prolong and control transgene expression or antisense inhibition; and 4) difficulty in
minimizing the adverse effects of viral or nonviral vectors. In spite of the hurdles that face
gene therapy administration in humans, studies in animals indicate that gene therapy may
be feasible in treating human hypertension, albeit not in the near future. DNA testing for
genetic polymorphism and determining the genotype of a patient may predict response to a

certain class of antihypertensive agent and thus optimize therapy in individual patients. In
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this regard, there are some studies that report the effectiveness of antihypertensive therapy
based upon the genotype of selected patients. Treatment of human hypertension with
vaccines is feasible but is not likely to be available in the near future (Hernandez and

Valasco, 2007)

2.21 Quality of life and Health

Theorists of quality of life as well as technicians of quality of life can enter the arena.
There is now reason to ask a number of questions. Who are the experts on this subject?
What are its scientific foundations and how could it genuinely help the personnel in health
care and social care as well as the decision-makers of health care and social policy? Is it
possible to define the concept of quality of life? Can one in any sense measure the quality
of life of single individuals or of collectives of people? Is it reasonable that quality of life
should obtain the status of being the major goal of health care and social care?
The sources and the methods will to a great extent be philosophical. These are Aristotle
from the 4th century B.C. and the Englishman Jeremy Bentham from thel8 th century. |
wish to indicate that the question about the nature of quality of life is as old as human
thinking itself. I also wish to indicate that many important conclusions have been drawn
long before the time of quality-of-life questionnaires. All measurement requires
conceptual clarity. measurement, however technically sophisticated, can never compensate
for unclarity or incompleteness in the conceptual analysis on which it is based.
Therefore,the practitioners of measurement of quality of life must, in order to become
credible, seriously consider certain theoretical objections, in particular such as that

concerning the question of validity (Lennart,1996).
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2 .22Current state of the art in quality of life measurement

Quality of life is a collection of interacting objective and subjective dimensions. Quality of
life is also a dynamic concept; values and self-evaluations of life may change over time in
response to life and health events and experiences. Each area of quality of life can also
have knock on effects on the others. For example, retaining independence and social
participation may promote feelings of emotional wellbeing, but are partly dependent on
retaining health and adequate finances. These can also be influenced by local transport
facilities, type of housing, community resources, and social relationships. Quality of life is
multidimensional and its parts affect each other as well as the sum. It poses inevitable

challenges for measurement (Bowling, 2003).

2 .22 .1 Models of Quality of life definitions

A broad range of, often overlapping, models of quality of life has been developed. These
range from the needs and satisfaction-based models used widely in the evaluation of
mental health services, models of life satisfaction, social wellbeing and social network
employed in social gerontology, and psychological models which emphasize personal
growth, control over life, cognitive competence and adaptability. In relation to the latter,
Zizzi et al. (1998)2 pointed to the confusion surrounding the many psychological concepts.
They argued that perceived quality of life is likely to be mediated by several interrelated
variables, including self related constructs (for example, self-mastery and self-efficacy,
morale and self-esteem, perceived control over life) and these perceptions are likely to be
influenced by cognitive mechanisms (for example, expectations of life, social values,
beliefs, aspirations, and social comparison standards). Although the model is attractive,
there is still little empirical data to support or refute the distinction between psychological

constructs as mediating or influencing variables. Another approach has led to a negative



focus in measurement, at the expense of the positive. Descriptive and evaluative research
based on negative models inevitably underestimates the quality of life of people. A
different approach to definition has conceptualized health-related quality of life as the gap
between present health and functional status and one’s aspirations for these (“gap”
theory).This model is based on social expectations and comparisons with others. While
innovative attempts have been made to operationalize and measure this gap, there is little
supporting evidence of the content validity of this model. Recognition of the need for
broader, more positive and balanced definitions of quality of life has resulted in more
general adoption of the WHO Quality of Life Group’s (WHOQOL) definition: “... an
individual’s perception of their position in life in the context of the culture and value
systems in which they live and in relation to their goals, expectations, and standards and
concerns. It is a broad-ranging concept affected in a complex way by the person’s physical
health, psychological state, level of independence, social relationships, and their

relationships to salient features of their environment(Bowling, 2003).

2 .23 Quality of life determination

Two factors driving this change are first, a recognition of the importance of the social
consequences of disease and second, an acknowledgement that medical interventions aim
to increase the quantity and quality of survival. For these reasons, the quality effectiveness,
and efficiency of healthcare are often evaluated by their impact on “quality of life”.
There is no consensus definition of health-related quality of life but there is a tendency to
regard it as a constant concept. Yet perceptions of health and its meaning vary between
individuals and within an individual over time. The writer propose a model for the
relationship between expectations and experience and use it to illustrate current problems

in quality of life measurement. The implications of these concepts for the use of quality of



life as an indicator of treatment need and as an outcome of care will be discussed.
This feature is what distinguishes them from measures of disability, which enquire about
ability to complete specific tasks such as climbing stairs or dressing oneself. Health-related
quality of life is a broader concept concerned with whether disease or impairment limits
one’s ability to fulfill a normal role, Understanding the mechanisms through which health,
illness, and healthcare interventions influence quality of life may highlight ways in which
quality of life can be maximized. A major aim of treatment, particularly in chronic disease,
is to enhance quality of life by reducing the impact of disease. Yet patients with severe
disease do not necessarily report poor quality of life. Considering quality of life as the
discrepancy between our expectations and experience provides a way of explaining how

we evaluate our quality of life (Alison, et al,2003)

.2 .24 What is quality of life

Health-related QoLis still a loose definition. What aspects of QoL should be included? It is
generally agreed that the relevant aspects may vary from study to study but can include
general health, physical functioning, physical symptoms and toxicity, emotional
functioning, cognitive functioning, role functioning, social well-being and functioning,
sexual functioning and existential issues. In the absence of any agreed formal definition of
QoL, most investigators circumvent the issues by describing what they mean by QoL, and
then letting the items (questions) in their questionnaire speak for themselves. Thus some
questionnaires focus upon the relatively objective signs such as patient-reported toxicity,
and in effect define the relevant aspects of QoL as being, for their purposes, limited to
treatment toxicity. Other investigators argue that what matters most is the impact of

toxicity, and therefore their questionnaires place greater emphasis upon psychological



aspects, such as anxiety and depression. Yet others try to allow for spiritual issues, ability

to cope with illness, and satisfaction with life (Peter and David,2007).

2 .24 .1 Historical Development instruments

One of the first instruments that broadened the assessment of patients beyond physiological
and clinical examination was the Karnofsky Performance Scale proposed in 1947
(Karnofsky and Burchenal, 1947) for use in clinical settings. Over the years, it has led to a
number of other scales for functional ability, physical functioning and daily activities .
The next generation of questionnaires, in the late 1970s and early 1980s, that quantified
health status were used for the general evaluation of health. These instruments focused on
physical functioning, physical and psychological symptoms, impact of illness, perceived
distress and life satisfaction . Priestman and Baum measured a variety of subjective effects,
including well-being, mood, anxiety, activity, pain, social activities and the patient’s
opinion as to ‘Is the treatment helping?’ Much of the development of QoL instruments has
built upon these early attempts, although newer instruments emphasize more strongly
subjective aspects, such as emotional, role, social and cognitive functioning. Frequently,
one or more general or global questions concerning overall QoL are included. However,
despite a shift to the inclusion of psychological and social aspects, these instruments

continue to link QoL to the functional capacity(Peter and David, 2007).

Thus, if a patient is unable to achieve full physical, psychological or social functioning, it
is assumed that their QoL is poorer. Although this may in general seem a reasonable
assumption, it can lead to theoretical problems. A number of other theoretical models for
QoL have been proposed. The expectations model of Calman (1984) suggests that
individuals have aims and goals in life and that QoL is a measure of the difference between

the hopes and expectations of the individual and the individual’s present experience. It is



concerned with the difference between perceived goals and actual goals. The gap may be
narrowed by improving the function of a patient or by modifying their expectations. The
needs model relates QoL to the ability and capacity of patients to satisfy certain human
needs. QoL is at its highest when all needs are fulfilled, and at its lowest when few needs
are satisfied. Needs include such aspects as identity, status, self-esteem, affection, love,
security, enjoyment, creativity, food, sleep, pain avoidance and activity. Hunt and

McKenna (1992) use this model to generate other QoL measures (Peter and David, 2007).

2 . 25 Quiality of life in hypertension :

.The authors evaluated the self-reported quality of life in patients with systemic arterial
hypertension and assessed whether clinicians and normotensive respondents from the
general public appreciate the impact that hypertension has on health-related quality of life.
A quality-of-life questionnaire was completed by 385 individuals: persons with
hypertension (n=188), normotensive persons (n=148), and clinicians (n=49). A utility
score, which represents one's self-perceived health-related quality of life, was generated for
each group by using standardized time tradeoff questionnaires. Quality of life with
hypertension was judged to be significantly higher according to affected individuals (mean
utility score, 0.980), compared with normotensive persons (mean utility score, 0.948) and
clinicians (mean utility score, 0.942), who were asked to assume that they had
hypertension (p<0.0005). Clinicians and normotensive individuals tend to overemphasize
the impact that hypertension has on quality of life, as compared to affected patients. The
relatively low impact that hypertensive individuals indicate high blood pressure has on
their quality of life may contribute to their lack of compliance with treatment regimens

(Stein ,et al ,2008).



2 .26 Factors affecting the quality of life of hypertensive patients.

Using the Hypertension Health Status Inventory and multivariate analysis, predictors of
quality of life were determined for a random selection of 316 hypertensive patients.
Controlling for the effects of demographic and socioeconomic factors and existing co-
morbidity, a better quality of life was independently predicted by achieving a controlled
blood pressure and absence of target organ complications. Neither the number of
antihypertensive drugs received nor the dose frequency affected patients' quality of life.
Presence of drug side-effects independently predicted a lower quality of life in the physical
and emotional domains but not on aspects of daily living. The independent predictors
explained 25%-30% of the variation in the quality of life of hypertensive patients. The
study highlights the role of achieving blood pressure control to ensure a better quality of

life for hypertensive patients(Youssef , 2005).

Telemonitoring of home blood pressure (BP) is a new advance in home BP monitoring
(HBPM) and has proved effective in improving BP control. The impact of telemedical
HBPM on health-related quality of life (HRQOL) has not yet been studied. The purpose of
this study is to compare HRQOL using a generic scale (SF-36) in patients with
antihypertensive treatment based on telemedical HBPM and in patients with
antihypertensive treatment based on conventional monitoring of office BP. Hypertensive
patients (n = 223) recruited by general practitioners participated in the study. In the
intervention group, antihypertensive treatment was based on telemedical HBPM. In the
control group, patients (n = 118) received usual care with office visits to monitor BP. After
6 months, participants filled out SF-36 questionnaires. Patients in the telemonitoring group
(T) had higher mean scores in the bodily pain domain than patients in the control group

(C), indicating less pain and interference with activities among telemonitored patients [T:



85.3(20.2), C: 78.3(26.4), p = 0.026)]. Patients were more likely to feel their general health
had worsened during the last year if antihypertensive treatment was based on conventional
office measurements. In the bodily pain domain and health transition scale, scores were

slightly better among telemonitored patients compared with control (Madsen ,et al, 2008).

2 .27 Medical therapy, symptoms, and the distress the cause: relation to quality of life

in patients with angina pectoris and/or hypertension

Adverse events during drug therapy can be assessed through measurement of 2 features:
their frequency and their severity. Their severity, in turn, can be measured by assessing the
distress that they cause. Our goal was to relate the magnitude of the distress induced by
treatment with calcium-channel blocking agents to the change in quality of life assessed
through psychosocial instruments in patients treated with calcium-channel blocking agents,
either for hypertension or for angina pectoris. Four hundred seventy-five patients with
angina pectoris were randomized to double-blind treatment with PPR (physiological
pattern release) verapamil hydrochloride, amlodipine besylate, amlodipineatenolol
combination, or placebo. In addition, 557 hypertensive patients were randomized either to
PPR verapamil or nifedipine GITS (gastrointestinal system). Both studies were double-
blind., Significant differences in treatment of angina pectoris or hypertension, were not
found between the regimens. Overall quality of life also failed to show a significant
difference in either group. In both groups, however, remarkable concordance was found
between the degree of distress associated with specific symptoms and a change in quality
of life. An unchanged, stable symptom distress was associated with a significant
improvement in the quality of life of about 0.1 SD. Improvement or erosion of symptom
distress represented by 1 step was associated with a 0.1- to 0.2-SD change. The extreme

change in symptom distress was associated with a substantially larger change in global
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quality of life. The magnitude of symptom distress or relief associated with symptoms in 2
patient populations correlated strongly with a shift in quality of life. The assessment of
distress associated with symptoms provides valuable additional information on drug

therapy(Hollenberg, et al,2000).

2 .28 Health-related quality of life and hypertension status

The researcher examined health-related quality of life measures by hypertension status,
awareness, treatment, and control.: Five unfavorable health-related quality of life measures
were analyzed among 8303 adults aged 20 years or older who participated in the 2001--
2004 National Health and Nutrition Examination Survey. Multivariable logistic regression
analyses examined differences in health-related quality of life with adjustment for age,
race, sex, healthcare coverage, and other medical conditions. The 30% of respondents with
hypertension were more likely to report fair or poor health status , Having hypertension
and being aware of it was related to lower health-related quality of life. Antihypertensive
medication was associated with more physically unhealthy days, while there were no
differences in health-related quality of life by control status. Further study is needed to
examine these differences including: disease severity, sex and racial/ethnic differences, co
morbidities not examined, and impact of health-related quality of life and its changes on

outcomes (Hayes, et al, 2008).

To explore the health-related quality of life (HRQOL) for hypertensive patients (HBP) and
to provide reasonable evidence for evaluating the effectiveness of antihypertensive therapy
in clinical practice.: A cross-sectional study was used to survey 106 patients with HBP and
127 nomotensives using SF-36 short form of quality of life in the community. The cutoff
point score of HRQOL was decided by receiver operating characteristic (ROC) Curve

analysis. There were 60 patients with BP > or = 160/95 mm Hg who had been treated by
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antihypertensive drugs for 6 months. Before and after the treatment, their HRQOL was
measured and evaluated, and the relationship between the change of HRQOL and
antihypertensive effect was evaluated.: Apart from physical function and pain, other 7
domains were significantly lower in the hypertensive group than in the normotensive
group, which included social function, role limitations attributed to both physical and
emotional problems, mental health, activity or fatigue and overall evaluation of health (P <
0.05-0.001). A cutoff point of HRQOL was decided using ROC analysis in which the 290
score was the best one for diagnostic HRQOL with the sensitivity of 80% and a specificity
of 70%. The target rate of the antihypertensive care and the improved rate of HRQOL for
60 patients with HBP were 63% and 75% separately for a 6-month treatment. The HRQOL
of these hypertensives was significantly lower than that in the normotensives in the study.
The measurement of HRQOL was more useful to evaluate the antihypertensive

effectiveness in clinical practice (Wang, et al, 1999).

To evaluate the relationship between quality of life and several clinical, therapeutic and
sociodemographic variables in the hypertensive population. The EuroQol-5D questionnaire
included quality of life issues and psychological evaluation scales for the evaluation of
depression and anxiety. In addition, the questionnaire contained five health-related, quality
of life dimensions and a visual analogue scale for the self-evaluation of health status. A
higher score indicates that a poorer quality of life was reported. Previous use of different
antihypertensive classes (diuretics, calcium antagonists, angiotensin-converting enzyme
inhibitors, beta-blockers and other hypertensive) did not influence the quality of life of the
hypertensive patients. Current treatment status, however, influenced quality of life. Those
individuals currently undergoing no treatment reported having a better quality of life than
did those individuals being treated with one or more drugs. To examine whether irbesartan,

an angiotensin receptor antagonist, would improve the hypertensive patient’s quality of
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life, the drug was introduced to the hypertensive patients after their first evaluative visit. At
the second visit, the quality of life questionnaire scores had decreased, indicating a
perceived improvement of the patients’ quality of life. The authors concluded that,
although the use of antihypertensive drugs before inclusion of irbesartan appeared to make
quality of life worse, the addition of irbesartan produced a positive impact on quality of life

(Pullen , 2008).

To determine the relationship between symptoms and health-related quality of life
(HRQOL) in patients receiving drug therapy for hypertension. Design: Cross-sectional
survey. Setting: Outpatient general medicine and university-based hypertension clinics.
Patients: All patients prescribed one or more antihypertensive drugs seen during a 6-month
period in the clinics. Intervention: Data were obtained from a mailed questionnaire and
medical records. Measurements , Symptoms were measured by a symptom count and total
symptom distress. Two scores derived from the Short Form-36 (SF-36) -- the Physical
Component Summary (PCS) and the Mental Component Summary Symptoms have a
greater impact on HRQOL than patient characteristics, blood pressure, or drug-related
factors. Among patients receiving drug therapy for hypertension, detailed review of
symptoms may Yyield important information for assessing and improving HRQOL

(Erickson, etal, 2004).

The goal of antihypertensive treatment is to reduce blood pressure without interfering in
health-related quality of life (HRQL) This study aimed to assess the influence of
hypertension control upon HRQL in hypertensive patients with and without complications.
Seventy-seven hypertensive outpatients (71% women, 58% white, 60% with elementary
school level education, average age 54 + 8 years) were observed during a 12-month special

care program (phase 1: clinical visits every two months, donation of all antihypertensive



medications, meetings with a multidisciplinary team, and active telephone calls) and three
years of standard care (phase 2: clinical visits every four months, medication provided by
the drugstore of the hospital with a two-hour wait and a possible lack of medication, no
meetings with a multidisciplinary team or active telephone calls). The patient HRQL was
assessed using Bulpitt and Fletcher's Specific Questionnaire, as well as the SF-36 scores.
Hypertensive patients were divided into "with complications” (n=37, diastolic blood
pressure great than 110 mm Hg for patients with or without treatment, with clinically
evident target-organ or other associated illness) and "without complications™ (n=40). The
variables studied were quality of life, blood pressure control, hypertension gravity, and
demographic characteristics. Special care programs with multidisciplinary activities,
individualized and personalized assistance, easy access to pharmacological treatment,
frequent meetings, and active telephone calls for hypertensive patients significantly
increase blood pressure control but do not interfere with the HRQL (Angela and Geraldo,

2009)

Analyze the impact of known and unknown hypertension on health-related quality of life
(HRQOL): A descriptive cross-sectional study in the health coverage area of the Rio
Hortega University Hospital, in north-western Spain, on a simple random sample of 33022
individuals. Following a multiphase sampling, a final sample of 466 people, representative
of the general population, was analyzed. The blood pressure of patients with known
hypertension and those with a blood pressure of >or= 140/90 mmHg was subjected to
ambulatory monitoring in order to evaluate the degree of blood pressure control and to
detect those patients with white-coat hypertension, respectively..
Patients with known hypertension presented a poorer HRQOL. This deterioration of the

subjective state of health was not observed in patients who had not yet been diagnosed,



which suggests it is due, above all, to the labeling effect and/or to the treatment more than

to the hypertension.(Mena , et al , 2003)

The health-related quality of life (HRQOL) of hypertensives may be influenced by blood
pressure, adverse effects of drugs used to treat hypertension, or other factors, such as the
labelling effect, or beliefs and attitudes about illness and treatment. This study describes
the HRQOL and its determinants among black patients diagnosed and treated for
Hypertension in Nigeria.: The study was a cross sectional in design that involved 265
hypertensive patients receiving treatment at the medical outpatient unit of the Federal
Medical Centre Abeokuta, Nigeria. They were all consecutive patients that presented at the
hospital during the period of the study who meet the inclusion criteria and consented to
participate in the study. Demographic data, disease characteristics such as symptoms and
signs and recent drug history were obtained from the patients and their hospital records as
documented by the physician. The SF-36 questionnaire was administered once by
interview to the participants to measure their HRQOL. This study provides evidence for a
model that links patients' status with regard to biology (blood pressure), symptoms, and
functionality (HRQOL) and may prove useful in guiding follow-up of patients who receive
treatment for hypertension. Identification of patient's symptoms, blood pressure,
complication/co morbidity and changes in functioning may help clinicians increase their
effectiveness in helping patients maintain adherent behavior with drug and non drug

interventions in chronic diseases such as hypertension (Ogunlana , et al. 2009)

The goals of antihypertensive therapy are to achieve and maintain blood pressure control
by the least intrusive means possible to prevent future cardiovascular and renal events. To
achieve these goals, pharmacologic agents must be chosen so as to minimize drug-related

adverse events, increase patient adherence to treatment regimens, and minimize the
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negative impact on health-related quality of life (HRQL). Although the effects of
antihypertensive therapy on HRQL have been extensively investigated, there is little
synthesis of the research findings. This review was undertaken to provide a synthesis of the
available data on the impact of antihypertensive therapy on HRQL and to provide
recommendations for future research. literature search was conducted to identify English-
language articles published from 1990 to 2000 that included random assignment to
antihypertensive treatment and HRQL as an outcome. In addition, reference lists of
published reviews and other trials were reviewed to identify other studies of HRQL and
antihypertensive therapy . A standardized approach to the assessment of HRQL in
hypertensive patients is needed so that research in this area can be of value to clinical

practice and to hypertensive patients and their families (Coyne ,et al, 2002).

Compliance with the pharmacological and non-pharmacological therapeutic regimen is
essential to prevent occurrence and worsening hypertension and stroke. The main aim to
identification of predictors of Quality of Life (QOL) among hypertensive patients without
stroke and hypertensive patients with stroke. Self-reported QOL was obtained from 112
patients with hypertension and stroke and 224 patients with hypertension only with the
WHO-QOL-BREF questionnaire and compliance with the pharmacological and non-
pharmacological therapeutic regimen was assessed with a standardized questionnaire.
Means of QOL were compared with ANOVA procedures and predictors were estimated
using multiple linear regression models. The results of this study showed that selfreported
QOL is poorer in patients with stroke than in hypertensive patients. Male gender appears to
be a strong predictor of quality of life in patients either with hypertension or stroke. Follow
up health care programs are essential for good quality of life among both patient groups.
Diet, physical exercise, low level of stress are important factors for enhanced QOL.

Current smoking seems to enhance the psychological and social dimensions for both



patients groups. Multiple linear regression models indicate that low level of stress and male
gender are genuine predictors of all dimensions of QOL among hypertensive patients, but
not in stroke patients. It is concluded in this study that compliance with the
pharmacological and non-pharmacological therapeutic regimen is strongly linked with a
better QOL among patients with stroke and hypertension or hypertension only (Aljeesh et

al, 2005 ).

2 .29 Perceived symptoms and health-related quality of life

This study compared the prevalence and intensity of symptoms and the health-related
quality of life (HQL) of patients taking antihypertensive medications and patients without
disease. This cross-sectional study used surveys mailed to patient's homes. All consecutive
patients over age 30 years attending either a general medicine or hypertension clinic during
3 months were eligible (n = 437). Hypertension group (HTN-G) patients were diagnosed
with primary hypertension, prescribed antihypertensive medications, and had no other
symptomatic conditions or drug therapies. Control group (CNTL-G) patients were seen in
the general medicine clinic and had no chronic symptomatic conditions or drug therapies.
Measures included the Symptom Distress Checklist (SDC, list of 51 symptoms, frequency,
and level of distress), the Medical Outcomes Study Short Form-36 (SF-36), medications,
blood pressures, and other data obtained from medical records and patient self-report.
Hypertensive patients receiving antihypertensive medications have more symptoms and
lower HQL. Differences were detected by both a brief, general HQL instrument and a
detailed, disease-specific instrument. Routine screening of treated hypertensive patients
using a brief HQL questionnaire to detect physical symptoms may prove feasible and

useful (Erickson ,et al ,2001).



2 .30 Relationship between symptoms and health-related quality of life in patients

treated for hypertension

To determine the relationship between symptoms and health-related quality of life
(HRQOL) in patients receiving drug therapy for hypertension. Cross-sectional survey.
Outpatient general medicine and university-based hypertension clinics. All patients
prescribed one or more antihypertensive drugs seen during a 6-month period in the clinics.
Data were obtained from a mailed questionnaire and medical records

Symptoms were measured by a symptom count and total symptom distress. Two scores
derived from the Short Form-36 (SF-36)--the Physical Component Summary (PCS) and
the Mental Component Summary (MCS)--were used to assess HRQOL. Symptoms have a
greater impact on HRQOL than patient characteristics, blood pressure, or drug-related
factors. Among patients receiving drug therapy for hypertension, detailed review of
symptoms may Yyield important information for assessing and improving HRQOL

(Erickson , 2004).

2 .31 Antihypertensive therapy and quality of life: a comparison of atenolol,

captopril, enalapril and propranolol.

This randomized, double-blind parallel study compared the effects of atenolol, captopril,
enalapril and propranolol in 360 men with mild-to-moderate essential hypertension.
Patients were titrated until diastolic blood pressure (Korotkoff phase V) decreased by at
least 10 mmHg or to 90 mmHg or less. Quality of life assessments, based on validated
psychometric questionnaires and objective measurements of cognitive function, occurred
after three study phases: placebo run-in (3-5 weeks), titration (1-4 weeks), and
maintenance (4 weeks). After four weeks of maintenance therapy, atenolol, captopril and

enalapril generally had equivalent effects on quality of life, as measured by psychometric
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questionnaires, whereas propranolol consistently evidenced worsening or less
improvement. Global scores of distressing psychological symptoms differed as a function
of specific treatment (P = 0.01), with improvements significantly better for the atenolol,
captopril and enalapril groups as compared with the propranolol group. There were no
statistically significant differences among treatments for changes in cognitive function at
maintenance. Thus, the quality of life questionnaires differentiated among drugs of the
same class, indicating that selection among antihypertensive drugs should be based on their

specific qualities, not on general class characteristics (Steiner, et al.1990).

A multicenter, randomized double-blind clinical trial was conducted among 306 black men
and women with mild to moderate hypertension to determine effects of atenolol, captopril,
and verapamil SR on measures of quality of life. Patients were randomly assigned to a
stable or forced-dose titration sequence. After an 8-week treatment period, the rate of
withdrawal from treatment because of adverse effects was low and did not differ by drug
treatment group or titration level. Patients taking verapamil SR showed a significantly
greater reduction in mean blood pressures than patients treated with atenolol or captopril.
Along with absence of worsening on any quality of life total scale scores examined over
the treatment period, we found either improvement or no change in the total scale scores
for all three treatment groups. Among both male and female patients, comparisons between
drug treatment groups showed no differences in degree of change on the total scale scores.
In comparisons within each treatment group, improvement in scores of male patients after
8 weeks appeared among those taking atenolol in general well-being and physical
symptoms reduction; among male patients taking captopril in general well-being, physical
symptoms, and sexual performance; and among male patients receiving verapamil SR in
scores in irritability, sleep, and the Digit Span test. Improvement in scores among female

patients taking atenolol was found in scores on general well-being, physical symptoms, and
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sleep; among women taking captopril on general well-being, physical symptoms, and
irritability; and among women taking verapamil SR on general well-being. Patients in all
treatment groups improved on measures of visuomotor functioning. The research shows
that with the three newer generation antihypertensive medications studied, blood pressure
control was achieved during the treatment period without negative effects on quality of life
scales, along with findings of improvement on some measures. Given the special clinical
features of hypertension in black patients, the study underlines as well the potential and
utility of systematic tracking of measures of quality of life, while monitoring blood

pressures in this patient population ( Croog, et al, 1990).

The researcher reports on the distress associated with physical symptoms in 761 male
hypertensive patients enrolled in a clinical trial of the effects of captopril, methyldopa or
propranolol on quality of life. Educational level at entry into the trial showed a negative
association with a series of physical symptom distress items among patients not previously
treated with antihypertensive medications but no association with symptoms among the
previously treated. Over the 24 weeks of therapy captopril as monotherapy was associated
with no change from baseline in distress in all symptoms examined. In contrast, distress
increased in the methyldopa treated patients for dry mouth and blurred vision. Propranolol
treated patients had increased "trouble getting breath," bradycardia, shortness of breath or
wheezing, and blurred vision. Between group comparisons revealed significant differences
favorably comparing captopril to both methyldopa and propranolol in regard to fatigue,
and blurred vision, as well as to methyldopa alone for dry mouth and "feeling worn out."
There were significant differences as well between captopril and propranolol with patients
on propranolol worsening in bradycardia. Other comparisons of patients on propranolol
and methyldopa monotherapy showed propranolol patients worsening in bradycardia and

loss of taste, but methyldopa patients reported more dry mouth and feeling worn out than
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those on propranolol. The addition of hydrochlorothiazide to therapy worsened total
physical symptom distress scores for methyldopa and propranolol patients. This study
confirms the value of methods which assess the degree of distress associated with
symptoms commonly reported by hypertensive patients receiving antihypertensive
medications. This approach can be useful in establishing a treatment regimen least likely to
cause distress and can be of value in preserving quality of life, preventing noncompliance,

and withdrawal from treatment. (Schoenberger ,et al ,1990).

To compare the effects of captopril and atenolol on quality of life of hypertensive patients.
In a randomly allocated double-blind crossover trial with two 6-week treatment periods
captopril at 25 mg twice a day or atenolol at 50 mg once a day were administered to 265
hypertensive patients (mean age 56 years; 55% men). Of these, 65% were newly treated
hypertensives and 35% were previously uncontrolled on a diuretic alone. A seated diastolic
blood pressure of 95-115 mmHg was required after a 3-week placebo run-in period. Any
previous diuretic therapy was changed to hydrochlorothiazide (25 mg once a day) and the
dose was kept constant throughout the trial. Newly diagnosed patients did not take a
diuretic at any time. Quality of life was assessed from self-completed questionnaires
measuring psychological well-being, symptomatic side effects of treatment, and activity
and perceived well-being (a health index). A relative's perception of the patients' mood was
also obtained where possible. Twelve patients withdrew on atenolol and 10 on captopril.
No differences between the drugs were observed in quality of life measures, and 95%
confidence intervals suggested that important differences were excluded. The researcher
conclude that at the doses used in this trial there were no important differences between

captopril and atenolol in their effects on quality of life(Palmer ,et al,1992).
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Differences in quality of life (QoL) using antihypertensive drugs may account for
differences in compliance, persistence and blood pressure control. As this is the
prerequisite for cardiovascular risk reduction, QoL was investigated using highly tolerable
drugs (such as olmesartan). The non-interventional study was carried out in 4252 primary
care patients with 6 weeks of follow up. Documentation of patient characteristics included
concomitant diseases and antihypertensive medication, blood pressure, pulse pressure,
pulse rate and evaluation of QoL using the SF-12 questionnaire. Comparison of data at 6
weeks after adding or switching to olmesartan treatment (median dose: 20 mg) with
baseline values. patients on olmesartan treatment not only achieve adequate blood pressure

control but also experienced a substantial improvement of QoL (Schmidt ,et al ,2008).

Participants were randomized to either a usual mean arterial blood pressure (MAP) goal
group (102-107 mm Hg) or a low-MAP goal group (< or = 92 mm Hg) and to a drug
regimen (initial therapy with either atenolol, amlodipine, or enalapril). Quality of life was
assessed by the Medical Outcomes Short-Form 36 (MOS SF-36) at baseline and the last
follow-up visit for 84 of the 94 participants of the Pilot Study. Symptoms were assessed at
baseline and throughout the course of therapy by participant self-report. Mean SF-36
scores increased significantly on physical functioning (9.2), role limitations (physical)
(19.0), social functioning (9.0), and vitality dimensions (5.6) from baseline to the last
follow-up visit in the usual MAP goal group. Scores for the eight health dimensions
assessed by the MOS SF-36 did not change significantly during the same time period either
in the low-MAP goal group or in any of the drug regimens. The mean score for general
health perception was significantly lower at the last follow-up visit in the enalapril drug
regimen (49.9) compared to drug regimens with atenolol (65.4) or amlodipine (63.9).
Physical functioning, role limitations (emotional), social functioning, mental health,

vitality, and general health perception scores were negatively correlated with self-reported
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symptoms during treatment. We conclude that selected dimensions of quality of life
improved during the AASK Pilot Study only in participants randomized to the usual MAP
goal group. Significant differences between MAP goal groups and drug regimens at the

end of follow-up were observed for only a few health dimensions (Kusek, et al,1996).
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3.1 Research design

The research study is conducted through quantitative Case Control study. This study
design based on the registrations of UNRWA clinics in Gaza City.

Case control study has been selected because this method is useful for this type which is
easy, less expensive, and simple & requires little time. (Altman, 1999)

3.2 Period of the study

The study was started at August 2009 (questionnaire preparation,Target population
preparation, Ethical Approval, Data collection which started in September 2009 and
finished with the end of the same month, Data entry, analysis reviewing the literatures and
writing the report till to started of November 2009 .

3.3 Target population

All hypertensive patients who are 20 years and above and registered in UNRWA centers
in Gaza City. "patients marked organs' lesions and complications well be excluded from
the study" .

The distribution of cases until October 2009 in UNRWA centers in Gaza City .

Table 3.1 Distribution of cases in the target Population :

Clinic Recorded patients Cases Controls
El-Remal 3800 40 40
El-Shatee 1520 20 20
El-Zytoon 1260 20 20
Gaza Almadina 1320 20 20
Total 7900 100 100




3.4 Sampling and sample size

Sample size decided according to Epi. info program at 95% confidence interval and 80%
power, on assumption risk was 20% among non diseased and 40% among diseased, the
sample size was 91 for cases and 91 for control. But the investigator decided to take 100
cases and 100 controls.
The total sample size was 100 registered as hypertensive patients and 100 unregistered.
After the sample size was determined, the investigator selected sample subjects
accidentally, Only 2 subjects were loosed from the sample , so the response rate, 99%.
3.5 Pilot testing
A pilot study was conducted before starting the real data collection, to make pre-test for the
questionnaire. 20 participants included in pilot study, 10 cases and 10 controls. No changes
were done on questionnaire and the pilot participants were included in the study .
3 .6 Statistical Analysis
The researcher used statistical package for social science program (SPSS), version 13.
Statistical analysis included coding, data entry, data cleaning, and data processing. For
description of the study variables the researcher used frequency, percentage, and histogram
charts or pie. In measuring of central tendency the researcher used mean, median, mode,
and standard deviation. Cross tabulation to describe the relationships between two variable
or more also used. Statistical testing was used in this study are:

- For continuous variable t-test used.

- For categorical variable chi-square used.
3.7 Selection criteria
Hypertensive patients:
- Age of patient ranged within 20years and above .

- Both gender (male and females) were included.



- Registered in one of the selected centers as hypertensive patients.

Non hypertensive (controls):

-Age of them ranged within 20 years and above .

- Both gender (male and females) were included.

- Any person unregistered as hypertensive patient.

3.8 Data collection:

The researcher collected data though administered questionnaire (interviewed
questionnaire appendex1), and also from the patients files and records.

Before starting, all questionnaire forms were prepared ,organized and classified with serial
numbers to ensure the availability of the needed information.

3.9 Instruments

Personal, Social, economical and health history data.

A questionnaire was administered and used for all the sample chosen from the study
population, it saved time, analysis of data seems easier. Questionnaire was administered
by the interviewer, to ensure the professionalism, accuracy, and seriousness of the data
collection process. Data was collected from participants and records. triangulation
involved checking data from the three resources to ensure consistency and accuracy.
WHOQOL-BREF questionnaire was cited from WHO website for measurement of
quality of life which is designed for this purpose, questions are arranged in a logical
sequence to facilitate the interview . The expected interview time may need about 25-30
minute, the questions answers are ranked from 1-5 scores, training for how to fill this form
will be provided .

Quality of Life Questionnaire- short version (WHOQOL-BREF) (Appendix 1). The
WHOQOL-BREF is an abbreviated version of the WHOQOL-100 quality of life

assessment. It produces scores for four domains (physical health, psychological, social



relationships and 89 environment) related to quality of life (see below table). It also
contains two other questions that will be examined separately: question 1 asks about an
individual's overall perception of quality of life and question 2 asks about an individual's
overall perception of their health. The four domain scores denote an individual's perception
of quality of life in each particular domain. Domain scores are scaled in a positive direction
(i.e. higher scores denote higher quality of life). The mean score of items within each
domain is used to calculate the domain score. Mean scores are then multiplied by 4 in
order to make domain scores comparable with the scores used in the WHOQOL-100
(WHO, 1996).

Validity & Reliability of the study

The researcher tried to validate the research through: trained of the data collector,
standardized the tool, pretest of the instrument through the piloting, and prepared
questionnaires which were filled by well trained personnel "implementation
standardization” and face validity: through well organized, printed, coordinated &
articulated questionnaire with adequate spacing between sentences & word were kept

3 .10 Statistical analysis

SPSS version 13 was used. Data was entered to the program then analysis was carried out
as the following:

- Coding of data

- Frequency table for study variables

- Cross tabulation of the results

- Statistical test of significant , t-test and ANOVA.

3.11 Ethical considerations

Permission from UNRWA.

- Approval from Helsinki Committee.



- Approval from patients.

- Approval from health sectors for field study administration.
3.12 Limitations:

- Limited statistical data . Limited Time, and money.

- Lack of previous studies and researches.

- Case — control were not matched with age and gender .
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Chapter IV

Results and Discussions

Within this chapter we will explain the major results which meet our objectives in a
comparative design by using t-test, p value, chi square and ANOVA test as statistical tools

of measurements, the total study population was 198 subjects : 99 cases and 99 controls .

4 .1Characteristics of the study population

As we shown in ( table 4. 1).The results of this study revealed that the majority of the study
population were married they represent 86.9% of the subjects .

In this study age was classified into three groups the largest group represented 49% of the
study pop. were from 20-35 years , second group represented 33% of the study pop. were
from 36- 50 and the third group represented 14% were more 50 years .

In this study education level was classified into three groups , the highest group

represented 37% had general secondary or diploma , second group represented 32%had
less than meanwhile the third group represented 29% had bachelor or above .

Approximately there was similarity in both gender .



Table 4.1:Characteristics of the Study Population

Sn Items Case 50% Control 50% Total
1. Age No. % No. % No. %
20 years to 35 8 8.1 49 28.8 57 495
From 36 to 50 Yrs 38 38.4 36 37.4 74 36.4
More than 50 Yrs 53 53.5 14 33.8 67 14.1
Total 99 100 99 100 | 198 100
2. Sex
Male 43 43.3 54 54.5 97 49.0
Female 56 56.7 45 455 101 51.0
Total 99 100 99 100 | 198 100
3. Marital Status
Single 1 1 13 7.1 14 13.1
Married 98 99 86 92.9 184 86.9
Total 99 100 99 100 | 198 100
4, Education
Less than secondary 50 50.5 32 41.4 82 32.3
Secondary and 37| 374 37 37.4 74 37.4
diploma
Bachelor and above 12 121 30 21.2 42 29.3
Total 99 100 99 100 198 100
5 Work
Yes 20 20.2 50 35.4 70 50.5
No 79 79.8 49 64.6 128 495
Total 99 100 99 100 198 100
0. Income
Less than 1500 NIS 73| 737 61 67.7| 134 61.6
From 1500 to 2500 NIS 18 18.2 26 22.2 44 26.3
More than 2500 NIS 8 8.1 12 10.1 20 12.1
Total 99 100 99 100 198 100
0. Clinic
El-Remal 4| 404 40 40.4 80 80.8
El-Shatee 20 20.2 20 20.2 40 26.3
El-Zytoon 19| 192 19 19.2 38 12.1
Gaza Almadina 20| 202 20 20 40 100
Total 99 100 99 100 198 100




4 .2 Distribution of cases and controls according to gender:

Table 4.2: Distribution of cases and controls according to gender:

Cases Controls total
NO % NO % NO | %
Male 43 43.3 54 54.5 97 49.0
Female 56 56.7 45 455 101 51.0
Total 99 100 99 100 | 198 100
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Figure 4 .1 Distribution of cases and controls according to gender

The prevalence of hypertension in female is more than male, many of the studies find that

there is relationship between sex and hypertension, After 55, there are a higher percentage

of women at risk for high blood pressure. High blood pressure is 2 to 3 times more

common in women taking oral contraceptives, especially in obese and older women, than

in women not taking them. 64% of men over 75 years old have hypertension.77% of

women over 75 years old have hypertension. Older females have a significant risk of




developing high blood pressure. More than 50% of women over age 60 have high blood
pressure. African-Americans who live in the United States have the highest prevalence of
hypertension in the world (WHO, 2004). Women are more likely to develop high blood

pressure after menopause (MFMER, 2009).

Gender is an important factor in the course of any disease particularly in chronic diseases
such as hypertension in which the epidemiological distribution and the effect of the disease
is quit different in both sexes. Therefore, the study of this factor is necessary. A Cross-
Sectional study was conducted in Greece about, prevalence, Awareness, Treatment and
Control of Hypertension, it involved a total of 11.590 participants and data for 11.540 were
analyzed, comprising 0.1% of the Greek population. The prevalence of hypertension was
31.1% (men 33.6%, women 28.4%); among elderly individuals (>65 years) the prevalence
was higher (65.4%). Of the hypertensive individuals, 39.8% did not know that had
hypertension, yielding an awareness of 60.2%; in addition, 12.4% were aware but not
treated (men 31.1%, women 11.8%). In all, 51.2% (1838) of hypertensive subjects were
treated; 67.2% (1235) were treated but not controlled (men 66.7%, women 67.7%); and

32.8% (603) were treated and controlled (Efstratopoulos, 2006).

Earlier in 2003, the department of medical statistics and epidemiology, at Hamad General
hospital and Hamad medical corporation have conducted a cross-sectional study, which
was carried out in primary health care clinics . The survey was conducted from January
through to July 2003 among Qatari national's 25-65- years of age. Of the 1500 patients
who were reached to participate in study, 1208 (80.5%) gave their consent. Face-to-face
interviews were based on questionnaire that included variables on age, sex, socioeconomic

status (SES), income level, cigarette smoking, physical activity, lifestyle, body mass index



(BMI), and blood pressure. Hypertension was defined according to the world health
organization criteria as systolic blood pressure (SBP) > 140mm hg or diastolic Blood
pressure (DBP) > 90mm hg, or both. Results showed that, the prevalence of hypertension
(Bp > 140 or > 90mm hg, or broth or known hypertensive was (32.1%) 32.6% in men and
31.7% in women. The age-standardized prevalence of hypertension adjusted to the adult
population of Qatar was (31.1% 95%) confidence interval (26.7-35.5) in men and 30.2% in
women 95% confidence interval (25.8-34.6%). The CVD risk factor of obesity was more
prominent amongst women 528 (78.3%) than among men 334(68.9%) (p< 0.001) (Bener,

et al, 2004).

4 .3 Distribution of cases and controls according to age groups

Population Mean=43.76 , MD=44.0 and STD=12.9 . For cases the mean =50.96 range

=44 and STD =10.10 . For controls the mean =36.57, range =45 and STD =11.323 .

Table 4.3: Distribution of cases and controls according to age groups

AGE case case Control | Control Total Total
NO. % NO. % %
20 years to 35 8 8.1 49 49.5 57 28.7
From 36 to 50 Yrs 38 38.4 36 36.4 74 37.4
More than 50 Yrs 53 53.5 14 14.1 67 33.9
Total 99 100 99 100 198 100
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Figure 4 .2 Distribution of cases and controls according to age groups

The highest prevalence of the disease in people more than 50 Yrs and follow them who
from 36 to 50 Yrs . All of the studies find that there is strong relationship between age and

hypertension, Also aged people are considered at high risk for hypertension.

The risk of high blood pressure increases as age increase. Through early middle age
(MFMER, 2009).
4 .4 Distribution of cases and controls according to Educational level

Table 4.4: Distribution of cases and controls according to Educational level

Educational level case case Control | Control | Total Total
NO. % NO. % NO. %

Less than secondary 50 50.5 32 32.3 82 414

Secondary and diploma 37 37.4 37 37.4 74 37.4

Bachelor and above 12 12.1 30 29.3 42 21.2

Total 99 100 99 100 198 100




The highest prevalence of hypertension is in less educated people (Less than general
secondary) and the lowest prevalence in highest educated people (Bachelor and above ),
All of the studies find that there is strong relationship between educational level and
hypertension, because the less educated person hasn't enough information (risk factors ,
causes ,role of lifestyle , signs and symptoms and prognosis) about the disease, So that they
become at high risk. There is similarity in middle educated people (general secondary and

diploma ) between cases and controls in percentage of HTN.
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Figure 4 .3 Distribution of cases and controls according to educational level

4 .5 Distribution of cases and controls according to income level

Table 4.5: Distribution of cases and controls according to Income level

Income Case case Control | Control | Total Total

NO % NO. % NO. %
Less than 1500 NIS 73 73.7 61 61.6 134 67.7
From 1500 to 2500 NIS 18 18.2 26 26.3 44 22.2
More than 2500 NIS 8 8.1 12 12.1 20 10.1
Total 99 100 99 100 198 100
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Figure 4 .4 Distribution of cases and controls according to Income level

The highest prevalence of hypertension is in low income people (Less than 1500 NIS) and
the lowest prevalence in high income people (More than 2500 NIS), Many of the studies
find that there is relationship between economic and hypertension .

There is slight deference in middle and high income

People between cases and controls in percentage of HTN.

The estimated total number of adults with hypertension in 2000 was 972 million. Of these
333 million were estimated in economically developed countries and 639 million in

economically developing countries(WHO,2004).

Income is one of most important element of the socio economic chrematistics that set the
bases for the living standards for any community as well as any individual. When the people
in any community enjoy a high income then they can afford to pay any price for their health
services, and they can get the services which means they can live a long stavle life with less

complications especially from chronic diseases such as hypertension here are some studies



concerning income and hypertension. The department of psychiatry, and internal medicine,
faculty of medicine & healthy science, UAE University has conducted the following study to
reveal the correlation between hypertension and income distribution among United Arab
Emirates population. It's a case-control study marched for age, sex, nationality and education.
The survey included 500 hypertensive adults aged 20-65 years old ascertained form urban and
semi-urban primary health care clinics along with a randomly selected sample of 500 control
subjects from the community. Face-to face interviews were done where data were collected
on socio-demographic-economic status and lifestyle habits> hypertension was defined
according to WHO criteria as having systolic Blood pressure (SBP) >90mm hg and/ or being
on antihypertensive treatment. A total of 818 subjects were included in this study from a
sample of 1000; 409 cases and 409 controls. There were 422 males and 396 females in this
study, with 255 UAE nationals and 438 expatriates. Result showed that, hypertension was
found to be significantly higher among the low income group (35.2% vs. 24.9% controls, p=
0.002; while mean SBP in the low income group was 130.2+/- 17.6 vs. 128.0 +/ 17.4 controls,

p =0.022) (sabri, et al, 2005).

4 .6 Occupation and work

Table 4.6: Distribution of cases and controls according to working status

Work Case% Control%
Yes 20.2 354
No 79.8 64.6
Total 100 100.0




Cesena and colleagues from the Department of clinical medicine at Gerardo hospital, Milan,
Italy, has performed this study to investigate the association between job strain and office
blood pressure in a pooled analysis of four population samples from northern Italy. It was a
longitudinal study in which four surveys assessing prevalence of major coronary ask factors
were performed in 1986, 1990, 1991 and 1993. gender-stratified independent samples were
randomly recruited from the 25- to 64- years-old residents. Data was collected through
introducing a questionnaire which was derived from the debased model, assessing job
demand/control latitude to participants males 1799 and females 1010, analysis was restricted
to 25- to 54-years-old participants, untreated for hypertension. Results revealed that, among
men, there was a 3mm hg increase of systolic blood pressure (p< .001) moving from low to
high strain fob categories. This difference was independent from age, education, body mass
index, alcohol invade, smoking habits, leisure time physical activity, and survey. No relevant
differences among job strain categories were fund in women and for diastolic blood pressure

in both gender groups (Cesana, et al, 2003)

In this longitudinal study risk factors for developing hypertension in Japanese wardens were
evaluated by the type of occupation: manager, office worker, sale's person, blue-collar
worker, and engineer. A cohort of 2,257 male subjects, aged 21 through 63 years, who were
nomotensive, diastolic blood pressure less than 90mm hg and systolic blood pressure less than
14mm hg in the initial year, was followed for 15 years to observe the occurrence of
hypertension. Hypertension was defined as a systolic blood pressure (DBP) of 95 mm hg or
higher, or the imitation of antihypertensive therapy. Eight risk factors related to hypertension
(age, body mass index, cigarette smoking, job characteristic, alcohol consumption, stress,
SBP, and DBP ) were selected for analysis. The following results were obtained: the
incidence of hypertension over 15-year analysis was 29.3% for the total male subjects. Each

type of occupation had a different pattern of risk factors for hypertension. Blood pressure at



baseline showed a significant association in all types of occupation, indicating a stronger
relationship with hypertension than other factors. Stress and age were significantly associated

in mangers, sales person and blue-collar workers (sugimon, et al, 1995).

4 .7 Compliance with management in cases :

1 Compliance

O YES %
= NO%

Figure 4 .5 Distribution of cases according to Compliance with management

There is very high percentage of cases are complaints with management program (93.9%)

and this result was supported by other studies .

Compliance with the pharmacological and non-pharmacological therapeutic regimen is
essential to prevent occurrence and worsening hypertension and stroke. The main aim to
identification of predictors of Quality of Life (QOL) among hypertensive patients without
stroke and hypertensive patients with stroke. Self-reported QOL was obtained from 112

patients with hypertension and stroke and 224 patients with hypertension only with the



WHO-QOL-BREF questionnaire and compliance with the pharmacological and non-
pharmacological therapeutic regimen was assessed with a standardized questionnaire

(Aljeesh, et al , 2005 ).

4 .7.1 Family history in cases

2 Family History

OYES % BNO%

Figure 4 .6 Distribution of cases according to family history
There is high percentage of cases have one of their relatives or more complain of

hypertension 69.7% ,there are many studies reached the same result:

A family history of hypertension, obesity, diabetes, or stroke was a significant risk factor
for obesity and hyperlipidaemia. With increase of age, more pathological manifestations
can develop in this high-risk group. Health professionals should therefore utilize every
opportunity to include direct family members in health education , Hypertension. In
industrialized countries, the risk of becoming hypertensive for an individual with a family
history of hypertension has been estimated to be up to four times higher than
average(Marianne, et al, 2001).

Family history. High blood pressure tends to run in families( MFMER, 2009).



4 .8 Exercises

There is high percentage of population study never perform any kinds of exercises this
make them at high risk for several diseases especially NCD, There is slight deference
between percentage of people who perform or don’t perform any kinds of exercises in
cases and controls ( In cases less than controls).

Table 4.7: Distribution of Cases and Controls According to Exercises Doing

Exercises Yes No
No. %. No. %
Cases 40 40.4 59 59.6
Controls 41 41.4 58 58.6
Total 81 40.9 117 59.1

Epidemiological studies suggest an inverse relationship between physical activity or fitness
and blood pressure. In a meta-analysis of 44 randomized controlled intervention trials, the
weighted net change in conventional systolic/diastolic blood pressure in response to
dynamic aerobic training averaged 3.4/ 2.4mmHg. The effect on blood pressure was
more pronounced in hypertensives than in normotensives. This type of training also
lowered the blood pressure measured during ambulatory monitoring and during exercise.
However, exercise appears to be less effective than diet in lowering blood pressure, and

adding exercise to diet does not seem to further reduce blood pressure (Fagard, 2005)

Several large epidemiological studies have reported an inverse relationship between blood
pressure and physical activity. However, longitudinal intervention studies are more

appropriate for assessing the effects of physical activity .( Fagard and Cornelissen, 2007) .


http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Fagard%20RH%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
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Although several epidemiological studies have not observed significant independent
relationships between physical activity or fitness and blood pressure, others have
concluded that blood pressure is lower in individuals who are more fit or active. However,
longitudinal intervention studies are more appropriate for assessing the effects of physical

activity on blood pressure(Fagard , 2006).

4 .9 Smoking

There is high percentage of population study never smoke 69%, but the percentage 22%
of the them smokers also give us bad indicator . the prevalence of smoking in controls
higher than in cases . This result doesn’t mean there is no relationship between HTN and

smoking .

Table4.8: Distribution of Cases and Controls According to smoking status

Smoking Yes No
No. %. No. %
cases 18 18.2 81 81.8
Controls 25 25.3 74 74.7
Total 43 21.7 155 78.3



http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Fagard%20RH%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus

The prevalence of current tobacco smoking is an important predictor of the future burden of
tobacco-related diseases. In 36 countries, over 25% of youths smoke. (World Health

Statistics, 2009).

Using tobacco. Not only does smoking tobacco immediately raise your blood pressure
temporarily, but the chemicals in tobacco can damage the lining of your artery walls. This

can cause your arteries to narrow, increasing your blood pressure. (MFMER, 2009).

4 .10 Overweight or Obesity

There is slight deference between cases and controls in people who complain from
overweight or obesity , there is 55% of cases complain from overweight or obesity , It is
high percentage .

There is no doubt that the obesity and overweight are considered as risk factors for NCD

and HTN

Table 4.9: Distribution of Cases and Controls According to overweight or obesity

overweight or Yes No Total
obesity No. %. No. % No. %
cases 55 55.5 45 45.5 99 50
controls 49 49.5 50 50.5 99 50
Total 98 54 100 46 198 100

Being overweight or obese. The more you weigh, the more blood you need to supply oxygen
and nutrients to your tissues. As the volume of blood circulated through your blood vessels

increases, so does the pressure on your artery walls. (MFMER, 2009).



Diet affects significantly the incidence and severity of cardiovascular diseases and fatty acid
intake, in its qualitative as well as quantitative aspects, and influences several risk factors
including cholesterol (total ,LDL and HDL), triglycerides, platelet aggregation and blood
pressure, as evidenced in the 2001 WHO report. This review focuses on the qualitative
concern of lipid intake, the various classes of fatty acids of the lipid fraction of the diet,
saturated, monounsaturated and polyunsaturated, and their effects on blood pressure.
Saturated fat have a bad file and several experimental studies in the rat showed a progressive
increase in blood pressure in response to a highly saturated diet. Moreover, a highly saturated
diet during gestation led to offspring which, when adults, presented a gender related

hypertension (Grynberg, 2005).

4 .11 Was the Lifestyle the reason for HTN (for cases)

life style

Figure 4 .10 Distribution of cases according to lifestyle effect

There is high percentage of cases 79% said that their poor and bad lifestyle was the reason

for the disease and this result was supported .



The researcher categorized trials by type of intervention and used random effects meta-
analysis to combine mean differences between endpoint blood pressure in treatment and
control groups in 105 trials randomizing 6805 participants. Robust statistically significant
effects were found for improved diet, aerobic exercise, alcohol and sodium restriction, and
fish oil supplements: mean reductions in systolic blood pressure of 5.0 mmHg [95%
confidence interval (Cl): 3.1-7.0], 4.6 mmHg (95% CI: 2.0-7.1), 3.8 mmHg (95% CI: 1.4-
6.1), 3.6 mmHg (95% CI: 2.5-4.6) and 2.3 mmHg (95% CI: 0.2-4.3), respectively, with
corresponding reductions in diastolic blood pressure (Dickinson HO,et,al.1999)
Over 18 months, persons with prehypertension and stage 1 hypertension can sustain
multiple lifestyle modifications that improve control of blood pressure and could reduce
the risk for chronic disease.(Elmer, et al, 2006).
Successful treatment of hypertension requires a holistic approach. In this connection,
focusing on a healthy lifestyle, eating, drinking and consumption behavior and, finally, the
quality of foodstuffs and the exercise habits of the patient represents an essential
supplement to the classical forms of pharmaceutical treatment. The major dietary-
physiological factors have been shown to be weight reduction, the monitoring of salt
consumption, appropriate intake of fiber, a preference for vegetables, and a reduction of

immoderate alcohol consumption (Berg, et al, 2006).

The result was that the factors significantly discriminating patients for whom BP was
controlled (C) from those patients whose BP was not controlled (NC) were an age less than
65 years, smoking, obesity, alcohol consumption, sedentary lifestyle and multiple anti-
hypertensive treatment. On the psycho-behavioral front, the NC patients were more often
anxious and irritable, claiming to lead a stressful life and for whom hypertension was often
perceived as a "foreign entity" and a source of frustration and multiple deprivations. The

factors discriminating the NC doctors from the C doctors were essentially psycho-behavioral,



with the NC doctors considering the management of hypertension as being less gratifying,
and hypertension as a condition with fluctuating progression, poorly understood and
dramatized by patients. The survey underlines the weight of reciprocal representation
systems in hypertension for patients and their doctors, as well as the quality of the doctor-
patient relationship in blood pressure control. It prompts the development of sensitizations

actions for practitioners centered on improving the doctor-patient relationship. (Vaiss, 2003).

4 .12 The effect of signs and symptoms on quality of life and the complaining of

hypertensive management

Yes No

O sé&s effect on QOL B Management effect on QOL |

Figure 4 .11 Distribution of cases according to Effect of s&s on QOL and the

complaining of hypertensive management .

There is high percentage of cases 60% said that there is effect of s&s of hypertension on
quality of their life and 28.3% was hospitalized as result of hypertension, and 40%

complain of management.



.The authors evaluated the self-reported quality of life in patients with systemic arterial
hypertension and assessed whether clinicians and normotensive respondents from the general
public appreciate the impact that hypertension has on health-related quality of life. A quality-
of-life questionnaire was completed by 385 individuals: persons with hypertension (n=188),
normotensive persons (n=148), and clinicians (n=49). A utility score, which represents one's
self-perceived health-related quality of life, was generated for each group by using
standardized time tradeoff questionnaires. Quality of life with hypertension was judged to be
significantly higher according to affected individuals (mean utility score, 0.980), compared
with normotensive persons (mean utility score, 0.948) and clinicians (mean utility score,
0.942), who were asked to assume that they had hypertension (p<0.0005). Clinicians and
normotensive individuals tend to overemphasize the impact that hypertension has on quality
of life, as compared to affected patients. The relatively low impact that hypertensive
individuals indicate high blood pressure has on their quality of life may contribute to their

lack of compliance with treatment regimens (Stein ,et al ,2008).

The magnitude of symptoms distress or relief associated with symptoms in 2 patient
populations correlated strongly with a shift in quality of life. The assessment of distress
associated with symptoms provides valuable additional information on drug

therapy(Hollenberg , et al,2000).

Having hypertension and being aware of it was related to lower health-related quality of life.
Antihypertensive medication was associated with more physically unhealthy days, while
there were no differences in health-related quality of life by control status. Further study is
needed to examine these differences including: disease severity, sex and racial/ethnic
differences, comorbidities not examined, and impact of health-related quality of life and its

changes on outcomes(Hayes, et al, 2008).


http://www.ncbi.nlm.nih.gov/sites/entrez?Db=pubmed&Cmd=Search&Term=%22Hollenberg%20NK%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_DiscoveryPanel.Pubmed_RVAbstractPlus
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4.13 General quality of life scores

When the researcher asked the subjects to rate their quality of life 40.6% of the cases said

moderate and 44.4 of controls said moderate, and 25.9 % rate cases quality of life good and

32.8 of controls said good, that’s means about 70% of cases accepting their quality of life

in presence of hypertension, Rate quality of life in controls is better than cases .

The patients considered this disease from God, and they believe that this exam from the

God. For that they believe that they must be patient because this was their fate.

When the researcher asked the subjects to rate their satisfaction with health on the scale

from very dissatisfied to very satisfied, according to the table, 42% of cases were satisfied

and very satisfied and more than 50% of controls were satisfied and very satisfied .

The researcher's explanation for this result was related to religion factor and warmth that

received from the family and friends.

Table 4.10 General quality of life scores

How would you rate your quality of life? \ézrdy Bad Moder | Good 2;/32(/1
Cases 8.2 21.1 | 406 25.9 3.2
Cotrols 4.5 12.1 44.4 32.8 6.2

How satisfied are you with your health?
Cases 11.2 29.3 17.4 37.4 4.7
Cotrols 5.3 21.2 21.8 42.5 9.2




4 14 T test between domains in case and control

Table 4.11: T test Comparing Means Among Domains in Cases and Controls

Sn. Domains Case No. Mean Std T Sig.

1. Physical Case 99 66.93 15.06
-2.122 | 0.035*

Control 99 71.17 13.00

2. Psychology Case 99 63.87 13.93
-0.586| 0.559

Control 99 64.98 12.75

3. Social Case 99 66.40 17.58
-1.296 | 0.197

Control 99 69.56 16.77

4, Environment Case 99 61.09 12.05
0.470 0.639

Control 99 60.30 11.36

5. Quality of life Case 99 64.15 11.80
-1.031| 0.304

Control 99 65.80 10.69

*statistically significance

In Physical domain the Control mean is higher than case and this difference reach

statistically significance because (p value<0.05).

There is slight difference between Social domain means in case and control but didn’t reach

statistically significance , Nearly there is no differences between Psychology and

Environment domain means and case and control but didn’t reach statistically significance .

Quality of life domain in Control is slightly better than case and this difference didn’t reach

statistically significance because p value > 0.05.




4 .15 T test between domains and gender

Table 4.12 : T test Comparing Means Among Domains and gender

Sn. Domains Sex No. Mean| Std t Sig.

1. | Physical Female 97 69.31| 13.74
0.252| 0.801

Male 101 | 68.80| 14.68

2. | Psychology Female 97 65.95| 13.37
1.576| 0.117

Male 101 | 62.97| 13.19

3. | Social Female 97 68.32| 17.51
0.269| 0.788

Male 101 | 67.66| 17.01

4. | Environment Female 97 60.44| 11.94
-0.302| 0.763

Male 101 | 60.94| 11.49

5. | Total Female 97 65.39| 11.28
0.504| 0.615

Male 101 | 64.58| 11.28
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Figure 4 .13 Comparing Means Among Domains and gender
In Psychology domain the Female mean is slightly higher than male and this difference

didn’t reach statistically significance because p value > 0.05.



Nearly there is no differences between male and female in Environment Social

and

Physical domain means and case and control but didn’t reach statistically significance .

Quality of life domain in female is slightly better than male and this difference didn’t reach

statistically significance because p value > 0.05.

4 16 T test between domains and Marital status

Table 4.13: T test Comparing Means Among Domains and Marital status

Sn. | Domains MS No. Mean Std t Sig.
1. | Physical Single 14| 72.24 6.18
Married 184 | 68.80| 14.60 0.874| 0.383
2. | Psychol Singl
sychology mg_e 14| 62.86| 11.68 0456 | 0649
Married 184 | 6455 | 13.47
3. | Social Single 14| 58.57| 15.06
- -2.141| 0.034
Married 184 | 68.70| 17.19
4. | Environment Single 14| 58.21 6.82
2 -0.823 | 0.412
Married 184 | 60.88 | 11.97
5. | Total Single 14| 63.51 5.98 0503 | 0615
Married 184 | 65.09| 11.56| '
In Social domain the Married mean is higher than single and this difference reach

statistically significance because p value > 0.05 .

statistically significance because p value > 0.05.

In Physical domain the single mean is higher than married and this difference didn’t reach

In Psychology domain the married mean is slightly higher than single and this difference

didn’t reach statistically significance because p value >0.05.

In Environment domain the married mean is slightly less than single and this difference

didn’t reach statistically significance because p value > 0.05.

Quality of life domain in married is slightly better than single and this difference didn’t

reach statistically significance because p value >0.05.




4 .16 T test between domains and Working

Table 4.14: T test Comparing Means Among Domains and Working status

Sn. Domains Working No. Mean Std t Sig.
1. Physical Yes 70 74.16 12.31
3.882 | 0.000*
No 128 66.25 14.42
2. Psychology Yes 70 69.05 | 11.72
3.723 | 0.000*
No 128 61.90 13.52
3. Social Yes 70 71.14 17.61
1.925 | 0.056*
No 128 66.25 16.81
4, Environment Yes 70 63.07 11.60
2.135 | 0.034*
No 128 59.39 11.57
5. Total Yes 70 68.81 10.19
3.654 | 0.000*
No 128 62.88 11.29
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Figure 4 .14 Comparing Means Among Domains and working status

In Physical, Psychology, Social ,Environment and total domains the worked people means

are higher than who didn't

significance because p value < 0.05.

and these differences in all domains reach statistically




These results are accepted , simply who work has power and ability to work (strong body
,good health and mental ability ) so that they complain from fewer problems than others .

4 .18 ANOVA among domains and age group

Table 4.15: ANOVA Comparing Means among domains and age group

Sn. | Domains Age No. Mean Std F Sig.

1. | Physical 35 Yrs and less 57 72.58 11.90
From 36 to 50 Yrs 74 70.00 14.55 4.855| 0.009*

More than 50 Yrs 67 64.99 14.78

2. | Psychology | 35 Yrsand less 57| 63.74| 13.03
From 36 to 50 Yrs 74 65.32 14.28 0.267 0.766

More than 50 Yrs 67 64.03 12.61

3. | Social 35 Yrs and less 57 69.82 15.23
From 36 to 50 Yrs 74 70.18 17.28 2.791 0.064

More than 50 Yrs 67 63.98 18.24

4. | Environment | 35 Yrs and less 57 61.27 10.51
From 36 to 50 Yrs 74 59.73 12.74 0.400 0.671

More than 50 Yrs 67 61.27 11.52

5. | Total 35 Yrs and less 57 66.26 9.61
From 36 to 50 Yrs 74 65.43 12.12 1.101 0.335

More than 50 Yrs 67 63.38 11.54

In Physical domain, the group less than 35 Yrs mean is higher than group from 36 to 50 yrs
mean and the group more than 50 yrs mean is the lowest mean and these differences reach
statistically significance because p value 0.009..

In Psychology and social domains, the group from 36 to 50 Yrs mean is higher than group
more mean than 50 yrs and the group less than 35 Yrs mean is the lowest mean and these
differences didn’t reach statistically significance because 0.766..

In social domain, the group from 36 to 50 Yrs mean is higher than group more than 50 yrs
mean and the group less than 35 Yrs the lowest mean and these differences didn’t reach

statistically significance because p value 0.064..




In Environmental domain, the group from 36 to 50 Yrs mean is lower than the group more
than 50 yrs and the group less than 35 Yrs and these differences didn’t reach statistically
significance because p value 0.671.

The QOL-total- domain the group less than 35 Yrs mean is higher than the group from 36 to

50 Yrs mean and the group more than 50 yrs mean is the lowest .

4. 19 ANOVA between domains and Education

Table 4.16: ANOVA Comparing Means among domains and Education

Sn. Domains Education No. | Mean Std F Sig.
1. Physical less than general 82 | 6519 | 13.10
secondary
general secondary | 2, | 21 09 | 14.44 | 5.728| 0.004*
and diploma
Bachelor and 42 73.13 | 14.29
above
2. Psychology | less than general 82 | 60.73 | 12.76
secondary
general secondary 74 | 6644 | 1320 | 5.863| 0.003*
and diploma
Bachelor and 42 | 6810 | 13.17
above
3. Social less than general 82 | 64.80 | 18.36
secondary
general secondary 74 | 7225 | 1435 | 3916| 0.021*
and diploma
Bachelor and 42 | 66.67 | 18.33
above
4, Environment | less than general 82 | 5768 | 1091
secondary
general secondary | 7, | 6570 | 11.91 | 4.839 | 0.0098
and diploma
Bachelor and 42 | 63.04 | 11.75
above
5. Total less than general 82 | 6152 | 10.30
secondary
general secondary | 7, | 675 | 11,09 | 6.997 | 0.001*
and diploma
Bachelor and 42 67.70 | 11.81
above




In Physical and Psychology and Environment domains, the group Bachelor and above mean
is higher than group general secondary to and diploma mean and the group less than
general secondary mean is the lowest mean and these differences reach statistically
significance because p value < 0.05.

In Social domain, the group general secondary to and diploma mean is higher than the
group Bachelor and above mean and the group less than general secondary mean is the
lowest mean and these differences reach statistically significance because p value < 0.05 .

In The QOL-total- domain, the group Bachelor and above mean is higher than group general
secondary to and diploma mean and the group less than general secondary mean is the
lowest mean and these differences reach statistically significance because p value <0.05.4
4.20 ANOVA between domains and Income

Table 4.17: ANOVA Comparing Means among domains and Income

Sn. Domains Income No. | Mean Std F Sig.
1. Less than1500 NIC 134 | 66.20 | 13.74
Physical From 1500 to 2500 44 | 75.45 | 13.15 |9.076| 0.000*
More than 2500 NIC 20 74.00 | 14.09
2. Less than1500 NIC 134 | 62.09 | 13.12

Psychology From 1500 to 2500 N 44 | 68.33 | 12.85 | 7.192 | 0.001*
More than 2500 NIC 20 71.50 | 11.67

3. Less than1500 NIC 134 | 66.37 | 16.91
Social From 1500 to 2500 44 71.36 | 16.93 |1.832| 0.163

More than 2500 NIC 20 71.33 | 19.11

4, Less than1500 NIC 134 | 58.99 | 11.52
Environment | From 1500 to 2500 44 63.35 | 11.39 | 5.014| 0.008*

More than 2500 NIC 20 66.25 | 11.17

5. Less than1500 NIC 134 | 62.79 | 10.80
Total From 1500 to 2500 44 69.13 | 11.01 | 8.487 | 0.000**

More than 2500 NIC 20 70.46 | 10.85




In Physical domain, the group From 1500 to 2500 NIC mean is higher than group More than
2500 NIC mean and the group Less than1500 NIC mean is the lowest mean and these
differences highly statistically significance because p value > 0.05.

In Psychology and Environment domains, the group More than 2500 NIC mean is higher
than group From 1500 to 2500 NIC mean and the group Less than1500 NIC mean is the
lowest mean and these differences high statistically significance because p value > 0.05.

In Social domain, the group From 1500 to 2500 NIC mean is higher than group More than
2500 NIC mean and the group Less than1500 NIC mean is the lowest mean and these
differences didn’t reach statistically significance because p value < 0.05.

In The QOL-total- domain, the group More than 2500 NIC mean is higher than group From
1500 to 2500 NIC mean and the group Less than1500 NIC mean is the lowest mean and
these differences highly statistically significance because p value > 0.05.

As total the Physical domain mean is the highest mean (69 ) and the Environment domain is

the lowest mean( 60.9).



4 .21 ANOVA between domains and Clinics

Table 4.18: ANOVA Comparing Means among domains and Clinics

sn.|  Domains Clinics | No. | Mean| Std F| Sig.
1. Physical | Elremal 79| 67.99| 15.05
Elshatee 40| 76.43| 12.00
Elzytoon 0| oos7| 1aan| 0|00
Gaza Almadina 39| 66.15| 11.90
2.|  Psychology | Elremal 79| 65.61| 12.97
Elshatee 40| 69.00| 13.80
Elzytoon 20| 6050 1235| o 0|00
Gaza Almadina 39| 61.37!| 13.15
3. Social | Elremal 79| 66.33| 17.70
Elshatee 40| 7250 | 17.62
Elzytoon 10| 6833] 1820 20| 928
Gaza Almadina 39| 66.32| 14.18
4. | Environment | Elremal 79| 61.42| 12.50
Elshatee 40| 62.88| 11.13
Elzytoon 20| s750| 1252| 0| 012
Gaza Almadina 39| 60.26 9.06
5. Total | Elremal 79| 65.00| 11.92
Elshatee 40| 69.56| 11.03
Elzytoon 20| 6225| 10902 0| 00
Gaza Almadina 39| 63.01| 9.18
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In Physical domain, Elshatee mean is the highest, Elremal mean is higher than Elzytoon
mean and Gaza Almadina mean is the lowest mean and these differences reach statistically
significance because p value > 0.05.

In Psychology domain, Elshatee mean is the highest, Elremal mean is higher than Gaza
Almadina mean and Elzytoon mean is the lowest mean and these differences reach
statistically significance because p value > 0.05.

In Social and Environmental domains, Elshatee mean is the highest, Elremal mean is higher
than Gaza Almadina mean and Elzytoon mean is the lowest mean and these differences
didn't reach statistically significance because p value < 0.05

In The QOL-total domain, Elshatee mean is the highest, Elremal mean is higher than Gaza
Almadina mean and Elzytoon mean is the lowest mean and these differences reach

statistically significance because p value > 0.05.
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Chapter V

Conclusions

Hypertension is a common condition, and continues to be one of the most important causes
of death and illness, Hypertension affects approximately 1 billion individuals worldwide,
this associated with an increased risk of mortality and morbidity, And the fifth-leading
cause of cardiovascular diseases deaths in Palestine 2004,

Quality of life is a complex measure by assessing it we will improve QOL .

The population study all hypertensive patients who are 20 years and above and registered
in UNRWA centers in Gaza City.(patients marked organs' lesions and complications well
be excluded from the study) ,and by accedentally as case control study we select 99 case
and 99 control ,

The results of this study revealed that the majority of the study population were married
they represent 86.9% of the subjects .

In this study age was classified into three groups the largest group represented 49% of the
study pop. were from 20-35 years , second group represented 33% of the study pop. were
from 36- 50 and the third group represented 14% were more 50 years .

In this study education level was classified into three groups , the highest group
represented 37% had general secondary or diploma , second group represented 32%had
less than meanwhile the third group represented 29% had bachelor or above .
Approximately there was similarity in both gender The highest prevalence of the disease in
married people and follow them who didn’t work , After that low income people , In the
group age above 50 years higher than less age ,In female more than male , In low educated
people higher than educated .

In Physical domain the Control mean is higher than case and this difference reach

statistically significance.



There is slight difference between Social domain means in case and control but didn’t reach
statistically significance , Nearly there is no differences between Psychology and
Environment domain means and case and control but didn’t reach statistically significance .
Quality of life domain in Control is slightly better than case and this difference didn’t reach
statistically significance.

There is high percentage of cases 79% said that their poor and bad lifestyle was the reason
for the disease.

There is high percentage of cases have one of their relatives or more complain of
hypertension 69.7% .

There is very high percentage of cases are complaints with management program (93.9%).
There is high percentage of population study never perform any kinds of exercises this make
them at high risk for several diseases especially NCD,

There is high percentage of population study never smoke 69%, but the percentage 22%
of the them smokers also give us bad indicator . the prevalence of smoking in controls
higher than in cases . When the researcher asked the subjects to rate their quality of life
40.6% of the cases said moderate and 44.4 of controls said moderate, and 25.9 % rate cases
quality of life good and 32.8 of controls said good, that’s means about 70% of cases
accepting their quality of life in presence of hypertension, Rate quality of life in controls is

better than cases .

When the researcher asked the subjects to rate their satisfaction with health on the scale from
very dissatisfied to very satisfied, according to the table, 42% of cases were satisfied and

very satisfied and more than 50% of controls were satisfied and very satisfied



Recommendations

If you feel with any of these signs and symptoms which include: Headaches ,being tired all
the time ,blurred vision ,nosebleeds ,ringing in the ears,chest pain-irregular heartbeat and
feeling of confusion, You must go to you doctor immediately because all of these signs and

symptoms for hypertension .

To determine and avoid as possible the risk factors for high blood pressure which are

within control and have effects on the quality of life for hypertensives :

1-Aviod overweight or obese. more weight, need more blood to supply oxygen and
nutrients to your tissues. As the volume of blood circulated through your blood vessels

increases, so does the pressure on your artery walls .

2- Who are inactive have higher heart rates. So the heart must work harder with each
contraction and the stronger the force on your arteries. Lack of physical activity also

increases the risk of being overweight.

3- Avoid smoking because smoking tobacco immediately raise blood pressure , Also
the chemicals in tobacco can damage the lining of your artery walls. This can cause your

arteries to narrow, increasing your blood pressure.

4- Avoid too much salt (sodium) in diet. can cause the body to retain fluid, which increases

blood pressure

5- Avoid too little Potassium, Calcium and Magnesium in diet. which helps balance the

amount of sodium in the cells.



6- Some researchers think vitamin D may affect an enzyme produced by your kidneys
that affects your blood pressure. More studies are necessary to determine vitamin D's

role in blood pressure.

7- High levels of stress can lead to a temporary, but dramatic, increase in blood pressure.
And when try to relax by eating more or using tobacco, may increase problems with high

blood pressure.

8- Certain chronic conditions. also may increase your risk of high blood pressure,
including high cholesterol, diabetes, kidney disease and sleep apnea. Sometimes

pregnancy contributes to high blood pressure.

9- Patient education, family counseling, and social support networks through specialized

associations.

10- If you have in your family who complain from hypertension you must take care .

For future researches:

1- Lifestyle for hypertensive patients.

2- Family History in hypertensive patients.

3-Signs and symptoms of hypertension affect on quality of life .

4-The role of society in improvement quality of life .

5-Case Control study in QOL of HTN within complete matching between case and

control .
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