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ABSTRACT 

This study examined the difference among 3 patient 

education intervention strategies and compliance in the 

hypertensive elderly. The strategies were verbal 

instructions, written instructions and both verbal and 

written instructions. 

An ex post facto descriptive design was implemented 

based on a Cognitive Information Processing Theory of 

Learning. Forty subjects were recruited and interviewed. 

Data analysis revealed that compliance did not differ 

significantly with the type of educational strategy. 
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PATIENT EDUCATION AND COMPLIANCE IN THE HYPERTENSIVE ELDERLY 

CHAPTER 1 

INTRODUCTION 

High blood pressure (hypertension) is the most 

common cardiovascular disease and probably the greatest 

public health problem of this time (Enaker, 1984) . In the 

United States alone, approximately 60 million individuals 

are hypertensive with blood pressures greater than 140/90 

and are at risk of developing blood vessel disease with 

subsequent heart attack, stroke or kidney failure. 

Translated into more human terms, one in six adult Americans 

has definite high blood pressure. 

The prevalence rates for hypertension in the United 

States have increased markedly over the past 16 years. 

Based on National Health Survey Data of the 60's, there were 

approximately 23 million Americans in 1970 with diastolic 

pressures exceeding 104 mmHg requiring medical attention. 

With newer data generated in the 1970's, the estimate was 

increased to 35 million (Enaker, 1984) . More recent reports 

from the Hypertension Detection and Follow Up Program (HDFP) 

indicate 56 to 60 million Americans have diastolic pressures 

greater than 89 mmHg (Enaker, 1984). The higher the 

systolic or diastolic arterial pressures, the greater the 
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incidence of morbid events and deaths from cardiac disease 

including congestive heart failure, heart failure, angina 

pectoris, myocardial infarction and sudden death. While 

hypertension is the most powerful risk factor for 

development of heart attacks and strokes, other risk factors 

include obesity, cigarette smoking, diabetes, alcohol 

consumption, hyperuricemia and hyperlipidemia. 

A primary mechanism for blood pressure control is 

the baroreceptors which are sensory nerve endings that are 

sensitive to changes in pressure on the vessel walls 

(Marcinek, 1980). Baroreceptors are believed to activate 

the vasomotor center to produce reflex vasodilation when 

pressure on the vessel wall increases. In the hypertensive 

individual, sensitivity of the baroreceptors to this 

pressure appears to have decreased remarkably. Another 

important aspect of blood pressure control is the action of 

arterioles which regulate blood flow into the tissue 

capillaries. When blood flow or cardiac output exceeds 

tissue needs, these vessels constrict to decrease capillary 

flow to the tissues and therefore increase peripheral 

vascular resistance. 

The etiology of essential hypertension is unknown. 

However, one major hypothesis is that essential hypertension 

begins with a defect in the production or release of renal 

hormones involved in blood pressure regulation (Hickler, 

1983). Specifically, there is a defect in the production or 
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release of prostaglandins, a hormone secreted by the kidneys 

which have vasopressor properties (Hickler, 1983). 

Prostaglandins dilate the vessels and thereby decrease 

peripheral vascular resistance and lower blood pressure. 

Carefully administered hypertensive therapy has the 

potential to decrease the morbidity and mortality for the 

hypertensive elderly patient (Lakatta, 1986). This was 

evidenced in the Hypertension Follow Up Program Trial (1982) 

when 10,000 patients aged 30-69 with diastolic blood 

pressure greater than or equal to 90 mmHg were followed for 

five years. Patients were randomized into two groups. The 

experimental group was given antihypertensive treatment in 

special centers where every effort was made to treat the 

patient as effectively as possible. The other group was 

referred to usual sources of care. In patients aged 60-69 

years in the experimental group, the reduction in mortality 

was 16 percent and reduction in incidence of stroke was 45.5 

percent compared with patients in the referred usual care 

group (Lakatta, 1986). 

A Veterans Administration Cooperative Study (Perry, 

1979) also provides data demonstrating the value of 

treatment. The study began at a time when it was not known, 

but only suspected that treatment for hypertension was 

effective in decreasing morbidity and mortality. Male 

subjects (N=143) with initial diastolic blood pressure 

between 115 and 129 mmHg were studied. One group received 
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only placebos and one group received antihypertensive 

medications. In less than three years, 40 percent of the 

placebo group died or developed severe complications not 

present at the beginning of the study. The group receiving 

antihypertensive drug therapy had less than three percent 

incidence of complications. The study was designed to 

continue for longer than three years, but because the 

benefits of treatment and the hazards of non-treatment 

became so dramatically evident, the investigators could not 

ethically continue the study. Other studies support the 

conclusion of the VA study that treatment of high blood 

pressure is vital. 

At least 250,000 Americans die each year as a result 

of complications of hypertension. The Framingham Study 

(Kannel et al., 1981), demonstrated that hypertension is an 

important risk factor in cardiovascular disease, notably 

coronary artery disease, heart failure and stroke. Among 

subjects between 67-74 years old, cardiovascular disease is 

three times greater in persons with hypertension than that 

of normotensive persons. Hypertension is also a 

contributing factor in kidney failure. 

Control of high blood pressure often involves the 

long-term use of multiple drugs. Patients are expected to 

adhere to a regimen of daily pill taking and dietary 

lifestyle modification in the absence of symptoms. 

Hypertensive individuals are required to continue therapy 
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when blood pressure control is achieved as there is no cure 

for the condition. When drugs are prescribed as an 

essential part of treatment, inadequate patient compliance 

(adherence) interferes with maintenance or improvement of 

health. Approximately 50 percent of patients with 

hypertension fail to follow referral advice; 50 percent drop 

out of care within one year; approximately 6 6 percent who 

remain under care do not consume enough medications to 

control their blood pressure; only 20 percent are under good 

control (Enaker, 1984) . 

Lack of compliance is a major problem among clients 

with hypertension as the condition is asymptomatic and the 

regimen is permanent. Patients fail to comply because they 

are not well informed of their disease process; they do not 

see the prescribed behavior as essential and necessary to be 

well; or they do not wish or expect to get well (Young, 

1986). Patients may not follow their regimens for other 

reasons such as intolerable side effects from medications, 

multiple medications which may cause confusion, or failure 

to understand treatment plans due to lack of educational 

input. Older individuals who have physical, psychological 

or social limitations may also have problems with 

compliance. 

Health professionals have been frustrated not only 

in their attempts to identify non-compliers, but also in 

their attempts to improve compliance. Educational 



strategies and realistic expectations about treatment are 

two common elements that contribute to compliance (Kinnaird 

and Yoham, 1982). Thus, the problem addressed in this study 

is lack of compliance in the hypertensive elderly. 

Purpose 

The purpose of this study was to examine the 

difference among three patient education intervention 

strategies and compliance in the hypertensive elderly. The 

three intervention strategies were verbal instructions, 

written information and verbal instructions plus written 

information. 

The specific aim was to answer the following 

research question: Is there a significant difference in 

compliance in patients who have been taught with verbal 

instruction versus written instruction versus combined 

verbal and written instruction? 

Significance of the Problem 

Misconceptions about high blood pressure are common. 

Over the past several years, national surveys about 

hypertension have shown that many patients stop treatment 

because they think that they are cured and no longer need 

medication. Others believe that high blood pressure has 

recognizable symptoms, and treatment is only necessary when 

they are symptomatic. These misconceptions contribute to 

adherence problems. 
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Hypertension is a chronic disease which posseses 

difficult compliance issues for most patients and health 

practitioners as hypertension is life long and life 

threatening (Bowler and Morisky, 1983). In most patients 

with hypertension, there are no clinical manifestations 

other than elevated blood pressure. Consequently, unless 

blood pressure is measured in all patients, the initial 

manifestation remains unrecognized (Frohlich, 1986) . 

Approximately 25 million people in the United States 

have high blood pressure (Galli, 1984). Since 1970, the 

percentage of individuals who are aware of being 

hypertensive has increased from 51 to 71 percent (Galli, 

1984) . However, only 40 percent of individuals who are 

treated have their hypertension under control. 

Approximately 33 percent of people who are given 

advice about health care do not comply due to lack of 

knowledge, feeling better or worse, getting contradictory 

advice from family or friends or forgetting (Young, 1986) . 

Many hypertensive clients whose blood pressure is not under 

control have demonstrated lack of understanding of the 

disease and their prescribed treatment (Miller, 1985). 

Consequently, feasible means of delivering health care 

teaching to hypertensive clients need to be identified and 

implemented to attempt to diminish morbidity and mortality 

rates. 
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Cognitive impairments and developmental changes 

place elderly patients at high risk for non-compliance due 

to the inability to remember information. The increased 

prevalence of high blood pressure in the elderly and risk of 

cardiovascular morbidity and mortality reinforces the 

importance of educational intervention directed toward this 

group (Morisky et al., 1982). The literature suggests that 

education is a viable strategy to increase compliance 

(Young, 1986) . 

Chapter Summary 

Hypertension is not only life-long and life 

threatening, but in most instances an asymptomatic disease. 

As a result, a treatment situation exists in which 

successful management of the problem is dependent not only 

on medical therapy, but also on the development of 

educational strategies to maintain compliance. The purpose 

of this research was to examine the differences among 

patient education intervention strategies and medication 

compliance in the hypertensive elderly. The three 

intervention strategies were verbal information, written 

instructions and verbal information plus written 

instructions. 
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CHAPTER 2 

CONCEPTUAL FRAMEWORK 

The conceptual framework is primarily derived from 

the Cognitive-Information Processing Theory of Learning. 

The pertinent literature is reviewed as well as literature 

related to educational strategies, compliance and the 

elderly as a learner. The operational level of the 

conceptual framework is discussed in Chapter 3. 

Attempts to influence compliance by providing 

patients with information about their therapy assumes a 

cognitive information processing theory of learning 

(Hertzog, 1985). Figure 1 depicts a Cognitive Processing 

Theory of Learning. Cognitive Information processing leads 

to an altered cognition which contributes to the development 

of new behaviors that are alternatives to unhealthy 

behavior. The individual then adopts new behaviors that are 

more consonant with recently formed cognitions. 

Conceptually, educational strategies (cognitive information) 

promote compliance (cognitive re-definition) with the 

regimen in the hypertensive elderly. 

Constructs: Cognitive Information and Cognitive 
Re-definition 

The processes by which sensory input is transformed, 

reduced, elaborated, stored and received is referred to 
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CONSTRUCTS: 

CONCEPTS: 

OPERATIONAL 
LEVEL: 

Cognitive-Information Cognitive Re-Definition 

Educational Strategies .Compliance with Hypertensive 
Regimen 

I 
Self-report 
Verbal Inst. 

I 
Self-Report 
Written Info 

1 
Self-report 
Verbal+Written 
Inst. 

•Self-Report C-Scale 

Figure 1: Conceptual Framework: Educational Strategies and Compliance in 
the Hypertensive Elderly 
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cognition (Braithwaite and Morton, 1981). Essential in any 

theory of cognition are the ways in which an individual 

makes use of past experiences and past reactions to increase 

mastery in achieving and utilizing knowledge (Chang et al., 

1985). 

The two major dimensions of Information Processing 

Theory which relate to cognition are structural features and 

control processes. Structural features are permanent 

features of the system which includes a physical system 

and built in processes that are fixed from one situation to 

another. Control processes are features that can be readily 

modified or re-programmed by the individual and may vary 

from time to time depending on factors such as the nature of 

instructions, the meaningfulness of the information 

presented and the individual's use of control processes. 

Very little can be done to modify the structural features of 

the system. 

The concept of interference discussed extensively in 

cognition and aging is frequently invoked as an explanation 

of age-related memory learning deficits in the older person 

(Lamy, 1984). Susceptibility to interference increases with 

age. With this in mind, it is helpful to consider possible 

interfering events on a time scale in relation to a task. 

For example, events prior to learning new material can 

interfere with learning or remembering of the material. 

Events following learning can also affect retention of the 
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learned material (eg. information overload). Interference 

from events during a learning task can also occur (eg. not 

involving significant other). From an educational 

standpoint, it seems likely that the experiences and habits 

an individual brings into a learning session frequently will 

be more important than events in the session prior to a 

particular learning task (Petros et al., 1983). 

Prevalent in the older individuals is interference 

from their own errors (Hertzog, 1985). The older 

individuals tend to repeat their errors in a rote learning 

task. Hertzog (1985) has reported similar findings for old 

rats learning a complex maze. Many of the old rats never 

learned a maze that young rats learn with little difficulty. 

These results suggest that for the elderly, persistence of 

encoding of the incorrect response interferes with encoding 

the correct response in secondary memory. 

When instructions are given to older individuals in 

a laboratory task similar behavior is frequently seen. If 

instructions are not simple, before all aspects of the task 

are described, the older person sometimes arrives at 

misconceptions about the total task based upon incomplete 

information. It is usually difficult to overcome those 

misconceptions in learning. The learning of the older 

person will be improved when opportunities for errors and 

misconceptions are minimized (Sands and Holman, 1984). 
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Elderly cardiac patients (N=148 male patients) with 

a mean age of 59.3 years, were asked to take an average of 

4-6 medications per day, many of which had been prescribed 

for many years. When asked to list the medications by name 

or general function (eg. Lopressor—medication for lowering 

blood pressure) the mean number of medications listed was 

1.65 (King et al., 1986). Such a finding is alarming and 

speaks to the need for education in the elderly population. 

Concept: Educational Strategies 

The ultimate goal of most patient education programs 

are changes in patient behavior and achievement of treatment 

outcomes (Woldum et al., 1985). The goal implies that 

patient education extends beyond the process of giving 

information and includes strategies for supporting 

behavioral change. To be effective, health education must 

help individuals acquire knowledge into behavior appropriate 

to the health situation. 

Written information can be effective in improving 

compliance with regimens of antibiotic therapy (Tullio et 

al., 1986). Patient knowledge of less commonly known 

information such as precautions, side effects or special 

directions is frequently improved with written information. 

Written instructions can serve to enhance the probability 

that important information can be presented and will be 

attended to, understood, accepted and recalled (Sands and 

Holman, 1985). Research in this area has demonstrated that 
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patients desire written information about their medications 

as the majority of patients read the information they 

receive (King et al., 1986). According to Tullio et al. 

(1986), written information can improve patient's knowledge 

about their treatment and the best effects are achieved when 

both verbal and written information are presented. Although 

it is often claimed that patients will not bother to read 

drug information, Tullio et al. (1986), found that written 

information given to patients was read 80 percent of the 

time. Patients who received written information also had 

higher levels of knowledge about drug use and side effects 

than those who did not receive written information (Tullio 

et al., 1986). 

In a study by Given et al. (1984), (N=256 aged 18-

25) intervention affected measures of adherence differently. 

Printed materials increased patient knowledge but not 

adherence to medication or diet. Nurse reminders and 

social supports, however, had a positive effect on adherence 

as measured by self-report and pharmacy record. Family 

member reinforcement was most effective in improving 

compliance among those who were depressed and worried about 

their health. 

Results of a study by Youssef (1983) supported other 

studies that patient education is an effective means to 

improve compliance with treatment regimens. A sample of 36 

patients aged 21-56 discharged from an in-patient care 
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facility and receiving oral psychotropic drugs were subjects 

in Youseffs study. Patient education resulted in a 

statistically significant difference in medication 

compliance among psychiatric out-patients with affective 

disorders. The study demonstrated that patient education 

does make a therapeutic difference in medication compliance. 

Boyd et al. (1984) found that comprehension of the 

directions for proper utilization of medication in 134 

patients was directly related to compliance. He concluded 

that a major step towards improving compliance would be 

patient education. 

Long-term compliance, like any behavioral change 

remains extremely difficult to accomplish. Currently, the 

best approach seems to be a multi-faceted educational and 

behavioral intervention tailored to patient needs. 

Concept: Compliance 

The process of compliance involves at least three 

elements including cognition, attitude and behavior. (See 

Figure 2). The cognitive component of compliance refers to 

the individual's knowledge base about the treatment plan 

(Woldum, 1985). Before individuals can comply, one must 

know what it is they are being asked to do, how and when it 

is to be done and for how long. As an attitude, compliance 

involves an individual's willingness or intention to fulfill 

various components of a prescribed treatment plan (Enaker, 



ATTITUDE 

COMPLIANCE 

COGNITION BEHAVIOR 

Figure 2: Three Major Aspects of Compliance (Woldum, 
1985) 



25 

1984). Behaviorally, compliance involves actual behaviors 

as patients carry out recommended treatment activities. 

Patient knowledge is a major factor in compliance, 

but knowledge alone does not cause patient compliance (King 

et al., 1986). A belief held by some practitioners asserts 

that if patients understand what they are to do, they will 

increase compliance. Sands and Holman (1984) , concluded 

that knowledge alone is insufficient to ensure adherence to 

recommended treatment plans. In general, research studies 

support the belief that knowledge is not the sole factor for 

compliance to occur (Baldini, 1981). 

The Elderly as a Learner 

Each patient is a special learner with a diverse 

background affecting one's ability to understand and master 

information and skill (Pease, 1984). A teaching plan 

depends on multiple factors based on the patient's age and 

level of development. Learning abilities, motivation and 

social circumstances of the older individual differ from 

younger individuals in that intellectual ability changes 

with age (Baldini, 1981). There is deterioration of hearing 

and vision which decreases verbal and/or visual input and 

consequently decreases the reception of information (Swift, 

1984). 

Research has shown that the elderly are slower in 

responding to environmental stimuli than younger people. A 

decline in speed of movement and reaction time results from 



a reduced number of neural synapses (Kim and Drier, 1986). 

This slowness occurs not only in psychomotor behavior but 

also in cognitive functioning. Under conditions of slow 

pacing, when given more time to respond to a test question 

or assigned task, the elderly are able to improve their 

performance (Swift, 1984). A study by Baldini (1981), 

revealed when 45 elderly subjects were interviewed, no one 

knew the side effects of their prescribed anti-hypertensive 

medications. Findings suggest that either very little 

instruction is being done for elderly hypertensive clients, 

or that communication by health care providers with elderly 

persons is deficient. Teaching about medications at 

discharge does not allow sufficient time for integration of 

new information into daily routines, as learning is 

adversely affected when there is pressure of time (Green, 

1987) . Therefore, those involved in the care of the elderly 

can best promote optimal use of their intellectual 

facilities by allowing adequate time to teach. 

Two types of intelligence include crystallized and 

fluid intelligence. Crystallized intelligence continues to 

increase throughout the adult years, whereas fluid 

intelligence often declines in the elderly (Hertzog, 1985). 

Vocabulary, math and reasoning are examples of crystallized 

intelligence—that which is absorbed and increased with age. 

Fluid intelligence creates innovative behavior while 
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crystallized intelligence uses past experience as a 

criterion for problem solving (Hertzog, 1985) . 

Alford (1982), describes changes in the elderly 

learner which include slowed processing time, stimulus 

resistance and a decrease in short-term memory as a result 

of diminished fluid intelligence. The elderly experiences 

slowed processing time as they need more time to absorb 

information. The elderly can be resistant to new stimulus 

as the older person is still thinking of previous concepts 

as the care-giver moves to another concept. 

Kim and Drier (1981), concluded that written 

instructions, in addition to verbal information for the 

elderly, is very important as written information not only 

provides opportunity to review the information, but it also 

encourages recognition of the learned material. Regardless 

of the pace of instruction, elderly patients have difficulty 

learning tasks. The high response errors in recalling drug 

names may be explained partly by the complexity of drug 

names and the fact that with age the decline in recall is 

greater than the decline in recognition of learned material. 

Fortunately, when taking a prescribed medication at home, 

the patient usually needs to recognize rather than recall 

information on the drug container label. 

Kim and Drier (1981) , conducted a study on the use 

of slow speech and self-pacing with the aged. He found that 

slow speech increased the aged person's ability to integrate 



information and respond appropriately. One way to promote 

learning in the elderly is to pace learning events. 

In summary, teaching methods need to be chosen with 

the older person's intellectual abilities in mind. Written 

instructions as a supplement to verbal instructions are 

valuable aids to recall and encourage recognition of the 

learned material (Green, 1987). 

Chapter Summary 

Life-long treatment is a pre-requisite to maintain 

control of hypertension and must be a combined effort of 

both the health care provider and client. The purpose of 

health education is to teach clients information necessary 

to cope with the illness and to maintain wellness so that 

they may be responsible for their own care. 

The aim of patient education is to satisfy a need 

the patient has for specific knowledge. Acquiring this 

knowledge is essential if patients are to adequately 

function in their given lifestyle. Knowledge does not 

necessarily cause adherence to treatment, but knowledge is a 

necessary pre-requisite to assist the patient to assure 

responsibilities for care. 
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CHAPTER 3 

METHODOLOGY 

This chapter includes a description of the design, 

sample and setting. The operational variables, protocol for 

human rights, procedure for data collection and an analysis 

plan are discussed. 

Design 

An ex post facto descriptive study was designed to 

examine the differences among three patient intervention 

strategies and medication compliance in the hypertensive 

elderly. The three intervention strategies were verbal 

instructions, written information and verbal instructions 

plus written information. Compliance was measured by self-

report only. 

Sample 

The sample was composed of hypertensive elderly 

individuals who met the following criteria: 

1) 65 years old or older; 

2) diagnosis of hypertension as documented 

in the medical records. Hypertension was defined as an 

average diastolic blood pressure of 90 mmHg or higher or an 

average systolic blood pressure of 160 mmHg or higher, based 
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on multiple blood pressure measurements made on at least two 

subsequent visits, following an initial screening (Joint 

National Committee on Detection, Evaluation and Treatment of 

High Blood Pressure, 1984). 

3) Currently was receiving a prescribed 

medication regimen specific to hypertension; 

4) Read, spoke and wrote English. 

A sample size of 40 was recruited. The study was 

conducted in a government facility in the northwestern 

United States. 

Operational Variables 

Patient Education was any combination of educational 

strategies to facilitate voluntary behavior to improve or 

maintain health. Educational strategies were either verbal 

instructions, written information or verbal and written 

instructions. 

1. Verbal instruction included verbally telling the 

subject the name of medication, dosage, how often medication 

was to be taken, was medication to be taken with food or 

milk, side effects and who to call should there be problems. 

2. Written information was printed material which 

include direction for use of medication, precautions, side 

effects of the drug and who to call should problems occur. 

3. Verbal instructions plus written information was 

the combination of oral medication instructions reinforced 

by printed information. 
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Compliance was defined as the extent to which the 

client's behavior coincided with the clinical prescription 

(Haynes, Taylor & Sackett, 1979). The term included three 

aspects of the patient's behavior: appointment keeping, 

medication compliance and adherence to prescribed lifestyle 

changes related to salt intake and weight reduction. 

Compliance was measured with a self-report compliance scale 

(C-Scale) (Green, 1975). 

Instruments 

The C-Scale consists of four questions that obtain 

information about taking medications, one question about 

following a doctor's advice, and two questions about keeping 

appointments. In addition, three questions ascertain 

information about lifestyle changes. The last three 

questions were added for the present study. Morisky et al. 

(1985), utilized the self-reported C-Scale in a study 

evaluating family health education for long-term control of 

high blood pressure. The instrument was found to have an 

internal consistency reliability coefficient of 0.61 as 

measured by Cronbach's alpha reliability method. Subsequent 

work with the self-report C-scale measure on larger 

populations suggest that it is easily implemented, maintains 

reliability and demonstrates concurrent and predictive 

validity with regard to blood pressure control (Morisky et 

al., 1985). A copy of the C-Scale is found in Appendix A. 
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Responses of the C-Scale are weighted using the 

technique described by Given, Given and Simoni (1978). 

Clients who report compliance with a prescribed action all 

of the time were assigned a score of 4 for that action; most 

of time, a score of 3; about half the time, a score of 2; 

seldom, a score of 1? and none of the time, a score of 0. 

The sum of the weighted scores for each prescribed 

action were divided by the sum of the total maximum possible 

weights. If the client reported compliance with prescribed 

recommendations three-fourths of the time, he received a 

score of 75/100 or .75. This ratio constituted the client's 

self-report score. Clients with a self-report score of .75 

or higher were classified as compliant. A self-report score 

of.75 or less was classified as non-compliant. 

The Demographic Questionnaire obtained the age, sex, 

race, marital status, education, occupation, annual income 

status, height, weight and blood pressure. The information 

was completed by the subject. A copy of the Demographic 

Questionnaire is found in Appendix B. 

A Patient Education Questionnaire developed by the 

investigator obtained information about the methods of 

education the patient received, the presence of a 

significant other, whether the educational sessions were 

paced and the role of the health care provider who performed 

the teaching. A copy of the questionnaire is in Appendix C. 



Protocol for Human Subjects 

This study was approved by the College of Nursing 

Human Subjects Committee. Subjects remained anonymous and 

were assured that their care would not be affected in any 

way. The subjects were informed that no risks would be 

involved, participation was entirely voluntary and refusal 

to participate would in no way affect their health care. A 

copy of the approval letter and the subject disclaimer is in 

Appendix D. 

Protocol 

Either nurses, physicians, pharmacists or physician 

assistants provided patient education in at least one 

session. Information discussed included name of medication, 

dosage, how often medicine was to be taken, if the 

medication was to be taken with food or milk, side effects 

and who to call should there be problems. 

The investigator then interviewed patients on the 

medical-surgical units and the out-patient department 

following review of the patient's medical records. The 

Patient Teaching Record, Doctor's Progress Notes and Nurse's 

Progress Notes were reviewed so that the type of patient 

education techniques could be identified. If none was 

identified in the medical records, then self-report was the 

method of identifying patient education teaching strategies. 

Three questionnaires were utilized—a Demographic 
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Questionnaire, a Compliance Scale Questionnaire and a 

Patient Education Questionnaire. 

Data Analysis Plan 

Descriptive statistics, including means, standard 

deviations and frequency distributions were used to analyze 

the demographic data. A one-way analysis of variance was 

used to answer the research question to test for 

significant differences in compliance in patients receiving 

either verbal instruction, written instruction, or combined 

verbal and written instruction. 

Chapter Summary 

A descriptive study was designed to examine the 

difference between three patient intervention strategies on 

medication compliance in the hypertensive elderly. A 

Patient Education Questionnaire and a Compliance Scale was 

utilized to measure the concepts patient education and 

compliance. The data were analyzed with descriptive 

statistics and analysis of variance. 
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CHAPTER 4 

RESULTS OF DATA ANALYSIS 

Chapter four presents the results of analysis of the 

data. First, the demographics of the sample are described. 

Next, the difference in compliance scores among forty 

subjects are discussed and results of the Patient Education 

Questionnaire are described. 

The investigator interviewed 40 subjects, 23 of whom 

were seen in the out-patient department during a clinic 

visit and 17 of whom were admitted to the in-patient 

medical-surgical units. 

Eligible patients were approached after the 

investigator reviewed their medical records. Participation 

was completely voluntary. Participants were assured of 

anonymity, confidentiality and that participation or non-

participation would in no way affect their treatment or 

relationship with their physician or other health care 

professionals. Eighteen patients had elevated blood 

pressures at the time of the interview. 

Demographic Information 

The sample consisted of 40 patients. Thirty-nine 

(97.5%) were Caucasian and one (2.5%) was black. The 

reported ages ranged from 65 to 84 years of age with a mean 
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age of 71.5 years (S.D.=4.96 years). Thirty-seven males 

(93%) and 3 (7.5%) females participated in the study. Of 

the 40 participants, 7 (17.5%) were single; 29 (72.5%) were 

married; 3 (7.5%) were separated or divorced; and one (2.5%) 

was widowed. Five subjects (12.5%) had a sixth-grade 

education or less; 15 (37.5%) had a junior high school 

education; 7(17.5%) a high school education; 8 (20%) a 

partial college education; and 5 (12.5%) were college 

graduates. 

Only four (10%) of the 40 subjects revealed their 

annual income. Subjects who did not answer the question 

stated that they either did not know what their annual 

income was or had "forgotten." 

Health Related Information 

The subjects' height ranged from 57 to 74 inches. 

The mean height was 68.95 inches (S.D.=3.98). Weight ranged 

from 115 to 378 pounds. The mean was 192.7 pounds 

(S.D.=54.95 pounds). Systolic blood pressure ranged from 90 

to 200 mmHg with a mean of 145.9 mmHg (S.D.=26.73 mmHg). 

Diastolic blood pressure ranged from 50 mmHg to 110 mmHg 

with a mean of 81.4 mmHg (S.D.=13.46 mmHg). 

The number of antihypertensive medications ranged 

from one to four per day. Twenty-two subjects (55%) took one 

blood pressure medication one to four times per day. Ten 

subjects (25%) took two blood pressure medications one to 

four times per day. Seven subjects (17.5%) took three 
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medications one to four times per day and one subject (2.5%) 

took four blood pressure medications. Four subjects (10%) 

could report the name of the blood pressure medication that 

they were taking, the dosage, how often the medication was 

to be taken, side effects and who to call should problems 

occur. Twenty-eight (70%) could describe their medications 

according to color and shape and what they were for, but did 

not know the pharmaceutical name of the drug. Participants 

among this group could not consistently report side effects. 

Eight participants (20%) did not know that they were on 

blood pressure medications. When the participants could not 

list their blood pressure medication(s), the investigator 

utilized the patient's medicine profile to obtain this 

information. 

Twenty subjects (50%) were on a salt-restricted diet 

as ordered by the physician or had placed themselves on a 

salt-restricted diet. Twenty (50%) were not on salt 

restriction. Ten (25%) were on a weight reduction diet; 30 

subjects (75%) were not on a weight reduction regimen. 

Twenty-one subjects (52.5%) were participating in a regular 

exercise program. Types of exercise included bicycling, 

walking and dancing. 

Compliance Scale Questionnaire 

A compliance score was calculated for each subject. 

First a score was calculated for the following questions: 

Do you ever forget to take your medicine? Are you ever 
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careless about taking your medicine? When you feel better, 

do you ever stop taking your medicine? If you feel worse 

when you take the medicine, do you ever stop taking it? Are 

there ever any times when you might not follow your doctor's 

advice? Participants who reported compliance with a 

prescribed action all of the time were assigned a score of 0 

for that action; most of the time, a score of 1; about half 

the time, a score of 2; seldom, a score of 3 and none of the 

time, a score of 4. For Question 6—Did you miss your last 

appointment to see your doctor or nurse about your high 

blood pressure, if the participant answered "yes", a score 

of 0 was assigned; "no", a score of 4. Seven subjects (18%) 

missed at least one doctor's appointment, but not more than 

two in the last 6 months. (Table 1.) 

An average of Questions 1-6 indicated that 34 

subjects (85%) scored greater than 75% which indicated 

compliance with medications, following doctor's advice and 

appointment keeping. Some of the reasons for not following 

doctor's advice as stated by the subjects included "poor 

advice, lack of trust, frequent urination, too many 

medications, feels better without medications, impotence, do 

not understand the need for medications when asymptomatic 

and medication was not a successful treatment in the past". 

A separate compliance score was calculated for three 

questions that were added to the questionnaire which asked: 

Do you watch your salt intake in your diet? Do you watch 
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Table 1: INDIVIDUAL ITEM RESPONSES TO THE 
C—SCALE 

Assigned Score Frequency Percent 

4 21 52.5 

Do you ever forget to 3 16 40.0 
take your medicine? 

2 2 5.0 

1 1 2.5 

40 100.0 

4 20 50.0 

Are you ever careless 3 16 40.0 
about taking your meds? 

2 2 5.0 

1 2 5.0 

40 100.0 

4 28 70.0 

When you feel better, 3 3 7.5 
do you ever stop taking 
your medicine? 2 6 15.0 

1 3 7.5 
40 100.0 

4 30 75.5 

If you feel worse when 3 4 10.0 
you take the medicine, 
do you ever stop taking 2 3 7.5 
it? 

1 3 7.5 
40 100.0 
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Table 1: INDIVIDUAL ITEM RESPONSES TO THE 
C—SCALE (Continued) 

Assigned Score Frequency Percent 

4 19 47.5 

5. Are there ever any times 3 16 40.0 
when you might not follow 
your doctor's advice? 2 2 5.0 

1 3 7.5 

40 100.0 

6. Did you miss your last 0 7 18.0 
appointment to see your 
doctor or nurse about 
your high blood pressure? 4 33 82.0 

40 100.0 

1 Seldom 24 60.0 

8. Do you watch your salt 2 Half 9 22.5 
intake in your diet? 

3 Most 1 2.5 

4 All 6 15.0 

40 100.0 

0 Not at all 13 32.5 

1 Seldom 3 7.5 

9. Do you watch your caloric 2 Half 2 5.0 
intake in your diet? 

3 Most 19 47.5 

4 All 3 7.5 

40 100.0 
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Table 1: INDIVIDUAL ITEM RESPONSES TO THE 
C-SCALE (Continued) 

exercise? 

Assigned Score Frequency Percent 

1 Seldom 31 77.5 

regular 2 Half 8 20.0 

4 All 1 2.5 

40 100.0 

QUESTIONS 1-6 ONLY 
4=A11 of the time 
3=Most of the time 
2=About half of the time 
l=Seldom 
0=None of the time 

Scale reversed for Questions 8-10 
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your caloric intake in your diet? Do you do any regular 

exercise? For the last three questions in the C-Scale, the 

assigned scores were reversed. Not at all was assigned a 

score of 0; seldom, a score of 1; about half the time, a 

score of 2; most of the time, a score of 3 and all of the 

time, a score of 4. Twelve subjects (30%) had an average 

score of > 75% which indicated compliance with a diet and 

exercise program. The internal consistency reliability 

coefficient for the total C-scale was .75 when utilizing the 
n 1 

reliability coefficient THETA (n-1) (1-T) where n = the 

number of items and = the first Eigenvalue in a factor 

analysis. THETA was utilized to maximize alpha, as the last 

three questions were nonparallel items. 

An overall compliance score was also calculated for 

each subject. Ten subjects (20%) were compliant with all 

aspects of their hypertensive treatment program which 

included medications, appointment keeping, following 

doctor's advice, diet and exercise. 

Patient Education Questionnaire 

The purpose of this study was to examine the 

difference among three patient education intervention 

strategies and compliance in the hypertensive elderly. The 

three intervention strategies were verbal instructions only, 

written information only and verbal instructions plus 

written instructions. 
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Eighteen subjects (56%) received some form of 

patient education in only one session. Fourteen subjects 

(44%) received education in an on-going fashion where 

instructions were repeated at each visit by a health care 

provider. Twenty-seven subjects (84%) identified that 

patient education was most beneficial when taught in the 

clinic setting; five subjects (17%) reported that when 

patient education was taught in the hospital setting, it was 

most beneficial. Nine patients (23%) stated that "nurses 

are always too busy—when they talk to you about your 

medications when you are discharged from the hospital, they 

seem to be in a hurry". Twenty-one subjects (66%) in this 

study received patient education from a physician; six (19%) 

from a nurse; and four (13%) from a pharmacist. 

Research Question 

A one-way analysis of variance was used to answer 

the following question. Is there a significant difference 

in compliance in patients who have been taught with verbal 

instructions, written instruction, or combined verbal and 

written instruction? 

The subjects were divided into three groups. Group 

I included subjects who received verbal instructions; Group 

II included subjects who received written instructions and; 

Group III included subjects who received both verbal and 

written instructions. Eight subjects (20%) reported they 

did not receive any patient education and were not included 
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in the analysis of variance. Eight subjects (20%) received 

either verbal (N=4) or written (N=4) instructions. Twenty-

four subjects (60%) reported that they received both verbal 

and written instructions. Results of a one-way analysis of 

variance revealed no significant differences in compliance 

by educational strategy (F=l.038,p=0.18). The results 

indicate that compliance was not significantly different in 

patients taught with verbal instruction versus written 

instruction versus a combination of the two methods, none of 

the patient education intervention strategies were 

predictive of compliance. 

Secondary Analysis 

One-tailed t-tests were performed by dividing the 

sample on six variables thought to be related to compliance 

to assess if significant differences in compliance scores 

existed. Groups were formulated for questions 5, 6, 8 and 9 

of the Patient Education Questionnaire. 

Question 5 asked: Was a family member or 

significant other involved when you were being taught about 

your high blood pressure medication(s)? For Qusion 5 Group 

I (N=9) included subjects who did not identify a significant 

other. Group II (N-23) included subjects who identified a 

family member or significant other. The involvement of a 

family member or significant other did not make a 

significant difference in compliance (Table 2). 
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Question 6 asked: Was the information provided in 

one session? For Question 6 Group I (N=2'7) included 

subjects who were taught about their blood pressure in one 

session. Group II (N=4) included subjects who were taught 

about their blood pressure on an on-going basis. No 

significant differences in compliance was noted between 

being taught in one session versus on-going sessions (Table 

3) . 

Question 8 asked: In what setting was the teaching 

most beneficial? For Question 8, Group I (N=17) included 

subjects who identified the clinic setting as most 

beneficial for patient education. Group II (N=13) included 

subjects who identified the hospital as the most beneficial 

setting for patient education. A significant difference was 

noted in compliance by setting, with patients in the clinic 

setting have a signficantly higher compliance score (Table 

4) . 

Question 9 asked about the role of the health care 

provider who provided instructions. For Question 9, Group I 

(N=13) included subjects taught by a nurse or pharmacist. 

Group II (N=19) included subjects who were taught by a 

physician. A significant difference was noted between the 

two groups. Patients who were taught by a physician had 

significantly higher compliance scores (Table 5). 

The subjects were also divided into two groups by 

level of education and blood pressure. For level of 
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TABLE 2: t-Test for Significance of Difference in 
Compliance Scores Between Subjects With and 
without a Significant Other 

_ One-Tail 
Significant N X S.D. T D.F Probability 

Other 

NO 9 21.89 6.17 
.42 30 0.33(NS) 

YES 23 22.61 3.51 

Level of Significance: P=<0.05 
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TABLE 3: t-Test for Significance of Difference in 
Compliance Scores Between Subjects Being 
Taught About Medications in a Single Session 
and Multiple Sessions 

_ One-Tail 
Sessions N X S.D. T D.F Probability 

Single 5 23.00 2.74 
-0.33 30 0.37(NS) 

Multiple 27 22.30 4.59 

Level of Significance: P=<0.05 
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TABLE 4: t-Test for Significance of Difference in 
Compliance Scores Between Subjects Taught in a 
Clinic and Hospital Setting 

Setting N S.D. D.F. One-Tail 
Probability 

Hospital 

Clinic 

7 

25 

24.86 

21.72 

4.18 

4.19 
1.75 30 ,045 

Level of Significance: P=<0.05 
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TABLE 5: t-Test for Significance of Difference in 
Compliance Scores Between Subjects Taught By 
Nurses/PA's/Pharmacists and Physicians 

Health Care N 
Provider 

S.D. D.F. One-Tail 
Probability 

Nurse/Others 13 10.85 4.59 

Physician 19 24.06 3.38 
-2.90 2 8  .004 

P=<0.05 



education, Group I (N=21) included subjects with less than a 

high school diploma. Group II (N=19) included subjects who 

had at least a high school diploma. One's level of 

education was not significantly related to compliance 

(Table 6). For blood pressure, Group I (N=27) included 

subjects whose blood pressure was under control. Group II 

(N=13) included subjects whose blood pressure was elevated. 

Findings also indicated there were significant differences 

in compliance between the two groups. Subjects who had 

normal blood pressures had significnatly higher compliance 

scores (Table 7). 

Chapter Summary 

Results of this study produced evidence that 

compliance did not significantly differ with the type of 

educational strategy: verbal instruction, written 

instructions or both types of instructions combined. 

Additional analysis indicated that compliance did not 

significantly differ with a significant other, number of 

patient education sessions received or educational level of 

the patient. However, significant differences in compliance 

were found in subjects who received instructions in the 

clinic setting and from a physician, and in subjects whose 

blood pressure was under control. 
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TABLE 6: t-Test for Significance of Difference in 
Compliance Scores Between High School 
Education or More and Less Than High School 
Education 

Level of _ One-Tail 
Education N X S.D. T D.F Probability 

> High School 21 22.48 4.50 
0.61 38 0.27(NS) 

< High School 19 23.32 4.21 

Level of Significance: P=<0.05 
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TABLE 7: t-Test for Significance of Difference in 
Compliance Scores Between Hypertensive and 
Non-Hypertensive Subjects 

Patient _ One-Tail 
Hypertensive N X S.D. T D.F. Probability 

YES 27 22.03 4.56 
-1.81 38 0.039 

NO 13 24.61 3.31 

Level of Significance: P=<0.05 



53 

CHAPTER 5 

DISCUSSION, CONCLUSIONS, RECOMMENDATIONS 

A discussion of the findings related to the 

conceptual framework is presented in the final chapter. 

Implications for nursing practice, limitations, and 

recommendations for further research are also discussed. 

Findings Related to the Conceptual Framework 

Thirty-two subjects reported they received verbal 

and/or written instructions or both. Eight subjects did not 

recieve any instruction. Calculation of individual 

medication compliance scores revealed that 34 subjects (85%) 

were compliant with their medication regimen. Four subjects 

were knowledgeable in all aspects of their medication 

regimen whereas 28 subjects had some knowledge only. No 

significant differences were found in compliance among 3 

educational strategies. Thus, the findings did not support 

one educational strategy over another. Given et al. (1984) 

also found that patient education increased patient 

knowledge but not adherence to medication or diet. Patient 

knowledge is a major factor in compliance but knowledge 

alone does not cause compliance (Roth, 1987). 

A major goal of patient education is to help 

individuals acquire knowledge for appropriate behavioral 



change. Tullio et al. (1986) reported that written 

information can be effective in improving compliance with 

regimens of antibiotic treatment as the majority of patients 

read the information they receive. In the present study, 

subjects reported that verbal instructions were given 

quickly with little time to absorb the information. 

Subjects reported minimal discussion occurred with the 

health care provider. Several subjects stated that "I was 

given a piece of paper and told to refer to it if I had any 

problems with my blood pressure medications." Four subjects 

(12.5%) reported referring to the written information. 

These four subjects were also very knowledgeable about the 

dosage of their medications, side effects, how often the 

medication was to be taken and who to call should problems 

occur. Tullio et al's. (1986) research which reported that 

written information was read 80% of the time was also not 

supported in the present study. In the current study, 24 

subjects (60%) received written information and only 4 (17%) 

reported reading and referring to the written information. 

Thus, the lack of support for the conceptual framework is 

likely related to inadequate verbal instructions and follow-

up as well as inadequate or inappropriate written 

instruction and follow-up. Further testing-of the 

conceptual framework relating educational strategies and 

compliance is warranted. 
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Implications for Nursing Practice 

The presentation of patient education by the health 

care providers was fairly consistent as reported by the 

subjects. Subjects were told briefly about dosages, side 

effects, how often the medication was to be taken and who 

to call should problems occur. When written information was 

provided, little verbal discussion between client and health 

care provider occurred. 

To enhance the effects of patient education on 

compliance, providers need to assess the client's cognitive, 

attitudinal and behavioral situation before selecting a 

management plan for the individual. There is no such thing 

as a standard regimen for a standard client as each 

individual presents a new and unique combination of 

circumstances. Second, verbal instruction needs to occur 

more than once and must be presented in an organized manner. 

Last, written instruction must be carefully chosen for 

patients and followed up with a question and answer session 

to assess if the material has been read. 

Limitations 

Limitations of the study include sample size, design 

and measurement of compliance with a self-report 

questionnaire. The results of the study cannot be 

generalized as the sample was voluntary and limited to 40 

subjects. The larger the sample, the more representative of 



the population it is likely to be. Smaller samples tend to 

produce less precise or accurate estimates than larger 

samples. In essence, the sampling error is smaller with a 

larger sample. 

An ex post facto design leave cause and effect 

relationships ambiguous. Individuals cannot be randomly 

assigned to experimental treatment groups. An independent 

variable is not manipulated. Thus, a possibility of faulty 

interpretations of study results exists. 

Compliance was measured with a self-report 

questionnaire in subjects who were recruited from the in

patient and out-patient departments. Self-report measures 

are limited in their validity and accuracy of information, 

especially when used to gather data in which subjects may 

not want to reveal the truth, i.e. not following a 

prescribed regimen. The investigator instructed subjects 

to answer the questionnaire in terms of their hypertension. 

In many instances, when a subject answered a question 

incorrectly, the significant other intervened. Many 

subjects in the out-patient department reiterated questions 

for clarification. Subjects in the in-patient setting 

rarely asked questions. In addition, the questionnaire was 

not answered specifically for hypertension. For example, 

in-patients were asked to list high blood pressure 

medications; however, they included pain medications, ulcer 

medications, laxatives, sleeping pills and water pills on 
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the list. Eight subjects stated, "I never forget to take my 

Lasix as ordered as it makes me go to the bathroom a lot." 

These eight subjects revealed a compliance score of .75 by 

answering the questions in terms of their overall medication 

regimen not specific to hypertension. Thus, the accuracy 

and validity of the questionnaire must be raised for some 

patient response. 

Recommendations for Further Study 

Based on the findings of this study, the following 

recommendations for further research are suggested: 

1. Replicate the study with subjects who have a 

symptomatic chronic disease (eg. insulin dependent diabetes 

mellitus). Individuals with symptomatic chronic disease may 

be more compliant with their diet and medication treatment 

plan to avoid the uncomfortable and sometimes life-

threatening symptoms of hypoglycemia and hyperglycemia 

(McCord, 1986). 

2. Replicate the study using group versus 

individual patient education. Group classes are effective 

when used properly. Participants profit by their 

interaction with others who face the same problems and may 

find not only emotional support, but ideas and suggestions 

to make the regimen easier to manage. Working with others 

removes some of the pressures and fears. There are 

limitations to the appropriateness of group classes however. 
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When a group is too large, an individual may get lost and 

may not have his needs met. Groups can also limit 

individual participation which may make it more difficult 

to evaluate the effectiveness of what has been taught. 

3. Conduct an experimental design using patient 

education strategies as the independent variable. The 

strength of an experimental design is that the experimenter 

can achieve greater confidence is the genuineness and 

interpretability of the relationships since they are 

manipulated and observed under carefully controlled 

conditions. 

Summary 

This was an ex post facto descriptive study designed 

to examine the difference between three patient intervention 

strategies on medication compliance in the hypertensive 

elderly. The three intervention strategies were verbal 

instructions, written information and verbal instructions 

plus written information. 

The conceptual framework was based on the Cognitive-

Information Processing Theory of Learning. The major 

concepts of this framework suggests that altered cognition 

contributes to the development of new behaviors that are 

alternatives to unhealthy behavior. The individual adopts 

new behaviors that are more consonant with recently formed 

cognitions. 
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Forty subjects recruited from a government facility 

in the northwestern United States participated in the study. 

Twenty-three questionnaires were completed in the out

patient setting during a clinic visit and 17 subjects were 

admitted to the in-patient medical-surgical units. Data was 

collected utilizing a Demographic Questionnaire, a 

Compliance Questionnaire and a Patient Education 

Questionnaire developed by the investigator. 

Analysis revealed that verbal instruction, written 

instruction or both were not predictive of compliance. A 

significant other, number of patient education sessions or 

educational level did not statistically affect compliance. 

Subjects who received instructions in the clinic setting and 

from a physician were more compliant than when they received 

patient education from a nurse, pharmacist or physician 

assistant. Subjects whose blood pressure was under control 

was also shown to be more compliant with their hypertension 

treatment program. 

In summary, teaching methods need to be chosen with 

the older person's intellectual abilities and sensory 

deficits in mind. Knowledge does not necessarily cause 

adherence to treatment, but knowledge is a necessary 

prerequisite to assist a client in assuming responsibilities 

for care. 
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COMPLIANCE SCALE QUESTIONNAIRE 



CODE # 

61 

COMPLIANCE SCALE-QUESTIONNAIRE 

Directions: Circle the BEST answer and fill in the blank, 
when indicated. 

1. Do you ever forget to take your medicine? 

a. Not at all 

b. Seldom 

c. About half the time 

d. Most of the time 

e. All of the time 

2. Are you ever careless about taking your medicine? 

a. Not at all 

b. Seldom 

c. About half the time 

d. Most of the time 

e. All of time 

3. When you feel better, do you ever stop taking your 
medicine? 

a. Not at all 

b. Seldom 

c. About half the time 

d. Most of the time 

e. All of time 
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4. If you feel worse when you take the medicine, do you 
ever stop taking it? 

a. Not at all 

b. Seldom 

c. About half the time 

d. Most of the time 

e. All of time 

5A. Are there ever any times when you might not follow 
your doctor's advice? 

a. Not at all 

b. Seldom 

c. About half the time 

d. Most of the time 

e. All of time 

B. Please state your reasons for not following the 
advice: 

6. Did you miss your last appointment to see your doc
tor or nurse about your high blood pressure? 

a. Yes 

b. No 

7. How many appointments have you missed in the last 6 
months to see a physician or nurse about your blood 
pressure? (Write in actual number). 



Do you watch your salt intake in your diet? 

a. Not at all 

b. Seldom 

c. About half the time 

d. Most of the time 

e. All of time 

Do you watch your caloric intake in your diet? 

a. Not at all 

b. Seldom 

c. About half the time 

d. Most of the time 

e. All of time 

Do you do any regular exercise? 

a. Not at all 

b. Seldom 

c. About half the time 

d. Most of the time 

e. All of time 

Please state the type of exercise you do: 
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DEMOGRAPHIC QUESTIONNAIRE 



65 

DEMOGRAPHIC CHARACTERISTICS 

Directions: Circle the most applicable answer and fill in 
the blanks. 

1. Sex 

Male 
Female 

2. Marital Status 

Single 
Married 
Separated/Divorced 
Widowed 

3. Education 

Grade 6 or less 
Junior high school 
High school graduate 
Partial college 
College graduate 

4. Age: 

5. Race: 

6. Annual Income: 

7. Height: 

8. Weight: 

9. Blood Pressure: 

10. Medications for High Blood Pressure: 



11. Are you on a salt restricted diet? 

Yes 
No 

12. Are you on a weight reduction diet? 

Yes 
No 

13. Are you on a regular exercise program 

Yes 
No 

CODE # 
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PATIENT EDUCATION QUESTIONNAIRE 

Directions; Circle the BEST Answer and fill in the blank 
when indicated. 

1. Have you ever received instructions about 
your high blood pressure medications? 
(ie. proper use of meds, precautions, 
side effects, etc.) if YES, PROCEED to 
#2. If NO, STOP HERE. 

2. Have you received verbal instructions? 

3. Have you received written information? 

4. Have you received both verbal and writ
ten instructions? 

5. Was a family member or significant other 
involved when you were being taught about 
your high blood pressure medication(s)? 

6. Were you taught about your high blood 
pressure medication(s) in one session? 

7. Were you given enough time to absorb 
the instructions provided? (ie. oppor
tunity to ask questions, sessions were 
paced according to need, teaching occur-
ed in several sessions). 

YES NO 

YES 

YES 

YES 

YES 

NO 

NO 

NO 

NO 

YES NO 

YES NO 

8. In what setting was the teaching MOST a. HOSPITAL 
beneficial? 

b. CLINIC 

c. HOME 

d. OTHER: 

9. The role of the health care provider a. NURSE 
who provided instructions was a: 
(Circle ALL that is applicable). b. PHYSICIAN 

c. PHARMACIST 



d. PA 

e. OTHER 

Were you satisfied with the instruc
tions that you received? 

YES 
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T H E  U N I V E R S I T Y  O F  A R I Z O N A  
T U C S O N .  A R I Z O N A  8 5 7 2 1  

COLLEGE OF NURSING 

MEMORANDUM 

TO: 

ERCM: 

BOTE: 

EE: 
tensive Elderly 

Your project has been reviewed and approved as exempt frcm University review by the 
College of Nursing Ethical Review Subcarmittee of the Research Ccmnittee and the 
Director of Research. A consent form with subject signature is not required for 
projects exempt frcm full University review. Please use only a disclaimer format 
for subjects to read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director of Research if 
you need access to it. 

We wish you a valuable and stimulating experience with your research. 

Ms. Valerie A. n~:r.=3 

Linda R. Phillips, PhD, RN, 
Director of Research 

November 13, 1987 

Human Subjects Review: Patient Education and Compliance in the Hyper-

LRP/ms 
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DISCLAIMER 

Study Title: Patient Education and Compliance 
in the Hypertensive Elderly 

The purpose of this study is to examine the relationship 
between different types of patient education and compliance. 
The information obtained will assist health care 
professionals with education techniques for the elderly 
population. I am asking for your voluntary participation in 
the completion of the questionnaires. 

You will be giving your consent by answering the statements 
on the questionnaires. There will be no cost or risks to 
you from your participation. A possible benefit to you will 
be health education about your blood pressure medications 
and the importance of compliance. Filling out the 
questionnaires will take about 20 minutes of your time. 

You are free to withdraw from the study at any time without 
affecting your health care in any way. If you have any 
questions about the questionnaire, I will be available to 
answer them. 

All information will be kept confidential. Names and 
addresses are not on the questionnaires. Your answers will 
be grouped with the answers of other participants in the 
study. 

Valerie A. Ramones, R.N. 
Graduate Student 
College of Nursing 
University of Arizona 
Tucson, Arizona 
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