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Abstract:  

Objective: To see the frequency of socio-demographic factors responsible for poor treatment of hypertension, in 

patients having uncontrolled hypertension due to poor treatment. 

Material AND Methods: This cross sectional study was carried out at OPD of cardiology department of Liaquat 

University hospital Hyderabad. Study duration was 6 months October 2015 to march 2016. All the patients with 
uncontrolled hypertension and having history of poor treatment were selected in the study. All the selected cases 

were interviewed regarding socio-demographic responsible reasons for poor treatment. All the data was recorded 

in the proforma.  

Results:  In this study total 59 patients were selected and patient’s mean age was 52.23+5.77 years. Male gender 

was found in the majority 35(59.3%).  Socio-demographic factors had big role in poor treatment of hypertension 

because when patients were interviewed regarding reasons of inappropriate treatment of hypertension there were 

multiple reasons answered by patients as most common factor was poor socioeconomic status answered by 50.8% 

cases followed by no available family physicians, cant travel to hospitals properly, no any care taker , under Homeo 

treatment, can’t take drugs for long time, due to relative advice (drug addiction) and  can’t control fatty and salty 

diet  with percentage of 06(10.2%), 07(11.8%), 05(08.5%), 03(05.1%), 08(13.6%), 08(13.6%) and 02(03.4%) 

respectively, while 12(20.4%) patients had issue of  self-ignorance.   

Conclusion: It is concluded that poor socioeconomic status, self-ignorance, relative advice, travels to hospitals 
properly and longtime treatment were the commonest responsible factors for poor treatment of hypertension.   
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INTRODUCTION: 

High blood pressure is very important situation in 

adult population, affecting nearly 1 billion patients 

throughout the world [1]. It is the most common 

cause of cardiovascular morbidity and mortality with 
proven benefits of treatment. The presence of 

hypertension more than doubles the risk for coronary 

heart disease; including acute myocardial infarction 

and sudden death and more than triples the risk of 

congestive heart failure and strokes. The prevalence 

of hypertension in Sub-Saharan Africa has attained 

epidemic proportions likely due to the 

epidemiological transition with adoption of Western 

lifestyles. The estimated prevalence of hypertension 

among adults in SSA increased 4 folds from 2005 to 

2008 and is projected to affect 125.5 million adults 

by 2025 [2]. In Cameroon; two recent population 
based studies estimated the prevalence rate of 

hypertension between 30% and 47.5% [3,4]. 

Incidence of high blood pressure is 32.2% in males 

and 30.5% in females in developing nations while 

40.8% and 33.0% respectively in the developed 

nations [5]. NHSP conducted between 1990 to 1994, 

stated that hypertension affects 18% of adolescents 

above 15 years of age and 33% of adults above 45 

years of age; less than 3% hypertensive patients, 

however, have their BP controlled to 140/90 mm Hg 

or below and more than 70% of all hypertensive 
patients (85% in rural areas) in Pakistan are not even 

aware of their disease [6,7]. Studies worldwide 

indicate that despite the availability of effective 

medical therapy, over half of all hypertensive do not 

take any treatment and more than half of those on 

treatment have blood pressures over the 140/90 

mmHg threshold [8]. The World Health Organization 

(WHO) describes poor adherence as the most 

important cause of uncontrolled blood pressure and 

estimates that 50–70% of people do not take their 

antihypertensive medication as prescribed [9]. Many 

issues contribute to poor compliance with long-term 
antihypertensive treatment. Several cases have 

negative attitudes towards taking medication [10]. 

According to Jadelson et al., the major reasons for 

non-compliance are multi-factorial and range from 

lack of adequate guidance to socioeconomic status. 

Although the socioeconomic status has not 

consistently been found to be an independent 

predictor of compliance low socioeconomic status 

may put patients in developing countries in the 

position of having to choose between competing 

priorities [11]. Such priorities include demands to 
direct the limited resource available to meet the needs 

of other family members, such as children or parents, 

for whom they care. Some factors reported to have a 

significant effect on compliance are: poor 

socioeconomic status (poverty), low level of 

education, unemployment, lack of effective social 

support networks, unstable living conditions, long 

distance from treatment center, high cost of transport, 

cultural and lay beliefs about illness and treatment, 

and forgetfulness [12]. Factors that may influence 
adherence include socioeconomic status, access to 

health insurance, depression, patient’s knowledge of 

the disease, and beliefs about medications.13 

Treatment with appropriate medication is a key factor 

in the control of hypertension and reduction in 

associated risk of complications. However, 

compliance with treatment is often sub-optimal, 

especially in developing countries. Mostly in the 

literature studies had been conducted regarding 

systemic factors responsible for hypertension, and 

very few data is available on socio-demographic 

factors responsible for uncontrolled hypertension due 
to poor treatment, especially in our population as in a 

national study stated that poor adherence is one of the 

biggest obstacles in therapeutic control of high blood 

pressure.7 Therefore this study has been carries out to 

assess the frequency of socio-demographic factors 

responsible for poor treatment of hypertension.   

 

MATERIAL AND METHODS:  

This cross sectional study was carried out at OPD of 

cardiology department of Liaquat University hospital 

Hyderabad. Study duration was 6 months October 
2015 to march 2016. All the patients with 

uncontrolled hypertension and having history of poor 

treatment were selected in the study. All the patients 

those were not agree to participate in the study and 

having history of proper antihypertensive  treatment 

of were excluded. All selected patients were 

underwent complete clinical examination and their 

diastolic and systolic blood pressure were monitored.  

All the cases were interviewed in outpatient door 

(OPD) regarding socio-demographic reasons, 

responsible for poor treatment. Interview was taken 

simply regarding socio-demographic characteristics 
like socioeconomic status, occupational status, 

residential status, education level and knowledge 

regarding hypertension and its complications. 

Patients were also interviewed regarding reasons of 

poor treatment of diabetes.  All the data was recorded 

in the Performa for the purpose of analysis. Data was 

analyzed in the SPSS version 16. 

 

RESULTS: 

In this study total 59 patients were selected. Patient’s 

mean age was 52.23+5.77 years. Male gender was 
found in the majority 35(59.3%), while female were 

24(40.7%). Majority of the cases 34(57.6%) were 

found with low socioeconomic status, 17(28.8%) 

were with middle socioeconomic class and 

08(13.6%) patients were with upper socioeconomic 
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class. 41(69.5%) patients were from rural areas, 

while 18(30.5%) cases from urban areas.  Majority of 

the cases were former house wife and multiple work 

performer with percentage of 11(18.6%), 15(25.4%) 

and 13(22.0%) respectively, while teacher were 
05(08.5%), shopkeeper 05(08.5%) and landlord were 

04(06.8%). TABLE:1 

 

In this study mostly cases 47.45% were unaware, 

regarding hypertension, its treatment and its 

complications, 33.89% cases had partial knowledge 

and 18.64% patients had average knowledge..  FIG:1 

 

In this study socio-demographic factors had big role 

in poor treatment of hypertension because when 

patients were interviewed regarding reasons of 

inappropriate treatment of hypertension there are 

multiple factors answered by patients as most 

common factor was poor socioeconomic status 

answered by 30(50.8%) cases following by no 
available family physicians, cant travel to hospitals 

properly, no any care taker , under Homeo treatment, 

can’t take drugs for long time, due to relative advice 

(drug addiction) and  can’t control fatty and salty diet  

with percentage of 06(10.2%), 07(11.8%), 

05(08.5%), 03(05.1%), 08(13.6%), 08(13.6%) and 

02(03.4%) respectively, while 12(20.4%) patients 

answered they are not taking proper treatment due to 

self-ignorance. TABLE:2 

 

 

 

Table:1. Patient’s distribution according to Basic characteristics n=59 

Basic characteristics Frequency (%) 

 

Patient’s Age  

(mean+SD) 

 

Gender 

Male 

Female 

 

Socio-economic status  

Poor  

Middle  

Upper  

 

Educational status  

Uneducated  

Primary  

Higher  

Intermediate  

Graduate  

 

Residential status  

Rural  

urban  

 

Occupational status  

Farmer  

Driver  

Teacher  

House wife  

Landlord  

Shopkeeper  

Multiple work performer  

 
 

52.23+5.77 years 

 

 

35(59.3%) 

24(40.7%) 

 

 

34(57.6%) 

17(28.8%) 

08(13.6%) 

 
 

20(39.9%) 

15(25.4%) 

10(16.9%) 

10(16.9%) 

04(06.8%) 

 

 

41(69.5%) 

18(30.5%) 

 
 

11(18.6%) 

06(10.2%) 

05(08.5%) 

15(25.4%) 

04(06.8%) 

05(08.5%) 

13(22.0%) 
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FIG:1. Patients distribution according to knowledge regarding hypertension,  its treatment and  

complications  n=65 

 

Table 2: Factors responsible for poor treatment of hypertension   n=65 

 

             Responsible factors  Frequency(%) 

Why u don’t take treatment properly?  

Poor SES   

 No available family physicians  

 Cant travel to hospitals properly   

No any care taker   

Under Homeo treatment  

Self-ignorance  

Can’t take drugs for long time 

Due to relative advice (drug addiction)  

Can’t control fatty and salty diet   

 

30(50.8%) 

06(10.2%) 

07(11.8%) 

05(08.5%) 

03(05.1%) 

12(20.4%) 

08(13.6%) 

08(13.6%) 

 02(03.4%) 

 

DISCUSSION: 

Hypertension is the important health event globally in 

the adult population. Adherence to the 

antihypertensive treatments is the effective step to 

control hypertension and prevention of the 

complications [14]. Poor control of hypertension may 

develop severe cardiovascular leading morbidity and 

the mortality. It has been reported in previous studies 
that highly adherence to treatment of hypertension is 

linked associated to decrease in cardiovascular 

diseases as compare to lower adherence [15]. This 

study has been conducted to assess the reasons of 

non-adherence treatment in hypertensive patients, 

and we found in our study that socio-demographic 

factors had big role in poor treatment of hypertension 

because when patients were interviewed regarding 

reasons of improper anti-hypertension treatment, 

there were multiple factors answered by patients and 

the most common factor was poor socioeconomic 

status answered by 30 (50.8%) cases. In the 

comparison of our study Blazer et al [16] reported 

that low level of perceived social supports were to be 
risk factor for increasing hypertension and cardiac 

problems. In another study it is also stated that 

adherence to treatment was strongly linked to 

supports provided to hypertensive cases [17]. On 

other hand in a study stated that women having poor 

socio-economic status and lower educational status 
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were associated with low antihypertensive treatment 

adherence [12]. Similarly in the study of Magnabosco 

P et al [18] reported that cases having  lower 

economic status showed the risk of non-adherence 

antihypertensive treatment, as well as according to 
whom poor SES significantly influences adherence 

treatment, and are also related to medicine 

purchasing power, educational level, cultural and 

social aspects [18,19]. In this study some other 

reasons as; no available family physicians, travel to 

hospitals, no any care taker, under Homeo treatment, 

drugs for long time, relative advice (drug addiction) 

and can’t control fatty and salty diet with percentage 

of 06(10.2%), 07(11.8%), 05(08.5%), 03(05.1%), 

08(13.6%), 08(13.6%) and 02(03.4%) respectively 

were also associated with poor hypertensive 

treatment.  In the favor of our study Bader RJ et al 
[21] reported that Socio-demographic factors were 

significantly linked to non-adherence to hypertensive 

management. 

 

In this study patient’s mean age was 52.23+5.77 

years. Male were found in the majority 35(59.3%), 

while female were 24(40.7%). Inconsistently Osamor 

PE et al [22] reported that out of 440 respondents 

65.2% were women and 34.8% were men and 

similarly mentioned mean age was 60+12 years with 

range of minimum 25 years and maximum 90 years. 
In another study of Boima V et al [23] reported that 

mean age of non-adherent to medications patients 

was 54.5+13.2 years. Inconsistently Bilal M et al [24] 

reported that out of 664 hypertensive cases 422 were 

males and 242 were females with male to female 

ratio of 1.7:1, and mean age was 54.4±12.5 years and 

further he stated that 54.7% of cases were either 

illiterate, these findings are comparable to our study 

as well as we also found mostly cases were unaware. 

In our study majority of the cases 34(57.6%) were 

found with low socioeconomic status, 17(28.8%) 

were with middle socioeconomic class and 
08(13.6%) patients were with upper socioeconomic 

class. 41(69.5%) patients were from rural areas, 

while 18(30.5%) cases from urban areas.  Majority of 

the cases were former house wife and multiple work 

performer with percentage of 11(18.6%), 15(25.4%) 

and 13(22.0%) respectively, while teacher were 

05(08.5%), shopkeeper 05(08.5%) and landlord were 

04(06.8%). Comparable findings were seen in the 

study of Wee LE et al [25]. In our study 12(20.4%) 

patients answered they are not taking proper 

treatment due to self-ignorance, this may because un-
education and un-awareness regarding hypertension 

and it’s complications, as in this study mostly cases 

47.45% were unaware regarding hypertension, its 

treatment and its related complications. Similarly in 

the study of Kilic M et al [26] reported that 

approximately one-third of the hypertensive cases 

had very poor level of awareness regarding 

hypertension, while very few cases 6.6% were seen 

with average knowledge of hypertension. In the 

resulting it can be say that poor knowledge may also 
correlated with poor treatment of hypertension. In 

some other studies also reported that mostly patients 

were unaware to hypertension [27,28]. Very few 

studies are available in the literature purely regarding 

association between socio-demographic factors and 

antihypertensive treatment especially in our country. 

According to our findings it is very important factor 

and more research is needed on this event, to reduce 

the morbidity and mortality caused by hypertension 

due to poor antihypertensive treatment. 

 

CONCLUSION:  
We concluded that poor socioeconomic status, self-

ignorance, relative advice, travel to hospitals properly 

and longtime treatment were the commonest 

responsible factors for poor treatment of 

hypertension. More research is needed to evaluate the 

more responsible factors, and strategies should be 

developed to solve these problems to reduce the 

morbidity and mortality caused by poor treatment of 

hypertension. 
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