
 

 

                                                                                   

 

 

 

      University of Baghdad                                                     

       College of Nursing 

Effectiveness of an Instructional Program Concerning 

Medication Adherence on Knowledge of Hypertensive        

Patients at AL-Razi Center in Al-Basra Governorate 

A Thesis Submitted  

By  

Ahmed Thamer Saud 

To the Department of Adult Nursing, College of Nursing, 

University of Baghdad 

In Partial fulfillment of the Requirements for the Degree of 

Master in Nursing Science  

Supervisor  

Prof .Dr. Huda B. Hassan  

 

June / 2019                                                        shawwal / 1440                                                                                   



 

 

 بسم الله الرحمن الرحيم

ذَإ مَرضِْتُ فهَوَُ يشَْفِيِ (( 
ِ
 ))وَإ

 

 صدق الله إلعلي إلعظيم

 

سورة إلشعرإء ) /إية  08)   

 

 

 

 

 



 

Supervisor certification 

                 I certify this thesis which is titled (Effectiveness of an 

Instructional Program Concerning Medication Adherence on Knowledge 

of Hypertensive Patients at AL-Razi Center in Al-Basra Governorate), 

was prepared under my supervision at College of Nursing, University of 

Baghdad in partial fulfillment of the requirements for the degree of Master in 

Nursing Science.  

 

 

 

 

 

 

 

 

 

 

 

 

Prof .Dr. Huda B. Hassan  

College of Nursing 

University of Baghdad 

/   / 2019 

 



 

Certification 

                We, the examining committee, certify that we have read this thesis 

(Effectiveness of an Instructional Program Concerning Medication 

Adherence on Knowledge of Hypertensive Patients at AL-Razi Center in 

Al-Basra Governorate) which is submitted by (Ahmed Thamer Saud) , 

from department of Adult Nursing, and we have examined the student in 

contents, and what is related to it and we decide that is adequate for awarding 

the degree of (Master) in (Nursing Science) with specialty of ( Adult 

Nursing) and estimate of  

 

Dr. Widad K. Mohammed                                  Dr. Fatma M. Mahmoud         

  Assist. Professor                                                          Assist. Professor 

      Chairman                                                                              Member  

       /   / 2019                                                                                /   / 2019 

 

 

Dr. Abbas Kh. Alwasiti 

Consultant 

Member 

/  / 2019 

 

 

Dr. Iqbal G. Mua'ala 

Professor and Dean 

College of Nursing 

University of Baghdad 

/   / 2019 



 

Approval certification  

                After reviewing thus thesis, which is entitled (Effectiveness of an 

Instructional Program Concerning Medication Adherence on Knowledge 

of Hypertensive Patients at AL-Razi Center in Al-Basra Governorate), 

we certify that it fulfills the entire requirements. 

 

 

 

Head of Department of Adult Nursing 

Prof. Khalida m. Khider 

College of Nursing 

University of Baghdad 

/   / 2019 

 

 

 

 

 

 

 

Associate dean for academic affairs 

Prof. Dr. Huda B. Hassan 

College of Nursing 

University of Baghdad 

/   / 2019 

 



 

Dedication 

Praise be to Allah and gratitude for His kindness and mercy 

To our popular mobilization forces and warriors of the Iraqi army who 

shed their blood on the land of our dear country and through this pure 

blood we have the capability to fulfill such achievements. 

To my dearest mother, the source of kindness and my symbol of loyalty, 

who stayed up many nights for my comfort and happiness, supporting me 

in completing the project. 

To my first teacher, my Father, without his teaching, upbringing, and 

sacrifice for my happiness and comfort, I would not have been where I am 

today. 

To my lovely wife, my inspiration and the essence of my life, who 

was with me in every step of the way during my scientific research and 

encouraged me through her support, to the completion of the thesis. 

To my son and my brother, the pleasure of my heart and the sight of 

my eyes, who make me perfect. 

 

 

 

 

 

 

 

 

 



 

 

              

At the beginning, I would like to thank and appreciate Allah; the Almighty, 

the Merciful of his slaves, for giving me the power and patience to 

accomplish my study. 

I would like to express my deepest thanks to the Dean of Nursing College, 

Prof. Dr. Iqbal Ghanem Mua’ala, for her cooperation. 

And I would like to express my grateful and deepest thanks with appreciation 

to my supervisor and guide Prof. Dr. Huda Baqer Hassan for her continuous 

support and encouragement to complete my thesis. 

Also I would like to thank with appreciation the Head of Adult Nursing 

Department Prof. Khalida Muhammad Khider for her support and 

cooperation. 

I would also like to thank all the experts who have shown their opinion and 

added some information to the instructional program. 

And I would like to thank with appreciation the Head of Al-Razi Center Dr. 

Haider Ali for his help and cooperation.  

Also I would like to extend my gratitude and thanks to all the patients 

participating in the program and their cooperation with me. 

Also I express my thanks to the staff of the library and post graduate staff for 

their cooperation.  

               

The Researcher  

 



 

Abstract 

Hypertension is defined as systolic blood pressure ≥ 140 mmHg and/or 

diastolic blood pressure ≥ 90 mmHg. It is global public health challenge 

worldwide that contributes to the burden of hypertensive heart disease, stroke, 

renal failure, premature morbidity, and mortality. Adherence to anti-

hypertensive treatment is a key to guaranteeing success full therapy outcomes 

(Goldman and Schafer, 2012)    

The study aims to find out the effectiveness of an instructional program on 

patients' knowledge and adherence for medication of hypertension. 

Methodology: A quasi-experimental design study is conducted at AL-Razi 

Center in AL-Basra Governorate. The study started between 8
th

 of October, 

2018 to 17
th
 of March, 2019. The sample consists of (50) hypertensive 

patients who attended AL-Razi Center. Data were collected throughout the 

utilization of the adopted questionnaire and interview technique. The 

questionnaire is composed of (44) items related to patient's adherence and 

knowledge toward importance of medication compliance. The reliability of 

instrument was 0. 74 by using cronbachs alpha, and the data analysis by using 

statistical methods which are (descriptive, and inferential statistics).   

Results: The findings of the present study revealed that there was 

improvement in the patients' knowledge and their adherence toward 

hypertensive medication at post test of program which is of the total mean  of 

score (1.71) of them for their compliance to medication uses, and the patients 

not compliance was reduced to (24.7%). 

Conclusion: The study concluded that the instructional program has positive 

effect on patients and the results of the study demonstrate significant changes 

in their knowledge between pre and post knowledge, the patients' knowledge 

was changed from moderate grade level in pre-test to high grade level in post-

test. 



 

Recommendations: The study recommends establishing specific department 

in each treating center of hypertension to provide patients with information 

about the importance of compliance and follow up when patients need to 

change their drugs. 
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Chapter One 

1.1. Introduction 

               Hypertension (HTN), is the most common health problem among 

persons  and can cause stroke, myocardial infarction (heart attack), kidney 

failure, and death if not treated early and effectively, patients with specific 

risk factors for developing hypertension should be treated at any age, as 

described later with drug therapy (Ignatavicius, et al., 2016) 

                Approximately 1 in every 3 American adults has hypertension and 

only about half have their blood pressure controlled. In addition to therapeutic 

lifestyle modifications as a first intervention for blood pressure control among 

those with hypertension, adherence to prescribed antihypertensive medication 

regimens is also necessary. Good adherence to medication has been 

associated with greater odds of blood pressure control (Chang, et al., 2017).  

                Globally, it is also one of the major causes of premature death, and 

7.1 million of people die from hypertension related diseases annually and the 

problem is still increasing globally. More than 25% of the adult people 

worldwide have been diagnosed as having hypertension, and the prevalence 

of hypertension increases with age (Tibebu, et al., 2017). 

                Hypertension may not cause symptoms for a long time and its 

significant complications may occur after years there for is called ''silent 

killer''. In the absence of symptoms, the treatment by the patient is difficult to 

accept. Antihypertensive drug therapy is the key method for long-term control 

of blood pressure. Therefore, the adherence of the patient is of almost 

importance in the treatment of hypertension (Boratas and Kilic, 2018). 

                    Diagnosis and treatment of hypertension plays an important role 

in reducing morbidity and mortality rates from coronary artery diseases and 

cerebral strokes. However, in many countries controlling hypertension has 



 

actually been dropped in recent years. In Iran approximately 26 people out of 

100 have hypertension, only 13 of which are aware of their disease. On the 

other hand, 24% of the patients with hypertension are treated in Iran, only 8% 

of which are controlled, something that is not just exclusive to Iran and is 

extended to the whole world (Mahmoudian, et al., 2018). 

                 Currently, hypertension is the second most important preventable 

risk factor of premature deaths contributing to 13% of global deaths. Of the 

17 million deaths due to Cardiovascular Disease (CVD) worldwide, 

complication of HTN accounts for 9.4 million every year. It is also 

responsible for at least 45% of deaths due to heart disease and 51% of deaths 

due to stroke. In Ethiopia, 3.5% of all deaths are due to HTN, making it the 

seventh leading cause of death in the country (Teshome, et al., 2017). 

               Despite the effectiveness of antihypertensive therapies, the 

proportion of patients regularly taking their medication is decreased, even in 

the context of secondary prevention. It is estimated that about half of the 

patients being prescribed antihypertensive drugs stop taking treatment within 

the first year. A similar level of adherence is observed among patients with 

uncontrolled and/or resistant hypertension (Lefort, et al., 2018). 

               The effectiveness of medications to treat hypertension must be 

achieved by optimal medication adherence. Medication adherence is defined 

as the process by which patients take their medication as their prescribed. 

Optimal antihypertensive drug adherence has significantly positive 

association with blood pressure control (Pan, et al., 2017). 

                The restrictions that affect adherence to antihypertensive 

medications are complex. The World Health Organization (WHO) classified 

those multidimensional factors into patient condition, social/economic, 

therapy, and health care team-related factors. Community management is the 



 

main factor that affects the treatment and control of blood pressure in patients 

with hypertension (Zhang, et al., 2018). 

                 Many interventions have been tested to improve Blood pressure 

(BP) control in patients with hypertension. The findings from randomized 

controlled trials have indicated that the use of antihypertensive drug therapy is 

one of the most effective ways to reduce both systolic and diastolic BP. 

Medication adherence is therefore critical to achieve and sustain BP control, 

but barriers to optimal medication adherence are complex and multi-

dimensional, especially for rural patients (Wu, et al., 2018). 

                Patients with low medication adherence have a high risk in terms of 

uncontrolled blood pressure and adverse outcomes that may increase. It has 

been proven that involvement of patients in decision making, and taking 

disease and treatment seriously by the patients affects the medication 

adherence positively (Lefort, et al., 2018). 

                 Low adherence to antihypertensive medications is interfered in the 

management of hypertension resulting in high rate of hospitalization and 

death it undermines the efforts of health facilities, health professionals, and 

policy makers for the modification and improvement of the health of patients. 

Low adherence will be the main source of psychological and medical 

complications and has an impact on patient‘s quality of life, wasting health 

care resources and reducing individual's believe towards the health care 

system (Mekonnen, et al., 2017). 

1.2. Importance of the Study  

                Uncontrolled hypertension is still a big medical and psychosocial 

problem in developed and developing countries. Even if the risk factors, 

prevention, and controlling mechanisms are present, the negative outcomes 

resulting from the disease will possibly continue for many years. This makes 



 

hypertension the biggest and most terrible social and health related challenges 

(Mekonnen, et al., 2017). 

                 Hypertension is a common cardiovascular problem worldwide, 

contributing 4.5% of the global disease burden and 12.8% premature deaths 

annually, according to the World Health Organization, more than 80% of 

deaths from hypertension and associated cardiovascular diseases occur in low 

and middle-income countries, especially among people of low socioeconomic 

status (Adisa, et al., 2018). 

                 Hypertension is one of the major modifiable risk factors of 

cardiovascular disease (CVD)-related morbidities and mortalities. It is a 

global public health problem affecting nearly one billion people, and is 

estimated to increase to 1.56 billion adults by the year 2025 (Teshome, et al., 

2017). 

                Antihypertensive medication is one of the major ways to manage 

hypertension to an optimal blood pressure control level. Medication 

adherence, which significantly reduces the risk of CVD and associated deaths, 

is a very important predictor of optimal blood pressure control .The control of 

hypertensive patients is low in Sub-Saharan Africa, and evidence suggests 

that medication of non-adherence is a potential modifiable risk factor for poor 

BP control (Mekonnen, et al., 2017). 

               Adisa, Ilesanmi, and Fakeye, (2018) estimated that more than 70% 

of patients on antihypertensive drugs do not take them as prescribed. The non-

adherence practice may be particularly high in developing countries where 

there is poor accessibility to medicines and healthcare services, as well as low 

level of awareness about the lifelong nature of hypertension management 

among patients 



 

                 Despite a wide range of both cost-effective and efficient 

antihypertensive medicines, blood pressure control remains insufficient. 

national studies estimate that only 21–31% of Slovak patients have controlled 

hypertension. Low adherence to antihypertensive medication intake belongs 

to the key risk factors of uncontrolled blood pressure, resulting in increased 

risk of hospitalization, stroke, and premature death. World Health 

Organization estimates the overall adherence to medication intake in patients 

with chronic diseases at 50%; while the latest European finding shows a 

varying adherence in the range of 26–70%.To reduce the mortality and 

morbidity of cardiovascular diseases, it is crucial to control hypertension. 

However, a systematic review that assessed the control of the disease in 

Brazilian publications showed rates below 50% in most studies, except for 

two, which showed rates of 52.4% and 57.6%. Controlling hypertension is 

directly related to treatment of adherence, i.e., the follow-up of the patient to 

the prescribed conduct, changes in lifestyle, a proper diet, and attendance to 

medical appointments (Haramiova, et al., 2017) and (Feriato, et al., 2017).  

                Low adherence to antihypertensive medication is associated with 

poor blood-pressure control and results in poor treatment outcomes, high 

healthcare costs, an increased risk of cardiovascular illness and poor quality 

of life. There are many reasons for the low adherence, including doubts about 

treatment efficacy, low health literacy, financial issues, perceptions about the 

disease and individual beliefs, as well as ethnicity, age group and income 

level (Tan, et al., 2017). 

                 Many of various interventions aiming to improve medication 

adherence in hypertension have been studied. Interventions to improve 

adherence can be classified into different categories including behavioral (e.g. 

reminders and patient diaries), technical (e.g. dosage simplification and 

special packaging), educational (e.g. providing knowledge and information 



 

related to the disease), structural interventions (e.g. disease management 

program).and social support (e.g. buddy system) (Tan, et al., 2017). 

                 The Ministry of Health (MOH) recorded the incidence of 

hypertension in Iraqi governorate from (2012-2017) which is shown in figure 

(1-1), and the visiting of hypertensive patient for primary health center in 

Iraqi governorate from (2012-2017) was illustrated in figure (1-2) 

 

 (MOH statistics , 2018) 

                 Figure (1-1): The incidence of hypertension in Iraq governorate, 

(from 2012-2017) 
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 (MOH statistics , 2018) 

                  Figure (1-2): The visiting of hypertensive patients for primary 

health care center in Iraqi governorate (from 2012-2017) 

1.3. Statement of Problem 

             "Effectiveness of an Instructional program concerning Medication 

adherence on Knowledge of Hypertensive Patients at AL-Razi Center in 

Al-Basra Governorate"  

1.4. Aims of the Study: the present study aims to:  

1.4.1-find out the effectiveness of an instructional program on Patients 

knowledge 

1.4.2-find out the relationship between the effectiveness of instruction 

program and patients gender, age group, level of education, income and 

duration of disease.  

1.5. Research Question     

                Does the Instructional program have effect on patients' adherence 

for Hypertensive medications? 
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1.6. Hypotheses: 

a. H1 A: The instructional program has positive effect on hypertensive 

patients' knowledge toward their adherence for medication. 

b. H1 0: The instructional program has no effect on hypertensive patients' 

knowledge toward their adherence for medication. 

1.7. Definition of the Terms. 

1.7.1. Effectiveness  

1.7.1.a. Theoretical Definition: 

               The ability to exert a specific measurable influence or to produce 

specific results (Schillinger, 2010). 

1.7.1.b. Operational Definition: 

                The degree to which the objective is achieved by instructional 

program concerning medication adherence on patients' knowledge. 

1.7.2. Instructional program 

1.7.2.a. Theoretical Definition: 

              The activity which is designed and implemented to complete an 

instructional goal, namely, some clearly defined change or changes in a 

selected group of learners (Hornby, 2010). 

1.7.2.b. Operational Definition: 

                A planned literature related to hypertension and importance of 

treatment plan constructed to achieve appropriate results for patients to 

adherence for antihypertensive medications. 

1.7.3. Medication Adherence  

1.7.3.a. Theoretical Definition: 

                Medication of adherence is defined as the extent to which a patient 

takes prescribed antihypertensive medications according to the dosage and 

frequency recommended by the health care provider (Tang, et al., 2017). 



 

1.7.3.b. Operational Definition: 

                A binding of hypertensive patient for antihypertensive medications. 

 

1.7.4. Knowledge 

 1.7.4.a. Theoretical Definition: 

                Information and facts acquired through the education or experience: 

theoretical or practical understanding of a subject (Doniach, 2014) 

1.7.4.b. Operational Definition: 

              The information of hypertensive patients about the facts of 

hypertension and their treatment. 

1.7.5. Hypertension   

1.7.5.a. Theoretical Definition: 

                 Hypertension is increase or high blood pressure above normal 

range (the systolic and diastolic level ≥ 120/80 mmHg), (Mekonnen, et al., 

2017). 

1.7.5.b. Operational Definition: 

                 Hypertension is elevated blood pressure than normal range 

(120/80) mm/hg. 

1.7.6. Patient:  

1.7.6.a. Theoretical Definition 

                 It is an individual or person who receives or is registered to receive 

therapeutic treatment (Doniach, 2014). 

1.7.6. b. Operational Definition: 

                 The hypertensive patients, who attended to Al-Razi Center to 

receive drugs, follow up and diagnosed by consultant. 
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Chapter Two 

Review of Literature 

                Chapter two is devoted to review the studies and findings of the 

studies that support the subject of this research in a way that translates to the 

reader the importance of the research problem as well as the purpose of study 

and this chapter is written in a way that reviews information from the general 

to the specific. 

2.1. History of Hypertension 

                 Hypertension is  defined in the past as borderline levels of blood 

pressure that do not fall in the range and hypertension goes back a long way 

2600 before Christ when the ancient Chinese show that the quality of an 

individual‘s pulse, as sense by mild palpation by the trained physician, was a 

window into the condition of the cardiovascular system and could suspect 

hypertension, in 1733, when the English Stephen hales completed his 

backyard experiments on horses using an almost 10 feet measuring device for 

the first direct measurement of blood pressure. For us, while many others 

were trying to develop a practical method for measuring blood pressure, in 

1896 Riva-Rocci developed a wraparound rubber cuff that occluded the artery 

of the upper arm. This was the first portable monitoring device used in 

humans to measure systolic blood pressure, detected as the first pulse palpated 

as the cuff was slowly deflated .In 1905, a century ago, a landmark historical 

conclusion occurred when korotkoff described the systolic and diastolic 

sounds he heard with a stethoscope, less than the levels that Riva-Rocci 

palpated using his inflatable cuff. Korotkoff findings led to the clinical 

recording of blood pressure throughout the world (Saklayen and Deshpande, 

2016) and (Zimlichman , 2018). 

 



 

2.2 Pathophysiology of Hypertension 

                The better way to understand the pathophysiology of hypertension, 

a review of normal blood pressure and how it is normally maintained is 

essential (Ignatavicius, et.al. 2016).  

Mechanisms That Influence Blood Pressure. 

               The control of peripheral vascular resistance occurs by the 

autonomic nervous system and circulating hormones, such as norepinephrine 

and epinephrine. Therefore, any factor that increases peripheral vascular 

resistance, heart rate, or stroke volume leads to increasing the systemic 

arterial pressure. Conversely, any factor that decreases peripheral vascular 

resistance, heart rate, or stroke volume leads to decreasing the systemic 

arterial pressure and can cause decreased perfusion to body tissues. Four 

control systems play an important role in controlling the blood pressure: 

• The arterial baroreceptor system 

• Regulation of body fluid volume 

• The renin-angiotensin-aldosterone system 

• Vascular autoregulation (Goldman and Schafer, 2012). 

               Arterial baroreceptors are found basically in the carotid sinus, aorta, 

and the wall of the left ventricle. They monitor the level of arterial pressure 

and counteract an increase in arterial pressure through vagally mediated 

cardiac slowing and vasodilation with decreased sympathetic tone. Therefore 

reflex control of circulation elevates the systemic arterial pressure when it 

falls and decreases it when it rises (Ignatavicius, et.al, 2016). 

               Goldman and Schafer, (2012) explained that Changes in fluid 

volume can affect the systemic arterial pressure. For example, if there is a 

high rate of sodium and/or water in a person's body, the blood pressure 

increases through complex physiologic mechanisms that change the venous 

return to the heart, producing an increase in cardiac output. If the kidneys are 

functioning adequately, a rise in systemic arterial pressure produces excessive 



 

voiding and a decrease in pressure. Pathologic conditions change the pressure 

threshold at which the kidneys release sodium and water, thereby altering the 

systemic arterial pressure. 

                 The renin-angiotensin-aldosterone system also controls blood 

pressure. The kidney produces renin, an enzyme that acts on angiotensinogen 

(a plasma protein substrate) to Separated angiotensin I, which is converted by 

an enzyme in the lung to form angiotensin II. Angiotensin II has strong 

vasoconstrictor action on blood vessels and is the regulating mechanism for 

aldosterone release, and aldosterone then acts on the collecting tubules in the 

kidneys to reabsorb sodium. Sodium retention discouraged fluid loss, thus 

increasing blood volume and subsequent blood pressure.  When the blood 

pressure is rising, rennin levels should decrease because the rise renal 

arteriolar pressure usually inhibits renin secretion. However, rennin levels 

remain normal for most people with essential hypertension. The process of 

vascular auto regulation, which keeps perfusion of tissues in the body 

relatively constant, appears to be important in causing hypertension. 

However, the exact mechanism of how this system works is poor to 

understand (longo, et.al, 2012) and (Goldman and Schafer, 2012). 

                 Smeltzer, et.al, (2010) estimated that there are several hypotheses 

about the pathophysiologic bases of elevated blood pressure are associated 

with the concept of hypertension as a multifactorial condition. Giving the 

overlap among these hypotheses, it is likely that aspects of all of them will 

eventually prove correct. Hypertension may be caused by one or more of the 

following: 

 • Dysfunction of the autonomic nervous system leads to increasing 

sympathetic nervous system activity  

 • Genetic variation in the pathways by which the kidneys handle sodium 

leads to increasing renal reabsorption of sodium, chloride, and water.  



 

 • Increased activity of the renin-angiotensin-aldosterone system, resulting in 

expansion of extracellular fluid volume and increased the systemic vascular 

resistance. 

 • Dysfunction of the vascular endothelium leads to decreasing vasodilation of 

the arterioles. 

 • Resistance to insulin action, which may be a common factor linking 

hypertension, glucose intolerance, obesity, hypertriglyceridemia, and type 2 

diabetes mellitus (Smeltzer, et.al, 2010). 

2.3 Classification of Hypertension 

                 The hypertension is classified as a three grade (1, 2, and 3) by The 

sixth report of the Joint National Committee  (JNC VI) which used these 

terms, similar to those used to explain cancer progression, therefor the health 

care professionals would be aware that continues elevations in blood pressure 

are associated with increased risks to health. Even within the normotensive 

range, three levels of blood pressure— optimal, normal, and high-normal—

were specified to emphasize that the lower the blood pressure, the lower the 

risk. The JNC VI also shows recommendations for follow-up monitoring 

according to initial readings of blood pressure at the time of diagnosis (Talley 

and O'Conner, 2017) and (White, Duncan, Baumle, 2011). 

                The classification of hypertension is shown in table (2-1) according 

to Colledge, et al., (2010). 

 

 

                 Table (2-1): The classification of hypertension 

Category  Systolic BP (mmHg)  Diastolic BP (mmHg) 



 

BP  

Optimal  

Normal  

 High normal  

 

< 120 

< 130 

130–139 

 

< 80 

85 

85–89 

Hypertension 

Grade 1 (mild) 

Grade 2 (moderate) 

 Grade 3 (severe) 

 

140–159 

160–179 

≥ 180 

 

90–99 

100–109 

≥ 110 

Isolated systolic 

hypertension 

Grade 1  

 Grade 2  

 

 

140–159  

≥ 160 

 

 

< 90 

< 90 

(Colledge, et.al, 2010) 

2.4 Etiology of Hypertension 

2.4:A. primary "Essential Hypertension": 

               Essential hypertension is applied to the 90% to 95% of hypertensive 

patients in which increased blood pressure results from interactions between 

multiple genetic and environmental factors. The proportion regarded as 

―essential‖ will decrease with improved detection of clearly defined 

secondary causes and with understanding of pathophysiology, the cause for 

the elevation in blood pressure cannot be identified (Papadakis and McPhee, 

2019) and (White , et al., 2011). 

2.4:B. Secondary Hypertension 

                Approximately 5% to 10% of patients have hypertension secondary 

to identifiable specific causes. Secondary hypertension should be suspected in 

patients in whom hypertension develops at  >35 years or after the age of 50 

years, and in those previously well controlled who become refractory to 



 

treatment. Hypertension resistant to three medications is another clue, 

although multiple medications are usually required to control hypertension in 

persons with diabetes (Smeltzer, et.al, 2010) and (Durkin, 2013). 

                 Secondary causes include genetic syndromes, kidney disease, renal 

vascular disease, primary hyperaldosteronism, Cushing syndrome, 

pheochromocytoma, coarctation of the aorta and hypertension associated with 

pregnancy, estrogen use, hypercalcemia, and medications (Papadakis and 

McPhee, 2019). 

2.4:B.1. Genetic Causes 

                 Depending on Mendelian basis hypertension can also be caused by 

mutations in single genes. Although rare, these conditions provide important 

information about blood pressure regulation and possibly the genetic basis of 

essential hypertension. Glucocorticoid remediable aldosteronism is a 

dominant cause of early-onset hypertension with low renin levels and normal 

or high aldosterone.  It is caused by the formation of a chimeric gene 

encoding both the enzyme responsible for the synthesis of aldosterone 

(transcriptionally regulated by angiotensin II) and an enzyme responsible for 

synthesis of cortisol (transcriptionally regulated by Adrenocorticotropic 

hormone (ACTH)). aldosterone synthesis becomes driven by ACTH, which 

can be inhibited by exogenous cortisol. Early onset hypertension with 

hypokalemic metabolic alkalosis is inherited on an autosomal recessive basis 

in the syndrome of apparent mineralocorticoid excess (Goldman and Schafer, 

2012). 

 

 

2.4:B.2. Renal Disease 



 

                Colledge, et.al, (2010) explained that renal parenchymal disease is 

one of the most common causes of secondary hypertension and is related to 

increased activity of the renin–angiotensin–aldosterone system and increased 

intravascular volume. Increased sympathetic nerve activity may also 

contribute. 

2.4:B.3. Renal Vascular Hypertension 

                The renal artery stenosis is found in 1–2% of hypertensive patients. 

The most common cause is atherosclerosis, but fibro muscular dysplasia 

should be suspected in female less than 50 years of age. Excessive renin 

release occurs due to reduction in renal perfusion pressure, while attenuation 

of pressure natriuretic contributes to hypertension in patients with a single 

kidney or bilateral lesions. Activation of the renal sympathetic nerves may 

also be important (Papadakos and McPhee, 2019) and (Kumar and Clark, 

2009). 

                 Renal vascular hypertension should be suspected in the following 

circumstances: 

 (1) The documented onset is before age 20 or after age 50 years. 

(2) The hypertension is resistant to three or more drugs. 

 (3) There are epigastric or renal artery bruits.  

(4) There is atherosclerotic disease of the aorta or peripheral arteries (15–25% 

of patients with symptomatic lower limb atherosclerotic vascular disease have 

renal artery stenosis). 

 (5) There is an abrupt increase (more than 25%) in the level of serum 

creatinine after administration of angiotensin-converting enzyme (ACE) 

inhibitors. 



 

(6) Episodes of pulmonary edema are associated with abrupt surges in blood 

pressure (Papadakos and McPhee, 2019). 

2.4:B.4. Primary hyperaldosteronism 

                Hyperaldosteronism should be considered in people with resistant 

hypertension, blood pressures consistently greater than 150/100 mm Hg, 

hypokalemia (irrespective of diuretic exposure), adrenal incidentaloma, and in 

those with a family history of hyperaldosteronism, hypertension of 

aldosterone is estimated to be present in 5–10% of hypertensive patients, is 

the most common cause of resistant hypertension. The initial screening step is 

the simultaneous measurement of aldosterone and renin in blood in a morning 

sample collected after 30 minutes quietly seated (Longo, et.al, 2012). 

2.4:B.5. Cushing syndrome 

                Hypertension occurs in about 80% of patients with spontaneous 

Cushing syndrome. Excess glucocorticoid may act through water and salt 

retention, increased angiotensinogen levels, or permissive effects in the 

regulation of vascular tone (Colledge, et.al, 2010).  

2.4:B.6. Pheochromocytoma 

                 Pheochromocytoma are uncommon, they are probably present in 

less than 0.1% of all patients with hypertension and in approximately two 

individuals per million of population. However, autopsy studies indicate those 

pheochromocytoma are often undiagnosed in life. The blood pressure 

elevation caused by the catecholamine excess results mainly from alpha-

receptor– mediated vasoconstriction of arterioles, with a contribution from 

beta-1-receptor-mediated increases in cardiac output and renin release 

(Goldman and Schafer, 2012).  

 



 

2.4:B.7. Coarctation of the aorta 

                Coarctation of the aorta is uncommon cause of hypertension, 

evidence of radial-femoral delay and it should be sought in all younger 

patients with hypertension (Papadakos and McPhee, 2019). 

 2.4:B.8. Hypertension associated with pregnancy 

                Hypertension occurring or worsening during pregnancy, including 

preeclampsia, is one of the most common causes of maternal and fetal 

morbidity and mortality. Autoantibodies with the potential to activate the 

angiotensin II type 1 receptor have been causally implicated in preeclampsia, 

in resistant hypertension, and in progressive systemic sclerosis (Kumar and 

Clark, 2009). 

 2.4:B.9. Estrogen use 

               Papadakos and McPhee, (2019) stated that a mild increase in blood 

pressure occurs in most women who take oral contraceptives.                  A 

more significant increase above 140/90 mm Hg is observed in about 5% of 

women, mostly in obese individuals older than age 35 who have been treated 

for more than 5 years. This is caused by increased hepatic synthesis of 

angiotensinogen. Postmenopausal estrogen does not cause hypertension but 

rather maintains endothelium-mediated vasodilation.  

2.4:B.10. Other causes of secondary hypertension 

               Hypertension has been associated with hypercalcemia, acromegaly, 

hyperthyroidism, baroreceptor denervation, hypothyroidism, increased 

intracranial pressure, and compression of the rostral ventrolateral medulla. A 

number of medications may cause or exacerbate hypertension—most 

importantly cyclosporine, angiogenesis inhibitors, tacrolimus, and erythrocyte 

stimulating agents (such as erythropoietin). Non-steroidal anti-inflammatory 



 

drugs (NSAIDs), Decongestants, cocaine and alcohol should also be 

considered (Goldman and Schafer, 2012). 

2.5. Risk Factors for Hypertension 

                 The combination of genetic (non-modifiable) that cannot be 

changed and environmental, that can change (modifiable) risk factors is 

thought to be responsible for the development of hypertension (Williams and 

Hopper, 2011)  

2.5:A. Non-modifiable Risk Factors 

2.5:A.1-Family History of Hypertension 

                 Hypertension is more common in people with a family history that 

have hypertension. Indeed, people with a family history have almost more the 

risk of developing hypertension as those with no family history and therefore 

should be encouraged to have their blood pressure checked regularly (Durkin, 

2013).  

2.5:A.2-Age 

               The aging process may be reflected in widespread of blood pressure 

among elderly people. As a person ages, plaque builds up in the arteries, and 

blood vessels become stiffer and less elastic, causing the heart to work harder 

to force blood through the vessels. These vessel changes increase the amount 

of work required by the heart to maintain blood flow into the circulation and, 

consequently, blood pressure increases (Williams and Hopper, 2011).  

2.5:A.3-Race  

                The hypertension tends to develop in African-Americans more often 

than people of any other racial background in the United States. African 

Americans from lower socioeconomic backgrounds have higher blood 



 

pressure than European Americans from higher socioeconomic backgrounds. 

Additionally, African Americans are three to four times more likely to 

develop kidney failure related to hypertension than European Americans 

(American Heart Association (AHA), 2017). 

2.5:B. Modifiable Risk Factors 

                 Williams and Hopper, (2011) explain that many patients with 

hypertension are advised to change many lifestyle modifications to reduce the 

risk of hypertension and these Lifestyle modifications are often used with 

antihypertensive drugs to control hypertension and enhance drug effects, and 

many of these modifications are: 

2.5:B. 1-Weight Reduction 

                Weight reduction is one of the most important lifestyle 

modifications to lower blood pressure because, there is a high relationship 

between increasing the body weight and increased blood pressure. The health 

care provider and dietitian should be consulted to help the patient to make a 

plan for reduced weight (AHA, 2017) and (Kumar and Clark, 2009). 

2.5:B.2-Meal Planning 

                 High blood pressure is associated with a diet that contains high salt. 

Patients whose blood pressure can be decreased by restricting dietary sodium 

are called salt sensitive. This sensitivity is specifically common among 

African Americans, elderly persons, and patients with diabetes and obesity. 

Patients with hypertension should be not added salt while cooking. Should 

also be avoiding take caffeine. Intake of caffeine should be limited because it 

can increase aortic hardness or stiffness. This increases the risk of 

cardiovascular disease for those with high blood pressure (Williams and 

Hopper, 2011). 



 

                  Potassium, Magnesium, and Calcium should be ensured to the 

patient to adequate intake because decreasing the level of this nutrition can 

also increase risk of cardiovascular events. Foods rich in potassium include 

oranges, bananas, and broccoli. Magnesium is found in green vegetables such 

as spinach, nuts, seeds, and some whole grains. Milk, yogurt, and spinach are 

rich in calcium, and possible, fresh or frozen foods should be selected rather 

than canned foods to increase intake of these nutrients (Durkin, 2013). 

2.5:B.3-Alcohol Consumption 

                The regular consumption of drinks per day can increase the risk of 

hypertension and cause resistance to antihypertensive therapy. And the patient 

should be constricting the alcohol drinking because the Blood pressure may 

decrease or return to normal when alcohol consumption is modified (Stibich, 

2018) and (Kumar and Clark, 2009). 

2.5:B.4-Exercise 

               Patients with low exercise are risk for obesity and they become more 

risky for hypertension and many other cardiovascular diseases. Exercise helps 

to prevent and control hypertension by reducing weight, decreasing body fat, 

and decreasing peripheral resistance. A patient who is able to do exercise 

should participate in regular aerobic physical activity, such as brisk walking, 

for at least 30 minutes daily on most days of the week, bicycling, and 

swimming (Olack, 2015). 

2.5:B.5-Smoking 

                Smoking is a major risk factor for cardiovascular disease and 

hypertension because nicotine constricts the blood vessels, there for Nurses 

should counsel patients with hypertension to stop smoking to reduce risk of 

cardiovascular risk (AHA, 2017). 



 

2.5:B.6-Diabetes Mellitus 

                  There are many adults who have diabetes mellitus also have 

hypertension. The risk of developing hypertension with a family history of 

diabetes is greater than when there is no family history. Lifestyle 

modifications and adherence to therapy are crucial to prevent the heart 

attacks, strokes, blindness, and kidney failure associated with high blood 

glucose and blood pressure levels (Durkin, 2013). 

2.6. Clinical Manifestations 

                Smeltzer, (2010) explained that hypertension is sometimes called 

―the silent killer‖ because people who have it are often symptom free until it 

becomes chronic or severe and target organ damage. Patients with severe 

hypertension may experience a variety of symptoms related to effects on 

blood vessels in the tissues and various organs or to increased work of the 

heart. 

                Symptoms may include: headache, nosebleeds, blurring of vision, 

fatigue, activity intolerance, dizziness, palpitations, dyspnea, insomnia 

(Williams and Hopper, 2011). 

2.7. Assessment and Diagnostic Evaluation of Hypertension 

                A thorough health history and physical examination are necessary. 

The retina examined, and laboratory studies are performed to assess possible 

target organ damage. Routine laboratory tests include urinalysis, blood 

chemistry (example, analysis of sodium, potassium, creatinine, fasting 

glucose, and total and high-density lipoprotein (HDL) cholesterol levels), and 

a 12-lead electrocardiogram. Left ventricular hypertrophy can be assessed by 

echocardiography and ECG. Renal damage may be suggested by elevations in 

Blood Urea Nitrogen (BUN) and creatinine levels or by micro-albuminuria or 



 

macro-albuminuria. Other studies, such as creatinine clearance, renin level, 

urine tests, and 24-hour urine protein, may be performed (Talley and 

O'Conner, 2016) and (Cameron, 2010) 

               Table (2-2): List of laboratory test for hypertensive patient with 

rationale 

 Name tests  Rationale  

1  Chest X-ray to detect cardiomegaly, heart failure, 

coarctation of the aorta 

2  Ambulatory BP 

recording 

to assess borderline or ‗white coat‘ 

hypertension 

3  Echocardiogram to detect or quantify left ventricular 

hypertrophy 

4  Renal ultrasound to detect possible renal disease 

5  Renal angiography to detect or confirm presence of renal 

artery stenosis 

6  urinary catecholamines to detect possible phaeochromocytoma 

7  Urinary cortisol and 

dexamethasone 

suppression test 

to detect possible Cushing‘s syndrome 

8  Plasma renin activity 

and aldosterone 

to detect possible primary aldosteronism 

(Colledge, et al., 2010) 

2.8. Management of Hypertension: 

               The primary goal of management hypertensive patient is to obtain 

the maximum reduction in the risk of cardiovascular morbidity and mortality, 

and also help hypertensive patients to live a longer life. This needs treatment 

of all reversible risk factors such as smoking, obesity, diabetic mellitus, and 



 

appropriate management of associated disease conditions as well as treatment 

of raised blood pressure (Colledge, et al., 2010) 

                 The objectives of nursing role for hypertensive patients focuses on 

reducing and controlling the blood pressure without adverse effects and 

without high cost. To achieve these goals, the nurse must support and teach 

the patient to adhere to the treatment regimen by implementing necessary 

lifestyle modifications, taking antihypertensive medications as prescribed, and 

scheduling regular follow-up appointments with the health care provider to 

monitor progress or identify and treat any complications of disease or therapy 

(Smeltzer, et al., 2010) 

2.8.1. Lifestyle Modifications: 

                 Goldman and Schafer, (2012) and Papadakis and McPhee, (2019) 

showed that lifestyle modifications may have an effect on morbidity and 

mortality. A diet rich in vegetables, fruits, and low in saturated and total fats 

(Dietary Approaches to Stop Hypertension (DASH) Diet) and low-fat dairy 

foods has been shown to lower blood pressure. Dietary fiber seems especially 

important. For every 7 g of dietary fiber ingested, cardiovascular risk could be 

lowered by 9%. Increased dietary fiber lowers blood pressure. The effect of 

diet on blood pressure may be mediated by shifts in the microbial species in 

the gutAdditional measures, listed in Table (2-3) 

 

 

 

 

 



 

                Table (2-3): Effect of diet on blood pressure 

Modification Recommendation Approximate 

Systolic BP 

Reduction, Range 

Weight 

reduction 

Maintain normal body 

weight (BMI, 18.5–24.9) 

5–20 mm Hg/10 kg 

weight loss 

Adopt DASH 

eating plan  

Consume a diet rich in 

vegetables, fruits, and low-

fat dairy products with a 

reduced content of total fat 

and saturated fat 

8–14 mm Hg 

Dietary sodium 

reduction  

Reduce dietary sodium 

intake to no more than 100 

mEq/day (2.4 g sodium or 6 

g sodium chloride) 

2–8 mm Hg 

Physical 

activity  

Engage in regular aerobic 

physical activity such as 

walking (at least 30 minutes 

per day, most days of the 

week) 

4–9 mm Hg 

Moderation of 

alcohol 

consumption  

Limit alcohol consumption 

  

2–4 mm Hg 

(Papadakis and McPhee, 2019) 

                 Smeltzer, et al., (2010) stated in their studies that the diet high in 

vegetables, fruits, and low-fat dairy products can prevent the development of 

hypertension and can lower elevated pressures. Table (2-4) delineates the 

Dietary Approaches to Stop Hypertension (DASH) diet. 

                  



 

                  Table (2-4): List of DASH (Dietary Approaches to Stop 

Hypertension) Diet 

Food group NO. SERVINGS PER DAY 

Grains and grain products 7-8 servings a day 

Vegetables 4-5 servings a day 

Fruits 4-5 servings a day 

Low fat or fat-free dairy foods  2–3 servings a day 

Meat, fish, and poultry  2 servings or fewer a day  

Nuts, seeds, and dry beans  4–5 servings weekly 

(Smeltzer, et.al, 2010) 

 2.8.2 Antihypertensive Medications: 

                The patients must take antihypertensive medications regularly to 

maintain blood pressure within normal ranges by the simplest and safest 

means possible with the fewest side effects for each individual patient (Kizior 

and Hodgson, 2019). 

2.8:2.A Thiazide and Other Diuretics. 

                 Diuretics were the first widely prescribed drug class used to treat 

HTN in the 1950s. Despite many advances in pharmacotherapy, diuretics are 

still considered first-line drugs for this disease because they produce few 

adverse effects and are very effective at controlling mild to moderate HTN. 

Although many different diuretics are available for HTN, all produce a similar 

outcome: the reduction of blood volume through the urinary excretion of 

water and electrolytes. Electrolytes are ions such as sodium (Na+ ), calcium 

(Ca2+), chloride (Cl– ), and potassium (K+ ) (Adams ,et al., 2014). 

                An appropriate daily dose is 2.5mg bendroflumethiazide or 0.5mg 

cyclopenthiazide. More potent loop diuretics, such as bumetanide 1mg daily 

or furosemide 40mg daily, have few advantages over thiazides in the 



 

treatment of hypertension unless there is substantial renal impairment or they 

are used in combination with Angiotensin Converting Enzyme (ACE) 

inhibitors (Kizior and Hodgson, 2019). 

 2.8:2.B. Angiotensin Converting Enzyme Inhibitors (ACE) 

Inhibitors 

                Angiotensin converting enzyme inhibitors are commonly used as 

the initial medication in mild to moderate hypertension. Their primary mode 

of action is inhibition of the renin–angiotensin– aldosterone system, but they 

also inhibit bradykinin degradation, stimulate the synthesis of vasodilation 

prostaglandins, and can reduce sympathetic nervous system activity. These 

latter actions may explain why they exhibit some effect even in patients with 

low plasma renin activity (Papadakis and McPhee, 2019).  

               Colledge, et al., (2010) pointed that ramipril 5–10mg daily, 

enalapril 20mg daily or lisinopril 10–40mg daily)  slow down the conversion 

of angiotensin I to angiotensin II and are usually well tolerated. They should 

be used with special care in patients with impaired renal function or renal 

artery stenosis because they can reduce the filtration pressure in the glomeruli 

and precipitate renal failure. Creatinine and electrolytes should be checked 

before and 1–2 weeks after commencing therapy. Side-effects include first 

dose hypotension, cough, hyperkalemia, rash, and renal dysfunction.  

2.8:2.C. Angiotensin receptor blockers  

                The use of  valsartan 40–160mg daily, irbesartan 150– 300mg daily 

are used as a block action of the angiotensin II type I receptor, therefor, they 

reduce the peripheral resistance and blood pressure and have similar effects to 

ACE inhibitors; however, they do not cause cough and are better tolerated 

(Williams And hopper, 2011) . 



 

2.8:2.D. Calcium channel antagonists 

                The dihydropyridines (e.g. nifedipine 30–90 mg daily, amlodipine 

5–10 mg daily) are effective and usually well-tolerated antihypertensive drugs 

that are particularly useful in older patients. Side effects include palpitations, 

flushing, and fluid retention. The rate-limiting calcium channel antagonists 

(e.g. verapamil 240 mg daily, diltiazem 200–300 mg daily,) can be useful 

when hypertension coexists with angina but they may cause bradycardia. The 

main side-effect of verapamil is constipation (Adams, et al., 2014). 

2.8:2.E. Beta-blockers 

               The Beta-adrenergic blockers competitively block beta adrenergic 

receptors, located primarily in myocardium, and beta2 -adrenergic receptors, 

located primarily in bronchial and vascular smooth muscle. By occupying 

beta-receptor sites, these agents prevent naturally occurring or administered 

epinephrine/norepinephrine from exerting their‘ effects. The results are 

basically opposite to those of sympathetic stimulation. Effects of beta1 

blockade include slowing heart rate, decreasing cardiac output and 

contractility; effects of beta2 blockade include bronchoconstriction, increased 

airway resistance in patients with asthma or Chronic Obstructive Pulmonary 

Disease. Beta blockers can affect cardiac rhythm/automaticity (decrease sinus 

rate, Sino atrial node / atrioventricular conduction; increase refractory period 

in atrioventricular node); decrease systolic and diastolic, exact mechanism 

unknown but may block peripheral receptors, decrease sympathetic outflow 

from central nervous system , or decrease renin release from kidney. Atenolol 

(50–100mg daily)  , Metoprolol (100–200mg daily)  and bisoprolol (5–10mg 

daily) preferentially block cardiac β1 -adrenoceptors, as opposed to the β2 -

adrenoceptors that mediate vasodilatation and bronchodilatation (Kizior and 

Hodgson, 2019). 



 

2.8:2.F. Carvedilol and Labetalol 

                The  Carvedilol (6.25–25mg 12-hourly) and Labetalol (200mg–2.4g 

daily in divided doses) are combined β- and α-adrenoceptor antagonists which 

are sometimes more effective than pure β-blockers. Labetalol can be used as 

an infusion in chronic or malignant phase hypertension (Williams and hopper, 

2011). 

2.8:2.G. Other drugs 

                Papadakis and McPhee, (2019) and Colledge, et.al, (2010) 

explained a variety of vasodilators may be used. These include the α1 -

adrenoceptor antagonists (α-blockers), indoramin (25–100mg 12-hourly), 

such as prazosin (0.5–20 mg daily in divided doses), and doxazosin (1–16mg 

daily), and drugs that act directly on vascular smooth muscle, such as 

minoxidil (10–50mg daily) and hydralazine (25–100mg 12-hourly). Side-

effects include first-dose and postural hypotension, tachycardia, headache and 

fluid retention. Minoxidil unsuitable for female patient because they can 

cause increased facial hair. 

                 The choice of antihypertensive drug trials that have compared 

thiazides, calcium antagonists, ACE inhibitors and angiotensin receptor 

blockers have not shown consistent differences in efficacy, outcome, side-

effects or quality of life. Beta-blockers, which are previously featured as first-

line therapy in guidelines, have a weaker evidence base. 

                 Colledge, et.al, (2010) explained that choice of antihypertensive 

therapy is initially dictated by the patient‘s age and ethnic background, 

convenience and although cost will affect the exact drug and preparation used. 

Comorbid conditions also have an influence on initial drug selection table (2-

5); for example, a β-blocker might be appropriate treatment for a patient with 

angina. Thiazide diuretics and dihydropyridine calcium channel antagonists 



 

are the most suitable drugs for the treatment of high blood pressure in older 

patients. 

                Table (2-5): The influence of comorbidity on the choice of 

antihypertensive drug therapy. 

Class of drug  Compelling 

indications 

Possible 

indications 

Caution Compelling 

contraindicatio

ns 

a-blockers 

 

Benign prostatic 

hypertrophy 

- Postural 

hypotension, 

heart failure 

Urinary 

incontinence 

ACE inhibitors   Heart failure Left 

ventricular 

dysfunction, post-

myocardial 

infarction or 

established 

coronary heart 

disease Type1 

diabetic 

nephropathy 

Secondary stroke 

prevention 

Chronic renal 

disease Type2 

diabetic 

nephropathy 

Renal 

impairment 

Peripheral 

vascular 

disease 

Pregnancy Reno 

vascular disease 

Angiotensin II 

receptor blockers  

ACE inhibitor 

intolerance Type 2 

diabetic 

nephropathy 

Hypertension with 

left ventricular 

hypertrophy Heart 

failure in ACE-

intolerant patients, 

after MI 

Left ventricular 

dysfunction 

after myocardial 

infarction 

Intolerance of 

other 

antihypertensive 

drugs 

Proteinuric 

renal disease, 

Renal 

impairment 

Peripheral 

vascular 

disease 

Pregnancy 



 

chronic renal 

disease, 

Heart failure 

b-blockers  myocardial 

infarction, angina 

Heart failure 

 Heart failure 

Peripheral 

vascular 

disease 

Diabetes 

(except with 

coronary heart 

disease) 

Asthma or 

chronic 

obstructive 

pulmonary 

disease Heart 

block 

Calcium channel 

blockers 

(dihydropyridine) 

Older patients, 

isolated systolic 

hypertension  

Angina - - 

Calcium channel 

blockers (rate-

limiting)  

Angina Older patients Combination 

with βblockade 

Atrioventriculr 

block, heart 

failure 

Thiazides or 

thiazide-like 

diuretics  

Older patients, 

isolated systolic 

hypertension, 

heart failure, 

secondary stroke 

prevention 

- - Gout 

(Colledge, et.al, 2010)  

2.8.3. Continuing Care:  

                 Regular follow-up care is imperative so that the disease process can 

be assessed and treated, depending on whether control or progression is 

found. A history and physical examination should be taken at each clinic visit. 

The history should include all data that pertain to any potential problem, 

specifically medication related problems such as postural (orthostatic) 

hypotension, and considerable effort is required by patients with hypertension 



 

to adhere to recommended lifestyle modifications and to take regularly 

prescribed antihypertensive medications. The effort needed to follow the 

therapeutic plan may seem unreasonable to some, particularly when they have 

no symptoms without medications but do have side effects with medications, 

continued education and encouragement are usually needed to enable patients 

to formulate an acceptable plan that helps them live with their hypertension 

and adhere to the treatment plan (Williams And hopper, 2011) and (smeltzer, 

et al., 2010). 

2.9. Complications of Hypertension 

                Many patients with hypertension are exposed to many 

complications that result from their lack of adherence to medication or not to 

change their lifestyle and these complications include: (Papadakos and 

McPhee, 2019) and (smeltzer, et al., 2010) 

2.9:A. Hypertensive Cardiovascular Disease 

               Cardiac complications are the major causes of morbidity and 

mortality in primary hypertension. For any level of blood pressure, left 

ventricular hypertrophy is associated with incremental cardiovascular risk in 

association with heart failure (through systolic or diastolic dysfunction), 

ventricular arrhythmias, myocardial ischemia, and sudden death (Papadakos 

and McPhee, 2019). 

2.9:B. Hypertensive Cerebrovascular Disease and Dementia 

               Hypertension is the major cause of hemorrhagic and ischemic 

stroke. Cerebrovascular complications are more closely associated with 

systolic than diastolic blood pressure. The incidence of these complications is 

markedly reduced by antihypertensive medications. Preceding hypertension is 

correlated with a higher incidence of subsequent dementia of both vascular 

and Alzheimer types (smeltzer, et.al, 2010). 



 

2.9:C. Hypertensive Kidney Disease 

                Persistent high blood pressure is one of the most causes that lead to 

chronic kidney disease, frequently requiring dialysis. Blood is filtered through 

the kidneys, and when the blood vessels of the kidney are damaged by chronic 

uncontrolled hypertension, the body becomes unable to filter waste. People 

with kidney damage eventually spend hours hooked to dialysis machines that 

can remove waste products from their bloodstream, or they may require a 

kidney transplant. In either case, prevention of the complication is preferable 

and less complex (Shackelford, 2018). 

2.9:D. Aortic Dissection 

                Hypertension is a contributing factor in many patients with aortic 

Dissection (Papadakos and McPhee, 2019) and (Cameron, 2010). 

2.9:E. Atherosclerotic Complications 

               The severity and duration of the increase in blood pressure 

determine the extent of the vascular changes causing atherosclerotic 

complications and organ damage (Williams and Hopper, 2011). 

2.10. Medication adherence  

               Medication adherence was defined by the Word Health Organization 

as ―the extent to which taking medication, a person‘s behavior, following a 

diet, and/or executing lifestyle changes, corresponds to agreed 

recommendations from a healthcare provider‖ (Serhal, et.al, 2018). 

                 Adherence to antihypertensive treatment is alarmingly poor. In one 

European study of patients‘ antihypertensive medication compliance, there 

was a 40% discontinuation rate at 1 year after initiation. Only 39% of patients 

were found to be taking their medications continuously over a 10-year period. 

https://www.kidney.org/atoz/atozTopic_HighBloodPressure
https://www.verywellhealth.com/everything-you-wanted-to-know-about-dialysis-2085855


 

Collaborative care, utilizing physicians, pharmacists, social workers, and 

nurses to encourage compliance have had a variable and often rather modest 

effect on blood pressure control. Adherence is enhanced by the patients' 

education and by the use of home blood pressure measurement. The choice of 

antihypertensive medication is important. Better compliance has been 

reported for patients whose medications could be taken once daily or as 

combination pills. Adherence is best with ACE inhibitors and Angiotensin II 

Receptor Blockers, and worse with beta-blockers and diuretics (Papadakis and 

McPhee, 2019). 

               There are different factors that affect a hypertensive patient‘s 

behavior concerning adherence to antihypertensive treatments. Knowledge 

about hypertension and its treatment, beliefs about treatment, socio-

demographics, patient-provider relationship and the support received from 

healthcare services are the factors that affect hypertensive patient‘s adherence. 

Identifying factors that affects medication adherence is the first step towards 

improving adherence (Asgedom, Atey, Desse, 2018) 

                Haramiova, et.al, (2017) showed that adherence to medication is a 

complex behavior influenced by multiple factors associated with the patient, 

healthcare providers, healthcare system, and specific treatment. These may 

result in intentional or may be unintentional patients‘ non-adherence. While 

intentional non-adherence is a result of patients‘ active decision not to take 

their medication as prescribed, unintentional non-adherence is caused by other 

factors such as forgetfulness, misunderstanding of the medication regimens, 

access to medication, or language barriers. 

                Poor adherence will be the source of psychological and medical 

complications and has an impact on patients‘ quality of life, wasting health 

care resources and reducing individual's believe towards the health care 

system. Patient-reported barriers to antihypertensive medication adherence 



 

include having negative perceptions about the affordability and necessity of 

the medications to manage hypertension, forgetting or being physically unable 

to take the medications as prescribed, and having real or perceived side 

effects or adverse events related to taking the medication (Ajay, et.al , 2018) 

and (Mekonnen, et.al, 2017).  

                Chang, et.al, (2018) stated that health care professionals (HCPs) are 

well positioned to help their patients overcome many of these barriers to 

adherence by working in collaboration with their patients and other providers 

to identify, remove, or minimize the barriers. While there is no single gold 

standard strategy for improving adherence, it is generally recognized that 

using multi-pronged interventions is the best approach. Strategies to improve 

adherence and therefore blood pressure control should include the following 

interventions: 

1. Patients' education about hypertension and the importance of treatment. 

2. Description of the potential complications of uncontrolled hypertension. 

3. Scheduling a follow-up appointment during the office visit and 

reconfirmation by telephone. 

4. Presenting the drug regimen least likely to result in adverse effects. 

5. Choosing the least costly regimen likely to be effective. 

6. Prescribing once-a-day regimen, if feasible. 

7. Simplifying drug regimen by using a fixed-dose-combination product. 

8.  Setting a blood pressure goal for the patient. 

9. Providing feedback about progress toward the goal. 

10. Having patients monitor their blood pressure at home. 

11. Enquiring about difficulties with the prescribed regimen.  

12. Discussing new treatment strategies with the patient and involving them in 

the decision process.  

 



 

2.11. Previous Studies 

               Adisa et al. (2018) assess 606 patients with hypertension in  a cross-

sectional study in Sokoto, Northwestern Nigeria to find out the adherence of 

patients  to pharmacotherapy and non-pharmacological measures among 

ambulatory hypertensive, they concluded that 54 (8.9%) patients were 

adherent to medications. Forgetfulness (404; 35.2%) was the most common 

reason for medication non-adherence, this show overall adherence to 

antihypertensive medications and lifestyle modifications is sub-optimal. 

                Mahmoudian, et al., (2018) evaluate three hundred patients with 

hypertension in a cross-sectional study in Isfahan, Iran. their  results revealed 

that there were a lower level of satisfaction was associated with non-

adherence to treatment after controlling the physicians‘ gender and patients‘ 

age, gender, education, and duration of disease, they concluded that the 

patients‘ satisfaction resulting from building the relationship and empathy 

with physicians appeared to be associated with medication adherence among 

hypertensive patients. 

                 Boratas and Kilic , (2018) stated in their cross-sectional study on 

147 hypertensive patients who admitted to Akdogan Health Center to evaluate 

the medication adherence among the  hypertensive patients and to identify the 

influential factors. They concluded that the medication adherence of 

hypertensive patients included in the study was found to be satisfactory. It 

was also found that age, duration of hypertension, taking medication regularly 

and the use of alternative methods were the factors leading to differences in 

the adherence levels of the patients to the medication.  

                Pan, et al., (2017) conducted a cross-sectional study among 440 

Chinese hypertensive stroke patients in a tertiary hospital in Xi‘an, China to 

assess the knowledge of hypertension and investigate risk factors associated 



 

with medication adherence among hypertensive stroke patients after 

discharge. They concluded that 35.23% of patients were compliant with their 

antihypertensive drug treatments, and 42.95%, 52.27% and 4.77% of patients 

had poor, moderate and adequate knowledge of HTN, respectively. And they 

founded that the gender, blood pressure (BP) categories, BP monitoring and 

HTN knowledge were independently associated with antihypertensive 

medication adherence. They concluded that medication adherence among 

hypertensive stroke patients was poor and knowledge about hypertension was 

suboptimal. 

                 Zhang, et al., (2017) assess 1,916 patients with hypertension, to 

find out the relationship between factors and medication adherence. They 

founded that they were significantly related to non-adherence with severity of 

disease, community management, diabetes, and taking traditional 

medications.  

                Teshome, et al., (2017) evaluate in a cross-sectional study on 346 

participants, to assess the adherence to antihypertensive medications and 

identify associated factors at Debre Tabor General Hospital, northwest 

Ethiopia. Their results showed that (75.1%) of the participants were found to 

be adherent to their medication therapy. they concluded that the hypertensive 

patients poorly adhere to antihypertensive medications. Age, residence, pill 

burden, and knowledge about HTN and its treatment are important predictors 

of medication adherence. 

                Tibebu, et al., (2017) stated in their study on 404 patients at four 

public hospitals which were selected by lottery method in Addis Ababa, 

Ethiopia, who aimed to assess their adherence to prescribed antihypertensive 

medications and its associated factors. This results revealed that 210 (52%) 

were males .they found the respondents‘ adherence to antihypertensive 

medications was 66.8%. The medication-related adherences were found to be 



 

better in females, patients who had comorbidities and have been 

knowledgeable about the disease and was poor among young adult 

respondents. The factors impeding or enhancing the outcome variable were 

thoroughly analyzed. Sex, age, number of types of medications, and 

knowledge were associated with medication adherence.  

                Lo, et al., (2016) stated in cross-sectional correlational study was 

conducted on 195 older adults with hypertension in Chinese to identify the 

factors associated with medication adherence older adults with essential 

hypertension. The result found more than half of the respondent (55.9%) of 

them was not-adherence to medication. Older age, living alone, and 

perception related to treatment control were independently associated with 

increased odds of medication adherence. 

                Mohammad, et al., (2015) identify a cross-sectional study on 210 

hypertensive outpatients selected from clinics located in tertiary-care hospitals 

and from private cardiology clinics located in Beirut to evaluate the treatment 

adherence to antihypertensive therapy, their results revealed that 210 patients, 

50.5% showed high adherence, 27.1% medium adherence, and 22.4% low 

adherence to medication and their results showed that calcium channel 

blockers were associated with increased adherence levels.  

                Khan, Shah, and Hameed, (2014) conducted a study on 200 patients 

who attended National Health Service Hospital, Sunderland to evaluate the 

extent and reasons of non-adherence among the hypertensive patients, their 

results revealed that more than three-fourth of the hypertensive participants 

were found to be adherent to their treatment, the major intentional and non-

intentional reasons of non-adherence were side-effects and forgetfulness 

respectively. 

               Saleem, et al., (2011) assess 385 patients with hypertension in their 

cross-sectional study who visited outpatient departments in two public 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Khan%20MU%5BAuthor%5D&cauthor=true&cauthor_uid=24741278


 

hospitals in Quetta City, Pakistan to evaluate the association between 

patient‘s knowledge of hypertension management and medication adherence. 

They concluded that Out of 385 patients, 236 (61.3 %) of the patients have 

knowledge about hypertension while 249 (64.7 %) were categorized as poor 

adherent. No patient was considered as good adherent in the study. 
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Chapter Three 

Methodology 

                Chapter three represents the form of research design, selection of 

samples, construction of instructional program, building up research 

instrument, pilot study, and methods that used in data collection and analysis. 

3.1. Design of the Study 

               A pre-experimental design study was achieved through the pre and 

post-tests for present sample to evaluate the effectiveness of the instructional 

program concerning medication of adherence on the knowledge of 

hypertensive patients at AL-Razi Center in AL-Basra governorate. The study 

started from 8
th

 of October 2018 to 17 March 2019. 

3.2. Administrative Arrangements   

                In order to initiate the present study in a formal manner, an official 

request must be submitted to the official authorities concerned in this field. 

Therefore, a formal administrative request was made to the College of nursing 

and then a formal administrative request had been submitted by the College of 

Nursing, University of Baghdad to the Central Statistical Organization, 

Ministry of Planning, and Health Department of Basra, Training and Human 

Development Center to Al-Razi Center and these official permissions are 

found in the following appendices: 

A. Nursing College, University of Baghdad (Appendix A)  

B. Central Statistical Organization, Ministry of Planning (Appendix B) 

C. Permission has been obtained from Ministry of Health, Health 

Department of Basra, Training and Human Development Center to AL-

Razi center (Appendix C). 

 



 

3.3. Setting of the Study 

                   The study was conducted in AL-Razi Center which treats the 

hypertensive patients and diabetic, and it is located in AL-Basra government. 

3.4. Sample of the Study 

                Non- probability sample consists of (65) patients for both male and 

female patients chosen randomly who received the instructional program. 

3.4.1. Inclusion Criteria of the Sample: 

 The criteria for selecting the study sample are: 

 3.4.1.1. Patients diagnosed as hypertension 

3.4.1.2. Male and female patients  

3.4.1.3. All levels of education 

3.5. Steps of Preparing and Applying Program 

                 The instructional program concerns patients' knowledge toward the 

medication of adherence required the following steps before the application of 

the program. 

3.5.1. Assessing hypertensive patient needs the Instructional 

Program 

               The researcher has constructed close – ended questions through the 

review of available literature, previous study, and interviews the patients in 

order to apply on hypertensive patients to assess their knowledge toward 

medication adherence. The objective of this assessment is to assess the needs 

of hypertensive patients for the program. Data have been collected from (10) 

patients (male and female) who attended to AL-Razi Center. The 

questionnaire, for patients assessment (knowledge, adherence), is composed 



 

of (44) questions; (30) questions for knowledge assessment, and (14) 

questions for medication adherence. Each patient has given a time for about 

(15-20) minutes about interview; the answers about questionnaire for 

knowledge assessment items were: (know or not know and not sure) for each 

item. The results of the assessment are shown in table (3-1) and answers about 

questionnaire for adherence assessment items were (yes or no) for each item, 

and the results are shown in table (3-2).  

               Table 3-1: Assessment of patients' Needs to the 

instructional Program  

Level of knowledge Frequency Percentage % 

Good (70-79) 1 10.0 

Moderate   (60-69) 3 30.0 

fair  (50-59) 6 60.0 

Total 10 100% 

                   The results of table (3-1) reveal that the knowledge level of 

patients is between moderate and fair level according to their answers about 

the questionnaire items and (10.0%) of them have good answers. 

                Table 3-2: Evaluation of patients' adherence to 

medication 

Level of adherence  Percentage % 

Adherence 40.85 

Non- adherence 59.15 

Total 100 

 



 

                       The results of table (3-2) reveal that 40.85% of patient's 

adherence level was compliance to taking their medication. According to the 

assessment need's result, the researcher prepares the instructional program for 

hypertensive patients to implement it on them.  

 3.6. Construction of the Instructional Program 

                  The instructional program was designed on the bases of enhancing 

and developing adherence of hypertensive patients toward medications, which 

was conducted through three lectures which included a definition of 

hypertension, and types and causes of hypertension and risk factors, in addition, 

signs and symptoms , diagnostic tests for hypertensive patients and therapeutic 

interventions, complementary therapies, as well as what are the most 

medication's used , their effects , uses and side effects of medication and the 

danger of non-adherence to medication and the important of patient adhere to 

medications . 

3.7. Implementation of the Instructional Program 

                The program began to be applied on the study sample in Al-Razi 

Center within one month from (8 January 2019 to 28 February 2019). 

                 The program was applied on patients through three lectures, each 

lecture lasting approximately for 45 minutes and was given at different times 

according to the patient visit to the center. 

                  For this reason, the application of the program required a long time 

to ensure that each individual in the case group had obtained all lectures. 

After the implementation of the program, the post-evaluation of each 

individual started by 30 days apart from the date of the last lecture, and it was 

done several days depending on the patients' review to the health center 



 

through the same questioner that was used in pre-test evaluation, for the 

duration from 24 February 2019 to 28 February 2019. 

3.7.1. The Lectures of the instructional program  

               The program was applied in three lectures have theoretical session, 

the place of presented in AL-Razi Center, each lecture lasts approximately for 

(45) minutes. 

3.7.1. A. Content of the First Lecture 

*Title of the first lecture: risk factors for hypertension  

                The first lecture aims at educating patients about the definition of 

hypertension, main causes, types and risk factors for hypertension. 

*Place of the lecture: lecture hall in AL-Razi Center 

*Time of the lecture: 9- 10 mornings  

*Teaching methods that used in the first lecture were: 

 Power point presentations of lectures through data show device 

 Discussion inside the lecture 

 Posters were given to patients 

 Blackboard with pens 

3.7.1. B. Content of the Second Lecture  

*Title of the second lecture: symptoms for hypertension  

               The second lecture aims at educating hypertensive patients with 

signs and symptoms of hypertension, laboratory tests, therapeutic 

interventions, supplementary treatments and assistance. 



 

*Place of the lecture: lecture hall in Al-Razi Center. 

*Time of the lecture: 9-10 mornings  

*Teaching methods that are used in the second lecture were: 

 Power point presentations of lectures through data show device 

 Discussion inside the lecture 

 Posters were given to patients 

 Blackboard with pens 

3.7.1. C. Content of the third Lecture 

*Title of the third lecture: anti-hypertensive medications 

               The third lecture aims to educating patient's knowledge about the 

types of drugs used to reduce the level of blood pressure, contraindications, 

dosage, side effects, and the risk of non-adherence to medications. 

*Place of the lecture: lecture hall in Al-Razi Center. 

*Time of the lecture: 9-10 mornings  

*Teaching methods that are used in the third lecture were: 

 Power point presentations of lectures through data show device 

 Discussion inside the lecture 

 Posters were given to patients 

 Blackboard with pens 

 

 



 

3.8. Study Instrument  

               The instrument of the present study was conducted to reach the 

objective of the study and the questionnaire was derived from the instructional 

program, they detail the following: 

 First part: It is concerned with the patient's demographic data which are 

gender, age, and level of education, marital status, level of income, living, and 

occupation.   

Second part: it is concerned with the patient's behavior like (Physical activity, 

smoking, alcohol drinking, food contain a small amount of salt, and drink water 

in sufficient quantity at least 3 liters per day). 

Third part: it is concerned with the medical history of the patient which as 

(diseases associated with hypertension, have family history of hypertension , 

frequency of physician's follow up , change the medication without order , 

alternative practices methods are used to reduce the high blood pressure ,date of 

medically diagnosed with high blood pressure , date taking medication , does 

the medication reduce blood pressure , highest reading of pressure , type of 

medication used , do you take your medication regularly , and body mass index) 

Fourth part: it is composed of (30) items which are rated according to know 

(3), not sure (2), not know (1) score, related to the patient's knowledge. 

Fifth part: it consists of (14) items for patient's adherence to medications 

which are rated according to choice yes or no, scored as yes  (2) no (1). 

3.9. Validity of the instrument and the Program 

                 The validity of the instrument and the instruction program had been 

achieved by 10 experts (appendix I ) from different scientific branches having 

at least 10 years of experience in their field of work (mean ±SD of their year 

of experiences 21±9.87) 



 

 They review both the Instrument and the Instructional program in 

terms of the scientific and linguistic content, sequence of information and its 

competence to perform the purpose of collecting the sample and improving 

patient's knowledge toward medication adherence. So, the corrections were 

made to the Instrument and the Instructional program according to experts‘ 

recommendation. 

                Minor changes have been performed on few items; such as change 

demographic data, general information patient's behavior, and patient's 

knowledge about hypertension. 

3.10. The Pilot Study  

              A pilot study is conducted on 15 patients who attended to AL-Razi 

Center; they were selected randomly, and this preliminary study was conducted 

for the period (3
rd

 of December to 24
th 

of December, 2018).The researcher 

checked the patients' knowledge thorough pre-test and they implemented the 

program after 20 days and the researcher do it post-test. The result of pilot 

study has indicated that the questionnaire and instructional study are clear for 

participant, each interview ranges between (15-20) minutes for each patient, 

and the items of the questionnaire are clear and applied. To determine the 

validity and reality of the study instrument, which is used to find the 

effectiveness of instruction program on hypertensive patient's knowledge 

toward medication and their adherence before and after program, the sample 

that was included in the pilot study was excluded from the original sample of 

the study.  



 

 

             Figure (3-1): Pre and post-test of pilot study for patient's 

adherence of medication of hypertension 

 

               Figure (3-2): Pre and post-test of Patient's Knowledge 

for Hypertension Medication  

                    Figure (3-1) represents the results of the pilot study which shown 

patient's adherence toward medication of hypertension (appendix H) which 

revealed that the instructional program has a positive effect on their 

adherence for medication. 

Pretest-pilot                               posttest-pilot 



 

                   Figure (3-2) represents the results of the pilot study for patient's 

knowledge about hypertension medication (appendix G) that had been 

checked, that shows the instructional program was effective on patients. 

3.10.1. The Purpose of the Pilot Study 

1. To determine the time required to fill the instrument. 

2. To assess the clarity and comprehensiveness of the content of the 

program‘s lectures by hypertensive patients.  

3. To find out the reliability of the instrument. 

3.11. Reliability of the Instrument 

                         The reliability of the research instrument had been evaluated 

through the SPSS program by applying Cronbach‘s Alpha for (44) items. 

                Table (3-3) Reliability of research instrument 

Methods of 

reliability 

Criteria of the 

study 
Actual values No. of Items Assessment 

Cronbach's 

Alpha 

Patients 

knowledge  
0.74 44 Acceptable 

 

                The results of table (3-3) show that the research instrument is 

acceptable and sufficient to evaluate the sample according to Cronbach‘s 

Alpha value (0.74). Therefore, the instrument is reliable to test research 

phenomenon. 

3.12. Statistical Analysis 

                    Statistical programs such as SPSS (Statistical Package for Social 

Science) version 23 was used to analyze the data. 

                There were two types of statistical data analysis which were used to 

obtain the results of the research study as the following: 



 

3.12.1. Descriptive Data Analysis:  

3.12.1. A. Frequencies, Percentages and Mean of Scores were used in tables 

in order to get the total results of the sample. 

                    
           

           
     

3.12.1. B. Arithmetic Mean ( ̅  

 ̅  
∑  

 
  

3.12.2. Inferential Data Analysis 

                The purpose of using this type of data analysis was to determine the 

level of acceptance or rejection of research hypothesis and it includes the 

following: 

3.12.2. a. Pearson correlation coefficient was used to find out the relationship 

between two variables and to determine the direction as well as the strength of 

this relationship. 

 

3.12.3. Cronbach‘s Alpha was used to test the reliability of research instrument 

 

Where: 

 N - Refer to items number. 

 c  - Refer to average covariance between item-pairs. 

 v  - Refer to average variance.  

3.13. Difficulty of the Study: 

http://www.statisticshowto.com/average/
http://www.statisticshowto.com/average/
http://www.statisticshowto.com/probability-and-statistics/variance/


 

             During the study, there were several difficulties that were faced 

during conducting the study. One of these difficulties at the beginning, as the 

Director of the Center and the official of scientific research has rejected the 

title of the research and not accepting the collection of the sample. 

             And also the difficulties, include the difficulty of convincing patients 

to stay for the lecture in pre-test because most patients attended the center for  

measuring blood pressure and sometimes to write the treatment for them by 

the doctor so they go to their homes fast after finished and in the post-test 

and it was difficult to collect samples because most patients do not adhere to 

the review of the center. Therefore, the researcher had to review most of the 

patients to their homes after taking their addresses at pre-test. 
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Chapter Four  
 

Results and Findings  
 

            Chapter four represents the research problem explained in details 

through the analysis of its variables‘ data and organized systematically in 

tables in form to be compatible with the research objectives 

Table (4-1): Distribution of the Study Sample by Socio-demographic 

Characteristics No=50  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

              Table 4-1: presents that the high percent (70%) of the study sample 

are males 62% of them at age group (48 and above) years old, the mean and 

standard deviation of patients age was(50±8.7), 26% of them not read and 

Variables Classification F. 
% 

 

Gender 
Males 35 70.0 

Females 15 30.0 

Age group 

28-37 year 5 10.0 

38-47 year 14 28.0 

48 and above 31 62.0 

Mean ± SD 50 ± 8.7 

Level of Education 

Don‘t Read and Write 13 26.0 

Read and write 12 24.0 

Primary school 8 16.0 

Secondary school 12 24.0 

Institute 1 2.0 

college 3 6.0 

Postgraduate 1 2.0 

Marital Status Married 50 100.0 

Monthly Income 

Sufficient 8 16.0 

Barely sufficient 27 54.0 

Insufficient 15 30.0 

Residency 

Rural 9 18.0 

urban 35 70.0 

Suburban 6 12.0 

 

 

 

Occupation 

Employee  7 14.0 

Free business 14 28.0 

Retired 9 18.0 

Housewife 15 30.0 

Student 1 2.0 

Don‘t work 4 8.0 



 

write, all of them was married (100%) , 54% of their  monthly income were 

barely sufficient,70% of them living urban area, 28% of them were free-

business,  and 30% of them were housewives. 

 

Table (4-2): Distribution of the Study Sample by Health Behaviors 

No=50   

 

Variables 

 
Classification F. % 

Physical activity 

do exercise for 30 minutes per 

day or higher 

1 2.0 

do some exercise lower than 30 

minutes per day  

6 12.0 

can't do exercise 43 86.0 

Smoking  

Still smoking 9 18.0 

Stopped 13 26.0 

Never smoking 28 56.0 

Alcohol Drinking 
Yes 0 0.0 

No  50 100.0 

Does your food contain  

a small amount of salt? 

Yes 33 66.0 

No  17 34.0  

Do you drink water in 

sufficient quantity at 

least 3 liters per day? 

Yes 25 50.0 

No 25 50.0 

 
          Table (4-2) shows that 86% of the study sample can't do exercise as a 

physical activity, (18%) of smoking patients at present study was still 

smoking, all of them (100%) do not drink alcohol, 66% of the study sample 

eating food with   small amount of salt, and half of them (50%) drinks‘ water 

in sufficient quantity at least 3 liters per day. 

 

 

 

 

 

 

 



 

Table (4-3): Distribution of the Study Sample by Medical History No=50   

No  
Variables 

 
Classification  Freq. % 

1 
 Duration of medically 

diagnosis of hypertension? 

1-5 years  23 46.0 

6-11 years 13 26.0 

12-17 years  11 22.0 

18-23 years 1 2.0 

24-29 years 2 4.0 

2 
High blood pressure associated 

with disease 

Diabetic mellitus 16 32.0 

Herat disease 20 40.0 

No 14 28.0 

3 
Have family history of 

hypertension 

Yes  36 72.0 

No  14 28.0 

4 
Frequency of physician's  

follow up 

 

No visit 33 66.0 

One time every six months 0.0 0.0 

One time every three months 4 8.0 

One time every month 10 20.0 

One or more times every two weeks 3 6.0 

5 How to change treatment 
By self 4 8.0 

Consult a doctor 46 92.0 

6 
What are the alternative 

behaviors methods are used to 

reduce the high blood pressure 

Lemonade 19 38.0 

Bananas 5 10.0 

Ginger 5 10.0 

Nothing 21 42.0 

7 
How long have you been taking 

treatment? 

 

1-5 years  27 54.0 

6-11 years 12 24.0 

12-17 years 7 14.0 

18-23 years 2 4.0 

24-29 years 2 4.0 

8 
Does the medication reduce 

blood pressure? 

Yes  49 98.0 

No  1 2.0 

9 Highest reading of pressure? 
100-120 / 140-180 mm/Hg 38 76.0 

125-145/ 185-215mm/Hg 12 24.0 

10 
Type of medication used 

 

capoten 19 38.0 

Amlodipine 12 24.0 

Atenolol 4 8.0 

Losartan 5 10.0 

Atacand  4 8.0 

Lisinopril     6 12.0 

11 Body mass index (BMI) 

Underweight = <18.5 0.0 0.0 

Normal weight = 18.5–24.9  21 42.0 

Overweight = 25–29.9  20 40.0 

Obesity = BMI of 30 or greater 9 18.0 

 

              Table (4-3) represents that 46% of the study sample was medically 

diagnosed  of hypertension  since  (1-5) years, most of their high blood 

pressure  was associated with  heart's disease which of  40%, 72% of the 



 

study sample  have a family history of hypertension, according to patients  

physician's follow up the results represent that  66% of them did not do 

follow up,  92% of the study sample changed the  treatment by consulting  a 

doctor, 38% of them used lemonade as an assistant  methods to reduce the 

high blood pressure, 54% of them was have   medication   since   (1-5) years, 

98%  of  the study sample who   used  medication  for decreasing the level of 

blood pressure was effective on reducing the high level of blood pressure 

reading ,76% of the study sample when reading their blood pressure, it was 

found to reach (140-180 mm/ Hg)  as a systolic and  from (100-120 mm/Hg) 

as diastolic,  38% of them used capoten to maintain the blood pressure, and 

42% of them were of a normal weight. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Table (4-4): Patients' Adherence for Medication of Hypertension at 

pretest  

 

No.  Items of adherence  

Not   

Adherence adherence  

F % F % 

1 Do you forget to take your medication when you are busy  45 90.0 5 10.0 

2 
Do you forget to take your medication if you are invited to 

lunch or dinner? 
40 80.0 10 20.0 

3 Do you forget to take your medication? 45 90.0 5 10.0 

4 Do you get late when it comes to buying your medication  33 66.0 17 34.0 

5 

Do you stop taking your medication if it forbids you from 

eating certain food that you love because of possible food-

medication interaction? 

34 68.0 16 32.0 

6 

Will you stop taking your medication, without your 

doctor‘s consultation, if your neighbor/relative took a 

prescription like yours for a long term and it caused them 

side effects? 

2 4.0 48 96.0 

7 

Do you stop taking your medication without consulting 

your doctor if the laboratory tests show improvement 

during treatment period? 

29 58.0 21 42.0 

8 

Do you stop taking your medication without consulting 

your doctor if you do not feel better during treatment 

period? 

15 30.0 35 70.0 

9 
Do you stop taking your medication without consulting 

your doctor if you feel better during treatment period?  
33 66.0 17 34.0 

10 

Do you decide to stop some of your medications without 

consulting your doctor if you noticed that you are taking 

too many medications every day? 

1 2.0 48 96.0 

11 Do you stop your chronic treatment if you get bored of it? 32 64.0 18 36.0 

12 
Do you stop taking your medication in case of side 

effects? 
40 80.0 10 20.0 

13 
Do you stop taking your medication if your insurance does 

not cover it? 
18 36.0 32 64.0 

14 
Will you stop buying your medication packs if you 

considered them expensive? 
17 34.0 33 66.0 

 
Total   58.7  41.3 

 

 

                       Table (4-4): shows the patients' adherence for medication of 

hypertension at pre-test for 58.7% of them had no adherence to medication 

and 41.3% of them had adherence to medication. 

 

 

 

 



 

Table (4-5): Patients' Knowledge toward importance of adherence for 

medication of Hypertension at pre-test 
 

No.  Patients knowledge  M. S.D. Ass. 

1 Hypertension is a major cause of gastrointestinal diseases 1.12 0.32 M 

2 Primary blood pressure develops over time 1.12 0.32 M 
3 High salt content in the body leads to high blood pressure 1.12 0.32 M 
4 Blood pressure is more than 130 \ 90 mm / Hg is normal 1.12 0.32 M 
5 Adult patients with diabetes are not at risk for high blood pressure 1.14 0.35 M 
6 Age and diabetes mellitus are an unchangeable risk factor for hypertension 1.14 0.35 M 

7 
Reducing weight, organizing meals, exercising, reducing smoking and drinking alcohol are 

a risk factor for high blood pressure 
1.02 0.14 

L 

8 there is no obvious cause for Primary hypertension 1.02 0.14 L 

9 Renal failure is one of the causes of secondary hypertension 1.04 0.19 L 

10 Signs of hypertension are headaches, dizziness, nausea and facial redness 1.02 0.14 L 

11 Cholesterol, blood, urine analysis and ECG are essential for the diagnosis of hypertension 1.20 0.40 M 

12 Lifestyle change is not considered a therapeutic intervention for hypertension 1.02 0.14 L 

13 Garlic can damage the liver and cause bleeding in some patients with hypertension 1.02 0.14 L 

14 Exercise, relaxation techniques and reduced fatigue play to reducing hypertension 1.02 0.14 L 

15 The patient with hypertension should not change the diet to become better 1.02 0.14 L 

16 A patient with high blood pressure should reduce fat, salt, sweets,  1.02 0.14 L 
17 Stress is an important factor for treating high blood pressure 1.20 0.40 M 

18 
Behavioral interference, breathing techniques, relaxation and meditation are important 

tools to reduce fatigue or stress 
1.20 0.40 M 

19 
Use garlic, omega-3 capsules and natural fiber such as wheat bran to treat many health 

problems including high blood pressure 
1.12 0.32 M 

20 Atenolol contributes to reducing the pressure on the heart  1.04 0.19 L 
21 Atenolol is used to lower blood pressure 1.04 0.19 L 
22 Atenolol is given intravenously only 1.20 0.40 M 
23 Capoten is given an hour or two after the meal to absorb the entire treatment 1.24 0.43 M 
24 Capoten causes headache, cough, insomnia, dizziness, constant fatigue 1.20 0.40 M 
25 Amlodipine is used to treat hypotension and diabetes 1.20 0.40 M 
26 The frequent side effects of lisinopril are headache, dizziness, orthostatic hypotension  1.06 0.23 L 

27 
Lisinopril is used to treat stress in adults and children 6 years of age and above and also to 

treat left ventricular dysfunction following myocardial infarction 
1.06 0.23 L 

28 One of the contraindications of Losartan is the hypersensitivity to Losartan 1.02 0.14 L 

29 Candesartan is initially given to adults 32 mg once a day. 1.20 0.40 M 
30 Patients who are adherence to medications are exposed to damage the organs  1.20 0.40 M 

 Total    1.1  M 

Low= 1; Middle= 1.1- 1.5; High= 1.6-2 

 

       The result of table (4-5) revealed that the patient's knowledge toward the  

importance of adherence for medication of hypertension at pre-test was of a 

moderate level   according to the total mean which is of (1.1%). 

 

 

 



 

Table (4-6): Patients' Adherences for Medication of Hypertension at Post 

test 

 

No.  Items of adherence 

Not  

Adherence adherence 

F % F % 

1 Do you forget to take your medication when you are busy  22 44.0 28 56.0 

2 
Do you forget to take your medication if you are invited to lunch 

or dinner? 

16 32.0 34 68.0 

3 Do you forget to take your medication? 24 48.0 26 52.0 

4 Do you get late when it comes to buying your medication  5 10.0 45 90.0 

5 

Do you stop taking your medication if it forbids you from eating 

certain food that you love because of possible food-medication 

interaction? 

17 34.0 33 66.0 

6 

Will you stop taking your medication, without your doctor‘s 

consultation, if your neighbor/relative took a prescription like 

yours for a long term and it caused them side effects? 

2 4.0 48 96.0 

7 

Do you stop taking your medication without consulting your 

doctor if the laboratory tests show improvement during 

treatment period? 

3 6.0 47 94.0 

8 
Do you stop taking your medication without consulting your 

doctor if you do not feel better during treatment period? 

2 4.0 48 96.0 

9 
Do you stop taking your medication without consulting your 

doctor if you feel better during treatment period?  

4 8.0 46 92.0 

10 

Do you decide to stop some of your medications without 

consulting your doctor if you noticed that you are taking too 

many medications every day? 

4 8.0 46 92.0 

11 Do you stop your chronic treatment if you get bored of it? 23 46.0 27 54.0 

12 Do you stop taking your medication in case of side effects? 28 56.0 22 44.0 

13 
Do you stop taking your medication if your insurance does not 

cover it? 

13 26.0 37 74.0 

14 
Will you stop buying your medication packs if you considered 

them expensive? 

10 20.0 40 80.0 

 
Total  24.7  75.3 

 

 

             Table (4-6):  represents the patients adherence for medication of 

hypertension was improved at post instruction program which was 75.3% 

of them having compliance for medication uses, and the patients who have no 

compliance was reduced to 24.7%. 

 

 

 

 

 

 

 



 

Table (4-7): Patients' Knowledge toward importance of patient's 

adherence for medication of Hypertension at post-test 
 

 

No.  Patients knowledge  M. S.D. Ass. 

1 Hypertension is a major cause of gastrointestinal diseases 1.90 0.30 H 

2 Primary blood pressure develops over time 1.50 0.50 M 

3 High salt content in the body leads to high blood pressure 2.00 0.00 H 

4 Blood pressure is more than 130 \ 90 mm / Hg is normal 1.96 0.19 H 

5 Adult patients with diabetes are not at risk for high blood pressure 1.94 0.23 H 

6 Age and diabetes mellitus are an unchangeable risk factor for hypertension 1.58 0.49 M 

7 
Reducing weight, organizing meals, exercising, reducing smoking and drinking alcohol are 

a risk factor for high blood pressure 

1.98 0.14 
H 

8 there is no obvious cause for Primary hypertension 1.30 0.46 M 

9 Renal failure is one of the causes of secondary hypertension 1.66 0.47 H 

10 Signs of hypertension are headaches, dizziness, nausea and facial redness 2.00 0.00 H 

11 Cholesterol, blood, urine analysis and ECG are essential for the diagnosis of hypertension 1.92 0.27 H 

12 Lifestyle change is not considered a therapeutic intervention for hypertension 1.90 0.30 H 

13 Garlic can damage the liver and cause bleeding in some patients with hypertension 1.86 0.35 H 

14 Exercise, relaxation techniques and reduced fatigue play in reducing hypertension 2.00 0.00 H 

15 The patient with hypertension should not change the diet to become better 1.98 0.14 H 

16 A patient with high blood pressure should reduce fat, salt, sweets,   and red meat 2.00 0.00 H 

17 Stress is an important factor for treating high blood pressure 1.94 0.23 H 

18 Breathing  techniques, relaxation and meditation are important t  to reduce fatigue or stress 1.68 0.47 H 

19 
Use garlic, omega-3 capsules and natural fiber such as wheat bran to treat many health 

problems including high blood pressure 

1.68 0.47 
H 

20 Atenolol contributes to reducing the pressure on the heart  1.06 0.23 L 

21 Atenolol is used to lower blood pressure 1.08 0.27 L 

22 Atenolol is given intravenously only 1.94 0.23 H 

23 Capoten is given an hour or two after the meal to absorb the entire treatment 1.36 0.48 M 

24 Capoten causes headache, cough, insomnia, dizziness, constant fatigue 1.94 0.23 H 

25 Amlodipine is used to treat hypotension and diabetes 1.98 0.14 H 

26 The frequent side effects of lisinopril are headache, dizziness, orthostatic hypotension  1.18 0.38 M 

27 
Lisinopril is used to treat stress in adults and children 6 years of age and above and also to 

treat left ventricular dysfunction following myocardial infarction 

1.10 0.30 
M 

28 One of the contraindications of Losartan is the hypersensitivity to Losartan 1.14 0.35 M 

29 Candesartan is initially given to adults 32 mg once a day. 1.98 0.14 H 

30 
Patients who are adherence to medications are exposed to damage the key organs such as 

kidneys or hear 

1.98 0.14 
H 

 Total means 1.71  H 

Low= 1; Middle= 1.1- 1.5; High= 1.6-2 

 

             Table (4-7):  shows the patient‘s knowledge toward the importance of 

patient's adherence for medication of hypertension at post-test improved their 

knowledge according to the total mean of their responses toward the items of 

the instructional program which is of (1.71) (high level).   

 

 



 

 
 

Figure (4-1): Pre and Post patients Adherance for Medication of Hypertension 

 

 

Figure 4-1: shows the improvement of patient‘s adherence for medication of 

hypertension between pre and post instruction program  

 

 

 
 

 

Figure (4-2): Pre and Post patients knowledge toward imporatnt of adherance for 

Hypertension Medication 

 

 

             Figure 4-2: shows improvement of patient‘s knowledge toward 

importance of adherence for medication of hypertension between pre and post 

instructional program.  
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Table (4-8): Relationship between the Patients Adherence after 

Instruction Program and their age, level of education, income, and 

Residency 

 

             Table (4-8) presented that there were highly significant relationship 

between patient's adherence after instructional program and their residency, 

and there were no significant relationship between patient‘s adherence and 

their level of education, age, and income at p≤ 0.01 level. 

 

 

 

 

 

 

Variables  

Patients 

adherence 

Age 

group 

Level of 

education Income Residency 

Patients 

adherence 

Pearson 

Correlation 

1 .048 .130 -.255 .395
**

 

Sig. (2-tailed) 
 

.742 .369 .074 .005 

H.S. 

N 50 50 50 50 50 

Age group Pearson 

Correlation 

.048 1 -.313
*
 -.100 .085 

Sig. (2-tailed) .742 
 

.027 

S. 

.489 .555 

N 50 50 50 50 50 

Level of 

education 

Pearson 

Correlation 

.130 -.313
*
 1 -.385

**
 .079 

Sig. (2-tailed) .369 .027  .006 .585 

N 50 50 50 50 50 

Income Pearson 

Correlation 

-.255 -.100 -.385
**

 1 -.258 

Sig. (2-tailed) .074 .489 .006  

H.S. 
 

.071 

N 50 50 50 50 50 

Residency Pearson 

Correlation 

.395
**

 

      H.S 

.085 .079 -.258 1 

Sig. (2-tailed) .005 .555 .585 .071  

N 50 50 50 50 50 



 

Table 4-9: Relationship between Patients Adherence and duration of 

hypertension, other disease, family history, follow up, and type of their 

drug 

 

                Table (4-9) presented that there were no significant relationship 

between patient's adherence and duration of hypertension, other disease, 

family history, follow up, and type of their drug at p≤0.01 level, while there 

were significant relationship between duration of hypertension and other 

disease at p≤0.01 level 

Variables  

Patients 

adherence 

Duration  of 

hypertension 

Other 

disease 

Family 

history 

Follow 

up 

Type of 

drug 

Patients 

adherence 

Pearson 

Correlation 

1 -.010 -.023 .134 .245 .192 

Sig. (2-

tailed) 
 

.943 .875 .354 .086 .181 

N 50 50 50 50 50 50 

Duration of 

hypertension 

Pearson 

Correlation 

-.010 1 -.350
*
 -.132 -.135 -.011 

Sig. (2-

tailed) 

.943 
 

.013 

H.S. 

.361 .351 .941 

N 50 50 50 50 50 50 

Other 

disease 

Pearson 

Correlation 

-.023 -.350
*
 1 .082 .056 -.024 

Sig. (2-

tailed) 

.875 .013 
 

.573 .700 .866 

N 50 50 50 50 50 50 

Family 

history 

Pearson 

Correlation 

.134 -.132 .082 1 .067 -.207 

Sig. (2-

tailed) 

.354 .361 .573 
 

.646 .149 

N 50 50 50 50 50 50 

Follow up Pearson 

Correlation 

.245 -.135 .056 .067 1 .048 

Sig. (2-

tailed) 

.086 .351 .700 .646 
 

.739 

N 50 50 50 50 50 50 

Type of drug Pearson 

Correlation 

.192 -.011 -.024 -.207 .048 1 

Sig. (2-

tailed) 

.181 .941 .866 .149 .739 
 

N 50 50 50 50 50 50 



 

Table 4-10: Relationship between the effectiveness of instruction 

Program and Patients level of education, residency, duration of 

hypertension, family history, and follow up 

 

Variables’  

Patents 

knowledge 

Level of 

education 

residency Duration of 

hypertension 
Family 

history 

Follow 

up 

Patients 

Knowledge 

Pearson 

Correlation 

1 .644
**

 .068 .057 -.041 .109 

Sig. (2-

tailed) 
 

.000 

H.S. 

.641 .693 .777 .453 

N 50 50 50 50 50 50 

Level of 

education 

Pearson 

Correlation 
.644

**
 1 .079 .065 -.112 -.103 

Sig. (2-

tailed) 
.000 

 
.585 .656 .437 .474 

N 50 50 50 50 50 50 

Residency Pearson 

Correlation 

.068 .079 1 -.041 .069 .156 

Sig. (2-

tailed) 

.641 .585 
 

.779 .635 .278 

N 50 50 50 50 50 50 

Duration of 

hypertension 

Pearson 

Correlation 

.057 .065 -.041 1 -.132 -.135 

Sig. (2-

tailed) 

.693 .656 .779 
 

.361 .351 

N 50 50 50 50 50 50 

Family 

history 

Pearson 

Correlation 

-.041 -.112 .069 -.132 1 .067 

Sig. (2-

tailed) 

.777 .437 .635 .361 
 

.646 

N 50 50 50 50 50 50 

Follow up Pearson 

Correlation 

.109 -.103 .156 -.135 .067 1 

Sig. (2-

tailed) 

.453 .474 .278 .351 .646 
 

N 50 50 50 50 50 50 

**. Correlation is significant at the 0.01 level (2-tailed). 

 

             Table (4-10) presented that there were highly significant relationship 

between the effectiveness of instruction program and patients level of 

education, and there were no significant relationship between effectiveness of 

instruction program and their patient‘s residency, duration of hypertension, 

family history, and follow up at p≤ 0.01 level. 



 

 

 

 

 

 

 

Chapter Five 
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Results 
 

 

 

 

 

 

 

 

 

 



 

Chapter Five 

Discussion of the Study Results 

                Chapter five presents an organized discussion which interprets the 

results that are presented in chapter four in a systematical manner and it is 

supported by other studies related to the research study. 

5.1. Discussion of Socio-Demographic Characteristics of this 

study (table 4-1) 

               The Socio-Demographic of sample in the present study was (70%) 

of them were males, Mekonnen, et al., (2017) stated in a cross sectional 

study to assess the drug adherence among  409   participants from three 

referral hospitals in Northwest Ethiopia were 57.7% of participants were 

males. The researcher believes that male in our country have strong duties and 

have smoking more female, so may be more tendency for hypertension. 

               High percent of the study sample which is included in the present 

study was (62%) of them at age group (48 and above) years, Teshome, et al., 

(2017) show in their study which was conducted to assess the adherence to 

antihypertensive medications among 346 participants in northwest Ethiopia 

were 47.8% at age (41-60) years. 

               The level of education included in the present study was (26%) who 

don‘t read and write, Mekonnen , et al.,(2017) stated in a cross sectional 

study to assess the drug adherence among  409   participants from three 

referral hospitals in Northwest Ethiopia presented that (36.7%) were unable to 

read and write. 

               According to the marital status, all of the samples in the present 

study were married (100%). Boratas and Kilic, (2018) evaluated 147 

hypertensive patients who were admitted to Akdogan Health Center  to 



 

medication adherence in hypertensive patients and to identify the influential 

factors that major of patients (83.7%) in this study were married and (16.3%) 

were unmarried. The researcher believes that the stress of family life and big 

responsibilities on persons may lead to an increase to the incidence of 

hypertension among married persons. 

               The monthly income of the present sample in the present study is 

barely sufficient (54%), Tan, et al., (2017) stated in their study on 73 

hypertensive patients to assess the efficacy of intervention program to 

improve medication adherence in Malaysia, this study shows monthly income 

which was low and present (56.10%) from their study. 

               High percent of the sample live in the urban area which was of 

(70%). Saleem, et al., (2013) show in their study that (75.1%) lived in urban 

area. The researcher believes that the high percent are urban person so the 

nearest to medical center was easy to follow up. 

               Present study shows that (28%) of them were free-business men and 

(30%) of them were housewives. Pan , et al., (2017) involve in their study 

440 Chinese hypertensive stroke patients which was conducted in a tertiary 

hospital in Xi‘an, China to assess the knowledge of hypertension and 

investigate risk factors associated with medication of adherence , showed that 

(66.36%) of patients were retired. 

5.2. Discussion of Health Behaviors of the Study Sample (table 

4-2) 

              According to the physical activity, the results revealed that (86%) 

can't do exercise, Serhal, et al., (2018) conducted a study that including 405 

patients, was performed in outpatient cardiology clinics of three hospitals in 

Beirut, it showed that (71.1%) of patients do not have any physical activity.  



 

                Although the smoking is unhealthy behavior and contribute to high 

blood pressure, there were 18% from the study sample are still smoking. 

Serhal, et al., (2018) stated in their study that the lowest percentage stopped 

smoke and represents (19.3%) and (31.6%) are still smoking. 

              The results of the present study revealed that all of the hypertensive 

patients (100%) are not alcoholic, Pirasath, Kumanan , and Guruparan., 

(2017) made a study which had been carried out the Teaching Hospital Jaffna 

northern Sri Lanka to assess the patient‘s knowledge and awareness about 

hypertension and adherence to antihypertensive medication , they presented 

that (78.5%) of their sample were nondrinkers. 

               Other patients' behavior in the present study indicates that their food 

contains a small amount of salt which is of 66%. Serhal, et al., (2018) stated 

in their study that (63.4) have low sodium diet. 

  5.3. Discussion of the Medical History of Hypertensive Patients 

of Study Sample (Table 4-3)    

               In the present study, the researcher included all the sample which 

was diagnosed medically as hypertensive patient high percent of them (46%) 

was diagnosed from (1-5) years, Boratas and Kilic, (2018) stated in their 

study that they founded that (38.1%) of them was diagnosed from (2-6) years 

ago. 

               High percent of participants in the present study have hypertension 

associated with heart diseases which of (40%). Zhang, et al., (2018) stated in 

their study which was conducted on 1,916 community-managed patients with 

hypertension in a survey on China hypertensive patients, they founded that 

(53%) of participants have heart diseases (53.1%). 



 

               The family history is main medical history on 72% of patients who 

participated in the present study. Choi, et al., (2017) found in their study 

which was conducted on 1,523 Korean patients with hypertension to 

determine demographic and clinical factors associated with adherence to 

antihypertensive medication that (59.7%) of the participants in their study had 

family history of hypertension. 

              One of the main complications of hypertension on patient result from 

not making follow up, the present study explores that (66%) of them not 

follow up. Boratas and Kilic, (2018) made a study on 147 hypertensive 

patients who were admitted to Akdogan Health Center to evaluate medication 

adherence in hypertensive patients and to identify the influential factors that 

affected their follow-up, they presented that (70.7%) of them was visiting the 

center once monthly. 

              The alternative practices methods are used to reduce the high blood 

pressure in the present study were (38%) of them used Lemonade to reduce 

high blood pressure, while (42%) did not use anything. Bhandari, et al., 

(2015) explained in their study that they included 975 hypertensive patients in 

the Eastern Region of Nepal to evaluate the level of adherence towards 

prescribed antihypertensive treatment and to identify the factors of non-

adherence that (25.9%) uses alternative methods to reduce high blood 

pressure. 

               Highest reading for blood pressure in the present study sample 

reached to 140/180 mm/Hg as a systolic and 100/120 mm/Hg as a diastolic 

pressure. Polańska, et al., (2016) made a study to evaluate medication of 

adherence among elderly hypertensive patients and to assess whether other 

factors influence adherence in this group of patients they founded that 

(53.4%) of them had Grade I hypertension according to the classification of 

blood pressure level (systolic blood pressure range between 140-159 mm/hg 



 

and diastolic blood pressure range between 90-99 mm/hg) according to 

European Society of Cardiology.  

               High percent (38%) of study sample used capotin as a treatment for 

hypertension. Polańska, et al., (2016) stated that (44.6) used angiotensin-

converting enzyme inhibitors (capotien) to treat hypertension. The researcher 

believes that the patients used capotien because it is more effective to reduce 

blood pressure, less side effect, it is founded in the pharmacies and in suitable 

cost.  

               The measuring of Body mass index for participants in present study 

was of normal weight (18.5-24.9) which represents (42%). Pirasath, et al., 

(2017) stated a   comparative study which was carried out at Teaching 

Hospital Jaffna, to assess the patient‘s knowledge and awareness about 

hypertension and adherence to antihypertensive medication among 

hypertensive patients in a tertiary care center of northern Sri Lanka that the 

body mass index of their patients who participated in their study were (64%) 

of them overweight. 

5.4. Discussion of the Patients' Adherence for Medication of 

Hypertension at Pre and Post-test (Tables 4-4, 4-6) (Figure 4-1) 

              The findings of the present study revealed that the patients' 

adherence for medication of hypertension at pre-test which has rate (58.7%) 

of them had no adherence and (41.3%) of them had adherence to medication, 

while the patients' adherence for medication of hypertension was improved at 

post instructional program which 75.3% of them was compliance for 

medication uses, and the patients who had no compliance was reduced to 

24.7%.The researcher believes that the patients' compliance as a result of 

improving their knowledge toward the risk of not having adherence for 

medication after exploring them on instructional program. Teshome, et 

al.,(2017) made a cross-sectional study which was conducted on 346 



 

participants  to assess the adherence to antihypertensive medications at Debre 

Tabor General Hospital, northwest Ethiopia, they concluded that (75.1%) of 

the participants were found to be adherent to their medication therapy. 

5.5. Discussion of the Patients' Knowledge toward the 

Importance of Adherence for medication of Hypertension at Pre 

and post-test (Tables 4-5.4-7) (Figure 4-2) 

              The results of the present study revealed that the  patient's knowledge 

toward importance of adherence for medication of hypertension at pre-test 

was of moderate level for total mean which is of (1.1%) and at a post-test 

improved to high level for total mean which of (1.71)    Pirasath, et al., 

(2017) conducted  comparative study which was carried out in Teaching 

Hospital Jaffna, to assess the patient‘s knowledge and awareness about 

hypertension and adherence to antihypertensive medication among 

hypertensive patients northern Sri Lanka that 69.9% of patients from 303 

patients had adequate knowledge about hypertension. The researcher believes 

that the instructional program had good effect on their knowledge and was 

effective.  

 

5.6. Discussion of the Relationship between the Patients' 

Adherence after the Instructional Program and their Age, Level 

of education, Income, and Residency (Table.4-8)  

               The study findings revealed that there was highly significant 

relationship between the patient's adherence after the instructional program 

and their residency, and there was no significant relationship between the 

patient‘s adherence and their level of education, age, and income at p≤ 0.01 

level. The researcher believes that the people living in urban area are more 



 

informal and more communicable with media. Saleem, et al., (2013) 

evaluated 192 control group and 193 interventional group to find out the 

better understanding about hypertension , increase medication adherence to 

antihypertensive therapy among patients who participated in their study, they 

concluded that there was no significant difference observed in either group of 

age, gender, income, locality, education, occupation or duration of disease  .  

5.7. Discussion of the Relationship between Patients' Adherence and 

Duration of Hypertension, Other Disease, Family History, Follow up, and 

Type of their Drug (Table, 4-9) 

               The findings of the present study showed that there was no 

significant relationship between the patient's adherence and duration of 

hypertension, other disease, family history, follow up, and type of their drug 

at p≤0.01 level, while there was significant relationship between the duration 

of hypertension and other disease at p≤0.01 level. Demisew, Mahmud, and 

kechalew , (2018) stated  in a cross-sectional study which was conducted in 

Debre Berhan Referral Hospital, Ethiopia on 271 hypertensive  patients to 

assess the level of adherence to antihypertensive treatment and associated 

factors among hypertensive patient, they concluded that there was strong 

significance between adherence to medication and duration of hypertension 

,follow up , family history, and other disease. While Guiradoa, et al., (2010) 

conducted a study in Barcelona, Spain on 996 hypertensive patients to 

evaluate the efficacy of the educational program for the patients with 

hypertension, they concluded that the educational intervention had no 

significant impact on the patients‘ adherence to the medication. 

5.8. Discussion of the Relationship between The effectiveness of 

the instructional Program and Patients' Level of Education, 



 

Residency, Duration of Hypertension, Family History, and 

Follow up (Table 4-10) 

               The results of the study indicate that there was highly significant 

relationship between the effectiveness of instruction program and patients' 

level of education, and there was no significant relationship between the 

effectiveness of the instructional program and their patient‘s residency, 

duration of hypertension, family history, and follow up at p≤ 0.01 level. 

Saleem, et al., (2013) presented in their study that there was a significant 

increase in the participants‘ levels of knowledge about hypertension and 

medication adherence among the interventional group after completing the 

intervention.  

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

Chapter Six 

Conclusions and 

Recommendations 

 

 

 

 

 

 

 



 

Chapter Six 

Conclusions and Recommendations 

                According to the results of the present study, the conclusions and 

recommendations are written as the following: 

6.1. Conclusions  

6.1.1. The instructional program has positive effect on patients' adherence 

through their improvement of their compliance between pre and post 

instructional program. 

6.1.2. There were significant effectiveness of instructional program on 

patients' knowledge comparing between pre and post-test. 

6.1.3. Patients in the study demonstrated significant changes in their 

adherence for medication scores when the pre and the post adherence score , 

adherence was changed from non- adherence level at the percentage (58.7%) 

in pre-test to high level of adherence (75.3%) in the post-test 

6.1.4. There were highly significant relationships between patient's 

adherence after the instructional program and their residency and there was no 

significant relationship between patients' adherence and their level of 

education, age, and income at p≤ 0.01 level. 

6.1.5. There was no significant relationship between the patients' adherence 

and duration of hypertension, other disease, family history, follow up, and 

type of their drug at p≤0.01 level, while there was significant relationship 

between duration of hypertension and other disease at p≤0.01 level. 

6.1.6. There were highly significant relationships between the effectiveness 

of the instructional program and the patients' level of education, and there was 



 

no significant relationship between effectiveness of the instructional program 

and their patients' residency, duration of hypertension, family history, and 

follow up at p≤ 0.01 level. 

6.2. Recommendations 

At the end of the present study, the researcher recommends the following: 

6.2.1. Health care providers should reinforce their activities to help to 

improve patients‘ knowledge level, through focusing on identifying risk 

factors to hypertension, regular medication intake, good nutrition, 

physical activity, and changing and informing lifestyles of patients with 

hypertension. 

6.2.2. Conducting farther studies on large sample, and importance of 

follow up regarding improvement of knowledge and medication 

adherence of hypertensive patients in order to increase the knowledge and 

medication of adherence among patients over the years. 

6.2.3. Establishing specific department in each treating center of 

hypertension to provide the patients with the information about the 

importance of compliance and follow up when patients need to change 

their drugs. 

6.2.4. Increasing means of media to improve the community member 

knowledge about the risk factors of hypertension in increasing the 

awareness among people to reduce the incidence of hypertension. 
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Appendix (E) 

 نزمٛٛى اززٛبخبد يشظٗ فشغ ظغػ انذو نهجشَبيح الاسشبد٘اعزًبسح 

 ٙ / اخٙ انًشٚطزاخ

الاعزًبسح انسبنٛخ ْٙ  نذساعخ  غبنت انًبخغزٛش )ازًذ ثبيش عؼٕد ( ٔانًزؼهمخ ) ثفبػهٛخ         

 (ظغػ انذو ثفشغ  انًشٚط انًصبةانزضاو ٔ ثًؼبسف انجشَبيح الاسشبد٘ انًزؼهك

 اسخٕا انزفعم ثًهئ انسمٕل ادَبِ .... يغ خضٚم انشكش.

 

 اُغٌ٘ .1

 اٗض٠     مًو                         

  

 ....................اُؼٔو:  -2

 .................اُزؼ٢ٔ٤ِ َٔزٟٞاُ -3

 اُزلف٤ٖ؟-4

 

 رٞهلذ ػٖ اُزلف٤ٖ                 لا اكفٖ اثلا      لاىُذ اكفٖ             

 

َٛ ٣ؾز١ٞ ؽؼبٓي ػ٠ِ َٗجٚ ه٤ِِٚ ٖٓ أُِؼ-5  

 

 لا                       ٗؼْ   

 

 ٝاٗذ ٓشقض ؽج٤ب ثبهرلبع ػـؾ اُلّ؟ٓ٘ن ٓز٠ -6

 

 ٗٞع اُؼلاط أَُزقلّ.................-7

 

 

 

 



 

ٔانجذائم  ٔاْى انؼلاخبد ٔاعزخذايٓب ٔغشق الاػطبءظغػ انذو  اسرفبع زٕل ًشظٗانيؼبسف 

 انًغبػذح فٙ خفط ظغػ انذو

 

ؿ٤و 

  ٓزأًل

 د رؼوف إ اػوف لااػوف

 1 اُغٜبى اُٜؼ٢ٔ  ػـؾ اُلّ ٍجت هئ٢َ٤ لآواع اهرلبع    

 2  ػـؾ اُلّ الاٍب٢ٍ ٣زطٞه ٓغ ٓوٝه اُيٖٓ   

 3 ػـؾ اُلّ اهرلبعك٢ اُغَْ رإك١ ا٠ُ  أُِؼاهرلبع َٗجٚ    

 4  ىئجن ٣ؼزجو ؽج٤ؼ٢\ِْٓ 90\130ٖٓ  اًضو اُلّ ػـؾ   

 5                    اُلّ ػـؾ ُقلغ ٣َزقلّ الار٤ٍُ٘ٞٞ ػلاط   

ُٔوع  ـ٤٤ووبثِٚ ُِزاُاُؼٔو ٝٓوع كاء اٌَُو١ ٖٓ ػٞآَ اُقطٞهح ؿ٤و    

 كوؽ ػـؾ اُلّ

6 

رو٤َِ اُٞىٕ ٝر٘ظ٤ْ ٝعجبد اُطؼبّ ٝٓٔبهٍخ اُ٘شبؽ اُو٣بػ٢ ٝرو٤َِ اُزلف٤ٖ    

 ُٔوع كوؽ ػـؾ اُلّ ـ٤٤وٝشوة اٌُؾٍٞ ٖٓ ػٞآَ اُقطٞهح اُوبثِٚ ُِز

7 

 

 8 اُلّ الا٠ُٝلوؽ ػـؾ لا٣ٞعل ٍجت ٝاػؼ ُلاطبثخ ث   

 9 اُلشَ ا١ٌُِٞ اٝ فَِ ك٢ اُشو٣بٕ الاثٜو ٖٓ اٍجبة اهرلبع ػـؾ اُلّ اُضب١ٞٗ   

 10 اٌُبثٞر٤ٖ ٣ؼط٠ هجَ ٍبػٚ اٝ ٍبػز٤ٖ ثؼل اُطؼبّ ٤ُٔزض اُؼلاط ثأًِٔٚ   

 

 انزضاو انًشٚط ثبنؼلاجيمٛبط 

 لا ٗؼْ الاٍئِخ د

   َٓبكو(ؼَٔ شبم اٝ ثٓشـٍٞ) لاٗي٤َٗذ إ ربفن ػلاعي  1

   ُٞعخ ؿلاء اٝ ػشبء كػٞري ٤َٗذ إ ربفن ػلاعي ػ٘ل 2

   ٤َٗذ إ ربفن ػلاعي 3

   ربفود ك٢  شواء اُؼلاط ػ٘لٓب ٣َز٘لن ُل٣ي 4

رزٞهق ػٖ افن ػلاعي اما ُْ ٣َٔؼ ُي ثز٘بٍٝ اُطؼبّ اُن١ رؾجٚ ثَجت اُزلافَ أُؾزَٔ  5

 ث٤ٖ اُؼلاط ٝاُطؼبّ

  

ثلٕٝ اٍزشبهح اُطج٤ت اما ًبٕ اهبهثي ُل٣ْٜ ٗلٌ اُٞطلخ ُؼلاعي رزٞهق ػٖ افن اُؼلاط  6

 ٣َٝزقلٓٚ ُلزوح ؽ٣ِٞٚ ٍٝجت ُٚ ثؼغ الاػواع اُغبٗج٤خ

  

  رزٞهق ػٖ افن اُؼلاط ثلٕٝ اٍزشبهح اُطج٤ت اما اظٜود اُلؾٞطبد أُقزجو٣ٚ رؾَٖ  7



 

 ُل٣ي اص٘بء كزوح اُؼلاط

اما شؼود ثبٗي ُْ رزؾَٖ اص٘بء كزوح رزٞهق ػٖ افن اُؼلاط ثلٕٝ اٍزشبهح اُطج٤ت  8

 اُؼلاط

  

   رزٞهق ػٖ افن اُؼلاط ثلٕٝ اٍزشبهح اُطج٤ت اما شؼود ثبٗي رؾَ٘ذ اص٘بء كزوح اُؼلاط 9

رزٞهق ػٖ افن ثؼغ اُؼلاعبد ثلٕٝ اٍزشبهح ؽج٤ت اما شؼود اٗي رَزقلّ ٤ًٔبد  10

 ًج٤وح ٖٓ اُؼلاعبد ٤ٓٞ٣ب

  

   اطبثي أَُِ ٓ٘ٚ رزٞهق ػٖ ػلاعي أَُزٔو اما 11

   رزٞهق ػٖ افن اُؼلاط ك٢ ؽبُخ ظٜود ػ٤ِي الاػواع اُغبٗج٤خ 12

   رزٞهق ػٖ افن اُؼلاط اما ًبٕ رب٤ٓ٘ي أُبك١ لا٣ٌل٢ ُزـط٤خ اُؼلاط 13

   رزٞهق ػٖ شواء ػلاعي اما اؽََذ اٗٚ ٌِٓق ٓبك٣ب 14

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Appendix (F) 

 اعزًبسح الاعزجٛبٌ

 / اخٙ انًشٚطٙ زاخ

الاعزًبسح انسبنٛخ ْٙ  نذساعخ  غبنت انًبخغزٛش )ازًذ ثبيش عؼٕد ( ٔانًزؼهمخ ) ثفبػهٛخ         

 (ظغػ انذو ثفشغ  انًشٚط انًصبةانزضاو ٔ ثًؼبسف انجشَبيح الاسشبد٘ انًزؼهك

 اسخٕا انزفعم ثًهئ انسمٕل ادَبِ .... يغ خضٚم انشكش.

 

 ظغػ انذو فشغ غشافٛخ نًشظٗانًسٕس الأل:انًؼهٕيبد انذًٕٚ

 

 اندُظ-1

 اٗض٠     مًو                         

  

 -----------: انؼًش -2

              عُخ 27 -18       -1

 عُخ 37 - 28      -2 

 عُخ 47 -38      -3 

 فًب فٕق  48     -4 

 :انزؼهًٛٙ ًغزٕٖان -3

 لا٣وواء ٝلا٣ٌزت    

             اثزلائ٤خ                                     ٣ووأ ٣ٌٝزت 

 صب٣ٞٗخ                                 ٓؼٜل                          

 كهاٍبد ػ٤ِب                                ٤ًِخ       

 انسبنخ الاخزًبػٛخ:-4

 

 ٓ٘لظَ                   اػية                 ٓطِن       

 ٓزيٝط                اهَٓ       

           

       



 

 انذخم انشٓش٘: -5

 

     ٣ٌل٢ ٗٞػب ٓب                          ٣ٌل٢       

  لا٣ٌل٢       

 

 :انجٛئخ-6

 

 ؽؼو                   اؽواف أُل٣٘خ                ه٣ق      

  

 انًُٓخ: -7

 

 ٓٞظق ؽ٢ٌٓٞ                           اػٔبٍ ؽوح                ٓزوبػل               هثخ ث٤ذ     

 

 ؽبُت                         لا٣ؼَٔ        

 

 انًسٕس انثبَٙ:يسٕس خبص ثغهٕكٛبد انًشٚط

 

 انشٚبظٛخ: يًبسعخ انُشبغبد-1

                    كه٤وخ ثب٤ُّٞ اٝ اًضو 30آبهً اُزٔبه٣ٖ اُو٣بػ٤خ ُٔلح 

 كه٤وخ ثب٤ُّٞ 30آبهً ثؼغ اُزٔبه٣ٖ اُو٣بػ٤خ لأهَ ٖٓ 

 آبهً ا١ ٖٓ اُزٔبه٣ٖ اُو٣بػ٤خلا

 :انزذخٍٛ-2

 

 رٞهلذ ػٖ اُزلف٤ٖ                 لا اكفٖ اثلا      لاىُذ اكفٖ             

 

 : ْم رششة انكسٕل-3

 

 لا                    ٗؼْ   

 

      



 

َٛ ٣ؾز١ٞ ؽؼبٓي ػ٠ِ َٗجٚ ه٤ِِٚ ٖٓ أُِؼ-4  

 

 لا                       ٗؼْ   

 

 ا٤ُّٞ\ُزو 3َٛ رشوة أُبء ث٤ٌٔخ ًبك٤خ لاروَ ػٖ -5

 

 لا                ٗؼْ                     

     

 انًسٕس انثبنث: انزبسٚخ انطجٙ نهًشٚط:

 

 ٓ٘ن ٓز٠ ٝاٗذ ٓشقض ؽج٤ب ثبهرلبع ػـؾ اُلّ؟-1

 

 الاطبثخ ثبهرلبع ػـؾ اُلّ ٓزيآ٘ٚ ٓغ ٓوع:-2

 

 اٌَُو              آواع اُوِت              اُـلح اُلهه٤خ                    ؿ٤وٛب

 

 اُؼبئِخ ٓظبة ثلوؽ ػـؾ اُلّ:٣ٞعل شقض ك٢ -3

 

 ٗؼْ                  لا 

 

 :ثقظٞص اهرلبع ػـؾ اُلّ ػلك ٓواد ٓواعؼزي ُِطج٤ت-4

 

 لارٞعل ٓواعؼخ َٓزٔوح                                            ٓوح ٝاؽلٙ ًَ ٍذ اشٜو

 ٓوح ٝاؽلح ك٢ اُشٜو        ٓوح ٝاؽلٙ ًَ صلاس اشٜو                                      

 ٓوٙ ٝاؽلح اٝ اًضو ًَ اٍجٞػ٤ٖ

 

 روّٞ ثزـ٤٤و اُؼلاط ث٘لَي اّ ثبٍزشبهح ؽج٤ت؟ -5

 

 ٓب٢ٛ الآٞه الاػبك٤خ اُز٢ رَزؼِٜٔب ُزو٤َِ كوؽ ػـؾ اُلّ؟-6



 

 

 ٓ٘ن ٓز٠ ربفن اُؼلاط؟-7

 

 َٛ اُؼلاط  ٣قلغ  َٗجخ اُؼـؾ اُل١ٞٓ ؟   ٗؼْ         لا  -8

 

 ىئجن\اػ٠ِ َٓزٟٞ ٣ظَ ا٤ُٚ ػـطي؟______ِْٓٓبٛٞ -9

 

 ٗٞع اُؼلاط أَُزقلّ-10

  

 َٛ ربفن اُؼلاط ثظٞهح ٓ٘زظٔخ        ٗؼْ            لا-11

 

 ............. BMI  ه٤بً ًزِخ اُغَْ-12

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 ٔغشق الاػطبءٔاْى انؼلاخبد ٔاعزخذايٓب ظغػ انذو  اسرفبع زٕل ًشظٗان: يؼبسف انشاثغانًسٕس 

 ٔانجذائم انًغبػذح فٙ خفط ظغػ انذو

ؿ٤و 

  ٓزأًل

 د رؼوف إ اػوف لااػوف

 1 اُغٜبى اُٜؼ٢ٔ  ػـؾ اُلّ ٍجت هئ٢َ٤ لآواع اهرلبع    

 2  ػـؾ اُلّ الاٍب٢ٍ ٣زطٞه ٓغ ٓوٝه اُيٖٓ   

 3 ػـؾ اُلّ اهرلبعك٢ اُغَْ رإك١ ا٠ُ  أُِؼاهرلبع َٗجٚ     

 4  ىئجن ٣ؼزجو ؽج٤ؼ٢\ِْٓ 90\130ٖٓ  اًضو اُلّ ػـؾ   

 ٓؼوػ٤ٖ ؿ٤و ٣ٌٕٞٗٞ اٌَُو١ ٓوع ٖٓ ٣ؼبٕٗٞ اُن٣ٖ اُجبُـ٤ٖ أُوػ٠   

 اُلّ ػـؾ ثبهرلبع الاطبثخ ُقطو

5 

ُٔوع  ـ٤٤ووبثِٚ ُِزاُاُؼٔو ٝٓوع كاء اٌَُو١ ٖٓ ػٞآَ اُقطٞهح ؿ٤و     

 كوؽ ػـؾ اُلّ

6 

رو٤َِ اُٞىٕ ٝر٘ظ٤ْ ٝعجبد اُطؼبّ ٝٓٔبهٍخ اُ٘شبؽ اُو٣بػ٢ ٝرو٤َِ اُزلف٤ٖ     

 ُٔوع كوؽ ػـؾ اُلّ ـ٤٤وٝشوة اٌُؾٍٞ ٖٓ ػٞآَ اُقطٞهح اُوبثِٚ ُِز

7 

 

 8 لوؽ ػـؾ اُلّ الا٠ُٝلا٣ٞعل ٍجت ٝاػؼ ُلاطبثخ ث   

 9 اُلشَ ا١ٌُِٞ اٝ فَِ ك٢ اُشو٣بٕ الاثٜو ٖٓ اٍجبة اهرلبع ػـؾ اُلّ اُضب١ٞٗ    

 10 ٖٓ ػلآبد كوؽ ػـؾ اُلّ ٢ٛ اُظلاع ٝاُلٝفٚ ٝاُـض٤بٕ ٝاؽٔواه اُٞعٚ   

رؾ٤َِ َٗجٚ ا٤ٌَُُٞزوٍٝ ٝرؾ٤َِ الاكهاه ٝاُلّ ٝرقط٤ؾ اُوِت ػوٝه٣خ     

 ُزشق٤ض ٓوع كوؽ ػـؾ اُلّ

11 

فلاد اُؼلاع٤ٚ ُٔوع كوؽ ػـؾ اٗٞع ٖٓ اُزل لا٣ؼزجو اٗٔبؽ اُؾ٤بح رـ٤٤و   

 اُلّ

12 

 13 اُضّٞ ٣ٌٖٔ  إٔ ٣زِق اٌُجل ٣َٝجت اُ٘ي٣ق ك٢ ثؼغ ٓوػ٠ كوؽ ػـؾ اُلّ    

اُزٔبه٣ٖ اُو٣بػ٤ٚ  ٝرو٤٘بد الاٍزوفبء ٝاىاُخ اُزؼت رِؼت كٝه ْٜٓ ك٢ رو٤َِ     

 ّكوؽ ػـؾ اُل

14 

أُظبة ثلوؽ ػـؾ اُلّ ثزـ٤٤و اُ٘ظبّ اُـنائ٤ٚ ٤ُظجؼ ِٔو٣غ ٣غٞى ُ لا   

 اكؼَ

15 

 ٝأُِؼخ اُلٕٛٞ جَٗ إ ٣وَِأُو٣غ أُظبة ثلوؽ ػـؾ اُلّ ػ٠ِ    

 ٝاُؾ٣ِٞبد ٝأُشوٝثبد اٌَُو٣خ ٝاُِؾّٞ اُؾٔواء

16 

 17 ػـؾ اُلّ اهرلبع ْٜٓ ُؼلاط٣ؼزجو الإعٜبك ػبَٓ     



 

اُز٘لٌ ٝالاٍزوفبء ٝاُزأَٓ ٖٓ اٍُٞبئَ ٣ؼزجو اُزلافَ ا٢ًَُِٞ ٝرو٤٘بد    

 أُٜٔٚ ُزو٤َِ اُزؼت اٝ الاعٜبك

18 

 ُؼلاط اُؤؼ ٗقبُخ ٓضَ اُطج٤ؼ٤ٚ ٝالا٤ُبف 3 الا٤ٓٝغب ًٝجَٞلاد  اُضّٞ اٍزقلّ   

  اُلّ ػـؾ اهرلبع ٜٝٓ٘ب  اُظؾ٤خ أُشبًَ ٖٓ ًض٤و

19 

 20 ك٢ رقل٤ق اُؾَٔ ػ٠ِ اُوِت ٝر٤ٍٞغ الاٝػ٤خ اُل٣ٞٓخ ػلاط الار٣ٍُٞٞ٘٤َبْٛ    

 21                    اُلّ ػـؾ ُقلغ ٣َزقلّ الار٤ٍُ٘ٞٞ ػلاط   

 22 ٣ؼط٠ ػلاط الار٤ٍُ٘ٞٞ ػٖ ؽو٣ن اُٞه٣ل كوؾ   

 23 اٌُبثٞر٤ٖ ٣ؼط٠ هجَ ٍبػٚ اٝ ٍبػز٤ٖ ثؼل اُطؼبّ ٤ُٔزض اُؼلاط ثأًِٔٚ    

 24 طلاع ، ٍؼبٍ ، أهم ، كٝفخ ، رؼت ثظٞهح َٓزٔوح اٌُبثٞر٤ٖ ٣َجت   

 25 الآِٞكث٤ٖ ٣َزقلّ ُؼلاط ٛجٞؽ اُؼـؾ ٝكاء اٌَُو١   

ح ٓزٌوهح ٤ُِي٣٘ٞثو٣َ ٢ٛ اُظلاع ، ٝاُلٝفخ ، اٗقلبع هالاصبه اُغبٗج٤ٚ ثظٞ   

 ػـؾ اُلّ اُٞػؼ٢

26 

ٍ٘ٞاد كٔب كٞم  6اُجبُـ٤ٖ ٝالاؽلبٍ  لُؼلاط اُؼـؾ ػ٘ ّ ٤ُي٣٘ٞثو٣َ ٣َزقلا   

 ب ػلاط ػؼق اُجط٤ٖ الا٣َو ثؼل اؽزشبء ػؼِخ اُوِتؼٝا٣

27 

 28 ٖٓ ٓٞاٗغ اٍزقلاّ ُٞىهربٕ ٢ٛ كوؽ اُؾَبٍٚ ُِٞىهربٕ   

 29 .ِٓؾ ٓوح ٝاؽلح ٤ٓٞ٣ب 32ُِجبُـ٤ٖ ك٢ اُجلا٣خ  ٣ؼط٠  ًبٗل٣َبهربٕ   

ُزِق لاػؼبء اُوئ٤َ٤خ ٓضَ ا٠ٌُِ أُوػ٠ اُن٣ٖ ٣ِزيٕٓٞ ثبُؼلاط ٓؼوػ٤ٖ    

 اُوِت اٝ

30 

 

انزضاو انًشٚط ثبنؼلاجيمٛبط :انخبيظانًسٕس   

 لا ٗؼْ الاٍئِخ د

   ؼَٔ شبم اٝ َٓبكو(ثٓشـٍٞ) لاٗي٤َٗذ إ ربفن ػلاعي  1

   ُٞعخ ؿلاء اٝ ػشبء كػٞري ٤َٗذ إ ربفن ػلاعي ػ٘ل 2

   ٤َٗذ إ ربفن ػلاعي 3

   اُؼلاط ػ٘لٓب ٣َز٘لن ُل٣يربفود ك٢  شواء  4

رزٞهق ػٖ افن ػلاعي اما ُْ ٣َٔؼ ُي ثز٘بٍٝ اُطؼبّ اُن١ رؾجٚ ثَجت اُزلافَ أُؾزَٔ  5

 ث٤ٖ اُؼلاط ٝاُطؼبّ

  

  رزٞهق ػٖ افن اُؼلاط ثلٕٝ اٍزشبهح اُطج٤ت اما ًبٕ اهبهثي ُل٣ْٜ ٗلٌ اُٞطلخ ُؼلاعي  6



 

 اُغبٗج٤خ٣َٝزقلٓٚ ُلزوح ؽ٣ِٞٚ ٍٝجت ُٚ ثؼغ الاػواع 

رزٞهق ػٖ افن اُؼلاط ثلٕٝ اٍزشبهح اُطج٤ت اما اظٜود اُلؾٞطبد أُقزجو٣ٚ رؾَٖ  7

 ُل٣ي اص٘بء كزوح اُؼلاط

  

رزٞهق ػٖ افن اُؼلاط ثلٕٝ اٍزشبهح اُطج٤ت اما شؼود ثبٗي ُْ رزؾَٖ اص٘بء كزوح  8

 اُؼلاط

  

   رؾَ٘ذ اص٘بء كزوح اُؼلاطرزٞهق ػٖ افن اُؼلاط ثلٕٝ اٍزشبهح اُطج٤ت اما شؼود ثبٗي  9

رزٞهق ػٖ افن ثؼغ اُؼلاعبد ثلٕٝ اٍزشبهح ؽج٤ت اما شؼود اٗي رَزقلّ ٤ًٔبد  10

 ًج٤وح ٖٓ اُؼلاعبد ٤ٓٞ٣ب

  

   رزٞهق ػٖ ػلاعي أَُزٔو اما اطبثي أَُِ ٓ٘ٚ 11

   رزٞهق ػٖ افن اُؼلاط ك٢ ؽبُخ ظٜود ػ٤ِي الاػواع اُغبٗج٤خ 12

   اُؼلاط اما ًبٕ رب٤ٓ٘ي أُبك١ لا٣ٌل٢ ُزـط٤خ اُؼلاطرزٞهق ػٖ افن  13

   رزٞهق ػٖ شواء ػلاعي اما اؽََذ اٗٚ ٌِٓق ٓبك٣ب 14

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 )Appendix (G 

 ثبنؼلاج الانزضاو يشظٗ ظغػ انذو زٕل انجشَبيح الاسشبد٘ انًزؼهك ثًؼبسف

 انًسبظشح الأنٗ

 انًزؼهمخ ثغٕايم انخطٕسحيؼبسف انًشظٗ  ػُٕاٌ انًسبظشح:

 طجبؽب 10 -9: ٖٓ اَُبػٚ ٔلذ انًسبظشح

 :هبػٚ ك٢ ٓوًي اُواى١يكبٌ انًسبظشح

 ٓوػ٠ كوؽ ػـؾ اُلّانفئخ انًغزٓذفخ: 

 :انٕعبئم انًغزخذيخ

 ٓؾبػوح ثبٝهث٣ٞ٘ذ ٝعٜبى ػوع اُج٤بٗبد-1

 ثٍٞزواد-2

 ٍجٞهح+ اهلاّ-3

 

 يبْٕ ظغػ انذو انًفشغ

ىئجن ُِؼـؾ /120ِْٓػٖ ٓؼللارٚ اُطج٤ؼ٤خ ٝاُز٢ رجِؾ  اهرلبع ػـؾ اُلّ: ٛٞ ظغػ انذو انًفشغ

ٝٛٞ اؽل اُؼٞآَ اُقطوح لأٓواع اُوِت ٝالأٝػ٤خ  ىئجن ُِؼـؾ الاٗجَبؽ٢/ِْٓ 80الاٗوجبػ٢ ٝ 

 .(Ignatavicius, et.al, 2016)خ اُل٣ٞٓ

 

 إَاع اسرفبع ظغػ انذو)يٍ زٛث انغجت(:

 اسرفبع ظغػ انذو الاعبعٙ:-1

ثبَُ٘جٚ ُـبُج٤خ اُجبُـ٤ٖ أُظبث٤ٖ ثٚ, كلا رٞعل اٍجبة ٝاػؾخ ٝٓؾلكح ُلاطبثخ ثبهرلبع ػـؾ اُلّ, 

 ٝؿبُجب ٓب ٣زطٞه أُوع ٓغ ٓوٝه اُيٖٓ.

 اسرفبع ظغػ انذو انثبَٕ٘:-2

٣ؾلس ٗز٤غخ الاطبثخ ثؾبُخ ٓوػ٤خ افوٟ, ٝؿبُجب ٓب ٣ظٜو كغأح, ٣َٝجت اهرلبع ػـؾ اُلّ ثَٔز٣ٞبد 

 اُلّ الاٍب٢ٍ, ٝهل رزَجت ثؼغ الاك٣ٝخ ك٢ الاطبثٚ ثٜنا اُ٘ٞع ٖٓ كوؽ ػـؾ اُلّ اػ٠ِ ٖٓ ػـؾ

(Ignatavicius, et al., 2016). 

 

 ب:عٔيٍ اثشص يغججبرّ اٚ

 الاطبثخ ثٔوع اٗوطبع اُز٘لٌ أُلبعئ اص٘بء اُّ٘ٞ-1

 آواع ا٠ٌُِ -2



 

 اٝهاّ اُـلح اٌُظو٣خ-3

 ٓ٘ن اُٞلاكح أُؼبٗبح ٖٓ ػ٤ت فِو٢ ك٢ الاٝػ٤خ اُل٣ٞٓٚ-4

ر٘بٍٝ ثؼغ الاك٣ٝخ ٓضَ: ؽجٞة ٓ٘غ اُؾَٔ ٝاك٣ٝخ اُجوك ٝٓي٣لاد الاؽزوبٕ ٌَٝٓ٘بد الاُْ -5

 ُٝجؼغ الاك٣ٝٚ أُقلهٙ ٓضَ : اًٌُٞب٤٣ٖ ٝالآل٤زب٤ٓ٘بد

 ر٘بٍٝ اُقٔٞه-6

 اٝهاّ اُلٓبؽ -7

 اُزٜبثبد اُلٓبؽ-8

 (اُؾَٔ كزوح فلاٍ اُلّ ػـؾ اهرلبع) اُؾَٔ -9

 الأثٜو اُشو٣بٕ رؼ٤ن -10

(Ignatavicius, et al., 2016). 

 

 إَاع انعغػ انذيٕ٘ يٍ زٛث انمٛبعبد:

 ؽَت ه٤بٍبد ٝٓإشواد اُؼـؾ اُل١ٞٓ,كٜٞ ٣٘وَْ ا٠ُ اهثؼخ اٗٞاع:

 ىئجن/120/80ِْٓػـؾ اُلّ اُطج٤ؼ٢:اهَ ٖٓ -1

ا٠ُ 120(٣زواٝػ ك٤ٚ اُؼـؾ الاٗوجبػ٢ ٖٓ prehypertensionٓوؽِخ ٓبهجَ اهرلبع ػـؾ اُلّ)-2

 89ا٠ُ  80ٖٓ  ,ٝاُؼـؾ الاٗجَبؽ139٢

,ٝاُؼـؾ  ىئجن /140/159ِْٓأُوؽِخ الا٠ُٝ ٖٓ ٓوع اهرلبع اُؼـؾ: ٣جِؾ اُؼـؾ الاٗوجبػ٢ -3

 ىئجن /ِْٓ 90/99الاٗجَبؽ٢ 

ح ,٣ٝجِؾ ػـؾ أُوؽِخ اُضب٤ٗخ ٖٓ اهرلبع اُؼـؾ: ٣ؼب٢ٗ أُو٣غ أُظبة ثٚ ٖٓ ٓؼبػلبد ًض٤و -4

 اٝ اًضو  100اٝ اًضو , ٝػـؾ اُلّ الاٗجَبؽ٢   160اُلّ الاٗوجبػ٢:

(Walker, et.al.,2014). 

 

 ػٕايم انخطش لاسرفبع ظغػ انذو

٣ؼزول إٔ ٓغٔٞػخ ٖٓ اُؼٞآَ اُٞهاص٤خ )ؿ٤و اُوبثِخ ُِزـ٤٤و( ٝاُز٢ لا ٣ٌٖٔ رـ٤٤وٛب ٝاُج٤ئ٤خ ٝاُز٢ 

٢ٛ ػٞآَ فطو َٓإُٝخ ػٖ رطٞه اهرلبع ػـؾ ٣ٌٖٔ رـ٤٤وٛب )اُوبثِخ ُِزـ٤٤و( 

  (Ignatavicius, et. al., 2016).اُلّ

 

 ػٕايم انخطٕسح انغٛش لبثهخ نهزغٛٛش

 ربسٚخ الأعشح يغ اسرفبع ظغػ انذو-1



 

اهرلبع ػـؾ اُلّ ٛٞ أًضو ش٤ٞػب ػ٘ل الأشقبص اُن٣ٖ ُل٣ْٜ ربه٣ـ ػبئ٢ِ لاهرلبع ػـؾ اُلّ، ُنُي 

 ػـؾ اُلّ ثبٗزظبّ ٣غت رشغ٤غ أُٝئي ػ٠ِ كؾض

 

 انؼًش-2

ر٘ؼٌٌ ٗزبئظ ػ٤ِٔخ اُش٤قٞفخ ك٢ اٗزشبه ػـؾ اُلّ ث٤ٖ ًجبه اَُٖ ٝػ٘لٓب ٣ٌجو اُشقض ، رزواًْ  

اُزوٍجبد  اُل٤٘ٛخ ك٢ اُشوا٤٣ٖ ٝرظجؼ الأٝػ٤خ اُل٣ٞٓخ أًضو طلاثخ ٝأهَ ٓوٝٗخ ، ٓٔب ٣غؼَ اُوِت 

ك٢ الأٝػ٤خ ري٣ل ٖٓ ٤ًٔخ اُؼَٔ أُطِٞثخ ٖٓ ٣ؼَٔ ثوٞح ُؼـ رلكن اُلّ ػجو الأٝػ٤خ ٝٛنٙ اُزـ٤واد 

 اُوِت ُِؾلبظ ػ٠ِ رلكن اُلّ ئ٠ُ اُلٝهح اُل٣ٞٓخ ، ٝثبُزب٢ُ ى٣بكح ػـؾ اُلّ

 (Ignatavicius, et al., 2016) 

 داء انغكش٘ -3

أُوػ٠ اُجبُـ٤ٖ اُن٣ٖ ٣ؼبٕٗٞ ٖٓ ٓوع اٌَُو١ ٣ٌٕٞٗٞ ٓؼوػ٤ٖ ُقطو الاطبثخ ثبهرلبع ػـؾ 

اُؼبئ٢ِ. رؼل رـ٤٤واد ٗٔؾ اُؾ٤بح ٝالاُزياّ ثبُؼلاط أٓواً ؽبٍٔبً ُٔ٘غ اُ٘ٞثبد اُوِج٤خ اُلّ ٓغ اُزبه٣ـ 

 ٝاٌَُزبد اُلٓبؿ٤خ ٝاُؼ٠ٔ ٝاُلشَ ا١ٌُِٞ أُورجطٚ ثبَُٔز٣ٞبد أُورلؼٚ ٖٓ اًٌُِٞٞى ٝػـؾ اُلّ

(Ignatavicius, et al., 2016). 

 

 انمبثهّ نهزغٛٛش ٕسحػٕايم انخط

أُظبث٤ٖ ثبهرلبع ػـؾ اُلّ ثزـ٤٤و اُؼل٣ل ٖٓ ا٤ًَُِٞبد ك٢ ٗٔؾ اُؾ٤بح  ٣٘ظؼ اُؼل٣ل ٖٓ أُوػ٠

ُِؾل ٖٓ ٓقبؽو اهرلبع ػـؾ اُلّ ٝؿبُجب ٓب رَزقلّ ٛنٙ ا٤ًَُِٞبد ك٢ ٗٔؾ اُؾ٤بح ٓغ الأك٣ٝخ 

اُقبكؼخ ُِؼـؾ ٤َُِطوح ػ٠ِ اهرلبع ػـؾ اُلّ ٝرؼي٣ي رأص٤واد اُلٝاء ، ٝاُؼل٣ل ٖٓ ٛنٙ ا٤ًَُِٞبد 

:٢ٛ 

 انٕصٌ رخفٛط-1

رقل٤غ اُٞىٕ ٛٞ أؽل أْٛ اُزـ٤٤واد ك٢ ٗٔؾ اُؾ٤بح ُقلغ ػـؾ اُلّ ، لإٔ ٛ٘بى ػلاهخ ػب٤ُخ ث٤ٖ 

ى٣بكح ٝىٕ اُغَْ ٝى٣بكح ػـؾ اُلّ. ٣غت اٍزشبهح ٓولّ اُوػب٣خ اُظؾ٤خ ٝأفظبئ٢ اُزـن٣خ َُٔبػلح 

 .(Ignatavicius, et al., 2016)  أُو٣غ ػ٠ِ ٝػغ فطخ ُزو٤َِ اُٞىٕ

 

 



 

 

(                                                                    (WHO,2013ٙيخطػ اػشف ٔصَك انصس 

 

 :رُظٛى ٔخجبد انطؼبو-2

٣ورجؾ اهرلبع ػـؾ اُلّ ث٘ظبّ ؿنائ٢ ٣ؾز١ٞ ػ٠ِ َٗجخ ػب٤ُخ ٖٓ أُِؼ ٝ أُوػ٠ اُن٣ٖ  :انًهر-أ

٣ٌٖٔ فلغ ػـؾ اُلّ ُل٣ْٜ ػٖ ؽو٣ن روب٣َ اُظٞك٣ّٞ اُـنائ٢ ر٠َٔ ؽَب٤ٍخ أُِؼ ٝ ٛنٙ اُؾَب٤ٍخ 

شبئؼخ ػ٠ِ ٝعٚ اُزؾل٣ل ث٤ٖ ًجبه اَُٖ ٝأُوػ٠ أُظبث٤ٖ ثلاء اٌَُو١ ٝأَُ٘خ. أُوػ٠ اُن٣ٖ 

  ؼبٕٗٞ ٖٓ اهرلبع ػـؾ اُلّ ٣غت إٔ لا ٣ؼبف أُِؼ أص٘بء اُط٢ٜ. ًٔب ٣٘جـ٢ رغ٘ت الاًضبه٣ٚ٘ٓ

(Ignatavicius, et al., 2016). 

 

ثؼغ ٝ ٓ٘زغبد الاُجبٕٝ أُشوٝثبد اُـبى٣خٝ اُشًٞٞلارخٝ اُشب١ٝ اُز٢ رٞعل ك٢)اُوٜٞح :انكبفٍٛٛ-ة

ٛنا ٝالاك٣ٝخ( ٣غت إٔ ٣ٌٕٞ ر٘بٍٝ اٌُبك٤٤ٖ ٓؾلٝكاً لأٗٚ هل ٣ي٣ل ٖٓ طلاثخ أٝ رظِت اُشو٣بٕ الأثٜو. 

 ٣ي٣ل ٖٓ فطو الإطبثخ ثأٓواع اُوِت ٝالأٝػ٤خ اُل٣ٞٓخ لأُٝئي اُن٣ٖ ٣ؼبٕٗٞ ٖٓ اهرلبع ػـؾ اُلّ

 ٍ ئ٠ُ ا٤ٌُٔخ اٌُبك٤خ لأٗٚ ئما٣غت اُزأًل ٖٓ ر٘بٍٝ اُجٞرب٤ٍّٞ ٝأُـ٤َ٤ّ٘ٞ ٝاٌُب٤َ٤ُّٞ ُِٔو٣غ ُِٞطٞ 

اٗقلغ َٓزٟٞ ٛنٙ اُؼ٘بطو ٣ٌٖٔ إٔ ٣ي٣ل أ٣ؼًب ٖٓ فطو الإطبثخ ثأٓواع اُوِت ٝالأٝػ٤خ 

اُل٣ٞٓخ،  كإ الأؽؼٔخ اُـ٤٘خ ثبُجٞرب٤ٍّٞ رشَٔ اُجوروبٍ ٝأُٞى ٝاُجو٢ًِٝ. ٝا٣ظب رْ اُؼضٞه ػ٠ِ 

 ٝاُجنٝه ٝثؼغ اُؾجٞة اٌُبِٓخ.أُـ٤َ٤ّ٘ٞ ك٢ اُقؼوٝاد اُقؼواء ٓضَ اَُجبٗـ ٝأٌَُواد 



 

اُؾ٤ِت ٝاُِجٖ ٝاَُجبٗـ ؿ٤٘خ ثبٌُب٤َُّٞ ، ٖٝٓ أٌُٖٔ افز٤به الأؽؼٔخ اُطبىعخ ثللاً ٖٓ الأؽؼٔخ  

 .(Ignatavicius, et al., 2016)  أُؼِجخ ُي٣بكح ٤ًٔخ ٛنٙ اُؼ٘بطو اُـنائ٤خ

 ششة انكسٕل-3

فطو اهرلبع ػـؾ اُلّ ٣َٝجت ٓوبٝٓخ  إٔ اُشوة أُ٘زظْ ُِٔشوٝثبد اٌُؾ٤ُٞخ ٤ٓٞ٣ب ٣ي٣ل ٖٓ

شوة اٌُؾٍٞ لإٔ ػـؾ اُلّ هل ٣٘وض أٝ  ػٖأُو٣غ  ٣ٔز٘غُِؼلاعبد اُقبكظخ ُِؼـؾ. ُنا ٣غت إٔ 

 .(Ignatavicius, et al., 2016)  ٣ؼٞك ئ٠ُ ؽج٤ؼزٚ ػ٘ل الآز٘بع ػٖ شوة اٌُؾٍٞ

 يًبسعخ انُشبغبد انشٚبظٛخ-4

أُوػ٠ اُن٣ٖ رٌٕٞ ٗشبؽبرْٜ اُو٣بػ٤خ ٓؾلٝكح اٝ ٓؼلٝٓخ ٣ٌٞٗٞ اًضو ػوػٚ َُِٔ٘خ ًٝنُي 

ٓؼوػ٤ٖ لاهرلبع ػـؾ اُلّ ٝاُؼل٣ل ٖٓ أٓواع اُوِت ٝالأٝػ٤خ اُل٣ٞٓخ الأفوٟ ٝ رَبػل اُزٔبه٣ٖ 

َ ٝاُ٘شبؽبد ا٤ٓٞ٤ُخ ػ٠ِ اُٞهب٣خ ٖٓ اهرلبع ػـؾ اُلّ ٝاُزؾٌْ ك٤ٚ ػٖ ؽو٣ن رو٤َِ اُٞىٕ ٝرو٤ِ

اُلٕٛٞ ك٢ اُغَْ ٝرو٤َِ أُوبٝٓخ أُؾ٤ط٤خ. ٣غت ػ٠ِ أُو٣غ اُوبكه ػ٠ِ اُو٤بّ ثبُزٔو٣٘بد 

كه٤وخ  30أُشبهًخ ك٢ اُ٘شبؽ اُجل٢ٗ ثبٗزظبّ ، ٓضَ أُش٢ اَُو٣غ ٝهًٞة اُلهاعبد ٝاَُجبؽخ ، ُٔلح 

 .(Ignatavicius, et al., 2016) ػ٠ِ الأهَ ٤ٓٞ٣بً ك٢ ٓؼظْ أ٣بّ الأٍجٞع 

 

 زذخٍٛان-5

اُزلف٤ٖ ٛٞ أؽل ػٞآَ اُقطٞهح اُوئ٤َ٤خ لأٓواع اُوِت ٝالأٝػ٤خ اُل٣ٞٓخ ٝاهرلبع ػـؾ اُلّ لإٔ 

ٓولّ اُوػب٣خ اُظؾ٤خ إٔ ٣٘ظؼ أُوػ٠ اُن٣ٖ  ُنُي ٣غت ػ٠ِا٤ٌُ٘ٞر٤ٖ ٣ؼ٤ن الأٝػ٤خ اُل٣ٞٓخ ،

  ٣ؼبٕٗٞ ٖٓ اهرلبع ػـؾ اُلّ ُِزٞهق ػٖ اُزلف٤ٖ ُِؾل ٖٓ ٓقبؽو أٓواع اُوِت ٝالأٝػ٤خ اُل٣ٞٓخ

(Ignatavicius, et al., 2016). 

 

 

 



 

 انًسبظشح انثبَٛخ

 يؼبسف انًشظٗ انًزؼهمخ ثأاػشاض فشغ ظغػ انذو :ػُٕاٌ انًسبظشح

 طجبؽب 10 -9اَُبػٚ : ٖٓ ٔلذ انًسبظشح

 :هبػٚ ك٢ ٓوًي اُواى١يكبٌ انًسبظشح

 ٓوػ٠ كوؽ ػـؾ اُلّانفئخ انًغزٓذفخ : 

 انٕعبئم انًغزخذيخ:

 ٓؾبػوح ثبٝهث٣ٞ٘ذ ٝعٜبى ػوع اُج٤بٗبد-1

 ثٍٞزواد-2

 ٍجٞهح+ اهلاّ-3

 اػشاض ٔػلايبد فشغ ظغػ انذو:

 أًضو ٖٓ ه٤ب٤ٍٖ ك٢ أُواعؼٚ اُٞاؽلح. ىئجن /ِْٓ 90 /140. اهرلبع ػـؾ اُلّ أًضو ٖٓ 1

 . اُظلاع.2

 . اؽٔواه اُٞعٚ )اؽٔواه(.3

 . رـ٤٤و ك٢ اُوؤ٣خ أٝ اٌُلاّ.4

 . اُلٝفخ ٝاُؼؼق.5

 . ٍوٞؽ ٓلبعئ أٝ شَِ ٓإهذ ػ٠ِ عبٗت ٝاؽل )شَِ ٗظل٢(6

 .(Walker, et al.,2014) . اُـض٤ب7ٕ

 

 انفسٕصبد انًخزجشٚخ:

٣زْ رشق٤ض أُوع كإ اُطج٤ت ٣ؾزبط ئ٠ُ اُزأًل ٖٓ ػلّ الإطبثخ ثبُ٘ٞع اُضب١ٞٗ أٝ  ػ٘لٓب

 ثبُٔؼبػلبد ك٤غو١ اُلؾٞطبد اُزب٤ُخ:

 كؾض اُجٍٞ ُِزأًل ٖٓ فِٞٙ ٖٓ اُيلاٍ ٝ اُن١ هل ٣ش٤و ئ٠ُ ٝعٞك ٓشٌِخ ك٢ ا٠ٌُِ -1

 أٝ ٍججب لاهرلبع ػـؾ اُلّ كؾض ٝظبئق ا٠ٌُِ ُِزأًل ٖٓ ٍلآزٜب ؽ٤ش إٔ اػزلاُٜب هل ٣ٌٕٞ ٗز٤غخ -2



 

 ٍبػخ ط٤بّ 15كؾض َٓزٟٞ اٌَُو ٝ اُلٕٛٞ ثؼل  -3

شل٣ل ك٢ ػـؾ اُلّ هل ٣ش٤و ئ٠ُ اُ الاهرلبعكؾض َٓزٟٞ اُجٞرب٤ٍّٞ لإٔ اٗقلبع َٓزٞاٙ ٓغ  - 4

 اػزلاٍ اُـلح اٌُظو٣خ

 أشؼخ اُظله ُِزأًل ٖٓ إٔ ؽغْ اُوِت ؽج٤ؼ٢ ٝ إٔ اُشو٣بٕ الأثٜو ؽج٤ؼ٢ - 5

 ؾ اُوِت ُِزأًل ٖٓ ػلّ ٝعٞك ٓب٣ش٤و ئ٠ُ هظٞه اُشوا٤٣ٖ اُزبع٤خ أٝ رؼقْ ػؼِخ اُوِترقط٤ - 6

(Ignatavicius et al., 2016). 

 

 انزذاخلاد انؼلاخٛخ:

ًٍب ُِزؾٌْ ك٢ ػـؾ اُلّ. ئما ُْ ر٘غؼ ٛنٙ اُزـ٤٤واد ، ٣َزقلّ ٓولّ      ٣ؼزجو رـ٤٤و  ٗٔؾ اُؾ٤بح أٍب

اُقبكظخ ُؼـؾ اُلّ. لا ٣ٞعل ػلاط عواؽ٢ لاهرلبع ػـؾ اُلّ اُوػب٣خ اُظؾ٤خ الأٍب٢ٍ الأك٣ٝخ 

الأٍب٢ٍ. ٝٓغ مُي ، ٣ٌٖٔ الإشبهح ئ٠ُ اُغواؽخ لأٍجبة ٓؼ٤٘خ لاهرلبع ػـؾ اُلّ اُضب١ٞٗ ، ٓضَ 

٤ٌُِخ ، ٝرؼ٤ن اُشو٣بٕ الأثٜو  أٓواع اُ

(Ignatavicius et al., 2016). 

 

 رغٛٛش ًَػ انسٛبح:

 ٌٓٔلاد اُجٞرب٤ٍّٞ كافَ اُ٘ظبّ اُـنائ٢.رو٤َِ اُظٞك٣ّٞ ، ٝافن • 

 رو٤َِ اُٞىٕ ، ئما ًبٕ ٣ؼب٢ٗ ٖٓ ى٣بكح ك٢ اُٞىٕ أٝ أَُ٘خ.• 

 رو٤َِ شوة اٌُؾٍٞ ٝاُزلف٤ٖ.• 

 كه٤وخ ًَ ٣ّٞ ك٢ الأٍجٞع. 30أ٣بّ ك٢ الأٍجٞع ُٔلح  4أٝ  3اُزٔبه٣ٖ اُو٣بػ٤خ ًَ • 

 اٍزقلّ رو٤٘بد الاٍزوفبء ُزو٤َِ اُزٞرو.• 

 .اُزجؾ ٝاٌُبك٤٤ٖرغ٘ت • 

 .(Walker, et al.,2014)رغ٘ت اُشل اُ٘ل٢َ ٝاُؼظج٢ ٝالاعٜبك•

 

 انُظبو انغزائٙ: رؼذٚم

ثبهرلبع ػـؾ اُلّ ثزـ٤٤و اُ٘ظبّ اُـنائ٢ ٤ُظجؼ أكؼَ ٣ٝوَِ  ٣غت إٔ ٣وّٞ أُو٣غ أُظبة .1

 ٖٓ فطو الإطبثخ ثأٓواع أفوٟ ، ٝثبُزب٢ُ ٣غت إٔ ٣وّٞ:

 اُلٞاًٚ)أُٞى( ٝاُقؼواٝاد ٝٓ٘زغبد الأُجبٕ ه٤ِِخ اُلٍْ ٝكٍٞ اُظ٣ٞب.ز٘بٍٝ أُي٣ل ٖٓ ث

رو٤٤ل الأؽؼٔخ اُز٢ رؾز١ٞ ػ٠ِ َٗجخ ػب٤ُخ ٖٓ اُلٕٛٞ أُشجؼخ ٝا٤ٌَُُٞزوٍٝ ٝاُلٕٛٞ ؿ٤و  .2

 .أُشجؼخ



 

ٝالأٍٔبى )اُجوؿَ ٝفجي اُشؼ٤و ٝاُشٞكبٕ( ر٘بٍٝ أُي٣ل ٖٓ الأؽؼٔخ اٌُبِٓخ اُؾجٞة  .3

 ٝاُجو٤ُٞبد.ٝاُلٝاعٖ ٝأٌَُواد 

 (Walker, et al.,2014)رو٤َِ اُظٞك٣ّٞ ٝاُؾ٣ِٞبد ٝأُشوٝثبد اٌَُو٣خ ٝاُِؾّٞ اُؾٔواء .4

 

 

  :رمهٛم الاخٓبد

ٛٞ ٤ٍِٝخ ٝرو٤َِ الاعٜبك اٝ اُزؼت  لاثل ُٖٓنُي ٣ؼزجو الإعٜبك ػبَٓ فطو ُزط٣ٞو اهرلبع ػـؾ اُلّ.

 -٣ٌٖٝٔ  اُزو٤َِ ٖٓ الاعٜبك ٖٓ فلاٍ:ُقلغ ػـؾ اُلّ. 

 ٣ؼط٤ي كٜٞ طؾ٤ؾخ ثطو٣وخ ٓبهٍزٚ ئما ٝاُوٝػ ٝاُؼوَ ُِغَْ ٝٓل٤ل ٛبّ رٔو٣ٖ ُزأَٓا :اُزبَٓ-1

 ٗؾٞ ٝػ٠ِ أٗؼظ ثشٌَ اُزل٤ٌو رَزط٤غ صَّْ ٖٝٓ اُطج٤ؼ٤خ ث٘لَي رزظَ ٣غؼِي ٝ ثبلاٍزوفبء، اُشؼٞه

 .ٝٓجلع ؽ٤بري ك٢ عل٣ل ٛٞ ٓب ًَ فِن ئ٠ُ رزغٚ ٣ٝغؼِي ئثلاػ٢

َّٕ  :اُز٘لٌ اُؼ٤ٔن -2 اُؼل٣ل ٖٓ أُشبًَ اُظؾ٤خّ أٝ اُ٘ل٤َخّ اُز٢ّ رٞاعٚ اُشقض لا رؾزبطُ ئ٠ُ اُؼلاط  ئ

واعؼخ اُطج٤ت، كـبُج٤زٜب رؾزبطُ ئ٠ُ اُؼ٘ب٣خ ٖٓ هجَ اُشقض ٗلَٚ، كؼ٠ِ ٍج٤َ أُضبٍ  ُٓ اُطج٢ّ أٝ ؽز٠ّ 

ُٖ اُز٘لٌ اُؼ٤ٔن ٖٓ أكؼَ اُزو٤٘بّد ُؾَ اٌُض٤و ٖٓ أُشبًَ اُ٘ل٤َخّ ٝاُ غَل٣خّ، ثَجت رؼُزجوُ رٔبه٣

 .هلُهرٜب ػ٠ِ ئػطبء اُشقض اُشؼٞه ثبلاٍزوفبء ٝاُواؽخ

ٖٓ فلاٍ رو٤٘بد  ػـؾ اُلّ ب كٝهاً ك٢ ػلاطؿ٣ؼزول اٌُض٤وٕٝ إٔ ٤ُِٞ :ا٤ُٞؿب اٝ رو٤٘خ الاٍزوفبء-3

اُزقِض ٖٓ اُزٞرو ٝرـ٤٤و ٗٔؾ اُؾ٤بح، ًٔب أٝػؾذ كهاٍخ إٔ ٓٔبهٍخ ا٤ُٞعب ُٔلح ٍبػخ  اُز٘لٌ، ٝ

 .(Ignatavicius et al., 2016) أٍجٞع أٝػؼ ٗزبئظ ع٤لح علاً ك٢ ػجؾ ػـؾ اُلّ ٤ٓٞ٣11ب ُٔلح 

 



 

 

 

 :نًغبػذحانؼلاخبد انزكًٛهٛخ ٔا

ُؼلاط ًض٤و ٖٓ أُشبًَ ٝالا٤ُبف اُطج٤ؼ٤ٚ ٓضَ ٗقبُخ اُؤؼ  3َزقلّ اُضّٞ  ًٝجَٞلاد الا٣ٞٓغب ٣       

اُظؾ٤خ  ٜٝٓ٘ب اهرلبع ػـؾ اُلّ، ٌُٖٝ الأكُخ ُلػْ اٍزقلاّ اُضّٞ ُٔ٘غ اهرلبع ػـؾ اُلّ أٓو ٓض٤و 

ؾ اُلّ ُلٟ ُِغلٍ.  ُنُي رلػْ الأكُخ هلهح اُضّٞ ػ٠ِ فلغ ا٤ٌَُُٞزوٍٝ ، ٝهلهرٚ ػ٠ِ فلغ ػـ

٣ٌٖٔ ُِضّٞ إٔ ٣زِق اٌُجل ٣َٝجت اُ٘ي٣ق ك٢ ثؼغ  ,ٌُٖأُوػ٠ أُظبث٤ٖ ثبهرلبع ػـؾ اُلّ

أُوػ٠ ، فبطخ ئما ًبٕ ُل٣ْٜ ئعواءاد رلاف٤ِخ ٓضَ اُغواؽخ ، كٜ٘ب ٣غت ػ٠ِ ٓولّ اُوػب٣خ اُظؾ٤خ 

اُغبٗج٤خ أُؾزِٔخ إٔ ٣وّٞ ثبفزجبه أُوػ٠ هجَ اُجلء ثبُضّٞ أٝ أ١ ػلاط ثبلأػشبة ثَجت ا٥صبه 

ٝهل ٗغؼ اُؼل٣ل ٖٓ أُوػ٠ ٤َُِطوح  ,ٝاُزلبػلاد ٓغ الأػشبة الأفوٟ ، الأؽؼٔخ ، أٝ اُؼلاعبد

، ٝاُزأَٓ ، ٝاُٞفي ثبلإثو ًغيء ٖٓ فطخ اُؼلاط  اُزله٣ت ا٢ًَُِٞػ٠ِ اهرلبع ػـؾ اُلّ ٓغ 

لإعٜبك أَُزٔو ٝ اُزؼت اُشبِٓخ. ٛنٙ اُطوم هل رٌٕٞ ٓل٤لح ُِـب٣خ ٓغ أُوػ٠ اُن٣ٖ ٣ؼبٕٗٞ ٖٓ ا

 (Ignatavicius et al., 2016) .اُشل٣ل



 

 

 انًسبظشح انثبنثخ

 انؼلاخبد انخبفعخ نعغػ انذوػًٕاٌ انًسبظشح:

 طجبؽب 10 -9: ٖٓ اَُبػٚ ٔلذ انًسبظشح

 اُواى١:هبػٚ ك٢ ٓوًي يكبٌ انًسبظشح

 ٓوػ٠ كوؽ ػـؾ اُلّانفئخ انًغزٓذفخ: 

 انٕعبئم انًغزخذيخ:

 ٓؾبػوح ثبٝهث٣ٞ٘ذ ٝعٜبى ػوع اُج٤بٗبد-1

 ثٍٞزواد-2

 ٍجٞهح+ اهلاّ-3

 انؼمبلٛش انًغزؼًهخ نخفط يغزٕٖ ظغػ انذو

ػـؾ اُلّ: ثلوؽأُوػ٠ أُظبث٤ٖ  َزؼِٜٔبالأك٣ٝخ الأًضو ش٤ٞػًب اُز٢ ٣  

Atenolol 1- انجٛزب:ادٔٚخ يثجطبد  

أرُٕٛنٕل)رُٕسيٍٛ(   

ػ٠ِ اُوِت ٝر٤ٍٞغ الاٝػ٤خ اُل٣ٞٓخ, ٝرغؼَ ػوثبد اُوِت  ثشٌَ  اُؼتءٝرَبْٛ ك٢ رقل٤ق     

 ثط٤ئ ٝهٞح اهَ, ٣ٝغت الا ٣زْ ٝطلٜب ثٔلوكٛب ٌُٖٝ ٣غت ٝطلٜب ٓغ ػوبه افو

. (Kizior and Hodgson,2019) 

  

  

 



 

 دٔاػٙ الاعزخذاو:

أفوٟ. ػلاعبدػلاط اهرلبع ػـؾ اُلّ ٝؽلٙ أٝ ثبلاشزواى ٓغ  -1  

ػلاط اُنثؾخ اُظله٣خ. -2  

ُزقل٤غ ٓؼلٍ اُٞك٤بد  (أُشزجٚ ثٚ اٝ)ػلاط أُو٣غ ٓغ اؽزشبء ػؼِخ اُوِت أُشقض / - 3

 اُوِج٢ اُٞػبئ٢.

اٗزظبّ كهبد ػلّ اٗزظبّ ػوثبد اُوِت )ٝفبطخ ػلّ اٗزظبّ كهبد اُوِت كٞم اُجط٢٘٤ ٝػلّ  -4

 اُوِت(

 .(Kizior and Hodgson,2019)   رَْٔ اُـلح اُلهه٤ٚ -5 

يٕاَغ الاعزخذاو-  

كوؽ اُؾَب٤ٍخ ُلأر٤ٍُ٘ٞٞ-1  

.اُظلٓخ اُوِج٤خ  -2  

كشَ اُوِت  -3  

اؽظبه اُوِت ٖٓ اُلهعخ اُضب٤ٗخ أٝ اُضبُضخ )ثبٍزض٘بء عٜبى ر٘ظ٤ْ ػوثبد اُوِت( -4  

.ثؾء اُوِت اُغ٤ج٢  -5  

.اُٞمٓخ اُوئ٣ٞخ -6  

. (Kizior and Hodgson,2019)   اُؾَٔ -7 

 

 ػهٗ شكم: يزٕفش-

 ِٓؾ 100ِٓؾ ،  50ِٓؾ ،  25أهواص:  

غشٚمّ الاػطبء ٔانزؼبيم يغ انؼلاج:-  

٣ؼط٠ ػٖ ؽو٣ن اُلْ -  

٣ؼط٠ كٕٝ اُؾبعٚ ا٠ُ اُطؼبّ -  

. (Kizior and Hodgson,2019)   ٌٖٓٔ ر٤ٌَو اُؾجٚ هجَ افنٛب -  

اندشػخ-  

ٓوح ٝاؽلح ٤ٓٞ٣ب. ثؼل أٍجٞع ئ٠ُ أٍجٞػ٤ٖ ، هل ٣ي٣ل اُغوػخ  ِْٓـ 50-25: ك٢ اُجلا٣خ ، انجبنغٍٛ

ِٓؾ ٓوح ٝاؽلح ٤ٓٞ٣بً. 100ؽز٠   

. (Kizior and Hodgson,2019)  ٍُِٛٓؾ / ٣ّٞ 25: اُغوػخ الأ٤ُٝخ أُؼزبكح ، انًغ  

 



 

 اٜثبس خبَجٛخ:

الار٤ٍُ٘ٞٞ ع٤ل اُزؾَٔ ٓغ اصبه عبٗج٤ٚ فل٤لٚ ٝػبثوٙ ثظٞهح ػبٓٚ-  

: اٗقلبع ػـؾ اُلّ ٣زغ٠ِ ك٢ الأؽواف اُجبهكح ، ٝالإَٓبى أٝ الإٍٜبٍ ، ثظٞهح ٓزٌوهح-

 اُزؼوم ، ٝاُلٝفخ ، ٝاُزؼت ، ٝاُظلاع ، ٝاُـض٤بٕ.

خ اُغ٤َ٘خ ، : الأهم ، ٝاٗزلبؿ اُجطٖ ، ٝرٌواه اُجٍٞ ، ٝاُؼغي اُغ٢َ٘ أٝ اٗقلبع اُوؿجاؽ٤بٗب-

 ٝالاًزئبة

 : اُطلؼ اُغِل١ ، أُْ ٓلظ٢ِ ، أُْ ػؼ٢ِ ، اهرجبى )فبطخ ك٢ ًجبه اَُٖ( ، رـ٤و اُطؼْ ٗبكها -

.(Kizior and Hodgson, 2019) اٝ أُنام     

Captopril   (كبثٕرٍٛ )كبثزٕثشٚم -2

 

:ؼًبلاد الاعز-  

ػلاط اهرلبع ػـؾ اُلّ. - 1  

.كشَ اُوِت-2  

.اٌَُو١ اػزلاٍ ا٤ٌُِخ - 3  

.(Kizior and Hodgson,2019)   ثؼل اؽزشبء ػؼِٚ اُوِت ُِٞهب٣ٚ ٖٓ كشَ اُجط٤ٖ-4 

يٕاَغ الاعزؼًبل:-  

 كوؽ اُؾَب٤ٍخ ٌُِبثزٞثو٣َ

 . ِٓـْ 100ِٓـْ ،  50ِٓـْ ،  25ِٓـْ ،  12.5الأهواص: ػهٗ شكم:  يزٕفش

.(Kizior and Hodgson,2019)  

 

غشٚمّ الاػطبء ٔانزؼبيم يغ انؼلاج:-  



 

ؽو٣ن اُلْ ٖػ   

 -٣ؼط٠ هجَ ٍبػٚ اٝ ٍبػز٤ٖ ثؼل اُطؼبّ ٤ُٔزض ثأًِٔٚ)لإ اُطؼبّ ٣وَِ آزظبص اُؼلاط(

.(Kizior and Hodgson,2019) هل ٣زْ ر٤ٌَو اُؾجٚ هجَ الاػطبء-   

اندشػّ-  

ٓـْ/ عوػخ ك٢  25-12.5ٓواد / ٣ّٞ. هل ٣ي٣ل ثَ٘جخ  3-2ِٓؾ  25-12.5: ك٢ اُجلا٣خ ، انجبنغٍٛ

ٓواد ك٢ ا٤ُّٞ. ئػبكخ ٓله ُِجٍٞ هجَ ى٣بكح اُغوػخ. 3ِٓـْ  50أٍجٞػًب ؽز٠  2-1رزواٝػ ٖٓ ٓلح   

ِٓؾ / ٣ّٞ ٓؤَٚ ا٠ُ صلاس عوػبد 450اُؾل الأهظ٠:   

:اٜثبس خبَجٛخ  

ؽلؼ عِل١. :ثظٞهح ٓزٌوهح -  

ؽٌخ ، ػَو اٌُلاّ.:اؽ٤بٗب -  

ؿض٤بٕ ، ئٍٜبٍ أٝ ئَٓبى،  علبف : طلاع ، ٍؼبٍ ، أهم ، كٝفخ ، رؼت ، رشُٞ ، رٞػي ، ٗبكها-

 اُلْ ، رَبهع ك٢ ػوثبد اُوِت

.(Kizior and Hodgson,2019)  

Amlodipine   أيهٕدٚجٍٛ )َٕسفبعك(: -3

 

اُلٝاء  ٣ٝؼزجوَبْٛ ك٢ اٍزوفبء ػؼلاد الاٝػ٤خ اُل٣ٞٓخ ٝاثطبء ٓؼلٍ ػوثبد اُوِت , ٣ 

.)Adams, et.al,2014 )ػـؾ اُلّ الاكؼَ ٌُجبه اَُٖ أُظبث٤ٖ ثبهرلبع  

الاٍزقلآبد:-  

 1-ػلاط اهرلبع ػـؾ اُلّ

ٓوع اُشو٣بٕ اُزبع٢ )اُنثؾخ اُظله٣خ أُيٓ٘خ أَُزووح(-2  

 



 

 (.(Adams, et.al,2014  : كوؽ اُؾَب٤ٍخ ُلأِٓٞك٣ج٤ٖيٕاَغ الاعزؼًبل

 ِٓؾ. 10ِٓؾ ،  5ِٓؾ ،  2.5أهواص: : ٓزٞكو ػ٠ِ شٌَ

غشٚمّ الاػطبء ٔانزؼبيم يغ انؼلاج:-  

٣ؼط٠ كٕٝ اُؾبعٚ ا٠ُ اُطؼبّ:  غشٚك انفىػٍ   

اندشػخ:-  

ِٓؾ / ٣ّٞ ًغوػخ ٝاؽلح.  5: ك٢ اُجلا٣خ ، انجبنغٍٛ  

.)Adams, et.al,2014) ِٓـْ /٣ّٞ 10اُؾل الاهظ٠:   

الأثبس خبَجٛخ:-  

.: ٝمٓخ ٓؾ٤ط٤خ ، ٝاُظلاعثظٞهح ٓزٌوهح -  

ػؼق )اُٖٞٛ(. : اُلٝفخ ، ٝاُقلوبٕ ، ٝاُـض٤بٕ ، ٝاُزؼت ؿ٤و ػبك١ أٝاؽ٤بٗب-  

اُوِت ، اٗقلبع ػـؾ اُلّ ك٢ ػوثبد : أُْ ك٢ اُظله ، ثؾءٗبكها -   

.(Adams et al.,2014) 

Lisinopril 4- صٚغزشٚم() نٛضُٕٚثشٚم  

 

:الاعزؼًبلاد  

 ٍ٘ٞاد كٔب كٞم. 6ػلاط اهرلبع ػـؾ اُلّ ػ٘ل اُجبُـ٤ٖ ٝالأؽلبٍ  -1

.ػلاعبد ػـؾ اُلّٝؽلٙ أٝ ثبلاشزواى ٓغ ؿ٤وٙ ٖٓ ٣َزقلّ اُؼوبه – 2  

ػلاط َٓبػل ك٢ ػلاط كشَ اُوِت.-3  

ٍبػخ ُِٔوع أَُزووح ك٣٘ب٤ٌ٤ٓخ اُلّ ُل٣ْٜ  24ػلاط اؽزشبء ػؼِخ اُوِت اُؾبك ك٢ ؿؼٕٞ -4

 ُزؾ٤َٖ اُجوبء ػ٠ِ ه٤ل اُؾ٤بح.



 

.(Adams et al.,2014) ػلاط ػؼق اُجط٤ٖ الأ٣َو ثؼل اؽزشبء ػؼِٚ اُوِت – 5   

يٕاَغ الاعزؼًبل:-  

اُؾَب٤ٍخ ٤ُِي٣٘ٞثو٣َكوؽ -1  

)Adams, et.al,2014) ١ا٤ٌ٤َ٤ُوٕ ك٢ ٓوػ٠ كاء اٌَُو ػلاط الاٍزقلاّ أُزيآٖ ٓغ -2    

ِٓؾ / َٓ 1ػٖ ؽو٣ن اُلْ  :يسهٕلػهٗ شكم يزٕفش-  

ِٓـْ 40ِٓـْ ، 30ِٓـْ ،  20ِٓـْ ،  10ِٓـْ ،  5ِٓـْ ،  2.5ألشاص:   

غشٚمّ الاػطبء ٔانزؼبيم يغ انؼلاج:-  

اُؾبعٚ ا٠ُ اُطؼب٣ّؼط٠ كٕٝ  -  

.)Adams, et.al,2014) ٌٖٓٔ ر٤ٌَو اُؾجٚ هجَ افنٛب -   

٣َزقلّ ٝؽلٙاُغوػخ: -  

اٍجٞع.  2-1ِٓؾ / ٣ّٞ ُلزوح رزواٝػ ٖٓ  10-5ِٓؾ / ٣ّٞ. هل ٣ي٣ل ثَ٘جخ  10: ك٢ اُجلا٣خ ، انكجبس 

 5-٢ِ٤ٓ2.5 ؿواّ ك٢ ا٤ُّٞ. هل ريكاك ثَ٘جخ  5-2.5ِٓؾ / ٣ّٞ. اُجبُؾ: ك٢ اُجلا٣خ ،  40-10أُلٟ: 

اٍجٞع.  2-1ِٓؾ / ٣ّٞ ُلزوح رزواٝػ ٖٓ   

ِٓؾ / ٣ّٞ 40انسذ الألصٗ:   

٢ الاشزواى ٓغ ػلاعبد افو لاهرلبع ػـؾ اُلّ(كوؽ ػـؾ اُلّ )ك  

 40-10ِٓـْ / ٣ّٞ َٓب١ٝ لاؽز٤بعبد أُوػ٠. أُلٟ:  5-2.5اٌُجبه,اُجبُـ٤ٖ: ك٢ اُجلا٣خ ، 

.)Adams, et.al,2014) ِٓؾ / ٣ّٞ.   

 

اٜثبس خبَجٛخ:-  

: اُظلاع ، ٝاُلٝفخ ، اٗقلبع ػـؾ اُلّ اُٞػؼ٢ح ٓزٌوهحهثظٞ -  

، ٝاُزؼت ، ٝاُطلؼ اُغِل١ ، ٝآلاّ ك٢ اُجطٖ ، ٝاُـض٤بٕ ، ٝالإٍٜبٍ ، : أُْ ك٢ اُظله اؽ٤بٗب-

 ٝػلٟٝ اُغٜبى اُز٘ل٢َ اُؼ١ِٞ.

: اُقلوبٕ ، ػلّ اٗزظبّ كهبد اُوِت ، ٝمٓخ ٓؾ٤ط٤خ ، ٝالأهم ، ٝرشُٞ اُؾٌ ، ٝالاهرجبى ، ٗبكها-

.ٝالإَٓبى ، علبف اُلْ ، ٝرش٘ظ اُؼؼلاد  

.(Adams et al.,2014)  

  Losartan )كٕٔصاس( نٕصسربٌ -5



 

 

:الاعزؼًبلاد-  

ػلاط ػـؾ اُلّ-1  

٣َزقلّ ٝؽلٙ اٝ ٓغ ٓغٔٞػٚ ٖٓ ػلاعبد  كوؽ ػـؾ اُلّ الافوٟ.-2  

ػلاط اػزلاٍ ا٤ٌُِخ اٌَُو١ ٓغ اهرلبع اٌُو٣بر٤٘٤ٖ ٝثوٝر٤ٖ ا٤ُٞه٣ب )ك٢ أُوػ٠ اُن٣ٖ ٣ؼبٕٗٞ  -3

ٝربه٣ـ اهرلبع ػـؾ اُلّ( 2ٖٓ ٓوع اٌَُو١ ٖٓ اُ٘ٞع   

اُٞهب٣خ ٖٓ اٌَُزخ اُلٓبؿ٤خ ك٢ أُوػ٠ اُن٣ٖ ٣ؼبٕٗٞ ٖٓ اهرلبع ػـؾ اُلّ ٝرؼقْ اُجط٤ٖ -4

 الأ٣َو.

.ؼبُظ ٓوػ٠ كشَ اُوِت اُن٣ٖ لا٣زؾِٕٔٞ ػلاط ٓضجطبد ئٗي٣ْ أٗغ٤ٞر٣ٖ٤َ٘ -5  

. (Adams et al.,2014) 

ك٢ أُوػ٠  ا٤ٌ٤َ٤ُوٕ: كوؽ اُؾَب٤ٍخ ُِٞىهربٕ. ٣ظبؽت مُي ٖٓ اٍزقلاّ يٕاَغ الاعزؼًبل-

  (.(Adams, et.al,2014 ٣ؼبٕٗٞ ٖٓ ٓوع اٌَُو١ اُن٣ٖ 

 

ِٓـْ 100ِٓـْ ،  50ِٓـْ ،  25: ألشاص :ػهٗ شكميزٕفش-  

ؽو٣وٚ الاػطبء ٝاُزؼبَٓ ٓغ اُؼلاط:-  

 ػٍ غشٚك انفى

٣ؼط٠ كٕٝ اُؾبعٚ ا٠ُ اُطؼبّ-  



 

:اندشػخ-  

الأهظ٠: ٣ٌٖٔ ئػطبؤٙ ٓوح أٝ ٓور٤ٖ ٤ٓٞ٣بً ، ِٓؾ ٓوح ٝاؽلح ٤ٓٞ٣ب. اُؾل  50: ك٢ اُجلا٣خ ، انجبنغٍٛ

.ِٓـْ 100ئ٠ُ  25ٓغ ر٘بٍٝ عوػبد ٤ٓٞ٣خ ئعٔب٤ُخ رزواٝػ ٖٓ   

.(Adams et al.,2014) 

 اٜثبس اندبَجٛخ:-

 : ػلٟٝ اُغٜبى اُز٘ل٢َ اُؼ١ِٞ.ٓزٌوهح-

 : كٝاه ، ئٍٜبٍ ، ٍؼبٍ.اؽ٤بٗب-

 : الأهم ، ػَو اُٜؼْ ، ؽوهخ ،ٗبكهح-

اَُبم ، ٝرش٘غبد اُؼؼلاد ، ٝأُْ ػؼ٢ِ ، ٝاؽزوبٕ الأٗق ، ٝاُزٜبة اُغ٤ٞة الأٗل٤خ آلاّ اُظٜو / 

 (.(Adams, et.al,2014 ، ٝالاًزئبة

 

Candesartan كبَذٚغبسربٌ )أربكبَذ(: -6  

 

.) Adams, et.al,2014)   ٝٛٞ اُق٤به الاٍٝ ُٔوػ٠ ا٠ٌُِ أُظبث٤ٖ ثبهرلبع ػـؾ اُلّ 

:عزؼًبلاد الا-  

اهرلبع ػـؾ اُلّ ٝؽلٙ أٝ ثبلاشزواى ٓغ ؿ٤وٛب ٖٓ الأك٣ٝخ اُقبكؼخ ُِؼـؾػلاط  -1  

.(Adams et al.,2014) 2- كشَ اُوِت  

 

ك٢  ا٤ٌ٤َ٤ُوٕ: كوؽ اُؾَب٤ٍخ ٌُِبٗل٣َبهربٕ. ٣ظبؽت مُي ٓغ اٍزقلاّ يٕاَغ الاعزؼًبل-

 أُوػ٠ اُن٣ٖ ٣ؼبٕٗٞ ٖٓ ٓوع اٌَُو١.

 ِٓـْ 32ِٓـْ ،  16ِٓـْ ،  8ِٓـْ ،  4أهواص:  :يزٕفش-



 

غشٚمّ الاػطبء ٔانزؼبيم يغ انؼلاج:-  

 ػٖ ؽو٣ن اُلْ

  :اندشػّ

ِٓؾ ٓوح ٝاؽلح ٤ٓٞ٣ب 16، ك٢ اُجلا٣خ ،  اُجبُـ٤ٖ . 

 (Adams et al.,2014) .عوػخ ٓؤَخ 2-1ِٓـْ / ٣ّٞ ك٢  32 - 8أُلٟ: 

 ٜثبس اندبَجٛخ:ا

 اُغٜبى اُز٘ل٢َ اُؼ١ِٞ ، ٝاُلٝفخ ، ٝآلاّ اُظٜو / اَُبم. اُزٜبة: ٖٓ ؽ٤ٖ ٥فو-

: اُزٜبة اُجِؼّٞ ، اُزٜبة الأٗق ، ٝاُظلاع ، ٝاُزؼت ، ٝالإٍٜبٍ ، ٝاُـض٤بٕ ، اَُؼبٍ ٗبكها -

 (.(Adams, et.al,2014 اُغبف ، ٝمٓخ ٓؾ٤ط٤خ

 

 ثبنؼلاج انزضاو انًشٚط يخبغش ػذو

 ٤َُِطوح ػ٠ِ اهرلبع ػـؾ اُلّ الأٍب٢ٍأُوػ٠ اُن٣ٖ ٣ؾزبعٕٞ ئ٠ُ أك٣ٝخ      

هل لارظٜو ٣ؾزبعٕٞ ئ٠ُ ر٘بُٜٝب ؽٞاٍ كزوح ؽ٤برْٜ. ثؼغ أُوػ٠ ٣زٞهلٕٞ ػٖ أفنٛب لأْٜٗ  

 ػ٤ِْٜ الاػواع اُغبٗج٤خ ُِٔوع اٝ هل رظٜو اػواع عبٗج٤خ ؿ٤و ٓو٣ؾخ ُِٔو٣غ.

إ ٣٘بهشٕٞ ٗزبئظ ؽَت اُؾبعخ ،  ٣غت ػ٠ِ ٓولّ اُوػب٣خ اُظؾ٤خ ٓغ اُظ٤ل٢ُ ٝك٢ أَُزشل٠ 

اُؼلاط ٓغ أُو٣غ ، ثٔب ك٢ مُي ا٥صبه اُغبٗج٤خ أُؾزِٔخ. ٝ َٓبػلح أُو٣غ ك٢ شوػ اُ٘ظبّ 

اُؼلاع٢ لأٍِٞة ؽ٤برٚ ٝعلُٝٚ ا٢ٓٞ٤ُ. أُوػ٠ اُن٣ٖ لا ٣ِزيٕٓٞ اُؼلاط اُقبكغ ُِؼـؾ رورلغ 

ـؾ اُلّ ، اهرلبع ؽبك َٗجٚ فطٞهح لاطبثٚ الاػؼبء أَُزٜلكٚ )ا٠ٌُِ أٝ اُوِت( ٝأىٓخ اهرلبع ػ

 ( ، ٝاُن١ ٣ٌٖٔ إٔ ٣َجت رِلبً ك٢ الأػؼبء ك٢ ا٠ٌُِ أٝ اُوِت180/120ٖٓ  ػ٠ِك٢ ػـؾ اُلّ )أ

  (Ignatavicius, et al., 2016) 

 

 ػذو الانزضاو ثزُبٔل أدٔٚخ انعغػ لذ ٚكٌٕ يًٛزب 

ٓو اُن١ هل ٣زٞعت ػ٠ِ ٓوػ٠ اُؼـؾ ر٘بٍٝ اُلٝاء ٤ٓٞ٣ب، ٌُٖ ثؼغ أُوػ٠ ٣ِٜٕٔٞ مُي، الأ

٣ٜلك ؽ٤برْٜ. كهاٍخ ئ٣طب٤ُخ ؽل٣ضخ رزٞطَ ئ٠ُ إٔ ػلّ اُزياّ ٓوػ٠ اهرلبع ػـؾ اُلّ ثز٘بٍٝ 

 .أك٣ٝزْٜ ٣ي٣ل ٖٓ اؽزٔبلاد الإطبثخ ثبلأىٓبد اُوِج٤خ

كبكد ٗزبئظ كهاٍخ أعو٣ذ ك٢ ا٣طب٤ُب ثإٔ أُوػ٠ اُن٣ٖ ػبكح ٓب لا ٣ِزيٕٓٞ ثز٘بٍٝ أك٣ٝخ ػلاط ا

٣ٌٕٞٗٞ أًضو ػوػخ ُ٘وِْٜ َُِٔزشل٤بد ثَجت الإطبثخ ثبلأىٓبد اُوِج٤خ، اهرلبع ػـؾ اُلّ هل 

 ٝمُي ثبُٔوبهٗخ ثٖٔ ٣َٕ٘ٞ رؼبؽ٤ٜب ث٤ٖ اُؾ٤ٖ ٝا٥فو

(Walker, et al., 2014)  



 

Appendix (H) 

 لبئًخ ثأعًبء انخجشاء

 

 يكبٌ انؼًم عُٕاد انخجشح انهمت انؼهًٙ الاعى انثلاثٙ د

كهٛخ -فشع رًشٚط انُغبئٛخ ػبو 36 اعزبر  خبنذح ػهٕاٌ يُصٕس  1

 انزًشٚط

كهٛخ -فشع رًشٚط انجبنغٍٛ ػبو 32 اعزبر  ش زغٍكزكًٛخ شب 2

 انزًشٚط

كهٛخ -فشع رًشٚط انجبنغٍٛ ػبو 16 اعزبر يغبػذ زغٍٛ ْبد٘ ػطٛخ 3

 انزًشٚط

كهٛخ -فشع اعبعٛبد انزًشٚط ػبو 34 اعزبر يغبػذ صجبذ ػجبط ازًذ 4

 انزًشٚط

كهٛخ -فشع انؼهٕو الاعبعٛخ ػبو 17 يذسط  يٛشصح زغٍٛآلاء زغٍ  5

 انزًشٚط

كهٛخ -فشع رًشٚط انجبنغٍٛ ػبو 14 يذسط  ػهٙ زغٍٛ عهٛى انمٛغٙ 6

 انزًشٚط

كهٛخ -فشع رًشٚط انجبنغٍٛ ػبو 11 يذسط صبدق ػجذ انسغٍٛ زغٍ  7

 انزًشٚط

 كهٛخ انزًشٚط-خبيؼخ انجصشح  ػبو 15  يذسط ػطٕس غبنت خبعى 8

غجٛت  ػهٙ زغٍٛ ػهٙ 9

 اخزصبص

 يغزشفٗ انصشح انؼبو ػبو 10

غجٛت  ػجبط زًذ 10

 اخزصبص

 يغزشفٗ انجصشح انؼبو ػبو 25

 

 

 

 

 



 

 

Appendix (I) 

 Pre and post-test of pilot study for patient's adherence medication of  

hypertension  

 

 

No Compliance  Pretest-pilot 

study 

Posttest-pilot 

study 

M. S.D. M SD 

1 Do you forget to take your medication when you are 

busy  
1.06 0.258 1.66 0.487 

2 Do you forget to take your medication if you are 

invited to lunch or dinner? 
1.26 0.457 1.53 0.516 

3 Do you forget to take your medication? 1.06 0.258 1.26 0.457 

4 Do you get late when it comes to buying your 

medication  
1.40 0.507 1.80 0.414 

5 Do you stop taking your medication if it forbids you 

from eating certain food that you love because of 

possible food-medication interaction? 

1.33 0.487 1.53 0.516 

6 Will you stop taking your medication, without your 

doctor‘s consultation, if your neighbor/relative took 

a prescription like yours for a long term and it 

caused them side effects? 

1.23 0.258 1.86 0.351 

7 Do you stop taking your medication without 

consulting your doctor if the laboratory tests show 

improvement during treatment period? 

1.23 0.516 1.80 0.414 

8 Do you stop taking your medication without 

consulting your doctor if you do not feel better 

during treatment period? 

1.26 0.487 1.86 0.351 

9 Do you stop taking your medication without 

consulting your doctor if you feel better during 

treatment period?  

1.20 0.507 1.80 0.414 

10 Do you decide to stop some of your medications 

without consulting your doctor if you noticed that 

you are taking too many medications every day? 

1.26 2.58 1.86 0.351 

11 Do you stop your chronic treatment if you get bored 

of it? 
1.26 0.516 1.46 0.516 

12 Do you stop taking your medication in case of side 

effects? 
1.06 0.258 1.33 0.487 

13 Do you stop taking your medication if your 

insurance does not cover it? 
1.26 0.516 1.66 0.487 

14 Will you stop buying your medication packs if you 

considered them expensive? 
1.26 0.516 1.66 0.487 

 Total mean 1.1  1.6  



 

Appendix (J) 

Pre and post-test of patient's knowledge for hypertension medication  

 

 

No  Knowledge Pre-pilot Post pilot 

M SD M SD 

1 Hypertension is a major cause of gastrointestinal diseases 1.20 0.414 1.80 0.414 

2 Primary blood pressure develops over time 1.06 0.258 1.40 0.507 

3 High salt content in the body leads to high blood pressure 1.00 0.000 2.00 0.000 

4 Blood pressure is more than 130 \ 90 mm / Hg is normal 1.00 0.000 2.00 0.000 

5 Adult patients with diabetes are not at risk for high blood pressure 1.20 0.414 1.80 0.414 

6 Age and diabetes mellitus are an unchangeable risk factor for 

hypertension 
1.26 0.457 1.60 0.507 

7 Reducing weight, organizing meals, exercising, reducing smoking and 

drinking alcohol are a risk factor for high blood pressure 
1.36 0.487 2.00 0.000 

8 there is no obvious cause for Primary hypertension 1.06 0.258 1.40 0.507 

9 Renal failure is one of the causes of secondary hypertension 1.13 0.351 1.73 0.457 

10 Signs of hypertension are headaches, dizziness, nausea and facial redness 1.23 0.258 2.00 0.000 

11 Cholesterol, blood, urine analysis and ECG are essential for the 

diagnosis of hypertension 
1.23 0.516 1.80 0.414 

12 Lifestyle change is not considered a therapeutic intervention for 

hypertension 
1.00 0.000 2.00 0.000 

13 Garlic can damage the liver and cause bleeding in some patients with 

hypertension 
1.00 0.000 1.73 0.457 

14 Exercise, relaxation techniques and reduced fatigue play in reducing 

hypertension 
1.30 0.414 2.00 0.000 

15 The patient with hypertension should not change the diet to become 

better 
1.00 0.000 2.00 0.000 

16 A patient with high blood pressure should reduce fat, salt, sweets,   and 

red meat 
1.00 0.000 2.00 0.000 

17 Stress is an important factor for treating high blood pressure 1.23 0.258 2.00 0.000 

18 Breathing  techniques, relaxation and meditation are important t  to 

reduce fatigue or stress 
1.13 0.351 1.66 0.487 

19 Use garlic, omega-3 capsules and natural fiber such as wheat bran to 

treat many health problems including high blood pressure 
1.06 0.258 1.73 0.457 

20 Atenolol contributes to reducing the pressure on the heart  1.06 0.258 1.13 0.351 

21 Atenolol is used to lower blood pressure 1.06 0.258 1.13 0.351 

22 Atenolol is given intravenously only 1.03 0.258 1.86 0.351 

23 Capoten is given an hour or two after the meal to absorb the entire 

treatment 
1.40 0.507 1.53 0.516 

24 Capoten causes headache, cough, insomnia, dizziness, constant fatigue 1.23 0.258 1.93 0.258 

25 Amlodipine is used to treat hypotension and diabetes 1.26 0.351 1.93 0.258 

26 The frequent side effects of lisinopril are headache, dizziness, orthostatic 

hypotension  
1.00 0.000 1.13 0.351 

27 Lisinopril is used to treat stress in adults and children 6 years of age and 

above and also to treat left ventricular dysfunction following myocardial 

infarction 

1.06 0.258 1.06 0.258 

28 One of the contraindications of Losartan is the hypersensitivity to 

Losartan 
1.06 0.258 1.40 0.507 

29 Candesartan is initially given to adults 32 mg once a day. 1.26 0.351 1.93 0.258 

30 Patients who are adherence to medications are exposed to damage the 

key organs such as kidneys or heart 
1.20 0.414 2.00 0.000 

   Total mean  1.1 1.7 



 

 انخلاصخ

ىئجن ٝ / أٝ ػـؾ اُلّ  \ِْٓ 140 اًضو ٖٓ ٣ؼوف كوؽ ػـؾ اُلّ ثأٗٚ ػـؾ اُلّ الاٗوجبػ٢

ىئجن.٣ٝؼزجو كوؽ ػـؾ اُلّ رؾل١ ػب٢ُٔ ُِظؾخ اُؼبٓخ ك٢ ع٤ٔغ  \ِْٓ 90الاٗجَبؽ٢ اًضو ٖٓ 

أٗؾبء اُؼبُْ ٝ ٣َبْٛ ك٢ أٓواع اُوِت ٝاٌَُزخ اُلٓبؿ٤خ ٝاُلشَ ا١ٌُِٞ ٝالآواع أُجٌوح 

ئ٢َ٤ ُؼٔبٕ ٗغبػ ٗزبئظ اُؼلاط ٝاُٞك٤بد. الاُزياّ ثبُؼلاط أُؼبك ُلوؽ ػـؾ اُلّ ٛٞ أُلزبػ اُو

 اٌُبَٓ.

 كوؽاُزيآٚ ثؼلاط   ٝكبػ٤ِخ اُجوٗبٓظ اُزؼ٢ٔ٤ِ ك٢ ٓؼبهف أُو٣غ  اُؾب٤ُخ لا٣غبكرٜلف اُلهاٍخ 

                                                                                                                                                                              .ػـؾ اُلّ

ثلأد ك٢ ٓوًي اُواى١ ك٢ ٓؾبكظخ اُجظوح.  كهاٍخ شجٚ رغو٣ج٤خ: أعو٣ذ يُٓدٛخ انذساعخ 

(  ٓو٣غ ٓشقض 50رْ افز٤به ) 2019ٝاماه  17ئ٠ُ  2018رشو٣ٖ الاٍٝ  8اُلهاٍخ ثزأه٣ـ 

ػـؾ اُلّ اُن٣ٖ ٣واعؼٕٞ ٓوًي اُواى١. ٝرْ عٔغ اُج٤بٗبد ثبٍزؼٔبٍ  الاٍزج٤بٕ أُؼل ُٜنا  ثلوؽ

( كووح رزؼِن ثبُزياّ أُوػ٠ ٝٓؼبهكْٜ ؽٍٞ ا٤ٔٛخ الاُزياّ ثأك٣ٝخ 44ٖٓ ) ٝ أُزٌٕٞاُـوع. 

 رؾ٤َِٝرْ   0.74وٕٝ ثبؿ ٝأَُب١ٝ ً اُلّ. ٝرْ ه٤بً طلم الاٍزجبٗخ ثبٍزقلاّ ٓو٤بً كوؽ ػـؾ

                                                                                                                                                                    .اُج٤بٗبد ثبٍزقلاّ اُزؾ٤َِ اُٞطل٢ ٝالاٍزللا٢ُ

ً رؾَ٘بً ٝاػؾ  ا٠ُ ٗزبئظ اُلهاٍخ اشبهد :انُزبئح  كوؽثأك٣ٝخ  ْٜٝاُزيآ أُوػ٠ بهفك٢ ٓؼ  ب

  (1.71ا٢ٌُِ ٝأَُب١ٝ )ٖٓ فلاٍ اٍُٞؾ اُؾَبث٢  ػـؾ اُلّ ك٢ الافزجبه اُجؼل١ ُِجوٗبٓظ

 .٪24,7ٝاٗقلغ َٓزٟٞ ػلّ اُزياّ  أُوػ٠ ئ٠ُ 

٠ : اٍز٘زغذ اُلهاٍخ اُؾب٤ُخ ثإٔ اُجوٗبٓظ اُزؼ٢ٔ٤ِ ًبٕ ُٚ رأص٤و ئ٣غبث٢ ػ٠ِ أُوػالاعزُزبخبد

ٝأظٜود اُلهاٍخ رـ٤واد ٜٓٔخ ك٢ َٓزٟٞ ٓؼبهكْٜ ؽ٤ش رؾَ٘ذ ٓؼبهكْٜ ٖٓ أَُزٟٞ أُزٍٞؾ 

 ك٢ ٓوؽِخ ٓب هجَ الافزجبه ئ٠ُ أَُزٟٞ اُؼب٢ُ ك٢ ٓوؽِخ ٓب ثؼل الافزجبه.

ثاٗشبء هَْ ٓقظض ك٢ ًَ ٓوًي ػلاع٢ ُلوؽ ػـؾ اُلّ  اُؾب٤ُخ رٞط٢ اُلهاٍخانزٕصٛبد: 

 ك٢ ؽبُخ رـ٤٤و أُو٣غ ُؼلاعٚ.ٝأُزبثؼخ  الاُزياّؽٍٞ أ٤ٔٛخ  ثبُٔؼبهفأُوػ٠  ُزٞع٤ٚ

 

 

 



 

 

 

 

 

 

 

                                         خبيؼــــــــخ ثغــــــذاد    

 طكهٛــــــــخ انزًشٚـــــــــ 

  

جشَبيح الاسشبد٘ انًزؼهك  ثبلانزضاو ثبنؼلاج ػهٗ يؼبسف يشظٗ فشغ ظغػ انفبػهٛخ 

 يشكض انشاص٘ فٙ يسبفظخ انجصشحانذو فٙ 

 رســـالة تقدم بها

 أزًذ ثبيش عؼٕد

 نفـــــشع

 رًشٚط انجبنغٍٛ ـــ كهٛخ انزًشٚط ـــ خبيؼخ ثغذاد

 كدضء يٍ يزطهجبد َٛم شٓبدح انًبخغزٛش فٙ ػهٕو انزًشٚط 

 إشـــــــــشاف

 . ْـــــــــــذٖ ثبلــــــــش زغٍدأ.
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