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ompare means of calories burnt by
re, knowledge about hypertension,

age and blood pres: gen tlons between calories burnt by
exercise, medica e, ea g be avior SCa ¢, knowledge about hypertension,
age and blood pressure” ate hierarchi pwaseumultiple regression analysis
(MRA) model to pre bleBd/Dressure. Aurettaspective research by face to face
interview and z singsClipical kia ot employed *‘."“'* igate relationship between
health behavior fa 0 melyr—ca urt \'.* eXeteise, medication compliance,
eating behaviog$Core #Membaraphicdata "1. .}‘\‘H“-. 3f 200 hypertensive
patients at Saraburifiospitall2009, rafidor _;‘\ ated omtputer. This study found
that total samplegize gf 200 Beriensive \1 Smostly 118 (59%) were

female, 82 (41§%) were mialefwitiray > age 2.08¥ears, average calories
burnt per week 2787 .24 ]pﬁl Binpliance score 7.41 £ 1.93,
average eating bghavi@r sgbre 6. ‘\ to blood pressure 150.24 +

18.49 and aveplfge Diastglic blod --. (-Fw > 89.40% 9.05. Gronbach’s Alpha coefficient
of Sorofman’s Comgpliagice seale i\ ht tiflae” and “right amount™ were
0.7978 and 0.789¢Mesg ctlvw Aua) ,,f' by Eatig i Befavior Scale was 0.7915. One
Way ANOVA confirgied th d prest ed1 ion compliance, knowledge about
hypertension, age and calgfies burat by e betWigen male and female were not

significantly different (p -0.05), But eal avior score between male and female
were significantly dlffere at-(p=0.0 product moment correlation
confirmed that age andeatingtelia i :,{::;- gnificantly positively correlated
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negativelyicarrelat 181, 9*-0.98, R*= 0.66, 0.96
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CHAPTER |
INTRODUCTION

1.1 Rational and backgr0

oke and cardiovascular

Cases Per’ ﬂ\:t g0, population and
increased in 20 cases per-100,0000 \ \i_\u Yorld Health
Thaila gkok}200822011).

on individuals in the United States

and approximately 1 b|II|on ; pulation ages, the prevalence of

hypeftenslwll ing her-unl difective-preventive
measures a emented.—Recent data from the Framingham éa‘ t Study suggested

that individ iy ereeht’lifetime risk for
P

|

developing hydﬁ,ension \Vason M

AU INERI TS

bloogressure the greater is the chance of heart attack, heart failure, stroke, and

kidney disease. For individuals 40‘0 years of age, eaglfigcrement of 20 mmH@id

IR TN g

to 185/115 mmHg (Lewington et al., 2002).

The guidelines of the Joint National Committee 7 from the USA (JNC 7) on



hypertension have defined as “normal blood pressure” (systolic blood pressure (SBP)
<120 mmHg and diastolic blood pressure (DBP) <80 mmHg) “pre hypertension”

(SBP 120 to 139 mmHg or DBP 80 t mHg)” stage I hypertension” (SBP 140 to

The list of W_‘ tlong for hy ' n various sources includes:
Obesity, Oveer ; ‘- _, \fr anA s have a higher risk

than Caucasia Shormal blood pressure,

ey
High salt diet, Hi f X -‘2"«.\3 fitness, Alcohol,

AI8m I hailand because it has
\ is ah under-diagnosed
condition because it calises g mage noSymptoms or only mild
symptoms. It has been call;e a, ;...;_;.-—;.:- LLhis reason. Unless hypertension is
severe, lifestyle change arest VAL
Adoption oh ‘ Dietary Approaches to Stop Hypertension (DAS eating plan (Sacks
etal., 2001)&v, W/, 2001) dietary

'V0|| ret al.,2001), physical

sodium reducti@(Cho

activity, ( Kelley, 2000; Whelton et al., 2002) and moderatlon alcohol consumption
t@obwous thatapo U|M health ap roach eventlon IS

(Xin aI 2001).
ublq ush al prob m and to reduce the coSts of hospita |zat|0n Iong

medication and rehabilitation. Theg@Fophylactic measuegm ust be dealt with

RIRNILITL Mﬂﬂiﬂm@ d

modifications. The preventive strategies against cardiovascular disease must be

e initiation of drug therapy.

targeted at a primary health promotion level before some of the important underlying

causes of cardiovascular disease seriously afflict a person or a population at large


http://www.wrongdiagnosis.com/h/hypertension/intro.htm
http://www.wrongdiagnosis.com/risk/obesity.htm
http://www.wrongdiagnosis.com/risk/overweight.htm
http://www.wrongdiagnosis.com/risk/diabetes.htm
http://www.wrongdiagnosis.com/risk/aging.htm
http://www.wrongdiagnosis.com/risk/race.htm
http://www.wrongdiagnosis.com/risk/hypertension.htm
http://www.wrongdiagnosis.com/risk/hypertension.htm
http://www.wrongdiagnosis.com/risk/salt.htm
http://www.wrongdiagnosis.com/risk/fat.htm
http://www.wrongdiagnosis.com/risk/inactivity.htm
http://www.wrongdiagnosis.com/risk/inactivity.htm
http://www.wrongdiagnosis.com/risk/alcohol.htm
http://www.wrongdiagnosis.com/risk/alcoholism.htm
http://www.wrongdiagnosis.com/risk/stress.htm
http://www.wrongdiagnosis.com/risk/inactivity.htm
http://www.wrongdiagnosis.com/u/underdiag/intro.htm
http://www.wrongdiagnosis.com/u/underdiag/intro.htm
http://www.wrongdiagnosis.com/sym/no_symptoms.htm
http://www.wrongdiagnosis.com/symptom/mild-symptoms.htm
http://www.wrongdiagnosis.com/symptom/mild-symptoms.htm

(Harpal et al., 2005). In pharmacist role, decreasing of public health care cost and

allowing people to have the greatest mobility, exercise, diet, and prevention are keys.

The objectives ;g"’/t 2 —“ﬁr

atron compliance, eating

1. To compare

behavior score pressure between

gender (male and fg

2. To find correlatigs bgfivefn faforiesBurmit By 'exeteiseNthedication compliance,

eating behaviguéCore gknoyledge aboUL age.andllood pressure.

. i IE -A ‘! ] b Ill '.I !
3. To estimate higfrchifal sfepwisgunultiple regrassiotanalylis model to predict

blood pressure.

1.4 Expected contrlbutlo

1. The infl al IR si@atients would be
ey L

identified. - J

2. An accuratemdictl pertgér' ive patients would be

presented.

AuInenIngIns

When controlling for drug (Hydroc‘orothl

o)L REREb {ifansnay

medication compliance, eating behavior score, knowledge about hypertension, age,

blood pressure?



2. Could (calories burnt by exercise, medication compliance, eating behavior score,
knowledge about hypertension and age) individually predict blood pressure in

hypertensive patients? In other words,werg there any significant correlation between

lighce, eating behavior score, knowledge

@ertensive patients?

ﬂ‘NEJ’JVIEWI’iWEI’]ﬂ‘i
RIAINTUURITINYIA Y



CHAPTER I
LITERATURE REVIEW

This chapter is compg@sediof t [he first section describes
regarding hypertensionsgjseasez e sec ‘G ews related literatures that
studied regarding inflETTeetfas ent and treatment

outcome. The thir i ‘ ical ffamewiagicthe last section presents

?\c e blood pressure is
elevated. Persistentyfypegfension i$-0 ﬁ;-, g'ri 8torsiibr strokes, heart attacks,

. T : . .
heart failure and arteria neur ;i.rﬁL ausSe of chronic renal failure
(Pierdomenico et al., 2009)" h‘_:..'..;*_n.s.mi.:. on ot arterial blood pressure leads

to shortened life expectang iff‘" 3 /e aly; sures, defined as mean arterial
; A
pressures 50%&or e werag 0 Ii@o more than a few
— ,‘

****** i

e

years unlessse

5-_- .
Hyperteu‘gon leads to signt

worldwide. Blood‘ressure control is critical i ucmg end-organ complications

ANGINBISHYINT

pres (Lam, 2007) which will be mentioned later in thls research.

AR IRSRS HRIRENE 8

.
ardiovascular morb@ty and mortality



http://en.wikipedia.org/wiki/Chronic
http://en.wikipedia.org/wiki/Disease
http://en.wikipedia.org/wiki/Blood_pressure
http://en.wikipedia.org/wiki/Risk_factors
http://en.wikipedia.org/wiki/Stroke
http://en.wikipedia.org/wiki/Myocardial_infarction
http://en.wikipedia.org/wiki/Heart_failure
http://en.wikipedia.org/wiki/Aneurysm
http://en.wikipedia.org/wiki/Chronic_renal_failure
http://en.wikipedia.org/wiki/Life_expectancy
http://en.wikipedia.org/wiki/Mean_arterial_pressure
http://en.wikipedia.org/wiki/Mean_arterial_pressure

1. Isolated systolic hypertension is hypertension in which only the systolic
(upper) reading is high. This occurs in people over age 65 and it is caused by

hardening of the arteries.

nsion is ja_person's anxiety or stress levels
being very high. Some : il :  . \ v /Eﬁ blood pressure readings

3. Labile W
pressure within pe

4. Mali

k ! Lt
%, i
1 %
"

s afg 1 -: h” 8suire recording due to
stiff and noncompli gself, ¢ #,L’: old \ \x actual intra-
arterial blood pr, or tha _, , pre S .*\ died by a
sphygmomanometer AN —= \

. iis & sighifigant re et irterease in blood pressure
over previous hyperte levels; associat pvidehce of vascular damage on
fundoscopic examination, b 7_.;.::?.‘...._“,; :

7. Hypertensi@ ifgeniy is a situiat lthe blood pressure is markedly
elevated, bug it d organ dama ge. é_;\wdition the control

\ \J

IC
-l =

of the elevatgd

— pe—

8. Hypem insion € which thgﬂood pressure is
markedly elevated, but with evidence of some end organ damage. In this condition,

the coptral of th &; ood pressure has done immediatel
9.0r ﬂhyp tensi nBs h e“ogq ﬂ@ phase of
timegahen the patient is under stress or when he is having disorder with a transient

hypertension phase, as may occur iffconditions like

RIAATRUANININY

¢) Acute glomerulonephritis
d) Acute intermittent porphyria

e) Pregnancy.


http://longevity.about.com/od/types/g/isolated.htm
http://longevity.about.com/od/monitoring/g/systolic.htm
http://longevity.about.com/od/types/g/white_coat.htm
http://longevity.about.com/od/types/g/labile.htm
http://longevity.about.com/od/types/g/Malignant.htm

10. Episodic or paroxysmal hypertension is seen in pheochromocytoma.
However, a patient with pheochromocytoma may be normotensive, hypotensive or

hypertension.

11. Parodoxical hypertef ‘ i pertension, patients paradoxically
shows an increase in blogtH ure ))y ibypertensive drugs. For
example patients withagighete aift &blmkers, on developing
hypoglycemia s i ell-controlled blood

pressure. This i ary to hypoglycemia,

act unopposed g Apdithe { - 00BPKESSUrE.

12. Hyper | statg 5 atio in\which -x-'i;"r-,‘j increase in both
diastolic blood"Pressyf, Jdin Aot \ A ;;7"'-,‘_-- sexual intercouse or
in diving in to colf watgf. . ‘,\1'\. 2™

. y B ' .;'- | ~"~ N .
13. Postural j#i¥pegen A‘f;' D - c..\.‘ oRg\When blood pressure is
 lying tlng
fall in systolic blood@ress ’ 120 MmHg
from the lying postlire, tfie patigitisaid fo ad@ypostu \ )ypertension.
Gt el

of hvypertenst
.

recorded in diffegdht paBitiah i.c. it

difgposition and if there is a
i
\

[eMstanding for three minutes

A

'\

TheE/enth ommitt‘i~ on Prevention,
Detection, Evaltiation, and Treatment of High Blood Pressure (JNC 7 Guideline) was

ished in 2 0! fined blood pressure een 120/80 mmHg as normal
dpre 139/89 1 gr ertahsion WHYperten oﬂi%to
L ‘ _

en a person's systolic blood pressure'is consistently 140 mmHg or greater

212 Classificatiop

with or without a diastolic blood pr‘sure of 90 mmHgﬂreater. Further it staw

QRIBININUINIINLINY


http://en.wikipedia.org/wiki/Prehypertension
http://en.wikipedia.org/wiki/Systole_(medicine)
http://en.wikipedia.org/wiki/Torr
http://en.wikipedia.org/wiki/Diastole

Table 2.1: INC7 Guideline (Chobanian et al., 2003)

BP Classification DBP (mmHg)
Normal and <80
Prehypertension \ or 80-89
Stage 1 Hyperten5|on-—-._ or 90-99

Stage 2 Hypertensmn or >100

BP = blood pressure.
SBP = systolic4s#80d prg
DBP = diastolic g

od p

fof TheBritis J oBikty (BHS), The

European Society off#iflyp /:,u et f Gaidiology (ESH) and The
' ' of Hy rtension (WHO/ISH) are

similar. The details oFthesét I TaBle 2.2 (Williams et al., 2004,

ESH Guideline, 2003 and &‘Jn

Table 2.2: BHSEHS ant idetines (Wittiams et ak, 2004, ESH

Guideline., 208

Isolated Systolic Hypertension (Grade 1) 140-159 <90

Isolated Systolic Hypertension (Grade 2) >160 <90




2.1.3 Signs and symptoms of hypertension

Mild to moderate essential hypertension is usually asymptomatic. Accelerated

hypertension is associated with-headea lence, confusion, visual disturbances,
y). Retinas are affected with

narrowing of arterial -."' ' ' M diameter, copper or silver

The ty, assOciated with headache,

anxiety, palpitati _ sea and vomiting.
Blood pressuré is e '-_f: ine “k % onary edema may
occur. In prim i Jtient aye h : larilgakness, polyuria, and
nocturia due to hypé iaff CRronie Béyter i ‘ : w left ventricular
hypertrophy, w 1 nocturnal dyspnea.
Cerebral involvem Stroke duis io‘-\ or'i@morrhage from
microaneurysms of s bl arterigs. Hypertension

encephalopathy is probabl datised by acut jary congestion and exudation with

SigRg hd : : nith-pre-eclampsi: @mpsia, can be

s, Other cerebral

proteinuria, ede Jt
|
gyomiting, Mdaches, and blindness.

—
signs may precﬁ the cONVENS

ﬂumwﬂmwmm

In 95% of hypertension caud®s are unknown an dgtegmed as essential
RN TUHN IR
ertén

2.1.4.1 Primary hypertension (Tierrney et al., 2004)



http://en.wikipedia.org/wiki/Headache
http://en.wikipedia.org/wiki/Somnolence
http://en.wikipedia.org/wiki/Confusion
http://en.wikipedia.org/wiki/Visual_disturbances
http://en.wikipedia.org/wiki/Nausea
http://en.wikipedia.org/wiki/Vomiting
http://en.wikipedia.org/wiki/Hypertensive_encephalopathy
http://en.wikipedia.org/wiki/Exudates
http://en.wikipedia.org/wiki/Hemorrhages
http://en.wikipedia.org/wiki/Papilledema
http://en.wikipedia.org/wiki/Anxiety
http://en.wikipedia.org/wiki/Palpitation
http://en.wikipedia.org/wiki/Pallor
http://en.wikipedia.org/wiki/Tremor
http://en.wikipedia.org/wiki/Angina
http://en.wikipedia.org/wiki/Acute_pulmonary_edema
http://en.wikipedia.org/wiki/Primary_aldosteronism
http://en.wikipedia.org/wiki/Muscular_weakness
http://en.wikipedia.org/wiki/Polyuria
http://en.wikipedia.org/wiki/Nocturia
http://en.wikipedia.org/wiki/Hypokalemia
http://en.wikipedia.org/wiki/Left_ventricular_hypertrophy
http://en.wikipedia.org/wiki/Left_ventricular_hypertrophy
http://en.wikipedia.org/wiki/Dyspnea
http://en.wikipedia.org/wiki/Stroke
http://en.wikipedia.org/wiki/Thrombosis
http://en.wikipedia.org/wiki/Hemorrhage
http://en.wikipedia.org/wiki/Microaneurysms
http://en.wikipedia.org/wiki/Intracranial
http://en.wikipedia.org/wiki/Hypertensive_encephalopathy
http://en.wikipedia.org/wiki/Hypertensive_encephalopathy
http://en.wikipedia.org/wiki/Capillary
http://en.wikipedia.org/wiki/Cerebral_edema
http://en.wikipedia.org/wiki/Pre-eclampsia
http://en.wikipedia.org/wiki/Eclampsia
http://en.wikipedia.org/wiki/Proteinuria
http://en.wikipedia.org/wiki/Edema
http://en.wikipedia.org/wiki/Convulsions
http://en.wikipedia.org/wiki/Blindness
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Primary hypertension has a multifactorial etiology. Genetic factor play an
important role. Children with one-and more so with two-hypertension parents have

higher Blood Pressure. Environmental fagtors also are significant. Increased salt

| These factors alone are probably not

/ﬂare synergistic with a genetic
___lﬂiﬂ’etlology of hypertension are

Wihtake, alcohol intake,

,2081: Williams, 2001)

Secondary #yperig ansion ishype a8 caused by an underlying

medical condition. There ar everal-caus econdary hypertension. The most

common cauSs of h “/“' 'w 0 enizmd drugs.

Figure 2.1: explaining factors affecting arterial pressure

Most of the mechanisms associated with secondary hypertension are generally

fully understood. However, those associated with essential (primary) hypertension are


http://en.wikipedia.org/wiki/Pathophysiology_of_hypertension
http://en.wikipedia.org/wiki/Arterial_pressure
http://en.wikipedia.org/wiki/Secondary_hypertension
http://en.wikipedia.org/wiki/Essential_(primary)_hypertension
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far less understood. What is known is that cardiac output is raised early in the disease

course, with total peripheral resistance (TPR) normal; over time cardiac output drops

to normal levels but TPR is increase
2.1.5 Diagnosis \\\ ’////

Initial assess pert@smn include a complete
history and phyS|caL i | ada masisof-hypertension. Most
patients with hypertensi | i !“\ '~- to their blood pressure
elevation. Alt v_ \ \ ed arterial pressure,
headache gener sits with ri sion characteristically,

hypertension he ufs in the mon | zed to the occipital

lated blood pressure

\ |
_ 1N the multiple blood
ions ¢ ’\ er nonstressful circumstances,

preferably over a peri tis t00 ,high i.e. >210/120 (Black et

al., 2001). P ———— '
Ii CoOUti T HiICAoOUl THHITHIL. IVially TAJ AL Ual &de
Masurement that

eral prmqﬂles can be extracted:
(Black et al., 20 1; Scottish Intercollegiate Guideline Network, 2001; Chobanian et

recommends -."r.

-~
frequently do nH>|t gree |

“ﬁﬁﬁfﬁ%ﬁﬁ%’wmm

Figure 2.2: Blood pressure measurement (Sphygmomanometer)


http://en.wikipedia.org/wiki/Cardiac_output
http://en.wikipedia.org/wiki/Total_peripheral_resistance
http://en.wikipedia.org/wiki/Medical_history
http://en.wikipedia.org/wiki/Physical_examination
http://en.wikipedia.org/wiki/Headache
http://en.wikipedia.org/wiki/Occiput
http://en.wikipedia.org/wiki/Occiput
http://en.wikipedia.org/wiki/Nonspecific_symptoms
http://en.wikipedia.org/wiki/Dizziness
http://en.wikipedia.org/wiki/Palpitations
http://en.wikipedia.org/wiki/Fatigue_(medical)
http://en.wikipedia.org/wiki/Impotence
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* Use a properly maintained, calibrated and validated device.
* Allow the patients to sit for at least 5 minutes in chair with feet on the floor

and arm supported at heart level in a u'e room before beginning blood pressure

measurement. .
* Abstain the patieh&fOm // e, drinking caffeine or
ini T and efore a blood pressure
measurement. :
. Remov("

avoid talking d

¢ stethoscope with

* The © peak i ilation \?ﬂ” f_’, )y ‘ ould be determined by

using palpitatio di arter Af","' . e ste \::"1_; pplied. For subsequent
] ally shot | B \‘-u ed 20 mmHg higher than

the pressure at whiCl th‘ alp .p @-ﬁ adial ¢ ry disappears.
* The deflectiay f-’.';r nn .of- sho

rate of deflection should be sed for perso thbeart rate less than 72 beat per

‘. be 2-3 mmHg. The lower

minute (bpm); the ma ste-of deflectior ealy for tachycardia. If the
precision ofymgasurement isto-be at least 2. mmHg, observershguid have the

opportunlty 0 MNea ' Mjradation of the

gy
o |—’l
.|
L]

mercury columm.
. Measurements of blood pressure in both arms typlca y are obtained at the

isit, and h the higher blood ure is used thereafter if the
calis r&}ta 1 '”ﬂ $

ake the mean of at least two readings. More reading are needed IT marked

d|fferences between initial measureﬁents are found.

ARTRN TUINIINHNAY

Recommendations for follow up: Recommends based on initial blood pressure
measurements for adults without acute end organ damage is described in below Table
2.3 (Chobanian et al., 2003; Williams et al., 2004).



13

Table 2.3: Recommendation for follow up (Chobanian et al., 2003; Williams et al.,

2004).

Class of hypertension Blood pregsyre, | Follow up Recommendation

Normal 3 check in 5 years
RN s

High normal 430139/ H" JREcheCicip 1 year

Stage 1 Hypertensio ""--,_-;' / 90- 99 sofifiaswithin 2 months

. 0/10 er to source of care

Stage 2 Hypertension.

2.1.6 edMmpligaftiop€ of hy

Hyper nsio [ al 9@1 " . " 98 treated to reduce the risk

of developing copgplicg n The

plic' hypertension are
.-r A ¥

a) Cardiovast ar ﬂ “atio .g Miyocard farction (MI), angina,

. a
CHF)#LE ' senticular H l‘\, trophy (LVH), left ventricular

Congestive Heart B llur
dysfunction

fﬂr
8 a’

b) Cerebrovascular d| PaSES i stroke, hemorrhagic stroke,

transient |schem|c atta

d) P&gipr
e) Aortglhneu
f) Retirﬁathy
9) Accelerﬁamlignant) hypertensiofiie

ﬂummﬂmwmm
RIS NIBINIINYTNY

a) Primarily to reduce the risk of cardiovascular and renal morbidity and

mortality
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b) Secondarily attaining of the target blood pressure <140/90 mmHg to reduce
the cardiovascular complications. In patients having hypertension with diabetes or

renal disease the goal of attalnlng target blood pressure is <130/80 mmHg.

py has been associated with

ocardial infarction, 2025

that in patients __
mmHg) and addliis ‘ (| fac ors;, aehiie) stained 12 mmHg
reduction in SBP g v | ' re fegy 11 patients treated. In
the presence O . "”‘--.;‘ s would require such BP

reduction to pre

The elde | ige >50 : ear  hypertangion the primary focus
should achieve the SE ) )atients with Ypert IRand diabetes or renal
| g (N
Guideline, 2002; Ameffcan Dialetes.Assos P00

ationa Kidney Foundation

2 72 ifestyle modifications: ifications.are an important
interventionboth-from-a-public-health-perspective-and-in-t Q management of
the individd‘l als
pursued as the ﬁf t-line Ir

00 Jatlons must be
3FtEnsion sMe such therapies are
safe, inexpensive and when combined with pharmacotherapy, may result in better

blood pre sure 0 r rovedq ali #fe, A variety of life
H ee ﬁ Iftria E]vod eﬁe( rahim,

198“

i) ANTRINNIINGAY

lowers the blood pressure by different mechanism). However, these agents differ in
side effect profiles, cost and efficacy; especially, the efficacy in preventing the

important "endpoints™ of hypertension such as heart attack, stroke and heart failure.


http://en.wikipedia.org/wiki/Hypertension
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1. ACE inhibitors such as captopril, enalapril, fosinopril, lisinopril, quinapril,
ramipril

2. Angiotensin Il receptor antagonists sugh as telmisartan, irbesartan, losartan,

valsartan, candesartan
Calcium channel blo

3. [ kers ( / ipine, diltiazem, verapamil
4. Diuretics such as<gng ethiazide, ydrochlorothiazide (also
meamn

called HCTWSplroglact
5. Alpha block h ZOSHT

: lictsd LZ hone other drug. The
advantage of fixed gmpinations _ as'in the fa \ theyincrease compliance
with treatment b , nbel ) pil eRD (the patients. A fixed dose
combination of the inhik A. ,_,‘i p calgium channel blocker
(amlodipine), recefftly bg G 1ot e v fect| Reveft in patients with

additional impaired g o folerance and | s with the metabolic syndrome

Qdelme gave

recommend& [ huqdellne thiazide-

type diuretic |sﬂ1} first- or most ;lx tients. The other first-
line treatment options are anglotensm convertmg enzyme (A inhibitors,

nsin r c t T
atipn h

alciu nel blocker: bet -blockers, and
Wi w eng clioiges.
pati with compelling indica |ons such as diabetes, heart Tailure (HF), post-

myocardial infarction (M1), and chi@hic kidney disease D) (defined as an

QRIRNIUNN TN

albumin excretion >300 mg/d), the JNC 7 guideline included more specific

recommendations regarding drug choice.


http://en.wikipedia.org/wiki/ACE_inhibitor
http://en.wikipedia.org/wiki/Captopril
http://en.wikipedia.org/wiki/Enalapril
http://en.wikipedia.org/wiki/Fosinopril
http://en.wikipedia.org/wiki/Lisinopril
http://en.wikipedia.org/wiki/Quinapril
http://en.wikipedia.org/wiki/Ramipril
http://en.wikipedia.org/wiki/Angiotensin_II_receptor_antagonist
http://en.wikipedia.org/wiki/Telmisartan
http://en.wikipedia.org/wiki/Irbesartan
http://en.wikipedia.org/wiki/Losartan
http://en.wikipedia.org/wiki/Valsartan
http://en.wikipedia.org/wiki/Candesartan
http://en.wikipedia.org/wiki/Calcium_channel_blocker
http://en.wikipedia.org/wiki/Amlodipine
http://en.wikipedia.org/wiki/Diltiazem
http://en.wikipedia.org/wiki/Verapamil
http://en.wikipedia.org/wiki/Diuretic
http://en.wikipedia.org/wiki/Bendroflumethiazide
http://en.wikipedia.org/wiki/Chlortalidone
http://en.wikipedia.org/wiki/Hydrochlorothiazide
http://en.wikipedia.org/wiki/Furosemide
http://en.wikipedia.org/wiki/Spironolactone
http://en.wikipedia.org/wiki/Alpha_blocker
http://en.wikipedia.org/wiki/Prazosin
http://en.wikipedia.org/wiki/Terazosin
http://en.wikipedia.org/wiki/Doxazosin
http://en.wikipedia.org/wiki/Beta_blocker
http://en.wikipedia.org/wiki/Atenolol
http://en.wikipedia.org/wiki/Labetalol
http://en.wikipedia.org/wiki/Metoprolol
http://en.wikipedia.org/wiki/Propranolol
http://en.wikipedia.org/wiki/Renin_inhibitor
http://en.wikipedia.org/wiki/Aliskiren
http://en.wikipedia.org/wiki/Perindopril
http://en.wikipedia.org/wiki/Amlodipine
http://en.wikipedia.org/wiki/Impaired_glucose_tolerance
http://en.wikipedia.org/wiki/Metabolic_syndrome
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2.2 Related literature reviews

people develop to hypertension or

treatment of hypertensive outc@ me \e ' | such as diet (patient eating
behavior), calories burn cise,)| i€ heavior change such as smoking

ient and medical regimen

compliance.

2.2.1.

Diet arid patighf eapfng/bgha it e in . t influence risk of
hypertension andgifeatnge ngouteo ...Jel agUes coleluded that individuals

blood pressure incregSingitag Mm \cre \\ eidividuals with renal
25
disease were pargi€ularly salf sensiti “‘r" eove \\ LIS

renal hemodynamicsgnd cale ;Kf p : 510 (J ,2009). Judith and

ajor alterations of

colleagues studiedn 4,844 parfj w:“ .-';-_ Nd the \'n pressure reductions were
-1.05 mm Hg systolicIr -G ‘?T-’-'-if- .Fﬁ di When e pressed per kilogram of
weight loss (Judith et al., 20 l "'L""_,‘ glleagues found that the impact of

(0 /g : .
dietary salt bloo ' "’ ht be affe jaption of potassium or
calcium. The Urinesodium-potassium-ratio-was-a-stronger-corrgiate of blood pressure

than either sbdi . : _&Jake was associated
with higher bloﬂ pressure gonsuming Ev-calcium diets
(Theodore et a 1998) George and colleagues suggested that'a marked change in
sodiumg i take IS r achieye a modes tion in blood pressure (there is a
T e Lk e
S0 |lql intake).  For hypertension patients and older than 44 years old letary salt

restriction was recommended. A dérease of 6.3 mm systollc blood pressyiey

qRIRNNT UARTINEIRY

colleagues suggested that a high consumption of salt increased blood pressure.

However, some scientists had different opinion on sodium restriction because of
reducing salt consumption resulted in increasing LDL concentrations. Therefore, the
antihypertensive action of restricted salt consumption might be cancelled out by
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increasing in LDL concentrations (Graudal et al., 1998). Bray and colleagues assessed
the effects of three dietary sodium levels on blood pressure in 412 participants. This

study incorporated grade declines in godiwmn intake (i.e., 150 mmol/2100 kcal, 100

s) and observed respective

mmol/2100 kcal and 50 mmal/ Keal fo
reductions in blood pressuire k€ level. The result demonstrated
that sodium-restrictedsdigts-aeka antlg/per f in people who consumed a

specialized diet, I.Pﬁﬁ'tontr led g 7 ‘ sumed a typical American
diet. The signif oon o hse re a mean reduction in
systolic blood prgs8tr . and ean.reduction of diastolic
blood pressure wagg#etweeh 2t 1Q Nkig ' -'n_.,\ Peglleagues concluded
that monitoring sodiy injkefelicit Zca iC prote ffect. One drawback of this
study was that thgfhvegfigaforgffailg sl'?'* \ o bI gOpsequences regarding
blood lipid concentgfior s |¢~m L Juce ag \ \ Bets on overall
cardiovascular heflith (BFay, 2t al., A"’ff} iv re h' cess salt intake might
cause hypertension afitl ag er!h i affe Q'i ardiov \ -

13 L] ) y - l ' ,
salt-sensitive’ people. rther ';v.

amlsystem and kidneys in

yd thatie c salt consumption
increased the left ventpfculafymass:a if.-f._ ess Of the aorta. These adverse
cardiovascular events sugge ‘;;-" puld be exercised in choosing dietary
sodium leve (Avi 004).~Vollmer and ¢ 2001) studied in the short-term

reduction insqdium-intake might be associated w grm risk of
hypertensmL 4 , pressure by 7.0/3.8
mmHg in patleﬂﬁ older mmiﬁin younger patients
(Vollmer et al 001) Aucott and colleagues recommended that for 10 kg weight loss

aﬁ qouldﬁj ﬁl q ? ﬁni sTtol ‘ iuld dﬁaﬁi.(ﬁn%Aucott et
2 2.2. Regular physical activiity (Exercise)

" ANNIUINIANNAY

less than the past. Whelton and colleagues found that the new lifestyle associated with

an increased risk of cardiovascular disease. Meta-analysis of randomized controlled
trial showed that a regular aerobic physical activity could reduce 1.81-3.35 mmHg and
2.72-4.97 mmHg of diastolic and systolic blood pressure respectively (Whelton et al.,
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2002). Kunihiko and colleagues studied in 63 participants who with/without pre-
hypertension and/or pre diabetes were divided into subjects and family doctors

prescribed an individually customized lifestyle prescription for aerobic exercise and

Mediterranean-style diet. Fo n'} hat bl ure and fasting blood glucose were

reduced (Kunihiko et al., 2808 rc #agues recommended that lifestyle
modifications, in partighy Bft exercise’ gFestriction, appear to be

g and treating arterial

stiffening (Hiro rrly andcalleagues s d regarding exercise in
. ' AR ‘\\
hypertension, di ape” hypefliptdemia\patients age.conellided that after
v ™
% N

\§\ hal odds ratio of 2.71
L]
idbe

adjustment for othg e had ag
N .
: \ MiyperTipidemia control

I8
it

compared with p; St i 2ICi 'v These fi ' ‘~\:"'~.~: ""'=-.‘ that exercise by itself
is important for hypgftens A perlip ‘4_\ "‘:.. anagement (Harry et al.,
2002). Rowlandgtatec 1 compal ith o\n‘w i@lsubjects, systolic blood
pressure was decreas __ mE -and dastalic b 0Rd pressure was decreased
by up to 6 mmHg Wi y .activ n ypertension patients.

Younger and older subfect _f‘[ﬁ{fﬁ“e'rm ; entd®y lifestyles risked an increase

—

in blood pressure over time 3?-,--—-“_ pMere physically active seemed to
- .‘-J ]

evadethisadﬁrse (Rowland. 2001

Lifestyl cﬁg or non-pharmacglogi®aPtreatment wa the choice in the
treginent of patients wi %t i rﬁra aWIHeS udied in 374
patigafs. Pafient intervention included 20 weekly group sessions followed by 12

monthly telephone counseling contd@ts and focused on B’qht loss, Dietary Qs

QIBINIAIANINL N

Blood pressure data were available for 91% of patients at 6 months. The main effect

of physician intervention on systolic blood pressure at 6 months, adjusted for baseline
pressure, was 0.3 mm Hg The main effect of the patient intervention was -2.6 mm Hg.
The interaction of the 2 interventions was significant (Laura P. et al., 2009) Laura and
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colleagues studied in 810 participants (mean [SD] age, 50 years; 62% women; 34%
African American) with above-optimal blood pressure, including stage 1 hypertension

(120-159 mm Hg systolic and 80-95 g Kg diastolic), and who were not taking

antihypertensive medications, BRI Ignterventions significantly reduced
weight, improved fitnes _’.' EREC v @_The established plus DASH
intervention also increaSeg: Tt 3 jtake. Across the groups,

change in advic ' i _- inSystoli pressure was 3.7 mm
Hg in the establj ; ) ihiihe, cStablisMeadiplus DASH group; the

systolic blood pre i veen ff -.~_~-, Hlishedan Jehestablished plus DASH

groups was 0.6 mm ‘ . ~ 08)441 ‘ e ho ed that smoking aids
the major risk f ' o ar sfieart disease among the
elderly and very oldy " ‘., : | ) Thus, it is critical that

person with rais : ' ac ; d to stop \ k| Wgh(Khalili, 2002). Xin
and colleagues foun i of rart .\ edi@bntrolled trials showed that
alcohol reduction f : i res .;' dieduct Of Of 3.24 and 2.22 mmHg of
systolic and diastolic ressure respec in @fal., 2001).

Patie Q pefension treatment.
Christianne and Ileagues studi , erans with ess%ial hypertension and

found that Mean birelme blood pressure was 157/83 mm Hg with no differences

FUE INENINLINT.

bett lood pressure control (138/75 mm Hg) than those in the provider educatlon and
_alert or provider education alone gr ps (146/76 mm ﬁd 145/78 mm Hg,
e

QLG SRR EL Y G A figig e

than 2300 mg (100 mmol)/day (and 1500 mg to 2300 mg [65 mmol to 100 mmol]/day
in hypertension patients); perform 30 min to 60 min of aerobic exercise four to seven
days per week; maintain a healthy body weight (body mass index 18.5 kg/m? to 24.9
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kg/m?) and waist circumference (smaller than 102 cm for men and smaller than 88 cm
for women); limit alcohol consumption to no more than 14 units per week in men or

nine units per week in women; follow a;t that is reduced in saturated fat and

les nd low-fat dairy products, dietary
. urces; and consider stress

had heard of blo o T i€ Aware -_ more among women
and settled-migram®€andg oot han d*half possessed the

prevented, and less

4".

knowledge, less thai¥a half pgrce hat hype 1 can be
than a half of fhese fighfo at least o nelifes ges mentioned by them
(Yadlapalli et al g#009 N Y

Medical regimej ”: cre By tant’fe to that effected to treatment
outcome. Ross and cdlleag “':-“'u. ed glologital and emotional effect of
iliness perceptions and trea E_r_r;
medication ‘mtle elieved in the gdication were more likely

gompliance to antihypertensive

to be complf ant with-antihypertensive-therapy-than-those-who-felt-it was unnecessary
(Ross et al., 2004 od&- ypertensions, large
city dwellers, and smokers are mOTe TKENY 10 De poor compluﬁ‘ The presence of some

of these characterliucs might incite the phymcUlther to encourage patient

gl nmmmwmmm

nce of hypertensive patlents treated with captopril twice daily or trandolapnl
once dally Trandola ril and capto |I were acked in ﬁronlc pleI nges eq
that pa 1ents comp 1ance w1th once dal y trandolapri

captopril (Michel et al., 2000).
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2.3 Conceptual model

According to past researches,congeptual model of the study was generated.

rcise, medication compliance,

the additional variables such
' he model for predicting

Blood Pressure

Figure 2.3:"

-
The objﬁﬁives of t 1y

exercise, medlcatlo compliance, eating behavior score, knowledge about

AN NG T

pertensmn age and blood pressure. 3. Estimate hierarchical stepwise

o
ompare meaJJHPf calories burnt by

multlple regression analysis model ‘predlct blood pregStie

QRIAND AU AN LAY

HCTZ.
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1. Did hypertensive patient male and female have different calories burnt by
exercise, medication compliance, eating behavior score, knowledge about
hypertension, age and blood pregsyre?

2. Could (calories burnt byAeX&re n compllance eating behavior

'd|V|duaIIy predict blood

pressure in hypEensHYy vere there any significant

correlati::@' = ication compliance, eating
behavio e, k ea \ and blood pressure?

3. What f pertensive patients?

ﬂuﬂ'mamwmnﬁ
QW’]Mﬂ‘itMﬂJW\’Jﬂﬂ’mﬂ



CHAPTER Il1
METHODOLOGY

This study W tlve Wear

ce interview following the

questionnaire gmd i emj one udyethesrelationship between

calories burnt by exercise’ egi# ' beha - --\;-‘; hypertension,
demographic ‘ ayg‘and ge el diastOlic blood pressure
(5eDBP) and segisl sysifliBigod presire (§888R) Nip.200pertensive patients
who visited the phygifian/t g *"; it dinOltze BBtiod of January 1, 2008 to

December 31, 2009.

.sx

3.2 Consideratiéh of {

y

3.3 Popula@' ) T,
The;} ]

were prescrlbe

treatment during Jil ary 1, 2009 to December 31, 2009. Exclusion criteria included

AUEINEANINEING

drug Simple random technique generated randomized sampling number by

Ei uter was emp ﬁd to select sﬁlples from com utﬁed Saraburl 0S |taI main

3.4 Sampling method
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The samples were the patients who were prescribed HCTZ 25 mg once daily

for hypertensive treatment during January 1, 2009 to December 31, 2009.
All data from computerlzed r b ri hospital main data base were in Microsoft
Office Access file from two Ie ). The first file contained HN,

birthday, age, gender 0

HN - S '

.l . - ccupation - | ICDcode -
3900562 _laiont] y 45 205 110
3913901 [ W S TE K 404 110
3925350 g, 209l S S/ ) B W 900110

3931162 ] 4 \ 404 110
3901522 W 606 110
” 404 110
- . r F. & ’ ‘qi" ‘ v ) .

3913667 _ 2471 A el AN 606/ 110
3908288 4 i A\ : ' 404 110
503|110
- \ : A N _ 503! 110

Figure 3.1 Illustr i theffirst fllg AN IC8, AGERSs from

i atabase
The second file contaig€d J;‘}?‘.,_.‘(:‘;}Ec d p .., 2 3.2).

T
Hn isitdaiesr e SErann, s Code

- Result -

' £ 158
=" P e ——— e —— df 25
i
7 133
3920168 M 30, TN Bﬂ 79
Figure 3.2 Illustétion of the second file in Microsoft Office Aetess from

computerized Sar#’umspltal main database @4

ALY INEINI .

OffIC ccess file. We used key W?ds 25 mg HCTZ and ICD-10 code 110 (ess tial

4 WARNA SRR NI Y

Microsoft Office Excel form. We recruited only patients with SeDBP > 80 mmHg or
SeSBP > 120 mmHg. It yielded only 1,581 patients.
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3.5 Sample size calculation

The sample size recommended Ry Hair et al., (2000) for using Multiple

iX independent variables, we

then needs at least 120 ] '-_‘-,: -oveT Caletllated for losing data to 200

samples. The ZWM ‘ si D ho came to see physicians
during the time . Lo y'fdning ' I, oten ia cipant had to meet all
the following reg S gracyy \\v 4a) hed 18 years of age (as

of January 1, 2009 eluded from the study

database if (as0 the gf0sij analysis‘date ‘ i yo e of these
disqualifying faci Dijed:y t contac i o pained in contact with
Saraburi hospital; og ,‘ gicugrently i X _ «} )€ 1“1 x studies; 4) Prescribed
HCTZ for diseasgl -_f _-_' e Proto "'*y jtehiBins and the calculating
sampling size of 20 Or G %( ’aa. ating Andomis [pling hypertensive patients
clinical data profll' A \ '

The & page questionnaire consisted of 5 6 questio 5 lﬁa‘s divided into (5)

|
parts: demo& » bigadl pressure, calories

burnt by exertnﬂjJsmg ysical AC@IIGS scale, the
knowledge about hypertension scales, eating behavior score and Sorofman’s

mmﬁ@ﬁﬂﬂﬂﬁﬂﬂﬁﬂi
N2 AYASAIUIANYIA Y

its face validity and content validity. Questionnaire format was modified — largely

based on suggestions from these pretest subjects. The final survey instrument and
sample methodology were approved by researchers and experts.
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3.8 Pilot Test

An initial interview of 20 guestionnaires were performed on February 20,

2010, serving as a pilot test fo gf greviewing the questions, and fine

tuning of some peripheral*aspetts.c J i ie._The pilot test responses

showed a need for eatifgDeNavigr < Jgsabout hypertension score

modification wh‘iWﬂ 3 s-modined questionnaire form showed
— . ~:

these changes to€ftanc ing, reliability sg , and variation of

responses. 3 /

3.9 Analysis Proce

All Yoidhiacivertent identification of

an individual. \ ! , rlith multiple statistical
vy _ . . .
testing. Nmeteen hy th ”J' S gener: ! , 0 \ els in this study. The basic

model for testing t ese rteel psistediOf twC dependent variables and

seven independent vaifh Ie

3.1OVariabJS e

There were two dependent variables in this study. The dependent variables

P an easured by S dical records. The presence
oﬁ‘ﬁ HIERIREARG

3 10.2 Independent variablegf’

FrRIaND U ANINYNAY

in this model were: gender, age, medication compliance score, eating behavior score,

knowledge about hypertension and total calories burnt by exercise.
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3.11 Study finding

3.11.1 Demographic data, alcghel and cigarettes consumption and blood
pressure

Age, gender,-edi :

obtained from fwe N
Blood p e W \

data base.

ing h; &5 "'-f "_ '- :-, : ‘\"i you normally smoke

everyday?” 4 ﬁ{, ' \ )
(R
3.11.2 Calories burn Dy-exercise—
2

=t

sured-via Haskell ¢ ‘mendium of
Physical Act ofo] udies to standardize

the asmgnmentgﬁMeta -E wsmMB/smal activity

questionnaires Dy Haskell (2000) at Stanford Unrversrty conceptualized the

jum a d le rototy p fort umen The nstrument was used
ﬁth Sdr f Aclivi xe IS ﬁto 989) to
dscorep ysical activity records Since then, it has been used in studies

WorIdW|de to assign intensity units # physical activity Htlonnalres and to de

IR ILAWTITIENT &%)

MET is defined as 1 kcal/kg/hour and is roughly equivalent to the energy cost of

sitting quietly. A MET also is defined as oxygen uptake in ml/kg/min with one MET

equal to the oxygen cost of sitting quietly, equivalent to3.5ml/kg/min.
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3.11.3 Eating behavior scale (version 3)

Eating behavior scale versio developed from version 2 (3 attributes

category ordinal scale) by Auanige jusing indicators to define a continuous
ratio scale of eating behayiaiy struct. fios scale was extended by
adding 5 specmc qu ¢ iet. - face and content validity.

aleN@ision 2

a'l"#

SorofmaniVedigal i€gime 1ce scale sionig was developed by
! ‘,. "‘, ﬁ | Y \-
Bernard Sorofman (2 nMpOsE QUestio 28sured 2 constructs
) 73 l ;,' , 1
“amount” and “pufictua me

al r rn nﬁ?’fFT

questions specification for h o -u-m e i

Sorofman Med e Was more advance by tuning the

312 Data all -;‘, >
= -
Data Wem descri d mea liWIth standard
deviations (SD.), One Way ANOVA, Pearson’s product moment correlation method,

AR

mgm“ance

q RBINIAUNTING LY

Way ANOVA to compare the means of SeSBP, SeDBP, medication compliance,
knowledge about hypertension, age, calories burnt by exercise and eating behavior

score between male and female (P < 0.05).
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Ho:
(1) M mate sesep = H female SesBP
(2) M mae seDBP Ak = M female SeDBP
(3) M male medication complj h’y/ M female medication compliance
(4) M mate knowle //ﬂwale knowledge about hypertension
(5) M mate age - Lo
(6) K male calorie . :
() '
Hypotheses 8-17 The data for these
hypotheses were an ion method (p
<0.05).
Ho:

(9) P calories Burn ) Exercisg
(10)  p Knowledg Fobout oS [“_:':“‘
(11) p Eating behawor sc_
(12) @ Medicai 2

(13L S

GO
(15) P rwledgabout

(16) P Eatln ehavior score. SeDBP - 0

FmET NaNIN

Hypothesis 18,19 has one continuous (Ratio scale

ep;]erf\)aria?e SeSBP,

SeDBP and six independent varlab‘—gender (male) eating behavior scorgyJy

IR TRIMIINHIRY

multiple regression analysis (p <0.05).
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Ho 18:
SeSBP = bg + b1 male + b2 age + b3 calories burnt by exercise +b4 eating

behavior + bg medi‘ 7 compliance + bg knowledge about

hypertensi\\\ ///
ZSeSBP =bl Z& +b3‘ calori@b“'Z eating behavior score + b5
 —— = -
icati | Lhyperten jon

Ho 19: , _

AUINENINYINS
RIAINTUNRIINYIAE



CHAPTER IV
RESULTS

This chapter showed a ana dginterpretation. All (19) hypotheses
Omes: '/Mgng tables and graphs. It
started with descriptiVE'Sta , S ﬁx and then the results of

inference statistics.we

namely- response

rate, demographi pteristi ek, ital status and

compare means , edic ( jan kr@wledge about
j | \ _
hypertension score, " rcise an@ieatiflg behavior score between
gender (male and fem arson’s ¥ Bmentic@relation was used to examine
0

the relationship between ageiéalofies 'cise, nowledge about

hypertension score, eating: .:_u SCOrE j@n compliance and blood pressure
then Hierarchigal Tegr orﬂcted to explore
predictors Of(HE-RIOHeOEDIOOM-DEESS Ul ' '

A N

; |—"
Data coHIﬁ \g and computerize entry Were accompllshe nd confirmed by 2

investigators. Tesiior data entry error was double checked by 4 investigators

FTITFJ”JW]EJW WYTm ™

crlptlve statistic ana|yses

ammmmumqwmaﬂ

Data from computerized Saraburi hospital main data base were retrospectively
collected restricted only the hypertensive patients who were prescribed
hydrochlorothiazide 25 mg once daily for hypertensive treatment for a period of
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twelve months during January 1, 2009 to December 31, 2009 yielded 1,581 patients
(population frame). All 1,581 patients (population) were randomly selected by using

computer generated 200 numbers to ke samples of this study.

ed during 2-12 April 2010.

There were 21 patie 10.5% -{ |ents (0 5%) was death

The marital

were singleL "';,,_-.--.-.-_,...-‘_...-......_..__.:g,,
L\

ere zarried and 22 (11%)

The Ievg”ﬁ edu 5%) re completed grade
school, 45 (22 A)) were completed high school 32 (16%) were completed junior high

school, 21 (10.5% 3 hnlcal schol nd .5%) were ba helordegr e. (The

46 (23%) the majority of regfondents’ occupatlwere house maid, 37

q mmmm mm ?Eﬂ‘lﬁ d

official. (The graphs was shown in Figure 4.4)

The average age of female respondents were 59.82+11.79 years old, ranged
from 27.13 years old to 82.18 years old. The average age of male respondents were
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53.66+12.16 years old, ranged from 27.78 years old to 83.20 years old. Results were

shown in table 2. (The graphs was shown in Figure 4.5)

Demographic Charac q Frequency Percent
Gender
Female 118 59.00
Male 82 41.00
Marital Status=® v AR
Single IIIE'\\ W 11.00
Married h TAA\\\ 178 89.00
Ll Y 4] Nz $\\\
Completed grade ’w \\ 97 48.50
Completed high schgb m '{ \\ 45 22.50
. 1] L
Completed juniofyfigh §haol ' \ ' 32 16.00
' ’lj
Technical school 21 10.50
Bachelor degree = 5 2.50
Occupations RN L,
Govern }f | 18.00
Retired g¢ ‘ffh.. 24 12.00
Employee _-'I ﬁ 32 16.00
i
Agriculture =4 ; 25 12.50
House maid ?n 23.00

Female 27.13 82.18 59.82

Male 27.78 83.20 53.66
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Figure 4.1: Gender of respondents (n=200)

C ents

Gender 0

140 | ii’
\\W!//

100

80

60

40

number of respondents

20

Note: 118(59%) @F resp Jo ts wel JM B: ""5‘\ | _°o ere male.
&\ﬁ

Figure 4.2: Marital ‘rt"‘ of resp np dents |

r'.-"-f
200
180
160 s
140
120 M
100
80
60

ﬂ 1J £ r:II'lI; ] ii
i

umber of respondents

Smgle ) Married .

ammmmw'ﬁw

QJ

0
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Figure 4.3: Level of education of respondents (n=200)

Level of educatlon of respondents

120

100

80

60

40

number of respondents

20

& Be.Bachelor
decree

Note: The larg€st supfirouff offrésporfdents o7(48%0%) habl,completed grade school.

number of respondents
[
o

Noteghe most occupation of respc?dents was house maid 46(23%)

QWQ@%&T}@@HNWYJWFJ']& d



36

The average age of respondents

61
60
39
58
57
56
5b
54
33
52
51
50

Average age

Note: The averaggiige of fefhale s Olhand the average age of

male was 53.66 + 124

4.1.3 The other descril§

The average aggfof ‘fy;,__, we .+ 1201 years old, ranged from

B ]

27.13 years old to 83.20 yearsatt=the-aw ®Systolic Blood Pressure of

respondents were 150,24 4 ‘:r"?unu“ 0 mmHg to 228 mmHg. The
average Di@i Nt - @mmHg ranged
from 80 m _.’ Q}rtensmn score of

respondents w 6 3 s to ﬂ points. The average
xercise per week of respondents were 2,78%24 + 141.61 kcal,

ranged from 250 I&N?SO kcal. The avera@giedication compliance score of

SR ARERTININ

3.09 pOints to 8.56 points. Results ‘!ere shown in Table 3.

q mmmmum& Nea EJ

calories burnt by

Mean

age 55.21 12.01 | 27.13 83.20

Systolic Blood Pressure 150.24 18.49 120 228
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Diastolic Blood Pressure 89.40 9.15 80 132

knowledge about hypertension score 6.31 1.57 0 10

calories burnt by exercise per week y . 2787.24 141.61 250 4750

1.93 1.15 9.98

1.14 | 3.09 8.56

iability with

Cronbach’s Alp ' " Ihe reliability Qg s BEBRrofman’s Compliance

4.2.1 Analysis of vp :

The first (1-7) hypotheses we e ——
(1-7) hypotheses wete

Ho: _ J
o |
(2) M rﬁH]SeDBP M female 85@
(3) M male ication compllance = H female medication compliance
|J male calories burnt by exercnse M female calories burnt by exercise
(7) M male eating behavior score = f“atlng behavior score

q W’l mmm mmnma d

compare means between male and female’s (Blood Pressure, medication compliance,

knowiedge about hypertension score, age, calories burnt by exercise and eating
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behavior score). The statistical significance a was set to 0.05. Results were shown in

Table 4 to 15.

Table 4.4: Systolic Blood Pre

o RN Mean SD Min Max
Systolic Blood Pressei | Fer 18.32 | 123 217
18.55 120 228
The average S were 151.99 + 18.32
mmHg, ranged frg v Neav stolic Blood Pressure
of male respondents § 71 +18:55 mmA 0, a. fiom 120 mmHg to 228
mmHg. W
Table 4.5: One alysis of ¢ Bloog :
4 4 - r‘ \ !"‘.'_I
S / df \. Square F| p-value
Between Groups 887:99-1 B 887.99 2.62 0.11
Within Groups 338.98
Total
F-test of the-ayerageyseore of Systolic B cen fgmale and male was
2.62 (p = 0L)~Col core-of femate-and-Male Were not
significantlyediffe .
=
Table 4.6: Diastelic Blood Pressure
Max
121

q W X sm@mﬁm

respondents were 89.32+9.76 mmHg, ranged from 80 mmHg to 132mmHog.




Table 4.7: One Way ANOVA analysis of Diastolic Blood Pressure

39

Between Groups
Within Groups
Total

Mean Square F| p-value
0.84 0.01 0.92
84.23

F-test of the average
significantly dlffer nce

Table 4.8: Medi®tio £ s09re

Compliance 4

AFE 28 “‘l

. ' -;;";

1

The average medicé |op mpI| 1CE : ! maIe ;\..

pO N1 f,;r f ‘_ 2 d

score of male respondents we

points, ranged from 1.

'
g-ni._?—’-ﬁ

points.

llli- 10N
TIPS DANN

191

SD Min Max
1.64 9.77
1.15 9.98

Jents were 7.24+1.93

8fge medication compliance

ranged from 1.15 points to 9.98

p-value

Between Groups
Within Groups

was 2.25 (p = 0.14). Conclusion thﬁverage score of feale and male were not @

0.14

F- temf the average score of medication compllance score between female and male

qmmmmummmaﬂ

Table 4.10: Knowledge about hypertension score
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N Mean SD Min Max
Knowledge | Female 118.00 6.33 1.67 0 10
Male 6.27 141 3 9

g ale respondents were
3 S verage knowledge about

e — :
ere %wanged from 3 points

f b ertension score
/leamSquare F| p-value
Between Grol A 19 0.08 0.78
Within Groups : _ ?‘49 ) 2.48
Total 4 490; T
F-test of the averaggfcoglf of knc ] hypertépsigl score between female
and male was 0.08 (p =0.78). ' ) g re of female and male were
not significantly difference. ¥ el
| A7
Table 4.12; 'gor' l:]
ISD| Min| Max
Calories burntﬁj = 14556 | 250 | 3200
exercise /| Male 82.00 314199 [Ll13766| 720| 4750

e INENINHANG

male pondents were 3141. 99+13?66 kcal, ranged from 720 kcal to 4750 kcal

R SINIUUNIINBIARY

Sum of Squares Mean Square p-value
Between Groups 18490945.61 1 18490945.61 3.19 0.08
Within Groups 1147794828.34 | 198 5796943.58
Total 1166285773.96 | 199
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F-test of the average score of calories burnt by exercise between female and male was
3.19 (p = 0.08). Conclusion the average score of female and male were not

significantly difference.

——

SD Min Max
Age Fomale 318,00 628 1184 2713| 8218
e 3’ . _ 16 27.78 | 83.20
The average age malé’ resbghdentsaer + RS old, ranged from
27.13 yearsold to 8 r§fo _' [ respondents were
53.66+12.16 yeag€ oldgfanged _fo ea .20%@ars old.
[
Table 4.15: OngiVay SXN( /A ar ' e
. Sum4 | res| ‘ n Square F| p-value
Between Groups i\ 331.91 2.32 0.13
Within Groups a2 ' 8" 143.23
Total » 99
F-test of th '%r as@.32 (p = 0.13).
Conclusion A jmtly difference.

"
-

o ;'-.
Table 4.16: Ea%i; behavior score U'

Max

8.56

8.31

ﬂua

q m sensalardveay

6.13+1.18 points, ranged from 3.09 points to 8.31 points.

Table 4.17: One Way ANOVA analysis of eating behavior score



42

Sum of Squares df | Mean Square F| p-value
Between Groups 5.14 1 5.14 3.99 0.05
Within Groups 198 1.29
Total 4199

Hypotheses 8-1
hypotheses were analyzed v

statistical si

(8) P Age. Se8

Table 4.18: Co

hag f‘::';l‘:f' -m_lﬁr“ .

—
) 2
—-—-l‘-l-‘-'

medication

en female and male was

d male were significantly

ies burnt by exercise

an e (p>0.05). But
&significantly difference

ale

i

ariables. The data for these
Loment correlation method. The
ble 18 to 27.

This study found that there were a positive relationship and significant between age
and Systolic Blood Pressure. (i=+0.16, R’=0.03, p = 0.02).
Conclusion: The older patients were, the higher Systolic Blood Pressure they got.
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(9) P Calories Burnt by Exercise. SeSBP =0

Table 4.19: Correlations between calgrigs

|‘|

burnt by exercise and Systolic Blood

Pressure A\
\:‘J 21000,P! ) calories burnt by exercise
Pearson Correlatio 00 -0.81
p (1-tailed) **0.00
N 200
Correlation wassRifi
This study found thag#herg’wg Janegativeirel Iof-L ie, significant between
Systolic Blood B buibby eXerlse = 082, R’=0.66, p = 0.00)
Conclusion: The lesgfexef |_s patier @, ahigher & %lic Blood Pressure they
got. | A
(10)  p knowledge abo hypertsion. SegBk
(A
Table 4.20: Correlations bet elweel ,.ﬁw Bt hypertension and Systolic Blood
Pressure
,  Systolic Bloo .,c e ‘bout hypertension
Pearson oi"F ; ,- -0.03
(l-tailed) M dl 0.69
200

VLR (et PRIE

This dy found that there were a negative weak relationship and not significant
between knowledge about hyperten‘on and Systolic Bl@&ek Pressure(r=-0.03, Qs

QRIRDAUHALANELIQY

Blood Pressure they got.

(11) P Eating behavior score. SeSBP =0
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Table 4.21: Correlations between eating behavior score and Systolic Blood Pressure

Systolic Blood Pressure

Pearson Correlation 0.59
p (1-tailed) **0.00
N 200

This study fou ificant between eating

behavior score a , p =0.00).

Table 4.22: Correlation

Systolic Blood Pressure

Pearson Correlation -0.98
p (1-tailed)~ **0.00
N A 200

= 7
i
7

[
(b
-

Correlation Web:5i0
o .
i 0

This study found taat there were a negative relationship but significant between

AUHINETINAIAT.

icati
Si
Presqla they got.

RIRINTAUANIINGIAY

Table 4.23: Correlations between age and Diastolic Blood Pressure

age Diastolic Blood Pressure
Pearson Correlation 1.00 -0.19
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p (1-tailed) **0.00

N 200.00 200.00

Table 4.24: Correlatj , caldried bl By exero iastolic Blood

Pressure

Biastolic Blood Pressure

Pearson Correlationlff | -0.43
p (1-tailed) **0.00
N 200.00
Correlation was significant at ih
This study e Y T e aLficant between
calories burfty: exer 0.48:R°=0.18, p = 0.00)

ot

.
Conclusion: THﬁ ess exercisep Tgher Dias@ Blood Pressure they

aﬂummmwm na

Table 4.25: Correlations between k‘wledge about hymmon and Dlastollc wd

Pearson Correlation 1.00 -0.10

p (1-taiied) 0.15

N 200.00 200.00
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Correlation was not significant at the 0.05 level (1-tailed)

This study found that there were a @n gative relationship and not significant

between knowledge about h last I|c Blood Pressure. (r=-0.10,
R?=0.01, p = 0.15). EEK

Conclusion: The les out hype ts were, the higher

Diastolic BIO@

(16) P Eating beh

Table 4.26: relatighs b .‘L ‘ ) :7:."' [ olic Blood Pressure

_ ll M\‘\ Diastolic Blood Pressure
/5 AARAN

Pearson Correlatlo 0.53
Ju rw,

b (tailed) "':f; “‘\‘1 0,00

00
N !_ :m f OI00 \ 200.00

.n; -

Correlation was S|n|f|; tat ne 0:01 lev ailed)| )

This study found that there ip and significant between eating
R3—0.28,p = 0.00).

ConclusioniIhe-mol patients-were; the-higherDiastolic Blood

behavior scoke and Bi

Pressure theyegot.
o
B

(17) P Medication comp?ce SeDBP -

ﬂUﬂt@%W]?ﬂMﬁ?

medlcatltfcompllance 4=, Diastolic Blood Préggiire

Dl’l“lﬁl'

N 200.00 200.00

Correlation was significant at the 0.01 ievei (1-tailed)
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This study found that there were a negative relationship and significant between

medication compliance and Diastolic Blood Pressure. (r= -0.60, R?=0.36, p = 0.00).

|
Pressure they got.

Conclusion: The less medication cowl'z?ce patients were, the higher Diastolic Blood
|

Pearson’s prodil

score were significaftt 0. corrélated w

less Systolic Bloglf Preg8urg . Bubihe \: -f-.\-
Blood Pressure the §'praduc 1 _’\-

. . \ 1
that age, caloriesg exercisesand.medication €o pliar

related with DiastoliglBlogtl Preséire’ (=" / 0.43, -0.60
respectively) but edting BEhavigiedre Sighifitant!y \‘ ed
Pressure (r=+0.53 with"p=0,08)-meaning t  patiénts

exercised and more complied.fnedess-Diasi

A

i[':':
patients ate_gimor Diastolit Blood Pre

Hypbe =

-
Pressure and 6 mn epen age, e
medication compliance, calories burnt by exercise and know

at age and eating behavior

lood Pressure (r=+0.16,
t by exercise and
ith Systolic Blood

""'-‘__- ing the younger

a, ~ on compliance the

\dte. the more Systolic

pment correlation confirmed

& significantly inversely
with p=0.00, 0.00, 0.00
ith Diastolic Blood

were, the more patients

Blood Pressure they got but the more

0

==

_ﬂkn‘ variable Blood

.

a,];ug behavior score,

ledge about hypertension

score—-describe ﬂt ation._Hierar hica‘a@ wise multiple regression analysis
w pl@yed. ordi Meﬂeﬂew oﬁw}a‘ d I,%ariables
wer i

ided into 2 groups. Firstly, gender and age were added to the equation (model

1) then followed by calories burnt f exercise, knowle

QRIBINIOIINTY

bout hypertension, e‘m

naee
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Ho 18: Model predicted Systolic Blood Pressure

bs medication co

Zsesp = b1 Zmate + b%

anriesdrnt by

SeSBP =bg + b1 male + b2 age + b3, ?les burnt by exercise +b4 eating behavior +

/}ge about hypertension
&ia\tmg behavior score T b5 7

medication compll =t

LD 0 ledge eating

medication | behavior

ypertensio compliance score

Systolic Blood

Pressure

Il"‘

gender (male)

age

7] ;w::'g '9\\\\‘
2\

calories burnt by

exercise

knowledge about

hypertension ) ,

Medication

compliance » 1.00

eating behavior scorg| 019 1.00
7.41 6.33

qWIR ANIUNRVINGINY

Pressure (r=**-0.98, R?=0.96, p=0.00). Calories burnt by exercise had negatively

significantly correlation with Systolic Blood Pressure as well. Calories burnt by
exercise (r = **-0.81, R?=0.66, p=0.00). However, eating behavior score and age had

positively significantly correlation with Systolic Blood Pressure as well. Eating
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behavior score (r=**+0.59, R?=0.35, p=0.00) and age (r= *+0.16, R?*=0.03, p=0.02)
respectively.

Conclusions: 1. The more patientscomplied to medication, the less Systolic

] Cised the less Systolic Blood Pressure

they got. 3. The younge ..\ - 2 T d Pressure they got. On the

other hand, the more-galty *__E__ S stolic Blood Pressure they
- ————

got.

—

' ad positively
8ihere patient complied the

_ ‘ t it Mg8ant that the older patient
had more exerci Q. .05)! |
dPr re
M “ » Mo 2
b SE Beta T p-value
constant 13 | 4660| *0.00
gender 5o 0.12 0.90
age 04| o076 0.45
calories burntdy ad
=
exercise . 000 | 000 [llbo11| 534| =000
knowledge
about ‘
SR 0.72
meglicgtior}
complifnce ¢ 854 | 019| -090| -44.41| *0.00
_eating behavior
8 10. *
RZ

Dependent Variable: Systolic Blood Pressure
* significant at 0.05 level (1-tailed)
** significant at 0.01 level (1-tailed)
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The two steps of hierarchical stepwise multiple regression analysis statistics

were used to explore the relationships (predicted) between Systolic Blood Pressure
and all six predictors (gender, age, calokies burnt by exercise, eating behavior score,
L . | .
medication compliance scor\ l’ f//o,t hypertension score).
The directionalnatureef. the h)goth@ t-tests were used to assess
@Preswre prediction as

for significance.Wtion@f Th
: RN

the followings.

* significant at 0.0
** significant at 0.01

£ -J'_i‘_,‘.
Given.all other ables ant jeation compliance score
increased one it Systolic Blood Press ! ﬁease 8.54 mmHg.

_.N,J)d Pressure would

significantly injﬁase 13. Ies bu@by exercise increased
one unit Systoli€ Blood Pressure would significantly increase 0 mmHg. (p = 0.00) 4.

Age increase oneﬁ' stolic Blood Pressur Id not significantly increase 0.01
mrﬁ : = E} nowle tjjt ' r oi fi‘iys lic Blood
Pre‘s‘lawo dnot significantly decrease 0.05 mmHg. (p =0.72) 6. 1f samples were

io

female Systolic Blood Pressure woﬁi not significantly'&ease 0.06 mmHg. (pz0.80

QMIANNIAUNNINYA Y

ZSeSBP: **'0-9ozcompliance score +**0-822eating behavior score—** 0--’]--’]-anlories burnt by

exercise™ 0-Olzage +0.00Z knowledge about hypetension+0-oozmale
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* significant at 0.05 level (1-tailed)
** significant at 0.01 level (1-tailed)

Given all others variablg Medlcatlon compliance score

increased one standard unitSyste , Id significantly decrease 0.90
standard unit (p=0.06 J_ 3 (g ne standard unit Systolic

burnt by exercis ' gedhgStandart un ic B essure would
significantly degi : ande ‘. n ge IMekgased one standard unit
Systolic Blood Pregsfire wou {6 significan ! ‘ : unit (p=0.45)
5. Knowledge about § pe ENgio ‘. ease \ ~q ystolic Blood Pressure
would not signifjgéntlyghcgea _0. tande \ " ' f samples were female

Systolic Blood Presgfire \oul &(s ficantly 10 standard unit (p=0.90).

L '..l
1

The influenceg ft ‘ ‘ om the standardized

prediction equatiof. Thgfthree piQs st's gn ; var|a s those predicted Systolic

Blood Pressure were niedic rr..#’g. an -. O, p=0.00), eating behavior

score (Beta =0.82, p= 000) nd-catortes-bu exercise (Beta = -0.11, p=0.00)
ﬂ’”?," /)
respectively m W

(A4
gle | od Pressure could

.
be explained b)ﬂ | of t

e of tﬁ six predictors
namely- medicafion compliance eating behavior score, calori€s burnt by exercise,

kno e about S|on aijn ndeMld accounted for 58% variance of
HANYUAIWNEIANS

Ho 19 Model predicted Diastolic Bfood Pressure

q mmmmummmm

bs medication compliance + bg knowledge about hypertension



ZSeDBP =b1 Zmale + b2 Zage +h3 Z calories burnt by exercise + b4z eating behavior score +b5Z

medication compliance +b6 Z knowledge about hypertension

Table 4.30: Correlation matr \\} f /d ressure

Diastolic Blood

Pressure

gender (male)

age

calories burnt by

exercise

knowledge about

hypertension

medication

compliance

eating behavior score

Mean

SD

** significant ﬁj.m

52

There werdlb iggependents variables infiggfequation. The medication

frut NI N

negatiely significantly correlation &lth Diastolic Blood Pressure as well.

RIS ARITNG

«nowledge eating
about medication | behavior
psion compliance score

.00
0.04 1.00
-0.19 1.00
7.41 6.33
1.93 1.14
Calorjes

Y

with Diastolic Blood Pressure as well. Eating behavior score (r=**+0.59, R?=0.35,

p=0.00).

Conclusions: 1. The more patients complied to medication, the less Diastolic

Blood Pressure they got. 2. The more they exercised the less Diastolic Blood Pressure
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they got. 3. The older they were the less Diastolic Blood Pressure they got. On the

other hand, the more salty food the patients ate the more Diastolic Blood Pressure they

got. |
Moreover, the val(/efisOn L/j/{ predicted relationship
between calories buraisly-eXereIst pllance and age,
tby > [
frglat _ ( exercise, it meant that
the more patient.c i e moge theylexel , R?=0.60, p=0.00).

Calories J exércite correl : Afibihat the older patient
3 _‘ D ;

had more exercised |

Table431 Ce ff n--. !
odel u" .

r__r,! 7 b, ‘ Beta T| p-value

Constant o1 000
gener 0. 03 0.56 0.58
o e —Yeak®) || WdSe) 1| Al | e -5.32 0.37
exercise 090 000
knowledge

about

hypertensmn

'.ll ' ’
co pI ANC|

Dependent Variable: Diastolic Blodd Pressure
* significant at 0.05 level (1-tailed)
** significant at 0.01 level (1-tailed)
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The two steps of hierarchical stepwise multiple regression analysis statistics
were used to explore the relationships (predicted) between Systolic Blood Pressure

and all six predlctors (gender, age, calo

7burnt by exercise, eating behavior score,

//;t hypertension score).

The directio aiureof the hy oth t-tests were used to assess

for significance. Wﬂtlonmf The’,@ Pressure prediction as

the followings. AN

SeDBP . ] ting.behayi Sgore %%3.38%ompliance score+

"o about

* significant at 0.0!
** significant at 0.01 |€Vel @Ffailed)s .,

y J?‘ ‘i
Given aII other ables m jgation compliance score
increased one gnit Diastolic Blood Pressure would significant rease 3.33 mmHg.
(p=0.00) 2.

significantly mﬂase 5.

one unit DiastolTc Blood Pressure would significantly mcreang mmHg. (p=0.00) 4.

d Pressure would

d U]
-

3 Ho J8FTes burnt by exercise increased

Agel rease one WeBiastolic Blood Pr SSUM uld not significantly decrease 0.22
Pres wWo no significantly decrease 0.44 mmHg. (p=0.16) 6. IT samples were

female Diastolic Blood Pressure waffld not S|gn|f|cantlﬂrease 0.56 mmHg.

Q\Wﬁﬁﬂﬂiﬂ&ﬂ%’l?ﬂﬂ’lﬂﬂ

(2) Standardized prediction equation

ZSeDBP = **0-722eating behavior score **'O-7ozcompliance score** 'O-ZQanIories burnt by

exercise 'O-OSanowIedge about hypertension +0-082age+0-03zmale
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* significant at 0.05 level (1-tailed)
** significant at 0.01 level (1-tailed)

Medication compliance score

. : Al
Given all others variablg§, Gan ,y
increased one standard unMaRiasiolc\Blg ‘ i:’é&gg

¢ \ould significantly decrease

0.70 standard unit (p=Q00} 2=Eating behavi lagkeased one standard unit

Diastolic Blood PréSSHTe MK gnif&ntly 356 standard unit (p=0.00) 3.
Calories burnt by BRercisgaintipeSed one standardtin

¢ Blood Pressure would
significantly d sed one standard unit
Diastolic Blood P ¢ tandard unit (p=0.37)
5. Knowledg ston-ir a ~ upit Diastolic Blood
Pressure would igpiticgn / £ase 0.08 st 0.16) 6. If samples

afitly increase 0.03 standard

g eval \‘ om the standardized
prediction equation. THe thrge.mast signif jab[8§ those predicted Diastolic
Blood Pressure were eating behaytor-scon a=0.72, p=0.00), medication
compliance (Beta =10 .0

) and ca ¢ ercisﬁBeta =-0.29,
p=0.00) "" Y ! “)

R?was ﬁﬁ al to 0.55: Diast@ Blood Pressure could
be explained by all of these six predictors. The variance of theSe six predictors

namely- medica io,ﬁ’(ﬁ“ nce, eating behavi ore, calories burnt by exercise,
v dﬁoﬂp%n%aﬂ%der o“eﬁeﬂr %ance of
= 'C I - - - - - - - - -

-
-

od Fressure.

AR TN INGIAE



CHAPTER V
DISCUSSION AND CONCLUSION

In this study, a retrospet \ ] \ e to face interviewing followed the
questionnaire guidelinesgl el e multiple relationships
between calories buriFDyexercie ' '&eming behavior score,
knowledge about h: i esSure<afi200-hypertensive patients who

1. Did hyferte atient-male andifenale’s ' \s ent calories burnt by

exercise, medicatiog§c core g 'p hehaviok se e, knowledge about
hypertension, age and od R, --a-.iﬁ;

Wabdonis s

2. Could (calories b iy‘:’u jon compliance score, eating
behavior score, kne ut t i idf;ﬂ predicted Blood
Pressure in Hypbrencive-paticntsz=ln-otherwordswere-there-amy significant

correlation be Miance score, eating

Mowledge about hypertension and age) and
relationships betw?n all predictors e.g. calorleg bblmt by exercise, medication

PUYT AMBIWYTNS

3 What factors sm%n‘lcantl)‘and not Si nlflcantaedlcted Blood Pressitefin

QRN 1IN

Discussion, conclusion, recommendation, qualifications of this study and

behavior score od Pressure? And also

future study were also provided.
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This study found that most of hypertensive patients were female (118, 59%).
The patient averages age were 55.21 + 12.01 years old. Most 178, 89% of patients
78 .50%) at a particular level of educational

/n/xt of patients (46, 23%) were house

were married. The largest subgroup

attainment had completed gr

maid.
5.1 Assessment of@questlon‘ —a

This study.jg relégioniship between.aJencaiaries burnt by exercise,
knowledge about h ) eat AV O SCOre “'»--.‘__. compliance score
and Blood Pre : lyhosed three fu '- e s (When controlling
for drug “Hydroc o Ve ‘ '

5.1.1 The first quéStion

r'i’f g

Thefrrstq Fstio skedﬁ Jpe

different calories burn*oy g (‘ﬂrﬂ' r

score, knowledge about h
g yp S

jve pa € ts Male and female have
plia
Rlood Pressure?”. The study found that

ce score, eating behavior

Blood Pressure, medie compliance s LNt by exercise, knowledge
about hypefte sion and age between male and female v - incantly different

(p> 0.05). Pt) £

significantly diﬁent p=o

The average ageé was 55.21 + 12.01 years old therefore gende

le were

e sa@lmg patients were old.
id not effect the

e second guestion

o memm i ZEMM Ve

individually predict Blood Pressure in hypertensive patients? In other words were

there any significant correlation between (age, calories burnt by exercise, medication
compliance score, knowledge about hypertension and eating behavior score) and
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Blood Pressure?” The study found that eating behavior score and age were

significantly positively correlated with Systolic Blood Pressure (r=**+0.59 R*=0.35,

r=*+0.16 R?=0.03 with p=0.00, 0.02 fespactively) meaning the more patients ate the
Al

more Systolic Blood Pressureg, \ tien re the more Systolic Blood
Pressure, inversely relatedWil al oy / #rcise and medication compliance
were significantly negatiyel$ ~ i d Pressure (r=**- 0.81
= e & | — e e—
R?=0.86,r= 4 —
**.0).98 R°=0.9 ely) Mmean T ore patients exercised
\ e

the less Systoli jance the less Systolic

Blood Pressure. hinedication compliance

i (= *.0.19 R*=0.04,

r=** -0.43 R*=Q . ; 3 :; \ p wl 1.0 g respectively) meaning
the older patients wg ; the'lest \ s U e g more patients exercised
the less Diastolic#loodfPre ure # e pa t \ D ed the less Diastolic
Blood Pressure. Ho or scor E gniticantly related with Diastolic
Blood Pressure (r L0853 RZ— 2 ; Vi q." ) -\i g the more patients ate the

more Diastolic Blood PYessilf€isits - 1

1

..-—".zf

5.1.3 The thjiques i E
The + I;-‘ cctinn ackad “YAThat Fartare cianificantihz B '-'-l' ed Blood Pressure

i

|
l
"

in hypertensiv€-patie
For SysﬁJc Blood Pressure

The study ?und that in the full model of 6 variables, only medication

AULINBAIWETNT. -

0.81F=0.66, p=0.00, r=**+0.59, R2 0.35, p=0.00, r= *+0.16, R?=0.03, p=0.02

respectlvel ) However knowledg abouth ertensmlﬁrea ven‘dler were 8¢
pectiv sr uI  supp naIUPanlt( | i Zhan

(2009).
All 6 variables in this model could explain Systolic Blood Pressure for 0.58%
(R?=0.58)
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For Diastolic Blood Pressure

The study found that in the full model of 6 variables, only medication

a ing behavior score and age were the
significant predictors of Diastol r s e (r= **-0.60, R?=0.36, p=0.00, r = -
#%0.43, R?=0.18, p=0.00, PR R0.80) = ** -0.19, R?=0.04, p=0.00

respectively). Howevgl d ore and gender were not

compliance, calories burnt by exerci

respectively).
Kunihiko et al,

The R t variance of
dependent varia gf the six dependent
variables namely: ¢ pliance score, eating
behavior score or how good the six

predictors were? Thg r: | YOto Bhigher R? value indicated a
better of explanato e -,- € ed in te prediction of the
dependent variables. W thej§tdyGot appr iun™R? (0.58 and 0.55).

The g Ian jons Were: stly, vel onceptual model that was

modified fap 7 ubstantial reviewing literatures o F the past exair ,; ions made the
researchers 'Lt 3| &LJ/ inappropriate

i i | |
variables. The mjlnt wa . . _
Secondly, qualified scales specifically Sorofman Med al regimen Compliance

scale, Eating behaV

le and Haskell Com ium of Physical Activities were
ca ywt e p ess n |j d rdliability
of qj scales were |de tified. For examp e, ro man Medical regimen Compliance

scale was more advance by tuning € questions specmﬂon for hypertenswe

qRIANNT mﬁ.mm HIRY

construct (that the old scale for diabetes patients version 2 did not have) produced the
larger percent variance of Blood Pressure that could be accounted for by all variables.

In addition visual analog ratio scale was replaced the old category ordinal scale of
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version 2. Haskell Compendium of Physical Activities, It was worldwide used and
referred.

Thirdly, the clinical data such.as age, occupation, Blood Pressure in this study

b AT T A .
complied to medlca s the lov .’--f) EsUife Dl(p<0.01), 3. The quantity
of calories burntb exerise—n lw'u:"’" e they exercise the lower Blood
Pressure they got (p<Qf05). Jifi0 ﬁﬁfﬂ'r: age Mversely correlated to

Diastolic Blood Pressure— neaning, t he ol Repatients were the lower Blood
Pressure they got. Las i not-east, gen pificant factor to predict Blood
Pressure. Nigtg hypertensive patients-had significanthy-higherBlood Pressure than

female (p<(i) .

|

Il
In sum ry eating behavior, medication compllancelG!'ilories burnt by

exercise and ag SI nlflcantl most”uencef ctors for predicting Blood
Ejrten ve ?ﬂloe Iﬂ d c@mply

wit q’perte sion and do more exerC|se

QW‘TMﬂ’?ﬂJ URIINYQ Y

5.3.1 Qualification of the medication compliance scale

Regarding questions in medical regimen medication compliance scale; patient
might not clearly understand all questions that interviewer asked, the scale needed
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more content validity to well specify medication compliance. Moreover, researchers
required more capable evidence based technique to identify medical regimen

medication compliance for example $pifl gount”.

5.3.2 Too many scales andc g Thany cuest

'.__."
In this stheregske = ‘ onfused and/or make
Ime.Ge o When.a i

respondents fati

measurement eL

5.3.3 Qualification o]

This researcfCoulfl b |vnro -u’ g One A OVA statistics (for
hypotheses 1-7) @ htrolling or (ba ““”f_’ : Bitest before treatment
with drugs—and ageje p eﬁ& S the twe i eSiand'Blocking design by drug. It
would yield more Ilab and prée ,~( ,' en \‘\ id Of these confounders.

For hypotheses 8-17, f#fture ."t-*' rch.desig i , ize error form extraneous
variables namely— ag bIo ent(baseline) by.applyin.g partial
correlation instead @ . We certainly believed
that the moke gbwerful statistical techniqu es were en / ére accurate and

reliable outtk

-
—

Il

5.4 Future study

AU i) mwwwmmm

inve y correlated with diastolic Blood Pressure. This seemed against the rational

erception. Therefore others resea‘hers WhO want to ﬁtl ate thlstoplc sholile/h
hyper patien Eere t ila to ncreas rnal lal i

and can be generalized to all Thai Hypertenswe patients as a whole.



REFERENCES

Ajzen, I., & Fishbein, M. Unders a i ttitudes and predicting social behavior:
New York: Prentice HaI 498 /
Alagappan, R. Manual.ef.Ptac New Delhi: Jaypee Brothers,

2002.
_—i— — V' ‘- -
American DiabW : i in adults with diabetes.
Diabetes 80-82. ﬁ
Aram V. Cho . National Committee

igh Blood Pressure.

Aucott, L., Poob ‘ P = ' f Wight Loss in
i ' i ; on Outcomes. A

Aviv A. Salt cohsumptiton N[ diovascular
ii S H\ 55-559.

Bray GA, VoIImerW Sa by LP, Appel LJ; DASH

' A gro p analysis of the effects of
[Evels on blood pressure: Results of
04): 222-227.

Black, H. R.-Bakf . nertension: Epide
Pathoghyst xander R. W.,
O’rou %¢t. New York:

McGrawmll 2

Chiang WK, Jams hi B. Asymptomatic hypertensmn in the ED.

he Ameri lﬁJrnaI of Emergency icine 16 (7) 1998 _701 —704.
afio aI mi ee n r t| et t i0 eatMent of

igh Blood Pressure: The JN; 7 report JAMA 289 (2003) 2560- 2572

o W“’E@“&}}?ﬁﬂi&%ﬁ@ﬂ HIRY

Christianne L. Roumie, Tom A. Elasy et al. Improving Blood Pressure Control
through Provider Education, Provider Alerts, and Patient Education. Ann
Intern Med. 145 (2006): 165-175.



http://en.wikipedia.org/wiki/The_American_Journal_of_Emergency_Medicine

63

Decker WW, Godwin SA, Hess EP, Lenamond CC, Jagoda AS. Clinical policy:
critical issues in the evaluation and management of adult patients with
asymptomatic hypertension in the emergency department. Annals of
Emergency Medicine 47(3) (20Q6); 237—249.

ir g BIOt sre: A systemic review of the
1armac tlons J Public Health Med

Graudal NA, Gallo&AM, AledP. E sodi rlction on blood pressure,
echelami wole iglyceride: A meta-

Ebrahim, S., Smith, G. D.
sustained effects of

Guidelines Comfnit 2003 F Yolo “, ion-European Society of
idgl o Atertalfly pertension. J

N
.
b
.

Guidelines Subg@mmi ) ottd Health C :“\.\ filernational Society of
i ' '\,‘k rten3|on J Hypertens

17 (1999)

Guyton & Hall. Texii@ooldo : e -_ \ /.Q / “u Elsevier-Saunders
(2005): 220 Nl \

Hair J, Anderson R, Tj R, .Black W, jate'ata Analysis Fifth Edition,

New Jersey 07458, PI '4-i--~-= addle River.

Harry T., et al. Role@ =xércise for Type : 'thizgement: South

Haskell WL, A W0 onto
Paffenbm er RS Jr. Compendramor physical activitiesi Classification of
energy costs of human physical actlvmes Medicine and Science in Sports
and Exer ea1993) 71-80.

FLUEIN HATNHANG.

144

ol Rl b gy G Y

Janzon, E., Hedbland, B., Berglund, G., et al. Changes in blood pressure and body
weight following smoking cessation in women. J Intern Med 255 (2004):
266-272.

J Sallis JF,



http://en.wikipedia.org/wiki/Annals_of_Emergency_Medicine
http://en.wikipedia.org/wiki/Annals_of_Emergency_Medicine

WIS

64

Jens Titze, Martina Heer et al. Increasing sodium intake from a previous low or high
intake affects water, electrolyte and acid—base balance differently. British
Journal of Nutrition 101 (2009): 1286-1294.

X ’/)mmendatlons on dietary salt. CMAJ

Judith E. Neter, Bianca E%etal =i i ction on Blood Pressure: A

J. George Fodor, Beverly Whi
160 (9 Suppl) (1999) x382¢

Katharina Wolf-Maieg gope -_':--”"'- Banegas; et al. Hypertension
\‘ \‘ tries, Canada, and

Karen Tu., Zhongliag# Cheén gt ¢ P ‘\ | u e 0 Nypertension from
1995 to 20Q8" a pPpuletign-ba -i J 1 s \ (2008): 1429-1435.
Kelley GA, Kelley 4 : “,\ Ce EXE 1 ‘\\ esting blood pressure:
ysis @f rafidomized'contiolled t a[S, \t ension.35 (2000):

e

'

Khalili, P., Nilssof : Nilssanis A« ot s | Smok g 25 modifier of the systolic
blood pressure-ig#fuced risk o ﬁ- Sular ev@nts and mortality: a
population-base® prg J"’{;f’}f study: p-agetl men. J Hypertens 20

(2002): 1759-1764. “=—=
iGN

Khan NA, Hemmelg tal: The 2 pertensign, Education
Progr : JK[L] ion: Part 2
ther% 009): 287-298.

A -n\
Kunihiko Aizawra J. ¥ estyte modification on

central ar ry stiffness in metabo ndrome subject§Miith pre-hypertension
and/or pre- dlabetes Diabetes research and clinical practice 83 (2009): 249—
256.

%a'sﬂ IRHNTHEIRT
D r2
Laura P. Svetkey, Kathryn l.et al. I‘/pertensmn Impr ﬁent Project: Random

RGE

Laura P. Svetkey, David W.Harsha et al. Premier: A Clinical Trial of Comprehensive
Lifestyle Modification for Blood Pressure Control: Rationale, Design and
Baseline Characteristics. Ann Epidemiol 13 (2003): 462-471.

Laurent VVaur, Bernard Vaisse et al. Use of Electronic Pill Boxes to Assess Risk of


http://www.ncbi.nlm.nih.gov/pubmed?term=%22Khan%20NA%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
http://www.ncbi.nlm.nih.gov/pubmed?term=%22Hemmelgarn%20B%22%5BAuthor%5D&itool=EntrezSystem2.PEntrez.Pubmed.Pubmed_ResultsPanel.Pubmed_RVAbstract
javascript:AL_get(this,%20'jour',%20'Can%20J%20Cardiol.');

65

Poor Treatment Compliance Results of a Large-Scale Trial. Am J Hypertens
12 (1999): 374-380.

Lewington S, Clarke R, Qizilbash N,

pressure to vascular mortali
million adults in 61 prospE

Mark, S. Types of Hig Blood Pre Mble from:
: ity.dotte od/tues/a/ @9 December 10].

tialy Age-specific relevance of usual blood
‘ lysis of individual data for one
cet. 360 (2002): 1903-1913.

Michel Andreja s = in the Evaluation of
Antihypertensjy ent Complian of Once Daily Versus
Twice Da¥ Reqi 1484 190.

National Kidneyg Gaideli agtiee guidelines for

i ase: Fva 1 , n 7- stratification. Kidney
Disease Outg alityl nitrative Qid \\ L_k‘\ 9(2) (2002): 1-246.
Neal, B., MacMahog'S. 4 hg 8 \ e [L0W) ering Treatment Trialists'
i A W ;
r. ors, | M armagonists, and other blood-
pressure-leWerin@ dr s W"’f VE L esigned overviews of

randomized tr' ' 56 ,- PO \ \ 55-1964.
N.H. Miller, Aggressiveiblood: osst rer pent, Jiardiovasc Nurs 18 (2)
P i
(2003): 108-115. NSRS

Nobuyuki Miyai, MIkIOA ;;,;;

sponse in Subjects With High-
Norm BP. 3

631.

Ogden LG, Heplydick-E-Whelton-PRe-l0ng-terin-absotute-benef it of lowering
blood s Jl VI risk
stratlflcat-ra VP

j 0

O’Brien, E. Asmar R., Beilin, L., et al. on behalf of the European Society of
HypertenS|o ing Group on Blood Rygssure Monitoring. European Society

AUBTREWIRETTY

|s Maxine A.; McPhee, Stephen J. Current Medical Diagnosis and Treatment
2009 (Current Medical Dlajoms and Treatm McGraw-Hill

q mmmm ANANLIAY

Annals of Emergency Medicine 31 (2) (February 1998): 214-218.

Pierdomenico SD, Di Nicola M, Esposito AL, et al. (June 2009). Prognostic Value of
Different Indices of Blood Pressure Variability in Hypertensive Patients.
American Journal of Hypertension 22 (8) (2009): 842—-847.


http://longevity.about.com/od/types/a/types.htm
http://en.wikipedia.org/wiki/Annals_of_Emergency_Medicine
http://en.wikipedia.org/w/index.php?title=American_Journal_of_Hypertension&action=edit&redlink=1

66

Rogers RL, Anderson RS (May 2007). Severe hypertension in the geriatric patient-is
it an emergency or not?. Clinics in Geriatric Medicine 23 (2): 363-370.

Ross S, Walker A, MacLeod MJ. Pat' mpllance in hypertension: the role of
illness perceptions and tr Hum Hypertens 18 (2004): 607—
613. WA

Rowland TW. The rol' -physica activity 4

ﬁ&h"dren in
gEedlatr Cardiol 12

the prevention OT S _|ovasular

(2001): 1%;03'::;'

Sacks FM, Svetkey IM, ét ¢ FaGt pressure of reduced
dietary sQght ietary App H (1es, (€ (0] tension (DASH) diet.
DASH-Sodi horajive Resear6hiGrotip, NENgl J Med.344 (2001): 3-
10. — W : :

Scottish Intercolleg ideli stwork. Hypértansion. IROlder People. A

Theodore A. KotChenghd ,- ] ‘11- ec Folytes and Blood

Pressure : A : are Pro s SSrom the American Heart
Association MUtri 'u—*' '_; ulati8 D98): 613-617.

Rdlito ‘). Current Medical
ange Medical Book, 2004.

Tierrney, L. M., Mcphee, .
Diagnosis and Treatmem

Vasan RS, Bgiser A had t al. Resi isk for developing
hypert@nsi : '}ham Heart Study.

JA v, N 507 0010031010
\J

Wk

Vollmer WM, Sagks F @'Soditm intake on blood
pressurei bgroup analysISoT the DASH-sodium trial@‘nn Intern Med. 135
(2001): 1 9 1028

h essure:
is offra H tri %gt!e]n 6 (2002):
WIdImSky, J. The combination of @i ACE inhibitor anHalcmm channel blocvs

q mwmm WA TINE TN Y

Williams, G. H. Hypertensive vascular disease. In: Braunwald, E., Fauci, A. S.,
Kasper, D. L., Hauser, S. L., Longo, D. L., Jameson, J. L., edltors Harrison’s
Principle of Internal Medicine. 15" edition. New York: McGraw-Hill, 2001.

Williams, B., Poulter, N. R., Brown, M. J., et al., British Hypertension Society.
Guidelines for management of hypertension: report of the Fourth Working Party


http://journals.elsevierhealth.com/retrieve/pii/S0749-0690(07)00009-2
http://journals.elsevierhealth.com/retrieve/pii/S0749-0690(07)00009-2
http://en.wikipedia.org/w/index.php?title=Clinics_in_Geriatric_Medicine&action=edit&redlink=1
http://www.sign.ac.uk/pdf/sign49
http://en.wikipedia.org/w/index.php?title=Vnitr%CC%86n%C3%AD_L%C3%A9kar%CC%86stv%C3%AD&action=edit&redlink=1
http://en.wikipedia.org/w/index.php?title=Vnitr%CC%86n%C3%AD_L%C3%A9kar%CC%86stv%C3%AD&action=edit&redlink=1

67

of the British Hypertension Society, 2004—BHS 1VV. J Hum Hypertens 18(3)
(2004): 139-185.

2003 World Health Org {WHID)/international Society of Hypertension
\ ﬁn. J Hypertens 21 (2003):
World Health Organ% :

World Health Organization, Internatignal Society of Hypertension Writing Group.
(ISH) statement on m
1983-1992.
N°317[mono i S ebruary][cited 2008
October 1 ;

Xin, X., He, J. i " G, geal CEl afalcoholNgéductioh on blood pressure.
o tig[S\HYRBKtension 38 (2001):

Jertension among neo- and

Yadlapalli et al. Utnyp
i aVeftiomand*Control 4 (2009): 119-

settled-m

Zeller KR, Von Kuhnegfil, M 19800 Rapid reduction of
severe asymptopaticdi | . tive] controlled trial. Archives of
Internal Medicine 149(8)1080)= 7189.

AUINENINYINS
QRIAINTUNRINIAY


http://en.wikipedia.org/wiki/Archives_of_Internal_Medicine
http://en.wikipedia.org/wiki/Archives_of_Internal_Medicine

ﬂuﬂqmﬂwﬁwﬂwns
RIANTUUMINGINY



69

APPENDIX A

Y U a
suvaevandihelnanuaulatings

! d' v £ Y J j (% a
a3un 1 HUVVUNDUBYATIULUA f }lﬂ‘lﬂﬁ‘l"iﬂg’ﬂ

Tsaapuuuuaovau : : : FIANOVVDINIU

2. e

5. 01BN
03
0 5319
o) wummﬁﬁw 0 U39 o INHATNITTY
ONU‘JVIEWI‘J'W t1N9
6. VI nlansuy

QW“T"‘MTW“&M UN1ANYIAY

8. FLAUANNAUTANO oo Yaawasilsen



70

v d' LY =] a v Al U a
adun 2 l!‘lJlI‘lJHTlﬂWi]ﬂﬂii3»1ﬂ1§§‘lﬂl537]11!E)11’113‘"6Qﬁjﬂ?ﬂiiﬂﬂ?1ﬂﬂﬂiﬁﬁﬁg’ﬂ

1. ﬁWH%U‘]Ji%‘VHuﬂTH”IiLGH"I

ﬂ1€l13~lsllﬂsiﬂﬁllﬂ1‘]:‘l

5U1sgmum

u Ny uduiu

1 v [ Yy o A 1
fa Tvu nndu Tuduiu vie i

1 ﬂ QJ
4. muu.mfsu I

ﬂ1€l13~l‘ll?)ﬂﬂq‘ il! muinsulse ‘Vl'l‘Ll N 3 T]N?ii@ﬂﬂu‘LlE]‘Ll TJE]EJLLﬂhl‘Vi‘Ll nn

ﬂuﬂw ﬂ%ﬁwﬂ’]ﬂ‘i
ammnmnmmmaﬂ

ﬂ1€l13~l‘llf)\1ﬂﬁllﬂ1‘l&lm ‘]Jﬂ?WI"I‘L!i‘U‘]J'iuVI"Iu‘IJTJ 1 mummm”lwu ‘VIﬂ’J‘Ll ZIHL’JH’JL!

wio lusuilsenuas aallunnlesidud



71

a ] Y 'g
6. Unamusulsgmudng 2 auau'll

° v J a @ 1 J @ o [
ﬂ1€l13~lﬂl§)~iﬁ§ﬁ3~lﬂ1‘]&lﬂ!: Upamusy 5‘”1’]11‘1‘{(1'3 2 mu‘uaﬂuﬂllwu nnIu ’JHL'SJH'J‘H

nIe lisudseniu

Yy 9
dnon
1 1 + Y 9
oa 151 Umealn 1wy
Sutlszmunsely
A g A P-4
e Anlunledigua

o & = 9 o A Y
p Quu%Qﬂ@\icﬁﬂﬂ1NlWﬂiﬁ

= e a5 e

8. Musulszniue .—r{'-; ANV QY104 MO YUUIAN

i
%@Qﬁalﬂmlﬂ ;

; :‘ 1 195U Hoened
n3o 1 ‘vm‘o lviu nadu naoniiad a0 vie'lisulsemuae aailun

ﬂMU’JVIEIVI’J'WEI’]ﬂ‘i

9
(NﬁﬂJﬂ']Hiu@]ENﬂ'lﬁJE]ﬂJﬁWf]ﬁ?iNﬂ'lii“]J“lJi T]'IU"IJ@Q??’J'IH VUHUHIU ﬂ\?‘Ll‘Llfl] 6&

IRIRNTRUUNIINGA

I 1 o
191 ﬂ'sau,ﬁﬂﬂ%mz ¥ousulsznu
1




72

9. muvovsvisemuluduiuilszd

o U d [

mmmmé’aumym: MUBDU u swmu"lmﬂmﬂuﬂswmma"lu 'lurouuda wn
< [ @

ADUANAZ¥RUSV5L

Mouve sl : ARy 15811150 11 muvesua lviu
nniu Nnen 1ill9 01115 "Tf" wilsgn AR 051516
. ‘ i |\ 1

¥ = v

<3 o
1M51U52nnanay a9UIR04

11. ﬁmjﬂfjﬁu

ﬂ1€l13~l"ll?)~iﬁ?~lﬂ]‘lelm VIWH‘K?JTJ?TJ‘]J?%VI”IH mﬁm Lﬂi@ﬂiuﬁ'ﬁ’) “Vii’f) LL!EJL']JL!‘]JS N

ﬂﬂ&l@% Wﬂ?ﬂﬁ%ﬂ“ﬁﬂ i

TReRTRIMI NN

Tusiu duiudadesdnauie 1 lamasunaeanis)

)




73

] v o Bld'd ] o = Qy d'
12. muuﬂs‘uﬂizmuwa"lwmﬁmm LU agla %ﬂulﬂ NTIU aUd

meuvesddumua: useusullsymuralintisannu wu azya dr'le yisou

Qy { ] ’ / ' -
avvithulszdns a"ln% r nAReu 1Ie slszmuay
ﬂ@il& 7 ,

1 9
MITHIU muu%ﬁ'@mnmu

=Y

o ! / d - '.' )
Aenava e NP aldini L ULl ol ial donudeveuiluilszd

ﬂ1ﬂ13~l"ll?)~iﬁ?~lﬂ1‘lelﬂ! VIWN%@DSTJ‘]JSWVHL!EH immﬂﬂmwmmﬂs SMUBINMITINT

AU INHRINBINT -

se"lm‘uﬂi LNMIULAY ﬂmﬂuﬂ 0315 UA

QAN TN




74

[ 19 g [ g 1 %’ I )
15, Musvszmuineaan 1y wie yimulavmadlulszan

i“"VI"I‘Ll‘lJTf]\1‘1’?’Zﬂu‘]JﬂVI"IEJWﬁQi‘]J‘]JSW‘VI"quTf)ﬂaiJ

3 v d J

mmmmé’aumymz MUY

e -.i 4 1 1 U a
WU 130 N UL 3\“ Fi39a nutiooua liu yniu ynerdiad o

@ s Iy aitlunile

16. M X , f591) A GG
Y A o
e TulsEmulane

a I~ ~
e MUY AALLun

told Fluilse

° Yo r ﬂ! # f . 4 ' <] ) A g
AMoNve I duINae AT TS ga1|a 190 uin Tada, e vl i1y

1 "k‘*_‘

€01l5emuas Aatlun

1l5¢

ﬂ%ﬁ%%&iﬂ‘iw g1n73

] [
A AA

mmummwaumym mu%a?mmmﬂw L‘ﬁ i?i a"hu Vii’t']]lll Muvosl hl jUu

RT3 HAIINEAY



75

1 o A 4 < U ' Y + Py
19. mu%muﬂizmummiwumﬂumeﬂumuﬂizﬂauqq LBU LT UNIYR YD,

Iy n Ol n s on Tumne TuplS

) 91-' 4 o 4 - i ; A hi g ! !
ADTNUDINGNN 1R 0321119 INDNUR I JIATAG 1B Wnnes upsen

/ -- \
E

1 p : o 4 =) A 1o
Wume lI‘LlPJiQ i’E]Ul Al LT INAY NNLADU ma‘lm‘uﬂizmmaﬂ

qmmm@w"lﬂﬂ e
AUEINENINGINS

mmmmwaum‘ym ﬂWH@HﬂvUﬂS&’ﬂ'luuWW’iﬂﬁ EE lI‘I/ITLHJ’E]fJLLﬂ"lﬂu wm °Vl

ARIEIUAATING IR Y

70/ d Y a 9
(I’éj Mﬂ'l‘]elilmﬂxiﬂ']'i‘l?ﬂi&ﬁ“i/‘li]ﬁﬂﬁiilﬂ"lﬁiﬂﬂi%‘lmuu"l‘ll‘liﬂcﬁ\uliﬁmu ANUHUIIADN

v KX 9

o A Yo Sy
mnmmwaiﬁ"’lmmammmmﬂ



76

{1 @ @ Y 3
22. psnmusulsgmuinezalyesaaaeinlat wie inde tawe

3 v d J 3
mmmmé’aumymz MUYDUUINTF ’JEJ‘L!T]JZﬂ WS@ maa mallumuuamm‘lwu nn

1T ‘VIﬂﬂTVI@]EJ ‘I/Iﬂ!,ﬂ

in3e91ye wie limu

. . % ‘ \ a g A g3 o
1hnd g 'f'r,_ 50 111 1) T80 el Aaitlunn)esigud
J ’("l’ ¥ | L

v
=KX A

ﬂ'? 'émaw "1"“ 1551 U 5 051w ouiaT 09139 Al
senfiy dnius ol og .f ':4; {",

_;;:."W‘

-._‘ L
vhlfﬁ'ﬂizmu w3o lumuiios
1'

mmmﬁaun H

a J

Llﬂ”lﬁu “Vlﬂw MagY meeu Wi’ﬂ']ullli <~ NULAY ﬂﬂlﬂuﬂlﬂ@ilcﬁuﬁ

INENINART-
ANINBIAY

g"]ﬁﬂﬂﬁJLW@iﬂl‘lﬂﬂ"lﬂ@‘Uﬂﬁ’éNﬂ?)

RN

25. Musausulszmuilaiin




oA o
aIun 3 HuuY

77

o [ d J [ ] ] 1 o
momvesddumuat: nuveusulszmutadmse lumuiiesus Tnu iy o

p1iiad Naeu vie lusulszmuay aalufodidus
9

' I
Y v i v KX 9
(dunmel mmim% /Muﬂmswammﬂu ANTUTIADIFND N
LW@iﬁlﬂﬂMQ& é

.=;_-O_—_—:-

Mg 11l

MUD
L FRRUR F .. a4 WA
/
SRR . SRt S I
3. ...... A = W
M,
i)
4. A F TETTTTUUTTIUT
$ & 0,
b et
B i ““. .......................................... iII ..............................

ammmm WVI’]’JVI?J’]& d

QTH‘U"I‘L!‘VI‘VH?]@ ﬂi\‘lauﬂuﬁ/l ﬁ‘]Jﬂ"I‘Hauﬂﬂiﬁ




78

AlR0-139/80-89 Wi U50N)
2&860/100 w.1)50M)

4. Tiﬂm“lmﬂu?m iﬂ%umwmmuﬂuwﬂ ARNAY latinga 1950 laj

ﬂ”ﬂgﬂﬂﬂﬁw ﬂ’]ﬂﬁ ................

’JEJIiﬂﬂ’J”IﬂJﬂuIﬁﬂﬁﬁﬂlliJﬂ’J?Llﬂi ﬂWuﬂWﬁWiﬂiJiﬁ!ﬂﬂJi]ﬂ 1%’1(75’8)[1%

QW’] ANNITUNNIINGIAY

6. Aiholsannuaulatiagelinsnsen louielu



79

v I o a = o o A 1 A A 1
7. antlulsannuaulatiageeziiszauanuau laiagandn 139/89 Naawasilsen la

R

nio'ly

Y A [ a .
8. tuaNuaAulaag

b 'y
.............................................................................................................

10. {1

......................................................................................................

o dw "l‘ . ¥ / : B . d‘ o 1 A o
ATV Iﬂiﬂﬁ@ﬂll ﬁfl 011 I RSO SHEEDN @ NATIAIADUUBINIU 1IN

4 ~F 2ol
NIDINNIY x AIUUUITIUNN

A [ IR, A ]
1. ﬂ'IiTm'Iqu‘Llﬂ ] mvfmﬂumimnmmw
‘- ‘ -

mla L*ﬂuﬁgl’o

|
Y I3 ~ 4
zmumgﬂ@mdﬂf)maummwﬂ Nl

“ﬁu mnumummm
ammnmumfmmaﬂ

——
4 1 [ | \ [
2. lﬁi’)ﬂTLli‘]J‘]JiMuﬂﬂuﬁ AN



80

APPENDIX B
e book

The Operaﬂonahzaﬂ@ ///
No. —r—— Attributes
1. Male | i Viale .
2. Marital/g#mmi _@;,i\ Sing 1%

Status 4 N ‘. 2= Marrige
3. Level gfeduggtiog? ¥, % \ ,_\* =.Completed grade school

- /| 4: £, '.\‘\ C ‘,n" ed high school
{ :,:"_ .'{*' ) 3 h oy eted junior high school
y r WA ‘E "\‘ cal school
f'{'r“ﬂf‘ o ghelor degree
4. Occupations ; 1 = Government/retired official
-'*":- W mployee
G il
I Ouse r@d
5 Eatlng‘lLéhawor score Score 0-10
6. Hyperten%rﬁwledge score 38 Bcore 0-10
7l f
QWHWW ikddIPE. MI\IIb

8. 2713283720 '
9 | Systolic Blood Pressure g 120- 2&1 Hg

AN REFSA UWTINENA &




81

BIOGRAPHY

Anongnart Siemmai was b

ingTrang, Thailand, on June 25, 1978. She

University in 1997 and received

graduated from Demonstrat - fi (
her Bachelor of Scien ﬁngkom University in March

2002. Anongnart w Wal c jira hospital from 2004
——— === :

until now, in the positi .acis She en ered the Degree of Master of Science

in Social and Administggie RHariagy|Prag] '?_' 'o Pharmaceutical Science at

ﬂﬂﬂ?ﬂ&l“ﬂﬁﬂﬂ’mi
RIAINTUURITINYIA Y



	Cover (English)
	Cover (Thai)
	Accepted
	Abstract (Thai)
	Abstract (English)
	Acknowledgements
	Contents
	Chapter I  Introduction
	1.1 Rational and background
	1.2 Significant of the problem
	1.3 Objective
	1.4 Expected contributions
	1.5 Research question

	Chapter II  Literature Review
	2.1 Hypertension Disease
	2.2 Related literature reviews
	2.3 Conceptual  model

	Chapter III  Methodology
	3.1 Study design
	3.2 Consideration of Patient Participation
	3.3 Population
	3.4 Sampling method
	3.5 Sample size calculation
	3.6 Instruments
	3.7 Pretest
	3.8 Pilot Test
	3.9 Analysis Procedure
	3.10 Variables
	3.11 Study finding
	3.12 Data analysis

	Chapter IV  Results
	4.1 Descriptive statistic analyses
	4.2 The evaluative analyses

	Chapter V Discussion and conclusion
	5.1 Assessment of research question
	5.2 Conclusion and recommendation
	5.3 Qualification of this study
	5.4 Future study

	References
	Appendix
	Vita

