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ABSTRACT

Although effective pharmacological treatments fog management and control of hypertension arealajl yet
the prevalence of hypertension remains high coupiélulits poor control worldwide. Lack of adhererafeprescribers to
existing guidelines for the management of hypeitenss contributing as one of the major factothe poor control of the
disease. However, in some of the countries diffebanriers to adherence of prescribers with stahttaatment guidelines
have been identified and addressed with propervattions which have lead to improved control opéstension. The
purpose of this review paper was to explore adlvererf prescribers to various international guidedimvailable for the
treatment of hypertension in developed and devetpmiountries as well as in Pakistan. A total of #@dies were
reviewed regarding prescriber’s adherence to stantteatment guidelines, 51 were from developednti@s, nine
studies were from developing countries and threeeVi®m Pakistan. It was concluded that extensaészmarch has been
conducted in developed countries regarding avdiabiperceptions, acceptance and adherence ofcibess to
internationally available standard treatment guicks for management of hypertension and barrierdteerence which
has led to improved control of hypertension in ghesuntries. On the other hand, in developing a@emincluding
Pakistan limited data is available in this regakili stakeholders must work together to design etyas that can improve

rational prescribing and adherence of prescritmestandard treatment guidelines for appropriatérobaof hypertension.
KEYWORDS: Hypertension, Perceptions, Acceptance and Adhereheesscribers
INTRODUCTION

Hypertension has been identified as one of theethisk factors contributing towards global burdémligease. It
is estimated that approximately 7.5 million deatitxldwide are due to hypertension which constituabsut thirteen
percent of the total of all deaths [1]. Hypertensaffects relatively more of population of lowerdamiddle income
countries [2]. It is also estimated that two thiafshypertensive patients are from developing coest moreover, other
heart diseases and stroke is estimated to be nmex@lpnt in younger people as a consequence of fhighalence of
hypertension [2].Hypertension is also considereg @iithe most prevalent cardiovascular disordefeimeloped countries
affecting twenty to fifty percent of the adult pdgtion [3]. In 2009, the prevalence of total hypedive population in
United States, was approximately was almost th@ight percent of the men and forty percent of themen [4].
Hypertension treatment and control was estimatei/@WEuropean countries (Germany, Sweden, Engl8pdjn, Italy),
Canada, and the United States by using sample ywumenducted in the 1990s [5]. More than fifty meicof the
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hypertensive patients in the United States had thlebd pressure controlled at 160/95 mm Hg, comgbawith around

fifty percent in Canada and less than fifty perdarfEurope. Similarly, twenty nine percent of hyieasive patients in the
United States, blood pressure was observed ahibicksalue of 140/90 mm Hg, while seventeen peroétite patients in
Canada and ten percent in European countries leddbiflbod pressure controlled at threshold valu&48f/90 mm Hg [5].

According to the National Health and Nutrition exaation survey (NHANES) criteria the overall presate rate for
hypertension in Germany was above fifty percent ta@atment and control rates were fifty six perdéht A community

based cross sectional study in Gondar, Northwesbfgit indicated high prevalence of hypertensiod highlighted the

need of community based screening programs to aotiie hidden epidemic of hypertension in the comityu[7].

Similarly high prevalence of hypertension amongltheian adult population was reported [8].

Patterns of prevalence, awareness and controlgdrignsion among elderly in low and middle incoroentries
including China, Ghana, India, Mexico, the Russkederation and South Africa were studied [9]. Lowaeeness
regarding hypertension and increasing age, gendlesity and socioeconomic status were associat&defiective control
of hypertension whereas obesity was associatedpaitin control [9]. An analytic cross sectional stwnducted at three
hospitals in Mazowe district of Mashonaland, Zimlvabreported higher prevalence of hypertension amdparatively
lower awareness, control, compliance and comptioatate of hypertension [10]. An elderly populatlmased prospective
cohort study conducted in Brazil revealed that aliginuation of anti-hypertensive drugs increaseddicaascular

mortality risk in community dwelling elderly [11].

Many hypertensive patients with a coexisting cdadisuch as diabetes or chronic kidney diseasadaithieve
blood pressure goals according to internationatigjinies [12]. A study based on blood pressure gealsevement
according to Joint National Commission 7 (JNC 7yglines in type 1 and type 2 diabetes patienteakd that more than
half of patients with diabetes also had hypertensihile majority of the diabetic patients did navie controlled blood
pressure according to JNC 7 recommendations [13h btudy conducted in Spain reported that hypsitenpatients
having high cardiovascular risk diagnosed with depion had better control of blood pressure [14f Purpose of this
review paper was to explore adherence of presaitevarious international guidelines available fioe treatment of

hypertension in developed and developing counsiiesell as in Pakistan.
METHODOLOGY

The electronic databases Pub Med, Google SchothSaience direct were searched for articles pubdishom
2000 to 2014. The search terms used were presaifeErence, hypertension, and treatment guideligls.research
papers and abstracts were searched and includbid ireview. A total of 63 studies were includedhis review. Fifty one
studies were from developed countries and nine virera developing countries whereas only three sidiiere from

Pakistan regarding adherence of prescribers ttnisd guidelines for the management of hypertenSiaible 1).

Table 1
Regions Number of Studies Countries
. California, Cyprus, Finland, Germany, Greece, hidla
Developed Countries 51 Italy, Netherlands, Norway, Portugal, Sweden, UK &ISA
Developing Countries 9 Africa, China, India, Maleyand Nigeria
Pakistan 3
Total 63
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RESULTS & DISCUSSIONS

Guidelines available worldwide for the screeniniggdosis, treatment and control of hypertensioituohe those
from American and international societies namelg thmerican Heart Association (AHA), American Cobe@f
Cardiology (ACC) and the US Center for Disease @ibrand Prevention (CDC); the panel appointed ®HEighth Joint
National Committee (JNC 8); the European Societie$lypertension and Cardiology (ESHC); the Frendti&y of
Hypertension; the Canadian Hypertension Educatioog®am(CHEP); the National Institute for Health a@tinical
Excellence (NICE) UK; the Taiwan Society of Cardigy and the Chinese Hypertension League [15] [A6hood
agreement was found between these guidelines dgnaith slight discrepancies in some areas suchaaget blood
pressure ranges in elderly [15]. International glifees were found to be based generally on seakiegame goals and

were proved similar in their effectiveness [17].
Prescriber’'s Adherence to International Guidelinesn Developed Countries

A case study orSixth Joint National Committee’s (JNC 6) guidelinegaluated the relationship between
generalizability of guidelines on hypertension amwtherence of physician to these guidelines recordatams for the
management of hypertension [18]. Physicians’ adimrenvas found to be weakly associated with gerzadality of
guidelines while poor adherence to these guidelimas reported which was attributed to the failufegpbysicians to
completely consider clinical characteristics of tpatients [18]. Another such study highlighting timeed for
intensification of therapy in hypertensive patieatsl evaluating determinants of INC 6 compared dtitierence, blood
pressure control and intensification of therapytloa basis of patient characteristics reported nfreguent adherence to
JNC guidelines among blacks and Hispanics thanewhitiowever, blood pressure was controlled morenofmong
whites while blacks and whites were more likely liave their therapy intensified than Hispanics [1Bherapy
intensification was found to be associated withdratlood pressure control in all racial/ethnicigrs [19]. In a study on
implementation of the new guidelines for hypertensincluding JNC 7, American Diabetes AssociatiiDA), World
Health Organization/International Society of Hypeion (WHO/ISH) the role of clinical pharmacistsm@eported in

terms of better implementation and adherence tetigaidelines [20].

In an internet questionnaire survey aimed at eipdorawareness of general practitioners about curren
hypertension guidelines and their implementatioglinical practice, it was found that most of gealgractitioners were
aware of the guidelines but only few of them wedbexing to these guidelines [21]. It was also reggbthat most of the
general practitioners did not adhere to the reconat®é guidelines as they disagree with them evehey are given
financial incentives, however, high adherence mightachieved on the basis of scientific evidendd. [& another study
Irish prescribing database identified patientsatiitg antihypertensive monotherapy were used terdeéne adherence to
hypertension guidelines in relation to age, diahethoice of first antihypertensive and if the 8Rrip guidelines were
ignored [22]. Diabetics were more likely to recemmstihypertensive therapy other than beta-blockeas non-diabetics
while little adherence to the guidelines in relatio age was found but it was evident that diabetiere prescribed with
selective class of anti-hypertensive drugs [22]hé&@nce to JNC 7 guidelines was evaluated amorgingunome patients
in a survey which used data from 2004 National hgrsHome Survey (NNHS) [23]The overall adherence to
hypertension guidelines among nursing home patwatsfound low moreover it was suggested that deoto improve

patient outcomes and reduce cost prescribing afitdhe diuretic must be encouraged [23].
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In a retrospective, time series analysis of twes#yen provider groups and managed care organizafiom
1998 till 2006, blood pressure control and phartfa@py patterns in the United States were analpeéore and after
the release of the Joint National committee onpifevention, detection, evaluation, and treatmerttigi blood pressure
(JNC 7) guidelines [24]. Improvement in the overalhtrol of blood pressure was reported but sigmifimeed for further
improvement to control burden of cardiovasculardse was highlighted [24]. Association between ARBTIHINC 7
academic detailing activities and increased presagiof thiazide diuretics along with emphasis cademic detailing can
increase implementation of clinical trial resulisgrescribers thus making prescribing more consistéth evidence were
reported [25]. Failing to assess cardiovasculds fastor profile may be the reason of under-treatino¥ over treatment
regarding current guidelines for management of hgpsion [26]. Clinicians tend to overestimate ithedherence to
medication recommendations and blood pressurettatijerefore the barrier to successful implememtatif guidelines
might be limited awareness that could be managedysovider profiles and feedback to cliniciang][2women were

more likely to receive guideline adherent therdntmen in England [28].

A clear and contained evaluation of physician aehee to the Seventh Report of the Joint NationahQitee
on prevention, detection, evaluation, and treatnmenhigh blood pressure (JNC 7) hypertension guigsl in six
community based clinics was conducted [29]. Resntiated that the adherence to the JNC 7 guidghmas low [29]. In
a national multicenter prospective observationablgtconducted between November 2007 and June 200Byprus
perceptions of prescribers and their adherence umgean guidelines for the management of hypexensiere
investigated [30]. It was concluded that more tiaenty five percent of high risk hypertensive patge remained
untreated and forty percent of low risk patienteieed medication inappropriately, besides physgideclaring that they
were aware of the clinical guidelines for the mamagnt of hypertension [30]. Blood pressure goaimtient according
to JNC 7 guidelines and utilization of antihypesiee drug therapy in managed care organizatiorepestiwith type 1 or
type 2 diabetes was determined in United Statek [L@/as concluded that application of JINC 7 gliites significantly
reduced the proportion of diabetic patients ategaljood pressure goal [13]. Another such studgsseg comparative
effectiveness of guidelines for the managementygieHipidemia and hypertension for diabetic paseimdicated that
Australian guidelines result in highest whereasdufflelines result in lowest expected costs [17ih&ligh, international
guidelines were based on same evidence and weilarsimtheir effectiveness seeking same goalsthete were great

variations in the expected medication costs [17].

Effect of physical activity on controlling blood gssure among hypertensive patients, in Kuwait tedothat
more than half of the patients included in the gthadd uncontrolled hypertension who were not pcaagi physical
activity as compared to a quarter of those who vpeeeticing it, thus it was suggested that genprattitioners must
advise physical exercise and patients must beviellbin order to adhere to the complete treatmesnt f81]. Another
important aspect of evidence based guidelineseistification and management of risk factor to stiswn the progression
of disease [32]. Hypertension and diabetes wererded in ninety percent of patient records, howeleslipidemia and
smoking which are considered most important relabrgisk factors for cardiac disease were repornezighty percent of
the cases in a study conducted on Ontario. Physahiart report may not be the standard for qualiisessment in cardiac

risk factor reporting [33].
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Prescriber’'s Adherence to International Guidelinesn Developing Countries

Prescription pattern of antihypertensive drugspitssible effects on blood pressure control and diamge of
physicians with recommended guidelines were asdaasdigeria [34]. Most frequently prescribed agplertensive drug
was diuretic both as a single agent and as conmbiméberapy however mean reductions in both systafid diastolic
blood pressures were observed more in patientaloium channel blocker monotherapy and, in patient€ombination
therapy than those only on monotherapy [34]. Bettertrol of blood through the use of calcium chdrislecker was
evident from this study [34]. The role of physican the overall management of hypertension anil #therence to the
JNC 7, WHO/ISH and European Society of Hypertengle@H) guidelines were also examined in Nigerig.[8&rade 2
category of hypertension was found to be highlyvalent, proportion of hypertensive women was highlean
hypertensive men and the most common comorbidity fwand to be diabetes mellitus [35]. Compliance@scription
pattern to the stated guidelines was good howéfestyle modifications were not recommended to ntgresive patients
[35].

On the other hand, adherence to the guideline ypettension was good and slightly decreased irctfse of
coexisting co-morbidity such as diabetes mellitudialaysia [36]. Class of antihypertensive drugahhivas found to be
of lowest cost was diuretics and the one with higheost was angiotensin-receptor blocker. The dsdiuetic was
suggested to be encouraged as it was found cesttigé for patients [36]. A prospective cross sl study conducted
in India evaluated prescription patterns of antérygnsive drugs, rationality, and adherence tot Mational Committee 7
hypertension treatment guidelines among Indian rpesbpausal women [37]. Results indicated betterraite of
antihypertensive prescription trends to existingdglines and high rationality, however, a few prggons with

polypharmacy, generic fixed dose combinations weresidered irrational [37].

A study conducted in Korea assessed associatioadbérence to the seventh report of the Joint Naltion
Committee guidelines with hypertension [38]. Anénse association between adherence to the JNCdeélmgis and
hypertension prevalence among Korean adults wasifadnich highlighted the importance of lifestyle dification for the
prevention and management of hypertension [38].ustjonnaire survey was conducted in Xuhui dist&tanghai in
order to explore hypertension knowledge and trgimieeds of general practitioners [39]. Poor pattempliance, lack of
medical consultation time and inadequate knowleafggeneral practitioners were identified as majéfiadiities in health
education practice for prevention of hypertensi@®][ Health care practitioners working at commuigiiypics where they
participate in a series of teaching, assessing emaduating systems for hypertension prevention tenaffer better

performance than those in general healthcare cewtan lack specific training [39].

Assessment of total cardiovascular risk was camigidusing WHO/ISH risk prediction charts in thiess and
middle income countries in Asia nhamely Cambodialayisia and Mongolia [40]. Data which was used is g8tudy was
taken from national STEPS surveys (STEP Wise Apgirda Surveillance) conducted between 2005 and 2008 men
and women aged 40-64 years in order to comparéiffieeences and implications of various approadbeassk estimation
at a population level using the World Health Orgation/International Society of Hypertension (WHEH) risk score
charts [40]. Cardiovascular risk scores offer ukafsights that can assist health service deliyanning if used on a
population level while at the individual level, astimation of the total risk may offers importarinical benefits.

Appropriate clinical guidelines and operationaldguice for detection and management of cardiovasdigdease risk must
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be developed [40]. A prospective observational wtedaluated rationality in prescribing, adherenoe tteatment
guidelines, and direct cost of treatment in inteastardiac care unit [41]. Among important finding6 the study
hypertension was found to be most common co-maebidlition and high number of drugs per encountetrdmuted to

the higher cost of pharmacotherapy while in majasitthe cases ACC/AHA guidelines were followed][41

Poor knowledge of health workers and health serfacéors were indicated as main reasons for poagrdisis
and management of hypertension. Training of headttkers on diagnosis and management of hypertenai@ilability of

guidelines, digital sphygmomanometers and adediratg supply should be improved [10].
Prescriber’'s Adherence to Standard Treatment Guidehes in Pakistan

Non communicable diseases are estimated to acdoumround fifty percent deaths in Pakistan amorctv
cardiovascular diseases are one of the major bombris [42] The prevalence of hypertension in 20@8males was

approximately twenty six percent and about tweivg percent in females [42].

A cross sectional survey of general practitionessnfurban areas in Pakistan aimed to determinehghefeneral
practitioners’ approach to high blood pressurenisa¢cordance with international guidelines [43]. of the general
practitioners were found using incorrect blood pues cut offs for diagnosis of hypertension in guats of sixty years or
above while appropriate therapy for hypertensiothinelderly was initiated only by less than fgugrcent of the general
practitioners [43]. The use of sedatives eithenalor in combination with antihypertensive agemstéist line medication
for lowering BP was reported while thiazide diucstiwere rarely prescribed. A national survey of thediologists
practicing in four major cities in Pakistan (Kargchahore, Quetta and Peshawar) in order to asagissrence to the
European Society of Cardiology (ESC) guidelinesdoronic heart failure in Pakistan [44]. The suriegicated a high
proportion of cardiologists who were aware of hdaifure guidelines, a few considered ESC guidalins relevant for

guiding treatment decisions while majority of thehose American heart association (AHA) guidelirey.[

Another study conducted at the Aga Khan Univerhibgpital (AKUH) and national institute of cardiocatar
diseases, Karachi reported adherence in more #nanty percent of the cases. Aging, better awaseard increased
number of prescribed pills significantly improvedharence, however, no association was found wigiedsion [45]. In
Pakistan data obtained on prescribing practicegnéral practitioners suggested that hypertensiamder diagnosed and
undertreated, especially in the elderly [43]. htitin of intensive medical education for all phieis involved in the

management of patients with hypertension can melgtter control of hypertension [43].
CONCLUSIONS

This review paper concluded that although availghlelelines for management of hypertension aimeakisng
the same therapeutic goals and proved similarégir #ffectiveness but still adherence to theseajinds by prescribers is
inadequate especially in developing counties. Mashmon barriers to the adherence of these guidelimdude lack of
consideration of correct blood pressure goals, odsid conditions, old age, cardiovascular risk dast and
recommendation of life style modification by prébers. Availability of selected standard treatmguidelines must be
ensured in health care facilities by stakeholders their implementation should be encouraged usthgcational as well

as managerial strategies.

Index Copernicus Value: 3.0 - Articles can be senb editor@impactjournals.us




Prescriber Adherence to Standard Treatment Guidelies for the 55
Management of Hypertension. A Review of Literature

REFERENCES

1.

2.

10.

11.

12.

WHO, Raised blood pressure Situation and trer@sH. O. d. WHO, Editor. 2015, WHO.

Hypertension, T. W.H.L.a.l.S.o0WHL & ISH Hypertension Fact Shedt. W.H.L.a.l.S.0. Hypertension, Editor.
2010.

Agata Bielecka-Dabrowa, W.S.A., Jacek Rysz and BjaBanach,The Rise and Fall of Hypertension: Lessons

Learned from Eastern Europ€urriculum of Cardiovascular Risk Reproduction1205: p. 174-179.

Casey Olives, R.M., Ali H. Mokdad, Christopher J. Murray, Stephen S. LimPrevalence, Awareness,
Treatment, and Control of Hypertension in Unitedt& Counties, 2001-2008los one, 2013.

Katharina Wolf-Maier, R.S.C., Holly Kramer, José Ranegas, Simona Giampaoli, Michel R. Joffres, Neil
Poulter, Paola Primatesta, Birgitta Stegmayr andhisél ThammHypertension Treatment and Control in Five

European Countries, Canada, and the United Stadgpertension, 2004. 43: p. 10-17.

Alexander Michael Labeit, J.K., Lars Pieper, Dafdtrow, Franziska Einsle, Gu "nter Karl Stalla, ndak
Lehnert, Sigmund Silber, Andreas Michael Zeihernitéd Ma “rz, Martin Wehling and Hans-Ulrich Witten,
Changes in the Prevalence, Treatment and ContrdHygbertension in Germany? A Clinical-Epidemiolodica
Study of 50,000 Primary Care Patiendos One, 2012. 7(12).

Akilew Awoke, T.A., Shitaye Alemu and Berihun Megal, Prevalence and associated factors of hypertension
among adults in Gondar, Northwest Ethiopia: a comityubased cross-sectional studdioMed Central, 2012.
12(113).

Masoud M. Malekzadeh, A.E., Farin Kamangar, Hoonkdrademi, Asieh Golozar, Farhad Islami, Akram
Pourshams, Hossein Poustchi, Behrouz Navabakhshaimad Naemi, Paul D. Pharoah, Christian C. Abnet,
Paul Brennan, Paolo Boffetta, Sanford M. Dawseyirezh Esteghamati and Reza Malekzadefevalence,
awareness and risk factors of hypertension in @dacohort of Iranian adult populatioNIH Public access,
2013. 31(7): p. 1364-1371.

Peter Lloyd-Sherlock, J. B., Nadia Minicuci, Shabr&im and Somnath Chatterfilypertension among older
adults in low- and middle-income countries: prevale, awareness and controlnternational Journal of
Epidemiology, 2014. 43: p. 116-128.

More Mungati, P. M., Lucia Takundwa, Notion T Gomt&imbarashe Rusakaniko and Mufuta Tshimanga,
Factors affecting diagnosis and management of hgpsion in Mazowe District of Mashonaland Central

Province in ZimbabweBiomed central, 2014. 14.

Maria Lea Correa Leite, J. O. F., Antonio Ignacimybla Filho and Maria Fernanda Lima-Cod@éscontinuation
of anti-hypertensive drugs increases 11-year camsgular mortality risk in community-dwelling eltei(the
Bambui Cohort Study of Agein@iomed central, 2014. 14.

Manuel P Morgado, S. A. R., Luisa Pereira and MigGastelo-Branco,Blood pressure control and

antihypertensive pharmacotherapy patterns in a hgpsive population of Eastern Central Region oftégal.

Impact Factor(JCC): 2.7341- This article can be dowloaded from www.impactjournals.us |




Faiza Uzair Naru, Madeeha Malik & Azhar Hussain

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

BioMed Central, 2010. 10(349).

Vickie Andros, A.E.a.U.D.Blood Pressure Goal Attainment According to JNC uid@lines and Utilization of
Antihypertensive Drug Therapy in MCO Patients Wiyjpe 1 or Type 2 Diabetedournal of Managed Care
Pharmacy 2006. 12(4): p. 303--309.

Cilia Mejia-Lancheros, R. E., Miguel Angel Martin€@onzalez, Jordi Salas-Salvado, Dolores Corellaigba
Gomez-Gracia, Miquel Fiol, José Manuel Santos, Eeritd, Fernando Ards, Lluis Serra-Majem, Xavietd
Josep Basora, José Vicente Sorli and Miguel-Angalidi,Blood pressure values and depression in hypertensiv

individuals at high cardiovascular risBiomed central, 2014.

Sverre Kjeldsen, R.D.F., Liu Lisheng, Jean-Jacdqdesrad, Chern-En Chiang, Weizhong Zhang, Zhaosu Wu,
Wei Li and Bryan WilliamsUpdated National and International Hypertension @alines: A Review of Current

Recommendationdrugs, 2014.

Edelgard Anna Kaiser, U.L.a.H.H.Sincreasing complexity: which drug class to choose treatment of

hypertension in the elderlyDovepress, 2014: p. 459-475.

Nilay D. Shah, J.M., Murat Kurt, Brian T. Dentonndrew J. Schaefer, Victor M. Montori and StevenStith,
Comparative Effectiveness of Guidelines for the &gment of Hyperlipidemia and Hypertension for Tgpe
Diabetes Patient?los One, 2011. 6(1).

Lapane, C.P.a.K.L.Generalizability of guidelines and physicians' adimee. Case study on the Sixth Joint

National Commitee's guidelines on hypertensi®iomed central, 2003.

LeRoi S. Hicks, D.G.F., Mark S. Horng, E. John QrBavid W. Bates and John Z. Ayanidbeterminants of
JNC VI Guideline Adherence, Intensity of Drug Tipgraand Blood Pressure Control by Race and Ethnicit
Hypertension, 2004: p. 429-434.

Carter, B.L.,Implementing the New Guidelines for HypertensiddCJ7, ADA, WHO-ISHJournal of Managed
Care Pharmacy, 2004. 10(5): p. 18-25.

Carl Heneghan, R.P., David Mant and Paul Glaszldypertension guideline recommendations in general
practice: awareness, agreement, adoption, and aatre®.British Journal of General Practice, 2007. 57948—
952

Ifeanyi Okechukwu, A.M., Kathleen Bennett and Jdkeely, Choice of first antihypertensive — are existing

guidelines ignoredBritish Journal of Clinical Pharmacology, 2007.

Paul E. Drawz, C.B., Katarina B. Greer, Julian Kifiprian Rader and Patrick Murraglypertension Guideline
Adherence Among Nursing Home PatiedGIM, 2009.

James H. Jackson, J.S., Russ Krienke, Ken S. WeeTgle Frech-Tamas and Brian Nighteng8leod Pressure
Control and Pharmacotherapy Patterns in the Uniftdtes Before and After the Release of the Joitibha
Committee on the Prevention, Detection, Evaluatiord Treatment of High Blood Pressure (JNC 7) Glinés.
JABFM, 2008. 21(6): p. 512-521.

Index Copernicus Value: 3.0 - Articles can be senb editor@impactjournals.us




Prescriber Adherence to Standard Treatment Guidelies for the 57
Management of Hypertension. A Review of Literature

25. Randall S Stafford, L.K.B., William C Cushman, Jeff A Cutler, Barry R Daviis, Glenna Dawson, Palila
Einhorn, Curt D Furberg, Linda B Piller, Sara L $¥el and Paul K Wheltonmpact of the ALLHAT/IJNC7

Dissemination Project on Thiazide- type DiureticelJ8010, NIH public access.

26. Rickard Ekesbo, P.M., Sofia Gerward, Kristin Penss€Ghristina Nerbrand and Lennart Johansdatk of
adherence to hypertension treatment guidelines gn®Rs in southern Sweden-A case report-based survey
BMC, 2012.

27. Michael A. Steinman, M.A.F., Michael G. Shlipak, yd&n B. Bosworth, Eugene Z. Oddone, Brian B. Hofima
and Mary K. GoldsteinClinician awareness of adherence to hypertensiodejimes.The American journal of
medicine, 2004. 117(10): p. 747-754.

28. Philip C. Skelding, S.R.M., Ken Kleinman, Cheryl ¥WWer, Susanne Salem-Schatz, Irina Miroshnik, Liszsger
and Steven R. SimonClinical and Nonclinical Correlates of Adherence Rrescribing Guidelines for
Hypertension in a Large Managed Care Organizatibhe Journal of Clinical Hypertension, 2006. 8(6)414-
419.

29. Gail Ardery, B.L.C., Jessica L. Milchak, GeorgeBergus, Jeffrey D. Dawson, Paul A. James, Carsgaéiscus
and Yoonsang KimExplicit and Implicit Evaluation of Physician Adleerice to Hypertension GuidelineBhe
Journal of Clinical Hypertension, 2007. 9(2): p311119.

30. Mamas Theodorou, P.S., Georgia Kourlaba, Daphneekdou, Nikos Maniadakis, and Vasilios Papaderoetri
Physicians’ Perceptions and Adherence to Guidelifms the Management of Hypertension: A National,

Multicentre, Prospective Studinternational Journal of Hypertension, 2012.

31. Mona Alsairafi, K.A.a.A.A.-r.,Effect of Physical Activity on Controlling Blood éasure among Hypertensive
Patients from Mishref Area of Kuwakuropian Journal of General Medicine, 2010. 704377-384.

32. Paul A. James, S.0., Barry L. Carter, William C.sBman, Cheryl Dennison-Himmelfarb, Joel HandlemiBla
T. Lackland, Michael L. LeFevre, Thomas D. MacKenZDlugbenga Ogedegbe, Sidney C. Smith Jr, Laura P.
Svetkey, Sandra J. Taler, Raymond R. Townsend,sdackK. Wright Jr, Andrew S. Narva, Eduardo Ortiz,
Evidence-Based Guideline for the Management of Hgtod Pressure in Adults Report From the Panel
Members Appointed to the Eighth Joint National Cattee (JNC 8)JAMA, 2014.

33. Shannon Gravely-Witte, D.E.S., Neville Suskin, ly&ligginson, David A. Alter and Sherry L. Grace,
Cardiologists’ Charting Varied by Risk Factor, ams Often Discordant with Patient RepdPubMed Central,
2007. 10(61): p. 1073-1079.

34. E.Etuk, S.A.l., A.Chika, J.Akuche and M.ARyescription Pattern of Antihypertensive Drugs ifertiary Health
Institution in Nigeria.Annals of African Medicine, 2008. 7(3): p. 128-132

35. VU Odili, E.O., NA Ugwa, UM Ochei and OE Aghomddherence to International Guidelines in the
Management of Hypertension in a Tertiary HospitalNigeria Tropical Journal of Pharmaceutical Research,
2008. 7(2): p. 945-952.

Impact Factor(JCC): 2.7341- This article can be dowloaded from www.impactjournals.us




Faiza Uzair Naru, Madeeha Malik & Azhar Hussain |

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

Shaymaa Abdalwahed Abdulameer, M.N.S., Noorizan Akmz, Yahaya Hassan, Hadeer Akram Abdul
AlRazzaq, Omar IsmaiRPhysician adherence to hypertension treatment duiele and drug acquisition costs of

antihypertensive drugs at the cardiac clinic: agpistudy.Dovepress, 2012.

Vishal R. Tandon, S.S., Shagun Mahajan, Annil MahayVijay Khajuria, Vivek Mahajan, and Chander Rrstk
Antihypertensive drug prescription patterns, ratiity, and adherence to Joint National Committee-7

hypertension treatment guidelines among Indianmpesbpausal womeim PubMed 2014. p. 78-83.

Hye In Kim, Y.S., Woo-Young Kim and Jung Eun Légssociation of adherence to the seventh reporhef t
Joint National Committee guidelines with hypertensin Korean men and womepubMed, 2013. 33(10): p.
789-795.

Qian Chen, X.Z., Jie Gu, Tianhao Wang, Yuan Zhang Shanzhu Zhuieneral practitioners’ hypertension
knowledge and training needs: a survey in Xuhutridis ShanghaiBiomed central, 2013. 14.

Dugee Otgontuya, S.O., Brian S Buckley and Ruth itAprAssessment of total cardiovascular risk using

WHO/ISH risk prediction charts in three low and diglincome countries in Asi8iomed central, 2013. 13.

Rohan P. Christian, D.A.R., Supriya D. Malhotrad ararsha J. PateEvaluation of rationality in prescribing,
adherence to treatment guidelines, and direct afstreatment in intensive cardiac care unit: A prestive
observational studyindian Journal of Critical Care Medicine, 2014(3)8p. 278-284.

WHO, Non communicable disease country profdé14, WHO.

Tazeen H. Jafar, S.J., Fahim H. Jafary, MohammaabsRaza Orkazai, Sarwar Orkazai, Andrew S. LeMésh
Chaturvedi,General Practitioners’ Approach to HypertensionUnban Pakistan Disturbing Trends in Practice.
Circulation, 2005.

Sana Shoukat, S.A.G., Ather M Taqui, Rameez Ul blasZain A Bhutta, Anum | Malik, Sajjad A Sherjeel,
Quratulanne Sheheryar and Sajid H DhakAdherence to the European Society of CardiologyCjEfiidelines

for chronic heart failure - A national survey oftlardiologists in PakistarBioMed Central, 2011. 11(68).

Saman K. Hashmi, M.B.A., Kanza Abbas, Rubina A.w&aj, Danish Saleheen, Philippe M. Frossard,
Mohammad Ishaq, Aisha Ambreen and Usman AhrRadiors Associated with Adherence to Anti-Hypeitens

Treatment in Pakistarplos one, 2007.

Index Copernicus Value: 3.0 - Articles can be senb editor@impactjournals.us




