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Increasing interest in recent years has focused on the large numbers 
of patients with the common problem of arterial hypertension who 
discontinue therapy or remain under poor control. Although we are 
now seeing new efforts to address this problem through patient and 
physician education, little attention has yet been paid to the 
psychological factors in the doctor-patient interaction involving 
patients with this chronic disease. This paper reports a study ot 
hypertension in all patients between 40 and 60 years of age in one 
family practice. Compliance indices are determined for these 
patients as well as physician factors, patient factors, and medication 
factors which contribute to poor control of blood pressure. Psycho
logical defenses by patients can readily limit the effectiveness of 
anti-hypertensive therapy. Insight and understanding are required of 
the physician in dealing with these issues and affording patients with 
hypertension the best possible long-term control of blood pressure.

High blood pressure is one of the 
most prevalent chronic diseases among 
adults. Professional and governmental 
concern is now directed at the fact 
that many persons diagnosed as having 
arterial hypertension have discon
tinued therapy or have remained on 
therapy but under poor blood pressure 
control.1 A growing literature suggests 
that the control of hypertension can 
be improved by patient education,2 
physician education,3 and by proce
dures that make treatment more 
convenient for the patient.4 Unfortu
nately, even the few programs which 
have better blood pressure control 
results still have a sizeable proportion 
of patients voluntarily stopping 
therapy, omitting doses of medication,
or otherwise failing to achieve good 

2 5blood pressure control. ’
In the course of a quality of care 

audit of one private, middle income 
family practice, we were impressed by 
the frequency and importance of 
patient psychological defenses as a
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contributor to poor control of hyper
tension. Especially important was the 
degree to which patient resistance led 
the physician to curtail his treatment 
goals. While patient psychological 
defenses have been explored in the 
context of some disease conditions,6,7 
they have received little attention 
from those concerned with the control 
of hypertension.

The findings reported herein are the 
results of an exploratory study, and as 
such must be deemed tentative. How
ever; the data strongly suggest that 
current anti-hypertensive campaigns, 
which are primarily oriented toward 
screening, education, and administra
tive interventions,8'9 can at best 
achieve only partial success. The 
results of this exploratory study 
strongly imply that the issue of 
psychologically-based patient resis
tance must also be resolved if the 
hypertension “problem” is to be 
solved.

Method
The study was based on one private 

family practice in a suburban setting. 
The physician had an excellent reputa
tion in the community and had

demonstrated his concern by offering 
his practice as the subject of an audit. 
He had used the Problem-Oriented 
Medical Record in his practice for 
about two years. The patients studied 
were white, middle income, and high 
school or college graduates.

All charts of patients aged 40 
through 60 who had been seen at least 
once since January 1, 1970, were 
reviewed. Those with a problem of 
hypertension listed on the front of the 
chart (S3 patients) were classified 
according to the severity of hyper
tension and according to the degree of 
blood pressure control. The median 
time period since hypertension was 
first noted in the chart was three 
years.

Patients were classified according to 
diastolic blood pressure as follows: 
mild hypertension = 95-99 mm Hg 
diastolic; moderate hypertension = 
100-109 mm Hg diastolic; severe 
hypertension = 110-119 mm Hg
diastolic; and very severe hypertension 
= 120+ mm Hg diastolic. If more than 
one blood pressure was noted prior to 
treatment, classification of severity 
was based on the second highest 
diastolic pressure. Otherwise, the high
est pretreatment blood pressure was 
used. If the patient was on medication 
when first seen, classification was 
based on the highest diastolic blood 
pressure. However, if the patient was 
already well controlled on medication 
when first seen, the patient was classi
fied as of unknown severity.

Outcome was assessed according to 
the typical diastolic blood pressure, 
excluding the initial months of ther
apy, as follows: good control with 
diastolic less than 95 mm Hg; fair 
control with diastolic of 95-99 mm 
Hg; and poor control with diastolic 
over 100 mm Hg. Usually, the major
ity of blood pressure readings fell 
clearly within one outcome category. 
When control differed over the years, 
outcome was assessed on the basis of 
the typical blood pressures during the 
last two years. In three cases, blood 
pressures fluctuated widely from visit 
to visit. In those cases, outcome classi
fication was based on the arithmetic 
mean of all blood pressures taken for 
the last year.

Patients who dropped out of treat
ment within the first four months 
after diagnosis were called “early drop
outs.” Persons remaining in therapy 
for five months or more were termed
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Table 1. Outcome of Treatm ent by Severity o f Hypertension

O utcom e
of Treatm ent

Mild Moderate

Initial Severity of Hypertensio

Severe Very Severe

n

Unknown Total

Good 2 9 5 0 4 20

Fair 2 6 2 1 1 12

Poor 2 6 6 3 0 17

Early dropout 0 3 1 0 0 4

Total 6 24 14 4 5 53

Table 2. Compliance Indices*
(Number of Patients N = 23)

9 0 -1 1 0 % ** 75-89% 0-79%

All patients 6 8 9
Poor control 2 5 6
Good and fair control 4 3 3
Poor control + D D R * * * 2 3 3
Poor control; no DDR 0 2 3
All DDR 2 3 3
No D D R 4 5 6
Initial BP severe or very severe 3 3 4
Initial BP fair or good 3 5 5

N u m b e r  o f  p i l ls  d ispensed f r o m  p h a rm a c y
ipndiiGe i i i u o a  N u m b e r  o f  p i l l s  c a lc u la te d  as t o  be ta ke n  
s a c ru d e  b u t  reasonab ly  a ccura te  m easure  o f  c o m p l ia n c e ,  w h i c h  has been i

p rev io u s  stud ies. 1 I t  c i r c u m v e n ts  th e  e n o r m o u s  expense  associa ted  w i t h  tes t in g  urines, 
m a k in g  h o m e  visi ts , e tc . I t  is m o s t  v u ln e ra b le  w h e n  t h e  p h y s ic ia n  changes an order 
w i t h o u t  n o t in g  th e  fa c t  o n  th e  c h a r t .  A ls o  h o a r d in g  o f  m e d ic a t io n s  b y  t h e  p a t ie n t  wil l  
y ie ld  an a r t i f i c i a l l y  e leva ted  ind e x  o f  c o m p l ia n c e .
* * l n  fa c t ,  no p a t ie n t  had a c o m p l ia n c e  in d e x  g reater  th a n  100% .
” * D D R  = Disease D e n ia l - R a t io n a l i z a t io n  S y n d ro m e .

“late dropouts” if, as of February 1, 
1974, they had not been seen for three 
months and had been in poor control 
on their last visit. Patients in good or 
fair control on their last visit were 
called “late dropouts,” if they had not 
been seen for six months as of 
February 1, 1974.

Patients whose initial blood pres
sure met criteria for moderate, severe, 
or very severe hypertension (42 pa
tients) were subjected to further 
analysis. One physician, who was not 
involved in the patients’ treatment, 
reviewed each chart and interviewed 
the primary physician. The reviewing 
physician (in one third of cases) and a 
trained volunteer (in two thirds of 
cases) administered a test of knowl
edge about high blood pressure to each 
patient and also gave each patient an 
opportunity to make an open-ended 
comment about his attitudes toward, 
or problems with, high blood pressure 
and its therapy.

Subsequently, the reviewing physi
cian examined the notes from chart 
review , physician interview, and 
patient interview. On the basis of his 
judgment, the reviewer identified and 
described factors contributing to poor 
blood pressure control, grading them 
in each instance as major or minor 
contributors.

A major contributor to poor con
trol was a patient factor called the 
Disease Denial-Rationalization Syn
drome (DDR). The DDR syndrome 
was noted when the patient appeared 
to deny the fact of his hypertension or 
the necessity of treatment despite 
awareness of medical “information” to 
the contrary. Evidence of a major 
DDR syndrome was accepted only 
when corroborated by the patient’s 
own open-ended interview statement. 
Mild avoidance, eg, occasionally for
getting an appointment, was classified 
separately.

Those patients who regularly 
obtained their medication from coop
erating pharmacies (23 patients) were 
subjected to an estimate of their 
medication-taking compliance. Com
pliance was inferred from the compli
ance index, calculated by forming the 
ratio of the number of medications 
dispensed from the pharmacy (numer
ator) over the number which should 
have been taken as calculated in the 
chart (denominator). The compliance 
index was compiled over a period 
extending six months after and up to

12 months before the chart review and 
interviews.

Results
Fifty-three patients had a diagnosis 

of hypertension, representing 12 per
cent of the patients in the 40 to 
60-year-old age group. Of these, 34 
were first diagnosed after January 1, 
1970. Three of the 34 had discon
tinued the treatment regimen, all 
within the first four months, resulting 
in a dropout rate of nine percent.

Among the original 53 patients, 40 
percent were typically under good 
blood pressure control. Twenty-four 
percent were typically in fair control. 
Thirty-five percent were in poor con
trol. Table 1 summarizes the outcome 
of treatment by severity of hyper
tension. It should be noted that there 
was marked digital preference; dia- 
stolics of 100 mm Hg were common; 
diastolics of 99 mm Hg were rare. If 
the criteria for fair control were 
liberalized from 99 mm Hg to 100 mm 
Hg then those in fair control would 
increase from 24 percent to 37 percent 
and those in poor control would 
decrease from 35 percent to 22

percent.
An assessment of factual knowledge 

was made on 41 of the 42 patients 
with moderate, severe, or very severe 
hypertension. There was a very high 
level of knowledge. Every patient 
knew one or more of the major 
sequelae of hypertension and the 
reason for treatment of the hyper
tension with medications. Eighty-five 
percent knew that a person could feel 
well and still have high blood pressure. 
Ninety percent jcnew that treatment 
must continue for life. Ninety-two 
percent believed it was important to 
restrict salt. Eighty-six percent felt 
that emotional tension contributed to 
high blood pressure. Ninety-eight per
cent knew that weight control was 
important and 80 percent were aware 
of the benefits of regular exercise. All 
patients knew the kind and number of 
blood pressure medications they were 
supposed to be taking daily. Eighty 
percent knew either brand or generic 
names of their medicines. (NB: Their 
physician routinely labels all prescrip
tions.) The proportion of correct 
answers . regarding the sequelae of 
hypertension was about the same
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among those in poor control as among 
those in good and fair control.

Six patients (26 percent) had a 
compliance index of between 90 and 
100 percent. (See Table 2.) Eight 
patients (35 percent) had compliance 
indices between 75 and 89 percent, 
and nine patients (39 percent) had 
compliance indices of less than 75 
percent. Although those under good 
and fair control had better compliance 
rates than those under poor control, 
this difference was not statistically 
significant. In this small sample there 
was no impressive association between 
compliance and the initial severity of 
hypertension, the number of medica
tions taken, or the medication 
schedule.

The reviewer noted one or more 
probable causes for each patient who 
dropped out of the medication 
regimen or who was typically in poor 
control. Thirty-three major physician 
factors and 24 major patient factors 
were noted. Of these, 42 (76 percent) 
were found among the 19 patients (46 
percent) who dropped out or were in 
poor control. Medication side effects 
were common, but in only two 
instances were these major contribu
tors to poor control. Tables 3, 4, and 5 
summarize physician factors, patient 
factors and medication factors contrib
uting to poor control of blood pres
sure in this series of patients.

Approximately half the physician 
factors contributing to poor control 
appeared related to antecedent patient 
factors, most commonly the Disease 
Denial-Rationalization Syndrome. 
DDR was noted as a major contributor 
to poor control among nine of 19 
patients who were dropouts or who 
were typically in poor control. DDR 
was noted as a major factor in only 
one of 22 patients who were in fair 
or good control. Patients demon
strating the DDR syndrome had com
pliance indices which were no worse 
than those of other patients. In fact, 
two patients with DDR and poor 
blood pressure control had excellent 
compliance records (compliance index 
>90 percent).

Discussion
The nine percent dropout rate for 

the practice studied is lower than that 
generally reported. However, the com
pliance and blood pressure results are 
fairly typical.1 0,11

Initially we were surprised that the

results of treatment were not better 
than achieved. The patients had a high 
degree of knowledge about high blood 
pressure. The physician had an excel
lent reputation, and superficially, the 
practice seemed well organized. More
over, the organizational problems so 
well documented by Finnerty in 
hospital clinics were uncommon con
tributors to poor control in this 
private practice.3

The majority of physician factors 
appeared to relate neither to physician 
knowledge nor to practice organiza
tion. Instead there seemed to be a 
moderately common physician failure 
to pursue aggressive therapy despite a 
recognized poor level of blood pres
sure control.

We developed a rough descriptive 
classification of instances in which the 
physician did not pursue aggressive 
therapy. For example, when the physi
cian’s note or interview indicated that 
he did not increase the medication 
because the patient was anxious, this 
behavior was called the “anxiety 
cop-out.” When obesity was the 
excuse, “obesity cop-out” was the 
diagnosis. This categorization, how
ever, provided relatively limited under
standing of the causes of so-called 
“dropouts.” Instead, physician failure 
to pursue aggressive therapy most 
often seemed related to overt or covert 
resistance to therapy on the part of 
the patient.

In a typical interaction, the patient 
would protest increasing the blood 
pressure medications on the grounds 
that poor control resulted from situa
tional anxiety. In response, the physi
cian would postpone increasing the 
dosage of the medication. On the next 
visit the patient would again protest 
and again the physician would post
pone what he knew was the correct 
thing to do. Without the physician 
really noticing it, months would 
become years and both anxiety and 
poor blood pressure control would 
remain. The power of the patient’s 
resistance and the physician’s rationali
zations and collusion were sometimes 
noted by the physician. However, 
more often this was realized only in 
retrospect during discussion with the 
reviewer.

The most common patient resis
tance syndrome was the Disease 
D enial-Rationalization Syndrome. 
Very often the rationalization ap
peared plausible, but it was always

either stressed by the patient out of all 
reasonable proportion or was replaced 
immediately by other excuses as 
quickly as the physician discredited 
the original one. After a few such 
ep isodes with a persistent and 
unhappy patient the physician would 
stop protesting and, in effect, enter a 
kind of collusion with the patient. The 
patient would stop getting upset; a 
comfortable long-term relationship 
would develop, but neither patient nor 
physician would effectively pursue the 
goal of blood pressure control.

The DDR syndrome is best de
scribed by illustration:

Case 1. Mrs. D. is an intelligent, 
52-year-old housewife who had been 
seen every two months since 1971. 
She took a single combination medica
tion for high blood pressure twice a 
day and had not complained of 
important side effects. Her compliance 
index was 80 percent. She showed an 
excellent understanding of the nature 
and rationale for treating high blood 
pressure. However, her diastolic blood 
pressure was usually 100 mm Hg or 
more. The family physician several 
times noted in the chart that control 
of the blood pressure was not 
adequate, but he did not increase or 
change her medication, usually indi
cating that he would maintain the 
present dosage for another month. 
When asked about Mrs. D., the physi
cian stated: “She refuses to accept the 
fact that she has high blood pressure 
or that anything is wrong with her. If I 
say I want to see her in one month, 
she says, ‘Can’t it be two?’ If I try to 
raise her medication she’ll say, ‘Do 
you really think I have to?’ ”

The patient told the interviewer, “1 
know my blood pressure has been up.
I had the attitude it was going to go 
away. But then the doctor really gave 
me a lecture about it. I t ’s still hard for 
me to accept that 1 have high blood 
pressure for life. I’d rather not take so 
many medicines. It discourages me.” 

Mrs. D. is unusually aware of her 
rationalization. She now admits her 
unrealistic wish that high blood pres
sure would go away. Nevertheless, the 
physician continued to behave as if he 
had been conditioned by her initial 
strong resistance, rarely raising the 
question of increasing the medication.

Case 2. Mrs. A. is more difficult and 
complicated. She is an unhappily mar
ried 50-year-old mother of four who 
first presented with severe hyper-
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Table 3. Physician Factors Contributing to Poor Control o f Blood Pressure*

Physician Factors
Patients in Good 
and Fair Control

Patients in Poor 
Control & Dropouts All Patients

[N = 22] [N = 19] [N = 41]

Therapeutic tim id ity  in 
reaction to patient upset 0(1 ) 5(1) 5(2)

Lenient treatm ent goal 
(no reason apparent) 0 (1 ) 5 5(1)

The obesity cop-out 2(2 ) 2(2) 4(4)

The anxiety cop-out 2(2) 2(2) 4(4)

Labile hypertension 
dilemma 2(0) 4(0) 6(0)

Scheduling visits too 
far apart 1(3) 1(2) 2(5)

Failure to communicate 
with patient 0 2(2) 2(2)

No defin ite return 
appointm ent 0(1) 2(0) 2(1)

No fo llow-up for missed 
appointm ent (2) (1) (3)

Failure to check BP 0(1) 1(1) 1(2)

Total 8(16) 24 (15) 32(31)

* Major contributing factors appear first, minor contr buting factors are in parentheses.

tension in 1969. She had been in poor 
control on two medications taken 
twice a day. Her compliance index was 
53 percent. She visited her physician 
faithfully every six weeks. Anxiety 
and obesity were both noted as major 
problems. For many years she had 
dieted unsuccessfully, but in the year 
of the study she was succeeding, 
decreasing her weight from 240 lb to 
200 lb in the past six months.

The physician noted that Mrs. A. 
was always anxious and until the year 
of the study she had become upset 
whenever he urged her to lose weight. 
She still became upset when the physi
cian suggested increasing the blood 
pressure medication. The physician 
had not realized that Mrs. A.’s being 
upset was causing him to relax his 
standards of therapy but, in retro
spect, he thinks this may have been 
the case. The family physician stated 
that he may have postponed increasing 
the medication several times because 
he hoped that the patient’s anxiety 
was situational. He hoped the blood 
pressure would be lower on the next 
visit, which it rarely was (the anxiety 
cop-out). He admitted that recently he 
had been reluctant to increase her 
medication because her diet was going 
so well. He didn’t want to discourage 
her weight-losing efforts by upsetting 
her.

Mrs. A. knew ail the answers to the 
knowledge questions. She denied 
major medication side effects. She 
then explained why she had missed her 
last appointment: “ I’ve been feeling 
rundown ever since the fall a few 
months ago [she had a bruised hip, 
but remained fully ambulatory J. I 
haven’t felt like coming in for my 
blood pressure check. . . .1 missed that 
appointment because I gained weight 
and I knew the blood pressure would 
be up so why bother. . . .  I hate taking 
medicines. It makes me feel like a 
pill-pusher [ie, hippie-junkie], I can’t 
help feeling it’s wrong to take drugs. 
It’s bad to be dependent on pills.”

After the study period, another 
physician, an associate of the study 
doctor, tried to introduce more aggres
sive therapy. He suggested increasing 
one of the medications from twice a 
day to four times a day. Mrs. A. 
became very upset. The physician 
explained why he wanted to raise the 
medication. She seemed to accept the 
explanation and agreed that the anti
hypertensive medicine could not

reasonably be compared to LSD. How
ever, on the way out, she said to the 
nurse: “I don’t like this new doctor. 
He doesn’t make any allowances for all 
the strain I’m under. Doesn’t he under
stand that is why my blood pressure is 
high?” The next week the physician 
tried again to increase the medication. 
Again the patient protested; again the 
issues were discussed. This time the 
patient told the nurse: “I’ll give him 
one more chance — he doesn’t care 
about me.” She did not "keep the next 
appointment.

Mrs. A. was less aware and far more 
threatening to the physician than Mrs. 
D. She had many excuses: “ It’s all 
from anxiety; I gained weight, so why 
bother — no one should be dependent 
on medicines.” She was not above 
casting aspersions on the physician’s 
judgment (or integrity) when asked to 
come back more often. She created 
many rationalizations for the physi
cian to use in not pressing vigorous 
treatment. Our physician used both 
the obesity cop-out and the anxiety 
cop-out. He even used successful diet
ing to rationalize not increasing the 
blood pressure medication. Perhaps 
this was good judgment. After all, the 
original study physician had kept the 
patient on some degree of therapeutic 
management for years. The more 
aggressive physician promptly lost her.

However, she had been kept in the 
practice of the study physician at a 
cost. The cost was the collusion of the 
physician with the patient to avoid the 
unpleasant topic, that is, adequate 
control of the blood pressure.

Disease-Denial Rationalization and 
o th e r psychological defenses are 
important in many areas of medicine. 
Patients with cancer, renal failure, or 
diabetes usually have little choice but 
to submit to the physician’s directions. 
At the opposite extreme, cigarette 
smokers are advised to quit smoking, 
but there is little surprise and little 
social condemnation when they do not 
follow the physician’s advice. The 
patient with hypertension is in an 
in-between area. He is expected to 
follow the physician’s advice, but 
there is no effective social or biological 
enforcing mechanism. With such an 
in-between situation, one, would 
expect psychological avoidance de
fenses to be most critical for the 
outcome and in the practice studied 
this seems to be the case.

The classical Parsonian model of 
the doctor-patient relationship1 2 pro
vides for an authoritarian physician 
and a passive, accepting patient. In this 
case the patient has only a few ways in 
which to express resistance: covert 
non-com pliance, finding another 
physician, or dropping out of treat-
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Table 4. Patient Factors Contributing to Poor Control of Blood Pressure*

Patient Factors
Patients in Good 
and Fair Control

Patients in Poor 
Control & Dropouts A ll Patients

[N = 22] [N = 19] [N  = 41 ]

Lack o f in fo rm a tio n 0(3) 0(5) 0(8)

HBP can be sym ptom less (2) (3) (5)

Treatm ent is fo r  life 0 (1) (1)

Low salt needed (1) (1) (2)

Disease d e n ia l-ra tiona liza tion 1(0) 9(0) 10(0)

Severe an x ie ty (2) 2(1) 2(3)

Refractory obesity 1(3) 1(3) 2(6)

Alcoholism 1(1) 1(1) 2(2)

Minor defenses
eg, denta l check-up syndrom e 0(2) 0 0(2)

Cost, convenience 0 2(2) 2(2)

Failure to  com m unica te  
w ith MD 0 2(1) 2(1)

Poor attendance (no reason) 1(0) 0(2) 1(2)

Patient tre a tm e n t goal to o  
lenient 0(1 ) 1(0) 1(1)

Total 4 (12 ) 18(15) 22 (27)

•M a jo r  c o n t r i b u t i n g  fa c to rs  appea r  f i r s t ,  m i n o r  c o n t r i b u t i n g  fa c to r s  are in parentheses.

Table 5. Medication Factors Contributing to  Poor Control o f Blood Pressure* 

Patients in Good Patients in Poor
Medication Factors and Fair Control

[N = 22]

Control & Dropouts

[N = 19]

A ll Patients
[N = 41 ]

Major side effects (7) 3(8) 3(15)

Psychological (2) 2(2) 2(4)

Orthostatic hypotension (2) 1(2) 1(4)

Low serum potassium (1) (1) (2)

Gout or high uric acid 0 (2) (2)

Gynecomastia (1) (1) (2)

Other (1) (1) (2)

Regimen too complicated 0 0 0

Total (7) 3(8) 3(15)

‘ M a jo r  c o n t r i b u t i n g  fa c to rs  appear  f i r s t ,  m i n o r  c o n t r i b u t i n g  fa c to rs  are in parentheses.

ment entirely. When a physician is 
more solicitous of his patient’s con
cerns, resistance may become overt. 
Overt resistance in turn can drive the 
physician into collusion with the 
patient, thus avoiding mutual dis
comfort but doing so at the expense of 
good blood pressure control.

In either case, the patient’s psycho
logical defenses play a prominent role 
in undermining the successful treat
ment of high blood pressure. We

postulate that such defenses contrib
ute both to patient non-compliance, 
and also to physician-mediated limita
tion of treatment and, thus in two 
important ways, to poor blood pres
sure control.

The psychological defenses which 
undermined anti-hypertensive therapy 
in this study practice often could not 
be traced to specific causes. However, 
several of our interviews and a review 
of the literature suggest that a number

of issues could be involved, such as 
fear of death or disability, threat to 
social role, and threat to sense of 
autonomy. Each of these may be 
directed at the disease, the medication 
or at the closeness of the doctor- 
patient relationship itself. In other 
instances, the treatment can be the 
victim of a patient’s anger, depression,

7 13anxiety or rigid obsessive style. ’
The psychological realities do not 

invalidate current efforts to improve 
blood pressure detection, compliance, 
and control. However, it seems likely 
that psychological defenses will limit 
the effectiveness of programs which 
are directed solely toward such factors 
as organizational reform, physician 
pharmacology education, or patient 
information. Other approaches, di
rected toward psychological defenses, 
will also be required to maximize the 
effectiveness of treating high blood 
pressure. Further research and better 
physician training in the psychology of 
primary medical practice may have to 
be included as part of a successful 
national anti-hypertension program.
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