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Abstract
Background: Hypertension is an established risk factor for cardiovascular disease. Non-adherence to
antihypertensive medications contributes to poorly controlled hypertension while also increasing the risk of
hypertensive crisis. The aim of our study was thus to estimate the frequency of adherence to
antihypertensive medications in our population and also see if an association exists between adherence and
the development of a hypertensive crisis.

Methods: This cross-sectional study was undertaken on patients admitted to Aga Khan University Hospital,
Karachi, Pakistan, between July 2020 and March 2022. All patients with uncontrolled hypertension with
systolic blood pressure >140 and diastolic blood pressure >90 who were admitted through the emergency
department were included. A systolic blood pressure over 180mmHg or diastolic blood pressure over
120mmHg, with or without end-organ damage was used to define a hypertensive crisis. Adherence to
medications was assessed using the 4-item Morisky Green Levine (MGL) scale. Each item was scored as 1 and
then added together to get a final score out of 4 with a score of ≥3 signifying adherence while a cumulative
score of 0, 1, or 2 was classified as non-adherence.

Results: We found that 64% of the cohort were adherent to their medications while 93 (36%) were non-
adherent. The most common comorbid condition was found to be diabetes mellitus (54.8%). Around 146
(64.6%) patients were on a single anti-hypertensive agent. Depression as calculated according to the hospital
anxiety and depression scale (HADS) was seen in 133 (51.2%) of our cohort while 147 (56.5%) had anxiety.
Similar rates of adherence were seen amongst males (49.1%) and females (50.9%). The highest level of
adherence was seen in the 61 to 75 years age group (34.9%) and in those with university-level education
(30.6%). We also found a statistically significant association between adherence to antihypertensive
medications with anxiety (p-value=0.048). Moreover, in the hypertensive crisis group, 40.7% of the patients
were adherent to their antihypertensive medications while 54.8% were found to be non-adherent, with the
p-value reaching statistical significance (p-value=0.028).

Conclusion: We found a higher rate of adherence (64%) in this inpatient hypertensive population as
compared to previous studies in our population. We also found that non-adherence is a risk factor for the
development of a hypertensive crisis. Therefore, at clinic visits, physicians should assess their patient’s
adherence to antihypertensive medications to prevent the development of a hypertensive crisis.

Categories: Family/General Practice, Internal Medicine
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Introduction
Hypertension has been established as a major risk factor for cardiovascular disease (CVD) which is the
leading cause of death worldwide, accounting for an estimated 17.3 million deaths per year [1]. The global
prevalence of hypertension is also on the rise. In 2010, 31.1% of people worldwide had hypertension, with
75% of those people residing in low and middle-income countries [2]. In Pakistan, a metanalysis estimated
the prevalence of hypertension to be 26.3%, which is only expected to rise with the increase in urbanization
and epidemiological transitions [3]. It is estimated that 1% of hypertensive patients will develop a
hypertensive crisis owing to poorly controlled hypertension which could be due to non-compliance or non-
adherence to antihypertensive medication [4].

Medication adherence is defined as 'the extent to which the medication-taking behavior of a patient
corresponds with agreed recommendations from a health care provider' [5]. According to WHO, non-
adherence to antihypertensive medications is a major cause of poorly controlled hypertension and almost
50% to 70% of patients adhere poorly to their prescribed treatment [5]. In terms of adherence in our
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population, a study showed that 38.3% of the Pakistani population was non-adherent to antihypertensive
medications [6]. While non-adherence to medications results in undesirable health outcomes with higher
rates of morbidity and mortality, it also leads to greater utilization and wastage of health resources [7,8].

Non-adherence also increases the risk of hypertensive crisis. The strongest predictor for the development of
a hypertensive crisis, according to a prospective longitudinal study, was non-adherence to antihypertensive
treatment [9]. Other studies have reproduced similar results, strengthening the association between the two
entities [9-11]. At the patient level, several factors have been identified that lead to non-adherence. These
include lack of symptoms, treatment-related adverse effects, polypharmacy, forgetfulness, comorbidities
including depression, and sociodemographic factors such as age, sex, education level, employment, and
family support [12].

There are numerous studies in the literature that examine the causes of non-adherence in Pakistani
hypertensive patients, but there is a dearth of information on the relationship between non-adherence and
hypertensive crisis. The aim of our study was thus to estimate the frequency of adherence to
antihypertensive medications overall and to analyze if there is an association between adherence to
antihypertensive therapy and hypertensive crisis.

Materials And Methods
We conducted this cross-sectional study on 290 patients admitted at Aga Khan University Hospital (AKUH),
Karachi, Pakistan, between July 2020 and March 2022. The ethics committee of the AKUH approved the study
(approval no. 2020-3414-10233). The AKUH serves a wide range of patients from across Pakistan as it is one
of the country's major Joint Commission International-accredited tertiary care university hospitals (740
beds). We included all adult patients aged more than or equal to 18 years of age with uncontrolled
hypertension with systolic blood pressure >140 and diastolic blood pressure >90 who were admitted to the
medicine ward. We excluded all patients admitted with raised blood pressure resulting from secondary
causes such as stressors, kidney diseases, stimulant drug-induced, and endocrine disorders. Systolic blood
pressure over 180 mmHg or diastolic blood pressure over 120 mmHg, with or without end-organ damage,
was labeled as a hypertensive crisis [4]. At least two persistently elevated blood pressure readings confirmed
a hypertensive crisis.

The adherence to antihypertensive medications was assessed using the Morisky Green Levine (MGL)
medication adherence scale. Developed in 1986 from an original five-item tool, the MGL scale is a four-item
standard tool used to assess medication adherence [13]. The MGL scale comprises four questions, each of
which is asked in the reverse direction to minimize social desirability bias [13]. Each item on the MGL scale
has a yes or no response with 0 points given to 'yes' and 1 point to 'no' [13]. By asking questions on
forgetfulness or carelessness, the MGL scale evaluates the unintentional aspects of medication non-
adherence, and the two questions on cessation of prescribed medications when feeling better or worse
address the intentional aspects of medication non-adherence [13]. In our study, we dichotomized the full
score on the MGL scale into two groups; those who scored 2-4 on the MGL scale were classified as adherent
and those with scores of 0-1 were grouped as non-adherent [14].

Data on patients’ baseline demographic characteristics and comorbid conditions were also collected.
Baseline characteristics included age, gender, education, employment status, marital status, obesity, alcohol
abuse, and smoking. Comorbid conditions included diabetes, coronary artery disease, depression and
anxiety, ischemic heart disease, and a history of cerebrovascular disease. The duration of hypertension was
also recorded. Patients were deemed to have diabetes mellitus if they were previously known diabetics, had
hemoglobin A1c (HbA1c) of 6.5% or above, or had a random plasma glucose value of 200 mg/dl (11.1
mmol/l), or a fasting plasma glucose value of 126 mg/dl (7.0 mmol/l) [15]. Patients who had any history of
stable ischemic heart disease or acute coronary syndrome (ST-elevation myocardial infarction (STEMI), non-
ST elevation myocardial infarction (NSTEMI), or unstable angina) were diagnosed as suffering from coronary
artery disease [16]. The hospital anxiety and depression scale (HADS) was used to assess anxiety and
depression in the patients [17]. Alcohol abuse was present if the daily alcohol consumption exceeded three
drinks a day (corresponding to ~30 g/day) [18]. Patients who had stopped smoking at least one year before
the study was characterized as past smokers while those currently smoking were further categorized
according to the number of cigarettes smoked per day (light=1 to 9, moderate=10 to 19, heavy=more than 20)
[19]. Patients admitted with symptoms of ischemic or hemorrhagic infarcts or those with a previous history
of cerebrovascular accidents were recorded as having cerebrovascular disease [20]. Using the BMI values
defined for the Indo-Asian population, patients with a BMI of greater than 23.0 were considered obese [21]. A
sample size of 290 participants was targeted to estimate the prevalence of non-adherence of 48.6% and a
significance level of 0.05. The sample size estimate was based on using a power of at least 80%.

Statistical Package for Social Sciences (SPSS) version 19.1® (IBM Corp., Armonk, NY, USA) was used for
analysis. Mean and standard deviation was calculated for quantitative variables and frequency and
percentage for qualitative variables. Student’s t-test was used to compare quantitative variables and the chi-
square test was used to compare qualitative variables. The Fischer exact test was used when the cell count
was less than 5. 
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Results
In our study, a total of 260 participants fulfilled the inclusion criteria and were enrolled. Around 167 (64%) of
our cohort were adherent to their medications while 93 (36%) were non-adherent. Of the study population,
48.5% were males, and 51.5% were females. The majority of patients were in the 61 to 75 years age group
(37.2%), were non-smokers (80.2%), and had secondary or university education (63.4%). The most common
co-morbid condition after hypertension was found to be diabetes mellitus (54.8%). Out of the total, 146
(64.6%) of the patients were on a single anti-hypertensive agent. Depression, as calculated by the HADS
scale, was seen in 133 (51.2%) of our cohort and 147 (56.5%) had anxiety. The baseline characteristics of
hypertensive patients are shown in Table 1. When stratified by adherence, similar rates were seen amongst
the male (49.1%) and the female group (50.9%). The highest level of adherence was seen in the 61 to 75 years
age group (34.9%). Our results also show that there were statistically significant associations between
adherence to antihypertensive medications with anxiety (p-value=0.048).

 Total Adherence    Non-adherence P-value

 N = 260 (100%) n = 67 (64%) n = 93 (36%)  

Gender    0.782

Male 126 (48.5) 82 (49.1) 44 (47.3)  

Female 134 (51.5) 85 (50.9)  49 (52.7)  

Age    0.078

21-45 years 37 (14.3) 24 (14.5) 13 (14.1)  

46-60 years 89 (34.5) 54 (32.5) 35 (38.0)  

61-75 years 96 (37.2) 58 (34.9) 38 (41.3)  

76-95 years 36 (14.0) 30 (18.1) 6 (6.5)  

Employment    0.76

Yes 67 (25.8) 42 (25.1) 25 (26.9)  

No 193 (74.2) 125 (74.9) 68 (73.1)  

Education Level    0.007

None 36 (13.8) 23 (13.8) 13 (14)  

Primary 54 (20.8) 43 (25.7) 11 (11.8)  

Secondary 82 (31.5) 44 (26.3) 38 (40.9)  

College/university 83 (31.9) 56 (33.5) 27 (29.0)  

HADS Depression    0.089

Yes 133 (51.2) 92 (55.1) 41 (44.1)  

No 127 (48.8) 75 (44.9) 52 (55.9)  

HADS Anxiety    0.048

Yes 147 (56.5) 102 (61.1) 45 (48.4)  

No 113 (43.5) 65 (38.9) 48 (51.6)  

Marital Status    0.283

Married 208 (80) 129 (77.2) 79 (84.9)  

Never married 9 (3.5) 5 (3.0) 4 (4.3)  

Widowed 40 (15.4) 31 (18.6) 9 (9.7)    

Comorbidities     

DM 142 (54.8) 87 (52.4) 55 (59.1) 0.296

CKD 52 (20.3) 33 (20.2) 19 (20.4) 0.972
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IHD 74 (28.7) 42 (25.5) 32 (34.4) 0.127

Cerebrovascular accident 30 (11.5) 19 (11.4) 11 (11.8) 0.913

Smoking Status    0.992

Non-smoker 207 (80.2) 132 (80) 75 (80.6)  

Past smoker 31 (12.0) 20 (12.1) 11 (11.8)  

Current 20 (7.8) 13 (7.9) 7 (7.5)  

Number of Hypertensive Medications    0.219

1 146 (64.6) 95 (65.5) 51 (63)  

2 64 (28.3) 44 (30.3) 20 (24.7)  

3 11 (4.9) 4 (2.8) 7 (8.6)  

More than or equal to 4 2 (0.9) 1 (0.7) 1 (1.2)  

Obesity    0.891

Obese 171 (78.4) 111 (78.7) 60 (77.9)  

Non-obese 47 (21.6) 30 (21.3) 17 (22.1)  

Duration of Hypertension    0.674

Less than 10 years 117 (47.2) 78 (48.1) 39 (45.3)  

More than 10 years 131 (52.8) 84 (51.9) 47 (54.7)  

Hypertensive crisis 119 (45.8) 68 (40.7) 51 (54.8) 0.028

TABLE 1: Baseline characteristics of hypertensive patients admitted to a tertiary care hospital in
Karachi, Pakistan
HADS: Hospital anxiety and depression scale, DM: Diabetes mellitus, CKD: Chronic kidney disease, IHD: Ischemic heart disease

Table 2 highlights the comparison of individual items in adherence scale between patients who are adherent
and non-adherent to antihypertensives.

Questionaire & response
Overall N

(%)

Patients who are adherent to antihypertensive medications*

n=167 (64%)

Patients who are non-adherent to hypertensive medications*

n=93 (36%)

p-

value

Do you ever forget to take your medicines?  Yes 107 (41.2) 28 (16) 79 (84) <0.001

Are you careless at times about taking your medicines?  Yes 113 (4.5) 27 (16.2) 86 (92.5) <0.001

Do you sometimes stop taking your medicines when you feel better? 

Yes
129 (49.6) 44 (26.3) 85 (91.4) <0.001

Sometimes if you feel worse when you take the medicine, do you stop

taking it?  Yes
139 (53.5) 53 (31.7) 86 (92.5) <0.001

TABLE 2: Comparison of individual items in adherence scale between patients who are adherent
and non-adherent to anti-hypertensives at a tertiary hospital in Karachi, Pakistan
*Patients who scored 2-4 on the Moriskly Green Levine scale are considered adherent while patients who scored 0-1 are considered non-adherent

Table 3 shows the comparison of individual items in the adherence scale in patients with and without
hypertensive crisis at a tertiary hospital in Karachi, Pakistan. There was no difference in individual
components of adherence in patients with or without hypertensive crisis.
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Questionaire & response Overall N (%) Patients with hypertensive crisis* Patients without hypertensive crisis p-value

Do you ever forget to take your medicines?  Yes 107 (41.2) 46 (38.7) 61 (43.3) 0.452

Are you careless at times about taking your medicines?  Yes 113 (43.5) 59 (49.6) 54 (38.3) 0.067

Do you sometimes stop taking your medicines when you feel better?  Yes 129 (49.6) 66 (55.5) 63 (44.7) 0.087

Sometimes if you feel worse when you take the medicine, do you stop taking it?  Yes 139 (53.5) 62 (52.1) 77 (54.6) 0.686

TABLE 3: Comparison of individual items in adherence scale in patients with and without
hypertensive crisis at a tertiary hospital in Karachi, Pakistan
* Hypertensive crisis is described as systolic blood pressure more than or equal to 180 mmHg or diastolic blood pressure more than or equal to 120 mmHg

In the hypertensive crisis group, 68 (40.7%) patients were adherent to their anti-hypertensives while 51
(54.8%) were found to be non-adherent, with the p-value reaching statistical significance (p=0.028). This
association between hypertensive crisis and adherence is illustrated in Figure 1. 

FIGURE 1: Adherence status and hypertensive crisis
p-value=0.028

Discussion
We found that 64% of our patients were adherent to their prescribed antihypertensive therapy while 36%
were non-adherent. Furthermore, we also found an association between adherence to antihypertensives and
hypertensive crisis. Overall, in Asia, a metaanalysis estimated the prevalence of non-adherence to
antihypertensive medication to be about 48% [22]. On further stratification, the prevalence of non-
adherence was found to be 48% in South Asia, 45% in East Asia, and 41% in the Middle East [22]. The same
metanalysis concluded that in low and lower-middle-income countries, the rate of non-adherence was 50%
which was higher when compared to upper-middle and high-income countries where the rate of non-
adherence was 37% [22]. In previous studies from Pakistan, the rates of non-adherence range from 51% to
67% [23,24]. Compared to other regions in Pakistan and our own report on compliance to antihypertensives
in which 46% of patients were non-compliant [25], the nonadherence to antihypertensives in our study is
lower i.e., 36%.

Our results are, however, comparable to the non-adherence reported by a metanalysis in Western countries
(38%) with a higher rate (43%) in non-Western countries [26]. The reason for this relatively lower non-
adherence rate as compared to other non-Western countries could be due to the fact that this study was
mainly on inpatients from a tertiary care center indicating that they might be having severe illnesses
requiring admissions. Secondly, we receive a significant number of patients from middle and high
socioeconomic status and are likely to have better knowledge about hypertension and medication adherence.
Several other factors have been identified that result in medication non-adherence. At the patient level,
factors such as forgetfulness, communication barriers, patient knowledge, and preferences are significant
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[22,23]. Moreover, therapy-related adverse effects and frequency of dosing regimens also play a role in non-
adherence [22]. Unaffordability, unemployment, and financial constraints are other factors cited by various
studies [22].

According to our findings, patients who did not take their antihypertensive medications were more likely to
develop hypertensive crises. This observation is also supported by previous studies. Wallbach et al. used
biochemical urine analysis to assess this relationship and discovered that 58% of patients with hypertensive
crisis had poor adherence (p=0.01) [27]. Similarly, Martin et al. included 452 hypertensive crisis patients in
their study and reported similar findings [28]. Non-adherence to antihypertensive medications was also
found to be the single most important factor in the development of hypertensive crisis by Saguner et al.
(hazard ratio 5.88, p=0.01) [9]. However, a systematic review of 11,783 patients found that non-adherence to
hypertensive medications was not associated with the development of hypertensive crisis (odds ratio (OR)
0.939, 95% confidence interval (CI) 0.647,1.363) [29]. These differences can be explained by the different
methods used to quantify adherence. Some studies used a validated questionnaire to assess adherence,
while others measured antihypertensive medication levels in blood or urine. The reason for non-adherence
in patients with a hypertensive crisis could be that they are more likely to have anxiety as reported in our
previous study that 59% of patients with hypertensive crisis had anxiety, although the association could not
reach statistical significance [30].

There are some limitations to this study that need to be highlighted. We used self-reported questionnaires to
measure treatment adherence which risks the potential for recall as well as social desirability bias. Moreover,
our study was carried out at a single center with a small sample size which limits the generalizability of our
findings.

Conclusions
In conclusion, we found a higher rate of adherence in this inpatient hypertensive population as compared to
previous studies. We also found that non-adherence is a risk factor for the development of hypertensive
crises. At clinic visits, therefore, physicians should use the opportunity to assess their patient’s adherence to
antihypertensive medications to prevent the development of a hypertensive crisis which is a potentially life-
threatening complication of uncontrolled blood pressure.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Ethics Review
Committee of Aga Khan University Hospital issued approval 2020-3414-10233. The study was reviewed and
discussed in the ERC meeting. There were no major ethical issues. The study was given approval. Animal
subjects: All authors have confirmed that this study did not involve animal subjects or tissue. Conflicts of
interest: In compliance with the ICMJE uniform disclosure form, all authors declare the following:
Payment/services info: All authors have declared that no financial support was received from any
organization for the submitted work. Financial relationships: All authors have declared that they have no
financial relationships at present or within the previous three years with any organizations that might have
an interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. GBD 2017 Risk Factor Collaborators: Global, regional, and national comparative risk assessment of 84

behavioural, environmental and occupational, and metabolic risks or clusters of risks for 195 countries and
territories, 1990-2017: a systematic analysis for the Global Burden of Disease Study 2017. Lancet. 2018,
392:1923-1994. 10.1016/S0140-6736(18)32225-6

2. Chobanian AV, Bakris GL, Black HR, et al.: Seventh report of the Joint National Committee on prevention,
detection, evaluation, and treatment of high blood pressure. Hypertension. 2003, 42:1206-1252.
10.1161/01.HYP.0000107251.49515.c2

3. Shah N, Shah Q, Shah AJ: The burden and high prevalence of hypertension in Pakistani adolescents: a meta-
analysis of the published studies. Arch Public Health. 2018, 76:20. 10.1186/s13690-018-0265-5

4. Ipek E, Oktay AA, Krim SR: Hypertensive crisis: an update on clinical approach and management . Curr Opin
Cardiol. 2017, 32:397-406. 10.1097/HCO.0000000000000398

5. Mant J, McManus RJ: Does it matter whether patients take their antihypertensive medication as prescribed?
The complex relationship between adherence and blood pressure control. J Hum Hypertens. 2006, 20:551-
553. 10.1038/sj.jhh.1002046

6. Mahmood S, Jalal Z, Hadi MA, Orooj H, Shah KU: Non-adherence to prescribed antihypertensives in
primary, secondary and tertiary healthcare settings in Islamabad, Pakistan: a cross-sectional study. Patient
Prefer Adherence. 2020, 14:73-85. 10.2147/PPA.S235517

7. Cutler RL, Fernandez-Llimos F, Frommer M, Benrimoj C, Garcia-Cardenas V: Economic impact of
medication non-adherence by disease groups: a systematic review. BMJ Open. 2018, 8:e016982.
10.1136/bmjopen-2017-016982

8. Kleinsinger F: The unmet challenge of medication nonadherence . Perm J. 2018, 22:3. 10.7812/TPP/18-033
9. Saguner AM, Dür S, Perrig M, et al.: Risk factors promoting hypertensive crises: evidence from a longitudinal

2023 Yousuf et al. Cureus 15(1): e33995. DOI 10.7759/cureus.33995 6 of 7

https://dx.doi.org/10.1016/S0140-6736(18)32225-6
https://dx.doi.org/10.1016/S0140-6736(18)32225-6
https://dx.doi.org/10.1161/01.HYP.0000107251.49515.c2
https://dx.doi.org/10.1161/01.HYP.0000107251.49515.c2
https://dx.doi.org/10.1186/s13690-018-0265-5
https://dx.doi.org/10.1186/s13690-018-0265-5
https://dx.doi.org/10.1097/HCO.0000000000000398
https://dx.doi.org/10.1097/HCO.0000000000000398
https://dx.doi.org/10.1038/sj.jhh.1002046
https://dx.doi.org/10.1038/sj.jhh.1002046
https://dx.doi.org/10.2147/PPA.S235517
https://dx.doi.org/10.2147/PPA.S235517
https://dx.doi.org/10.1136/bmjopen-2017-016982
https://dx.doi.org/10.1136/bmjopen-2017-016982
https://dx.doi.org/10.7812/TPP/18-033
https://dx.doi.org/10.7812/TPP/18-033
https://dx.doi.org/10.1038/ajh.2010.71


study. Am J Hypertens. 2010, 23:775-780. 10.1038/ajh.2010.71
10. Pinna G, Pascale C, Fornengo P, et al.: Hospital admissions for hypertensive crisis in the emergency

departments: a large multicenter Italian study. PLoS One. 2014, 9:e93542. 10.1371/journal.pone.0093542
11. Leiba A, Cohen-Arazi O, Mendel L, Holtzman EJ, Grossman E: Incidence, aetiology and mortality secondary

to hypertensive emergencies in a large-scale referral centre in Israel (1991-2010). J Hum Hypertens. 2016,
30:498-502. 10.1038/jhh.2015.115

12. Poulter NR, Borghi C, Parati G, Pathak A, Toli D, Williams B, Schmieder RE: Medication adherence in
hypertension. J Hypertens. 2020, 38:579-587. 10.1097/HJH.0000000000002294

13. Morisky DE, Green LW, Levine DM: Concurrent and predictive validity of a self-reported measure of
medication adherence. Med Care. 1986, 24:67-74. 10.1097/00005650-198601000-00007

14. Xu N, Xie S, Chen Y, Li J, Sun L: Factors influencing medication non-adherence among chinese older adults
with diabetes mellitus. Int J Environ Res Public Health. 2020, 17:6012. 10.3390/ijerph17176012

15. Petersmann A, Müller-Wieland D, Müller UA, et al.: Definition, classification and diagnosis of diabetes
mellitus. Exp Clin Endocrinol Diabetes. 2019, 127:S1-S7. 10.1055/a-1018-9078

16. Shahjehan RD, Bhutta BS: Coronary Artery Disease. StatPearls Publishing, Treasure Island (FL); 2022.
17. Cooper A, Aucote H: Measuring the psychological consequences of breast cancer screening: a confirmatory

factor analysis of the Psychological Consequences Questionnaire. Qual Life Res. 2009, 18:597-604.
10.1007/s11136-009-9472-4

18. Xin X, He J, Frontini MG, Ogden LG, Motsamai OI, Whelton PK: Effects of alcohol reduction on blood
pressure: a meta-analysis of randomized controlled trials. Hypertension. 2001, 38:1112-1117.
10.1161/hy1101.093424

19. Primatesta P, Falaschetti E, Gupta S, Marmot MG, Poulter NR: Association between smoking and blood
pressure: evidence from the health survey for England. Hypertension. 2001, 37:187-193.
10.1161/01.hyp.37.2.187

20. Good DC: Cerebrovascular Disease . Clinical Methods: The History, Physical, and Laboratory Examinations.
Walker HK, Hall WD, Hurst JW (ed): Butterworths, Boston; 1990.

21. Jafar TH, Chaturvedi N, Pappas G: Prevalence of overweight and obesity and their association with
hypertension and diabetes mellitus in an Indo-Asian population. CMAJ. 2006, 175:1071-1077.
10.1503/cmaj.060464

22. Mahmood S, Jalal Z, Hadi MA, Khan TM, Haque MS, Shah KU: Prevalence of non-adherence to
antihypertensive medication in Asia: a systematic review and meta-analysis. Int J Clin Pharm. 2021, 43:486-
501. 10.1007/s11096-021-01236-z

23. Saleem F, Hassali M, Shafie A, et al.: Association between knowledge and drug adherence in patients with
hypertension in Quetta, Pakistan. Trop J Pharm Res. 2011, 10:2. 10.4314/tjpr.v10i2.66552

24. Ahmed N, Abdul Khaliq M, Shah SH, et al.: Compliance to antihypertensive drugs, salt restriction, exercise
and control of systemic hypertension in hypertensive patients at Abbottabad. J Ayub Med Coll Abbottabad .
2008, 20:66-69.

25. Almas A, Hameed A, Ahmed B: Compliance to antihypertensive therapy . J Coll Physicians Surg Pak. 2006,
16:23-26.

26. Lee EK, Poon P, Yip BH, et al.: Global burden, regional differences, trends, and health consequences of
medication nonadherence for hypertension during 2010 to 2020: a meta-analysis involving 27 million
patients. J Am Heart Assoc. 2022, 11:e026582. 10.1161/JAHA.122.026582

27. Wallbach M, Lach N, Stock J, et al.: Direct assessment of adherence and drug interactions in patients with
hypertensive crisis—a cross-sectional study in the emergency department. J Clin Hypertens (Greenwich).
2019, 21:55-63. 10.1111/jch.13448

28. Martin JF, Higashiama E, Garcia E, Luizon MR, Cipullo JP: Hypertensive crisis profile. Prevalence and clinical
presentation. Arq Bras Cardiol. 2004, 83:131-136. 10.1590/s0066-782x2004001400004

29. Benenson I, Waldron FA, Jadotte YT, Dreker MP, Holly C: Risk factors for hypertensive crisis in adult
patients: a systematic review. JBI Evid Synth. 2021, 19:1292-1327. 10.11124/JBIES-20-00243

30. Yousuf FS, Arif A, Bibi R, Almas A: Association of depression and anxiety with hypertensive crisis: a cross-
sectional study from a hospital setting in Karachi, Pakistan. Cureus. 2022, 14:e29792. 10.7759/cureus.29792

2023 Yousuf et al. Cureus 15(1): e33995. DOI 10.7759/cureus.33995 7 of 7

https://dx.doi.org/10.1038/ajh.2010.71
https://dx.doi.org/10.1371/journal.pone.0093542
https://dx.doi.org/10.1371/journal.pone.0093542
https://dx.doi.org/10.1038/jhh.2015.115
https://dx.doi.org/10.1038/jhh.2015.115
https://dx.doi.org/10.1097/HJH.0000000000002294
https://dx.doi.org/10.1097/HJH.0000000000002294
https://dx.doi.org/10.1097/00005650-198601000-00007
https://dx.doi.org/10.1097/00005650-198601000-00007
https://dx.doi.org/10.3390/ijerph17176012
https://dx.doi.org/10.3390/ijerph17176012
https://dx.doi.org/10.1055/a-1018-9078
https://dx.doi.org/10.1055/a-1018-9078
https://www.ncbi.nlm.nih.gov/books/NBK564304/
https://dx.doi.org/10.1007/s11136-009-9472-4
https://dx.doi.org/10.1007/s11136-009-9472-4
https://dx.doi.org/10.1161/hy1101.093424
https://dx.doi.org/10.1161/hy1101.093424
https://dx.doi.org/10.1161/01.hyp.37.2.187
https://dx.doi.org/10.1161/01.hyp.37.2.187
https://www.ncbi.nlm.nih.gov/books/NBK201/
https://dx.doi.org/10.1503/cmaj.060464
https://dx.doi.org/10.1503/cmaj.060464
https://dx.doi.org/10.1007/s11096-021-01236-z
https://dx.doi.org/10.1007/s11096-021-01236-z
https://dx.doi.org/10.4314/tjpr.v10i2.66552
https://dx.doi.org/10.4314/tjpr.v10i2.66552
https://pubmed.ncbi.nlm.nih.gov/19385461/
https://pubmed.ncbi.nlm.nih.gov/16441983/
https://dx.doi.org/10.1161/JAHA.122.026582
https://dx.doi.org/10.1161/JAHA.122.026582
https://dx.doi.org/10.1111/jch.13448
https://dx.doi.org/10.1111/jch.13448
https://dx.doi.org/10.1590/s0066-782x2004001400004
https://dx.doi.org/10.1590/s0066-782x2004001400004
https://dx.doi.org/10.11124/JBIES-20-00243
https://dx.doi.org/10.11124/JBIES-20-00243
https://dx.doi.org/10.7759/cureus.29792
https://dx.doi.org/10.7759/cureus.29792

	Medication Adherence in Patients With Uncontrolled Hypertension & Hypertensive Crisis Presenting to a Hospital Setting in Karachi, Pakistan
	Abstract
	Introduction
	Materials And Methods
	Results
	TABLE 1: Baseline characteristics of hypertensive patients admitted to a tertiary care hospital in Karachi, Pakistan
	TABLE 2: Comparison of individual items in adherence scale between patients who are adherent and non-adherent to anti-hypertensives at a tertiary hospital in Karachi, Pakistan
	TABLE 3: Comparison of individual items in adherence scale in patients with and without hypertensive crisis at a tertiary hospital in Karachi, Pakistan
	FIGURE 1: Adherence status and hypertensive crisis

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


