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Abstract

Systemic arterial hypertension (SAH) is a chronic non-communicable disease, and currently the relationships between
religiosity, physical and mental health have been investigated. The objective of this study was to verify the association
of the religiosity index through the DUREL scale with the best control of blood pressure (SBP < 120 and DBP < 80) and
quality of life in hypertensive patients. A prospective longitudinal study was conducted with 56 hypertensive patients,
who were followed up for 120 days and underwent a 20-day interval nursing visit, in which a counseling program was
developed. The instrument for quality of life, the DUREL Religiosity Scale, was applied and Ambulatory Blood Pressure
Monitor (ABPM) was performed at the beginning and end of the study. The study involved 30 women (55.6%) and
26 men (44.4%), mean age of 53.9 = 10 years, mean BMI of 30.3+5 kg/m2, waist circumference (WC)=99.7+5cm;
PAS=153.6+28mmHg; DBP=91.6+17mmHg and Heart Rate (HR)=69+13bpm. Regarding BP control (SBP < 120 and
DBP < 80), at the end of 120 days, it was observed that only 4 (7.14%) patients controlled their BP by the clinic’s
measurement and 25 patients by the measurement of the ABPM, those being 7 (12.5%) in the wake period and 18
(32.1%) in the sleep period. However, there was no association with the Index of Religiosity and quality of life when
compared to the control variable of blood pressure. Given the data, it was determined that the religiosity index was not
sensitive enough to identify patients with a better control of BP after 120 days of follow-up.

Keywords: Hypertension. Nursing. Religiosity. Quality of Life and Therapeutic Adhesion.

INTRODUCTION

Systemic Arterial Hypertension (SAH), and linear way'.
associated with a multifactorial clinical According to the North American National

condition and sustained blood pressure
levels, often causes dysfunctions, which may
be structural or functional. As a disease with
a high prevalence and a low rate of control,
mortality due to cardiovascular diseases
(CVD) increases in a progressive, continuous
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Health and Nutrition Examination Survey
(NHANES2011-2012), 29.1% of adults
older than or equal to 20 years of age had
hypertension, 82.8% of whom were known to
be hypertensive. However, this proportion is
65% for a population above or equal to 65
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years of age’.

Thus, due to its magnitude and importance,
it is considered as a public health problem
of the 21 century. Hypertension is a risk
factor for diseases such as stroke, myocardial
infarction, heart failure and sudden death
among others, which correspond to the
main complications with high frequency of
hospitalizations'.

With the perspective of working on
educational issues, enabling the hypertensive
patient, to offer an opportunity to improve
their living conditions. The World Health
Organization (WHO)? defines quality of life
(QOL) as the individual’s perception of their
position in life, in the value system and in
the cultural context, considering their goals,
expectations, standards and concerns. QOL
is subjective, broad and polysemic concept,
which has motivated countless studies in
the area of health for individuals of chronic
pathologies.

In this context, scientific studies that
address the relationship between religious
and spiritual aspects have increased in recent
years and may be a tool for new paradigm
shifts and life situations of patients with arterial
hypertension*. The transformations related to
diseases cannot be seen in an isolated way,
but must take into account the dimensions
of cultural, social, family, economic and
psychological life.

In order to better associate and understand
the health-disease phenomenon, in the
portion of hypertensive individuals, modifying
the biomedical paradigms and incorporating
new meanings becomes useful, adopting a
global view about the individual, which is
not just the referential of the disease, thus, it
is interesting to point out the concepts and
definitions about the process of religiosity
and spirituality. Oliveira and Junges® define
“spirituality as a human aptitude in order
to seek meaning for life through means and
concepts that transcend what is tangible.” The
relationship between spirituality and health
has become clear to be established in medical
practice.

Although spirituality and religiosity are
related, they are conceptualized differently,

and religiosity involves doctrine and
systematization of worship shared by a group.
Spirituality, however, refers to questions
about meaning with belief in spiritual
aspects, seeking to justify one’s existence and
significance®’.

As more studies in the area of religiosity
and spirituality have intensified, whether
with small or large numbers of patients,
new attempts to improve conclusions and
stronger results begin to emerge. According
to llder?, he concluded that participation in
religious services has a strong association
with reducing mortality in adult populations
and, to a lesser extent, with outcomes such as
functional disability.

Atotal of 14,475 Americans were evaluated
by the NHANES Ill study, and it was found that
those who attended more religious services
had a lower prevalence of hypertension and
lower blood pressure levels, even after the
controls for other variables*.

Another intervention study, a JOY project
conducted with 529  African-American
women, evaluated the impact of the church’s
intervention strategy and self-help regarding
blood pressure, where a decrease of 1.6
mmHg in systolic blood pressure occurred
through a church-related program®.

Itistheresponsibility ofthemultiprofessional
team to use an adequate scientific method
based on evidence to provide a path that
can generate promising and consolidated
hypotheses for modifying paradigms and
perceptions between religiosity/spirituality
and health based on a holistic vision of the
human being in their biopsychosocial and
spiritual context.

In this context it is possible to use some
validated scales to better inform and contribute
to the construction of future research in
relation to religiosity and spirituality with
the perspective of repercussions in favor of a
better control of blood pressure and quality
of life. American universities highlight some
centers where they address the spirituality and
religiosity of their patients and seek to work
with their beliefs, such as Duke University’s
Center for the Study of Religion/Spirituality
and Health'.
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Among the existing scales we could
mention the Duke’s Religious Scale (DUREL),
which is composed of five questions and three
dimensions of religiosity which are related to
health outcomes.

Being Organizational Religiosity (OR),
Non-Organizational ~ Religiosity ~ (NOR),
and Intrinsic Religiosity (IR)''; the Intrinsic
Religiosity Inventory (IRI) which addresses
the relationship between mental health and
religiosity. According to the dimensions of
religiosity, an association of religiosity and
mental health may be different. The authors
further claim that religious orientation may be
extrinsic or intrinsic. In extrinsic orientation
they use religion for their own purposes in
the way they judge and provide comfort and
security.

On the other hand, in the Intrinsic
orientation, people find their main motives in
religion'?.

Moreover, the Religious-Spiritual Coping
Scale (RSC), which addresses how individuals’
faith is used to deal with life problems and
stress. It is associated with a better quality of
life and mental and physical health index'.

In view of this perspective, trying to look at
an individual with chronic noncommunicable
disease (CNCD), not only on the side of the
disease, it is possible to have a global view of
the individual, for which health professionals
can use some interventions which can be
used as support strategies to collaborate in
improving the control of hypertension and
quality of life, among them are encouraging
moments of prayers according to their
religious beliefs; promoting the formation
of bonds and attentive listening, listening
to the person so that they can bring their
anxieties, looking at the hypertensive patient
not only focusing on their disease, but in a
holistic manner as a whole; respecting their
beliefs and values; fostering welcoming and
humanized relationships.

It is concluded that the approach on
religiosity and spirituality in the face of
hypertensive patients, creates a gap to be
explored in favor of aspects that can mitigate
the prevention of health problems, through
strategies that may contribute to the control of

blood pressure and behavior changes. In view
of the elements pointed out in the introduction,
the present study has as hypothesis to verify
if hypertensive individuals with higher
religiosity index would have adequate control
of the blood pressure and better quality of life.

Therefore, the objective of the study was
to verify the association of the religiosity
score through the DUREL scale with the best
control of blood pressure and quality of life in
hypertensive patients.

METHODS

This was a prospective longitudinal study
with 56 hypertensive patients, performed from
December 2013 to April 2017. The study was
conducted in a state public hospital specialized
in cardiology, specifically in the Outpatient
unit of the Heart Institute Hypertension Unit
of the USP School of Medicine’s Hospital das
Clinicas (InCor — HC — FMUSP).

For this study, 56 patients completed follow-
ups for 120 days. Patients were recruited
according to the list of new cases attendance
and enrolled patients scheduled Outpatient
unit of the Heart Institute’s Hypertension Unit
of the USP School of Medicine’s Hospital das
Clinicas (InCor — HC — FMUSP).

The selected sample was non-probabilistic
for convenience that met the eligibility criteria
over a specific time interval, the sample sizes
were calculated to meet the objective, and the
sampling error adopted was 5%, considering
that the prevalence of hypertension in the adult
population according to the VII Guidelines of
the Brazilian Society of Hypertension in the last
census was 32.5% and level of significance of
0.05 (95% CI). The sample calculation is as
follows:

N.Z%.p.(1-p)
Z2.p.(1—p) +e*.(N-1}

n =




n - calculated sample

N - population

Z - standardized normal variable associated
with the confidence level

p - true probability of the event

e - sample error

According to the calculation the estimation
was 56 patients, however, 87 patients with
hypertension were eligible and enrolled in the
study, but because being a longitudinal study
with 120 days of follow-up, many patients
had difficulties returning every 20 days,
and to secure the 56 patients, the control of
faults was made through telephone contact
by the researchers and the consultation was
rescheduled.

The inclusion criteria were: patients under
a medical follow-up regimen; blood pressure
levels equal to or greater than 140 mmHg
for systolic blood pressure (SBP), and equal
or greater than 90 mmHg for diastolic blood
pressure (DBP); aged between 25 and 60
years. Patients with cognitive impairment and
patients with severe hypertension diagnosis
were considered as exclusion criteria
according to the VII Guideline of the Brazilian
Society of Hypertension.

Data collection was done according to
the availability of the researchers and after
consent of the patients through the Informed
Consent Form (ICF) approved by the InCor-
FMUSP Research Ethics Committee.

Atthe initial consultation, the demographic
profile and risk factors for disease and drug
therapy were evaluated. The WHOQOL-
BREF™, Quality of Life Measurement
instrument, questionnaire evaluating the
overall rate of “quality of life” and “satisfaction”
with health was applied in the first and last
consultation. It has 26 facets distributed in four
domains: physical, psychological, social and
environmental, and the DUREL Religiosity
scale evaluates Organizational Religiosity
(OR), Non-Organizational Religiosity (NOR)
and Intrinsic Religiosity (IR)'?.

Portuguese version of the Duke Religious
Scale (P-DUREL) has five items valued
from one to five that capture three of the

dimensions of religiosity that most relate to
health outcomes: 1) organizational (OR, item
1): frequency of religious meetings (masses,
meetings, religious ceremonies, groups of
studies and prayer); 2) non-organizational
(NOR, item 2): frequency of private religious
activities  (prayers, meditation, reading
religious texts, listening or watching religious
programs on TV or radio) and 3) intrinsic
religiosity (IR, items 3 to 5): referring to the
search for internalization and full experience
of religiosity as the main objective of the
person'Z.

The lower scores indicate greater
agreement with these dimensions. Thus, in
order to obtain OR, NOR and IR levels, the
scores were reversed'®. In the analysis of
DUREL results, the three-dimensional scores
(OR, NOR and IR) were analyzed separately,
and the scores of these three dimensions were
not summed into a total score'.

The patients were referred to perform
the Ambulatory Blood Pressure Monitoring
(ABPM) at the initial consultation and at the
last consultation at 120 days. The monitor
was placed according to the schedule made
available by the team. The Spacelabs 90207
(Redmont, Washington, USA) monitors were
used measuring blood pressure every 10
min, from 6:00 am to 11:00 pm (vigil), and
every 20 min, from 11:00 pm to 06:00 am
(sleep). The bedtime and waking up time
were considered as the sleep period, which
was recorded in the diary by the patient.
In addition to the values of blood pressure
during the 24-hour period, wake and sleep,
the variability of blood pressure and heart
rate at 24 hours was also calculated. Patients
were instructed to take notes in their diary of
activities while they were being monitored
and to perform their regular activities of daily
living.

In all the consultations, blood pressure
was measured with an automatic device
using the indirect measurement given by the
oscillometric method, with the automatic
device OMRON-HEM 7200, validated
according to the norms of the British
Hypertension Society (BHS), obeying the
orientation of the VII Brazilian Guidelines
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for Hypertension' that advocate: measuring
pressure in both arms on the first visitand using
the highest value. Patients were instructed to
have an empty bladder, not drinking alcohol,
coffee, tea, and cigarettes for at least 30
minutes prior to gauging, they were rested for
at least five minutes in a calm environment
and were instructed not to talk during the
check-up. Patients were seated, arms resting at
heart level, legs uncrossed, feet resting on the
floor with their backs flat against the chair and
relaxed, resting with their palms up. The cuff
was placed about 2 cm to 3 cm above the ante-
ulnar fossa, and the cuff was used according
to the measurement of the circumference of
the arm. Three blood pressure measurements
were performed at each visit, with intervals of
1 to 2 minutes between them, considering the
average of the three.

The anthropometric  evaluation  was
performed by obtaining the measurement
of weight, height and waist circumference,
and the Body Mass Index was calculated.
The anthropometric and waist circumference
measures according to the orientation of
Castro et al. (2008)", who established that
to measure the weight, the patient should:
remove the shoes, wear light clothing,
position both feet on the scale with equal
weight distribution on both legs and look at
the horizon. The patient was instructed in
measuring the height to remove their shoes
and to position themselves with their feet
joined and supporting the five points of the
body: heel, calf, gluteus, shoulders and
head and proceed with the measurement
through the anthropometry of the scale. To
gauge the circumference of their waist, the
measurement was made by the narrowest part
of the waist or from the point in the middle of
the distance separating the last ribs from the
upper part of the iliac bone. The procedures
for anthropometric data collection were
performed at each visit.

The 56 hypertensive patients, in addition
to routine medical follow-up, participated
in nursing consultations every 20 days.
During the consultation, educational actions
were developed to change behavior by
providing clarification on the complications

of hypertension and non-pharmacological
treatment, which is to promote behavioral
change.

For this study, the “E-Care of Hypertension”
Portal was used as a support, which was
developed by the research group of a
multiprofessional and validated nature (Guerra
et al. 2017)"18. This resource was used with
technological support through remote access
and using atablet in face-to-face consultations,
according to convenience, and patients were
always attended by the same professional so
that it was possible to promote the formation
of bonds and reception. After 120 days, at
the last visit, the MAPA examination, the
application of the inquiries (WHOQUOL
and DUREL), the measurement of the BP
with automatic devices and anthropometric
evaluations were performed.

The  “E-Care  of  Hypertension”'”'?
counted on a navigational script developing
the “Storyboard”. It consists of 6 learning
modules. lts validation was carried out by the
multidisciplinary team. It was developed by
the Department of Telemedicine FMUSP and
the Department of Distance Education (EAD)
of the Sao Camilo University Center.

The study was approved by the Research
Ethics Committee with Opinion: 164.092 and
report date 12/05/2012. Project developed
by the research group of the Heart Institute’s
Hypertension Unit of the USP School of
Medicine’s Hospital das Clinicas. This study
was funded by the Foundation for Research
Support of the State of Sao Paulo (FAPESP
2012-50559-1).

The collected data were analyzed
through the descriptive statistics presented in
graphs and tables, containing absolute and
percentage numbers.

Regarding the general quantitative
variables, the Kolmogorov-Smirnov test was
used to observe the distribution of normality.
It was observed that the religiosity variables
did not obtain normal distribution, so it
was decided to use non-parametric tests to
evaluate this aspect. The statistical analysis
was performed to verify the association
between the WHOQUOL result and the
DUREL Religiousness Scale and SBP and



DBP measurements, the Mann-Whitney test
was performed for the individuals who
obtained BP control (SBP < 120mmHg and
DBP = 80mmHg). For the variables that
continued to obtain a normal distribution
considering SBP, DBP and HR obtained by
the measurements during consultation and

RESULTS

The study included 30 women (55.6%)
and 26 men (44.4%), with an average age of
53.9+10 years, a mean BMI of 30.3+5 kg/m?,
waist circumference (WC)=99.7+5 cm; SBP
=153.6+28 mmHg; DBP =91.07+17mmHg
and Heart Rate (HR)=69+13bpm. The

by the examination of ABPM, a variance
analysis was performed for repeated
measurements (ANOVA) to analyze if there
was a difference between the values at the
beginning of the study and at 120 days. The
level of significance adopted for the study
(p=0.05).

socio-demographic  characteristics  that
predominated in this study were: level of
schooling completed was 2™ grade (31.7%),
catholic religion (79.4%), white ethnicity
(52.4%) and marital status as married
(66.7%).

Figure 1 - Characterization of the mean values of Systolic Blood Pressure and Diastolic Blood
Pressure and standard deviation of the 56 hypertensive patients at the time randomization
(time zero) and at 120 days. Sdo Paulo-SP, 2018.

Time in Days

200,00
153.61

160.00

120.00 1

0.00
Time 0

The hypertensive patients who were followed
for 120 days at the end of the period observed
an improvement in the means of systolic and
diastolic blood pressure, but a statistical

H SEP m DBP

14573

Time 120

difference by the ANOVA test was not
identified when the values obtained at the
beginning of the follow-up were compared
with the last.
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Figure 2 - Characterization of the mean values and standard deviation of the raw, computed
and transformed Quality of Life - WHOQUOL, according to the physical, psychological,
social and environmental domains of the 56 hypertensive patients at time zero and at 120
days. Sao Paulo-SP, 2018.

u ]
Randomized Last

160.00

12000

0.00 -

Domain 1 Raw
Dormain 2 Raw
Domain 3 Raw
Domain 4 Raw
Domain 1 computed
Domain 2 computed
Domain 3 computed
Domain 4 computed
Domain 1 transformed
Domain 2 transformed
Domain 3 transformed
Domain 4 transformed

The patients (56) presented an improvement Non-Organizational  Religiosity ~ (NOR)
in the Organizational Religiosity (OR) and Intrinsic Religiosity (IR) remained
score at the end of the study, while unchanged.

Figure 3 - Characterization of the mean values and standard deviation of the DUREL

Religiosity Scale of the 56 hypertensive patients at time zero and at 120 days. Sao Paulo-
SP, 2018.
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The patients (56) presented an improvement Non-Organizational  Religiosity =~ (NOR)
in the Organizational Religiosity (OR) and Intrinsic Religiosity (IR) remained
score at the end of the study, while unchanged.



Figure 4 - Distribuicao dos individuos hipertensos (56) que apresentaram o melhor controle da PA
(PAS = 120 e PAD < 80) na medida de consultério no momento da randomizacao e ao final do

estudo aos 120 dias

W SBP <120 and DBP < 80

94.6% (53)
50 -

40 -
30 +

20 A

5.35% (3]

When analyzing the comparison of quality of
life and religiosity scale with the individuals
who obtained better control of BP according
to the clinic’s measurement at 15 days (3
participants) and at the end of 120 days (4

Grafico 5 - Distribution of hypertensive individuals (56) who presented the best control of BP (SBP
< 120 and DBP = 80) in the ABPM during the wake period at the time of randomization and at the

end of the study at 120 days.

W SBP >120and D3P >80

91% (51)

7.14% (4)

those who

participants),
were not controlled in the randomization (53
participants) and at 120 days (51 participants).
Significance was not identified by the Mann-
Whitney test according to table 1.

comparing  with

m 5BP <120 and DBF « B0

B0 -

89,2% (50)

50 4

30 -
20

10 7 7.14% (4)

Randomized

When analyzing the comparison of quality of
life and religiosity scale with the individuals
who obtained better control of BP according
to the clinic’s measurement at 15 days (3
participants) and at the end of 120 days (4

m  5BP >720and DBF =80

82,1%(46)

12,5% (7)

120 days

participants), comparing with those who
were not controlled in the randomization (53
participants) and at 120 days (51 participants).
Significance was not identified by the Mann-
Whitney test according to table 1.
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Figure 6 - Distribution of hypertensive individuals (56) who presented the best BP control (SBP < 120 and
DBP = 80) in ABPM in the sleep period at the time of randomization and at the end of the study at 120

days.

45 - 75% (42)

Randomized

When analyzing the comparison of quality of
life and the religiosity scale with the individuals
who obtained better control of BP by ABPM in the
period of sleep at the moment of randomization
and (9 participants) and at the end of 120 days (18

B SBP <120 and DBP < B SBP >120and DBP =80

62.5% (35)

120 days

participants) with the individuals which were not
controlled at randomization (42 participants) and
at 120 days (35 participants), no significance was
identified by the Mann-Whitney test according to
Tables 1 and 2.

Table 1 - Comparison of blood pressure control variables (SBP < 120 and DBP =< 80) obtained by the
clinic’s measurement and ABPM during the wake and sleep periods with quality of life and the DUREL
Scale by the Mann-Whitney test at the time of randomization Sao Paulo-SP.

Duﬁlﬁﬁ l‘::/e Hs(z ;ﬁ:JOL Presscuors Sﬁﬂgggill s Wake Control PRE Sleep Control PRE
Freq. Relig. Act. pre (OR) 0.173 0.636 0.559
Existence of God _pre (IR) 0.472 0.574 0.444
Life, Relig. Beliefs _pre (IR) 0.252 0.130 0.131
Effort_pre (IR) 0.478 0.397 0.617
Church_freq. pre (NOR) 0.851 0.073 0.224
QOL-PRE 0.286 0.910 0.204
Satisfaction with health=PRE 0.213 0.198 0.049

It was observed in Table 1 that when comparing the
individuals who obtained the best blood pressure
control by the clinic’s measurement and in ABPM
in the waking and sleep period, with quality of life

and religiosity scale, no significance was identified
(p = 0.49); demonstrating the effective improvement
of the control during the beginning of the study but
did not continue at the end of 120 days.



Table 2 - Comparison of blood pressure control variables (SBP < 120 and DBP < 80) obtained in the
clinic’s measurement and ABPM with quality of life and the DUREL scale by the Mann-Whitney test

at the time of study completion. Sao Paulo-SP.

Wake Control POST Sleep Control POST

DUREL / WHOQUOL Pressure Control POST-

Variable Scale consultation
Freq. Relig. Act. _post (OR) 0.365
Existence of God _post (IR) 0.983
Life, Relig. Beliefs _post (IR) 0.791
Effort_post (IR) 0.415
Church_freq. post (NOR) 0.946
QOL-POST 0.156
Satisfaction with 0,399
health=POST

In Table 2, no correlation was found with the
control of BP in the clinic’s measurement and
ABPM in the wake and sleep periods with the

DISCUSSION

The results corroborated to verify that
the strategies used in the development of
the educational program with technological
resources, accompanied by a nursing
consultation every 20 days, which dealt
with the non-pharmacological treatment of
hypertension and complications of the disease,
was effective to promote the improvement of
blood pressure levels in absolute numbers.
Moreover, when analyzing the religiosity
variable, it was believed that individuals
with higher indices would have additional
protection obtaining effective blood pressure
control, but, although it was not possible to
identify statistical significance specifically with
the study sample in question, it was effective
when noting that these are hypertensive
patients who are treated in a highly complex
health institution, and most of them have
established target organ damage. It can be said
that the improvement in BP values decreased

0.802 0.448
0.847 0.281
0.735 0.179
0.819 0.660
0.669 0.434
0.363 0.725
0,168 0,064

religiosity index for both IR (intrinsic religiosity),
OR (operational religiosity) and NOR (non-
operational religiosity) at the end of the study.

risk of cardiovascular complications.

Religion has been an apparatus for dealing
with difficult and stressful situations in everyday
life. The so-called religious-spiritual coping',
is defined as “the use of religious beliefs and
behaviors to facilitate problem solving and to
prevent or alleviate the negative emotional
consequences of stressful life circumstances.”
Therefore, religion is an important aspect of
human life, it in turn has a considerable impact
on the meaning of life and provides resilience in
the face the diversity, challenges and obstacles.

Religiosity has been shown to be an
important ally for health restoration and to
evaluate health outcomes, so for this study it
was hypothesized that better control of pressure
when associated with improvement in quality
of life, associated with an intervention could
be shown as a favorable aspect for the effective
control of blood pressure, and to promote
behavioral changes by their belief. However,
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it was not possible in this study to demonstrate
this fact.

However, it was possible to observe that in
the sleep period the mean values of pressure
obtained by ABPM to identify that there was
a greater number of individuals effectively
controlled, which may explain that the sleep
period does not have the stress factor and the
reaction of alertness influencing measurement.
In contrast, in the measurement of the clinic
it was observed that the patient is under a
strong influence of stress and the alertness,
characterized by the effect of the white coat,
which was as sensitive as the condition of the
sleep.

Sleep has a restorative function for
maintenance of vital functions and for
autonomic balance. In this period the
physiological decrease of the blood pressure by
the decrease of the sympathetic activity occurs,
yet this study demonstrated that the ABPM,
specifically during the sleep period, was more
sensitive to detect the effect of the educational
intervention on blood pressure control, so
much so that the number of control subjects
(9 participants) at the beginning of the follow-
up and at the end (18 participants) practically
doubled, which was not possible to identify
in the clinical measurement which known to
be strongly influenced by the alert reaction
to health professionals, such as the ABPM
measurement was during the wakefulness that
is under the influence of stress and the life
dynamics of the subjects.

Analyzing the literature there is an enormous
interest seen in studying social determinants
and outcomes in health, with economic,
political and social aspects, but rarely explore
and analyze religious links. llder®* interviewed
18,370 individuals 50 years old or more to
evaluate health and retirement, which were
followed for 10 years from 2004 to 2024. It
was observed that participation in religious

CONCLUSION

It was verified that the religiosity index

services had a dose-response relationship with
mortality, demonstrating that interviewees who
attended frequently had a reduction in risk,
with 40% lower mortality compared to those
who had never attended church or religious
institutions. However, for those who only
had their faith and who considered religion
“very important” they had a 4% higher risk
of mortality, however the researchers did not
identify differences when analyzing religious
affiliation and risk of mortality?.

Although llder’s study?® shows a protective
effect of religious care against all-cause
mortality, as other studies have also shown,
the results of this research regarding blood
pressure control have not demonstrated that
hypertensive patients when followed and
submitted to an educational intervention
would have an additional effect for the effective
control of blood pressure.

Therefore, considering that hypertension
is one of the prevalent risk factors for
cardiovascular diseases and considered a
disease of difficult control and awareness
of being a carrier, having an asymptomatic
evolution’, to study strategies and behaviors
that can collaborate in its control is necessary
and can promote therapeutic support to induce
behavioral changes.

In view of the results of this study, it is
necessary to carry out further research on
the phenomenon of religiosity, but it can be
justified that the results refuted the hypothesis
due to limiting factors, among them a reduced
sample of patients, the difficulty of follow-up
of the subject research in randomized clinical
studies, with dropout of 21 patients. Moreover,
they are patients recruited in institutions
of high complexity, most of them are stage
Il hypertensive patients and are difficult to
control. It is recommended that the study in
question can be reproduced in other health
services with a larger number of participants.

and quality of life score were not sensitive to



identify patients with a better control of blood pressure after 120 days of follow-up submitted to
the educational intervention using technology. However, the ABPM in the sleep period, because
patients are not under the effect of the alert reaction, a common phenomenon present in the
clinic, can be a good marker to evaluate the impact of interventions on effective blood pressure
control. Given the importance of the theme, we suggest future studies and instruments that can
better evaluate the control of blood pressure and religiosity.
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Resumo

A hipertensdo arterial sistémica (HAS) é uma doencga cronica ndo transmissivel, atualmente as relacdes entre
religiosidade, satde fisica e mental vem sendo investigadas. O objetivo deste estudo foi verificar a associagdo do
indice de religiosidade por meio da escala de Durel com o melhor controle da pressao arterial (PAS < 120 e PAD
< 80) e qualidade de vida em pacientes hipertensos. Utilizou-se estudo prospectivo longitudinal com 56 pacientes
hipertensos, que foram acompanhados por 120 dias submetidos a consulta de enfermagem com intervalos de 20 dias,
na qual era desenvolvido um programa de orientagao. Foi aplicado o instrumento de qualidade de vida, a escala de
Religiosidade de Dure e realizada a Monitorizardo Ambulatorial da Pressdao Arterial (MAPA) no inicio do estudo e
ao final. O estudo envolveu 30 mulheres (55,6%) e 26 homens (44,4%), com idade média de 53,9+10 anos, IMC
médio de 30,3+5 kg/m2, circunferéncia abdominal (CA)=99,7+5cm; PAS=153,6:28mmHg; PAD =91,6+17mmHg
e Frequéncia Cardiaca (FC)=69,+13bpm. Quanto ao controle da PA (PAS < 120 e PAD < 80), ao final de 120 dias
observou-se que apenas 4 (7,14%) pacientes controlaram a PA pela medida de consultério e 25 pacientes pela medida
da MAPA sendo 7 (12,5%) no periodo da vigilia e 18 (32,1%) no periodo do sono. Entretanto ndo se identificou
associacdo com o indice de Religiosidade e qualidade de vida quando comparado com a variavel controle da pressio
arterial. Diante dos dados verificou-se que o indice de religiosidade ndo se mostrou sensivel para identificar pacientes
com um melhor controle da PA apds 120 dias de acompanhamento.

Palavras-chave: Hipertensdo Arterial. Enfermagem. Religiosidade. Qualidade de Vida e Adesao Terapéutica.

INTRODUCAO

A Hipertensdo Arterial Sistémica (HAS),
associada a uma condicao clinica multifatorial
e por sustentados niveis tensionais de pressao
arterial, frequentemente ocorre disfuncoes
podendo ser de carater estrutural ou funcional.
Sendo uma doenca com alta prevaléncia e
de baixa taxa de controle, a mortalidade por
doencas cardiovasculares (DCV), aumenta de
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forma progressiva, continua e linear'.

Segundo o estudo populacional norte-
americano National Health and Nutrition
Examination Survey (NHANES2011-2012),
demonstrou que 29,1% dos adultos maiores
ou igual a 20 anos de idade apresentavam
HAS, sendo que 82,8% tinham conhecimento
de ser hipertensos.
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No entanto, essa proporcao é de 65% para
uma populagdo acima ou igual a 65 anos de
idade’.

Assim, devido a sua magnitude e
importancia, é tida como um problema de
salde publica do século XXI. A hipertensao
arterial é fator de risco para as doencas
relacionadas como acidente  vascular
encefalico, infarto do miocardio, insuficiéncia
cardiaca e morte stbita dentre outras, que
correspondem as principais complicacoes
com alta frequéncia de internagdes intra-
hospitalarias'.

Na perspectiva de trabalhar as questoes
educativas, possibilitando ao portador de
hipertensao arterial, oferecer oportunidade
para melhorar a sua condicdo de vida, a
OrganizagaoMundial da Satide (OMS)?, define
a qualidade de vida (QV), como a percepcao
do individuo sobre sua posicao na vida, no
sistema de valores e no contexto cultural,
considerando seus objetivos, expectativas,
padroes e preocupacdes. Sendo um conceito
subjetivo, amplo e polissémico, o que tem
motivado inimeros estudos na area da satde
para individuos de patologias cronicas.

Nesse contexto, estudos cientificos que
abordem a relacao entre aspectos religiosos
e espirituais tém aumentado nos ultimos
anos, podendo ser uma ferramenta para
novas transformacdes de paradigmas e
situagoes de vida dos pacientes portadores
de hipertensdao arterial®*. As transformagoes
relativas as doencas ndo podem ser vistas de
forma isoladas, mas levando-se em conta as
dimensdes da vida cultural, social, familiar,
econdmica e psicologica’.

Para melhor associar e compreender
o fendbmeno salde-doenca, no recorte do
individuo com hipertensdo, torna-se util a
modificacdo dos paradigmas biomédicos
e a incorporacao de novos significados,
adotando-se um olhar global sobre o
individuo, que nao seja apenas o referencial
da doenca, para tanto € interessante apontar
os conceitos e definicdes sobre o processo
de religiosidade e espiritualidade. Oliveira e
Junges® definem “a espiritualidade como uma
aptidao humana a fim de buscar um significado
para a vida através de meios e conceitos que

transcendem o que é tangivel’. A relagao
entre espiritualidade com a satde tem se
tornado de forma clara a ser estabelecida na
pratica clinica medica.

Embora a espiritualidade e religiosidade
estejam relacionadas sdo conceituadas
distintamente, sendo que a religiosidade
envolve a doutrina e a sistematizacdo ao
culto compartilhada por um grupo. Ja a
espiritualidade remete a questdes sobre
o significado com a crenca em aspectos
espirituais buscando justificar sua existéncia
e seus significados®’.

A medida que mais estudos na area
de religiosidade e espiritualidade se
intensificaram, seja com pequeno, seja com
grande numero de pacientes, comegam
a surgir novas tentativas de aperfeicoar
conclusoes e resultados mais sélidos. Segundo
llder® concluiu que a participagao em servigos
religiosos tem uma associacdo robusta com
a reducao da mortalidade em populagoes
adultas e, em menor escala, com desfechos
como incapacidade funcional.

Referente aos estudos em hipertensao,
dados propicios do estudo NHANES 11l (Third
National Health and Nutrition Examination
Survey) avaliou 14.475 americanos sendo
constatado que aqueles que frequentavam
de forma mais efetiva os servicos religiosos
apresentavam  menor  prevaléncia  de
hipertensdo e menores niveis de pressao
arterial, mesmo ap6s controle para outras
variaveis*.

Outro estudo de intervencao, projeto JOY,
realizado com 529 mulheres afro-americanas,
foi avaliado o impacto de estratégia de
intervencao espiritual da igreja e de autoajuda
referente a pressdo arterial, onde ocorreu uma
diminuicao de 1,6 mmHg na pressao arterial
sistélica por meio de programa relacionado a
igreja’.

Cabe a equipe multiprofissional a utilizacao
de um método cientifico adequado baseado
em evidencias, para prover um caminho
que possa gerar hipoteses promissoras e
consolidadas para modificagdo de paradigmas
e percepcoes entre a religiosidade/
espiritualidade e uma satde pautada em
uma visao holistica do ser humano em seu



contexto biopsicossocial e espiritual.

Nesse contexto pode-se utilizar algumas
escalas validadas para melhor fundamentar
e contribuir para a constru¢ao de futuras
pesquisas em relacdo a religiosidade e
a espiritualidade com a perspectiva de
repercutir em prol de um melhor controle
da pressdo arterial e qualidade de vida.
Universidades norte-americanas destacam
alguns centros onde abordam a espiritualidade
e religiosidade de seus pacientes e procuram
trabalhar com suas crencas como “Center for
the Study of Religion/Spirituality and Health
da Duke University"'°.

Dentre as escalas existentes pdde-se
mencionar a Escala de Religiosidade de
Duke (DUREL), a qual é composta por cinco
perguntas e trés dimensdes de religiosidade
onde relacionam-se com desfechos de
satde. Sendo Religiosidade Organizacional
(RO), Religiosidade Nao-Organizacional
(RNO), e Religiosidade Intrinseca (RI)''; o
Inventario de Religiosidade Intrinseca (IRI),
que aborda a relagao entre a satide mental e
a religiosidade. De acordo com as dimensoes
da religiosidade pode-se diferir uma
associacdo de religiosidade e satide mental.
Os autores ainda afirmam que a orientagao
religiosa pode ser extrinseca ou intrinseca. Na
orientacao extrinseca usam a religidao por seus
proprios fins de forma e maneira como julgam
e proporcionam conforto e seguranca. Ja na
orientagdao Intrinseca as pessoas encontram
seus motivos principais na religido'?.

E a Escala de Coping Religioso-Espiritual
(CRE), que aborda o modo como a fé dos
individuos sao utilizadas para lidar com os
problemas de vida e o estresse. Mostra-se
associado a um indice melhor de qualidade
de vida e satde mental e fisica'.

Diante dessa ¢tica, tentando olhar para o
individuo portador de doenca cronica nao
transmissivel (DCNT), ndo apenas pelo lado
da doenca, pode-se lancar um olhar global
sobre o individuo, para o qual os profissionais
de satde podem lancar mao de algumas
intervencdes que podem vir a ser utilizadas
como estratégias de apoio para colaborar
com a melhoria do controle da hipertensao
e da qualidade de vida, entre elas incentivar

momentos de oragdes, rezas, preces de
acordo com a sua crenca religiosa; promover
a formacado de vinculos e escuta atenciosa,
ouvir a pessoa para que possa trazer suas
angustias, procurar olhar o hipertenso nao
apenas pelo foco da doenca, mas de maneira
holistica como um todo; respeitar a sua
crenga e valores; promover o acolhimento e a
humanizacao nas relacoes.

Conclui-se que a abordagem sobre
religiosidade e espiritualidade diante dos
portadores de doenca a hipertensiva, cria-
se uma lacuna a ser explorada em prol de
aspectos que possam mitigar a prevengao dos
agravos a saude, por meio de estratégias que
possam contribuir para o controle da pressao
arterial e mudanga de comportamento. Diante
dos elementos apontados na introducdo o
presente estudo tem como hipotese verificar
se os individuos hipertensos com maior indice
de religiosidade teriam controle adequado da
pressao arterial e melhor qualidade de vida.
Portanto o objetivo do estudo foi verificar
a associacdo do escore de religiosidade
por meio da escala de Durel com o melhor
controle da pressao arterial e qualidade de
vida em pacientes hipertensos.

METODO

Tratou-se de estudo prospectivo longitudinal
com 56 pacientes hipertensos, realizado
no periodo de dezembro de 2013 a abril de
2017. O estudo foi realizado em um hospital
publico estadual especializado em cardiologia,
especificamente no Ambulatério da Unidade
de Hipertensdao do Instituto do Coracao na
Unidade do Hospital das Clinicas da Faculdade
de Medicina da USP (InCor - HC — FMUSP).

Para este estudo 56 pacientes finalizaram
o acompanhamento ao longo de 120 dias.
Os pacientes foram recrutados de acordo
com a lista de atendimento de casos novos
e de pacientes matriculados agendados no
Ambulatério da Unidade de Hipertensao do
Instituto do Coragao na Unidade do Hospital
das Clinicas da Faculdade de Medicina da USP
(InCor — HC — FMUSP).
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A amostra selecionada foi ndo probabilistica
por conveniéncia que atendaram aos critérios
de elegibilidade ao longo de um intervalo de
tempo especifico, foramcalculadosostamanhos
amostrais para atender ao objetivo sendo o
erro amostral adotado foi de 5%, considerando
a prevaléncia da HAS na populacdo adulta
segundo a VIl Diretriz da Sociedade Brasileira
de Hipertensao pelo ultimo senso é de 32,5% e
nivel de significancia de 0,05 (IC 95%). Calculo
amostral a seguir:

N.Z°.p.(1-p)

"TZ2p.(1-p +er(N—1)

n - amostra calculada

N - populagao

Z - variavel normal padronizada associada
ao nivel de confianca

p - verdadeira probabilidade do evento

e - erro amostral

Conforme o calculo estimado foi de
56 pacientes, no entanto foram elegiveis
e recrutados para o estudo 87 pacientes
hipertensos, mas por ser estudo longitudinal
com 120 dias de acompanhamento muitos
pacientes tiveram dificuldades de realizar
o retorno a cada 20 dias, e para assegurara
os 56 pacientes, foi realizado o controle de
faltosos por meio do contato telefoénico pelos
pesquisadores e reagendada a consulta.

Os critérios de inclusao foram: pacientes sob
esquema terapéutico com acompanhamento
médico; niveis tensionais iguais ou maiores que
140 mmHg para pressao arterial sistélica (PAS),
e iguais ou maiores que 90 mmHg para pressao
arterial diastélica (PAD); a idade na faixa dos
25 aos 60 anos. Foi considerado critério de
exclusdo pacientes com limitagdo cognitiva
importante e pacientes com disgnéstico de
hipertensao resisténte conforme a VII Diretriz
da Sociedade Brasileira de Hipertensao.

A coleta de dados foi realizada de acordo
com a disponibilidade dos pesquisadores e
ap6s a anuéncia dos pacientes através do

Termo de Consentimento Livre e Esclarecido
(TCLE) aprovado pelo Comité de Etica em
Pesquisa do InCor-FMUSP.

Na consulta zero, realizou-se a avaliacdo do
perfil de sécio demografico e fatores de risco
para doenca e terapéutica medicamentosa.
Foi aplicado na primeira e Gltima consulta o
instrumento  WHOQOL-BREF', instrumento
de Mensuracdo de Qualidade de Vida,
questionario que avalia a taxa global de
“qualidade de vida” e “satisfacdo” com a
salde. Possui 26 facetas distribuidos em
quatro dominios: fisico, psicolégico, social e
ambiental e a escala de Religiosidade de Durel
que avalia a Religiosidade Organizacional
(RO), Religiosidade Nao Organizacional
(RNO) e a Religiosidade Intrinseca (RI)".

Versao em Portugués da Escala de
Religiosidade da Duke (P-DUREL): possui
cinco itens pontuados de um a cinco que
captam trés das dimensdes de religiosidade
que mais se relacionam a desfechos em satde:
1) organizacional (RO, item 1): frequéncia a
encontros religiosos (missas, cultos, cerimonias
religiosas, grupos de estudos e de oragado); 2)
nao organizacional (RNO, item 2): frequéncia
de atividades religiosas privadas (oracgoes,
meditacdo, leitura de textos religiosos, ouvir
ou assistir programas religiosos na TV ou radio)
e 3) religiosidade intrinseca (RI, itens 3 a 5):
refere-se a busca de internalizagdo e vivéncia
plena da religiosidade como principal objetivo
da pessoa'®.

As menores pontuagdes indicam maior
concordancia com essas dimensoes. Assim,
para a obtencao dos niveis de RO, RNO e R,
os escores devem ser invertidos'. Na analise
dos resultados da DUREL, as pontuacdes das
trés dimensdes (RO, RNO e RI) devem ser
analisadas separadamente, e os escores dessas
trés dimensdes nao devem ser somados em um
escore total™.

Os pacienets eram encaminhados para a
realizacdo da Monitorizacdo Ambulatorial
da Pressdo Arterial (MAPA) na consulta zero
e na ultima consulta aos 120 dias. O monitor
era colocado de acordo com o agendamento
realizado disponivel pela equipe. Espace-



las 90207 (Redmont, Washington, USA).
Com medida da pressdao arterial de 10 em
10 min., no periodo de 6h as 23h (vigilia), e
de 20 em 20 min, no periodo de 23h as 6h
(sono). Considera-se como periodo de sono o
horario de deitar e levantar, que foi anotado
no diario pelo paciente. Além dos valores da
pressao arterial durante o periodo de 24 horas,
vigilia e sono, a variabilidade da pressao
arterial e da frequéncia cardiaca nas 24 horas
também foi calculada. Os pacientes foram
orientados a realizar as anotagdes em seu
diario das atividades enquanto estavam sendo
monitorados e a realizarem suas atividades
regulares de vida diaria.

Em todas as consultas eram realizados a
medicdo da pressao arterial com aparelho
automatico utilizando-se da medida indireta
dada pelo método oscilométrico, com
aparelho automatico OMRON-HEM 7200,
validado de acordo com as normas da “British
Hypertyension Society” (BHS), obedecendo
as orientacoes das VII Diretrizes Brasileiras de
Hipertensdo1 que preconizam: medir a pressao
em ambos os bracos na primeira consulta e
utilizar o de maior valor.

Os pacientes eram orientados a estarem
com a bexiga vazia, ndo terem ingerido
bebidas alcodlicas, café, cha e cigarro por
pelo menos trinta minutos antes da afericao,
os mesmos ficavam em repouso por pelo
menos cinco minutos em ambiente calmo, e
eram instruidos a ndo conversarem durante
a afericdo. Os pacientes foram posicionados
sentados, com o brago apoiado na altura do
coragdo, pernas descruzadas, pés apoiados
no chdo com as costas recostadas na cadeira
e relaxados, apoiado com a palma da mao
voltada para cima. O manguito foi colocado
cerca de 2 cm a 3 cm acima da fossa ante-
cubital, sendo utilizado o manquito de acordo
com a mensuracao da circunferéncia do braco.
Foram realizadas trés medidas da pressao
arterial a cada consulta, com intervalos de 1
a 2 minutos entre elas, sendo considerada a
média das trés.

A avaliagdo antropométrica foi realizada
obtendo-se a medicdo do peso, altura e
circunferéncia abdominal e o Indice de

Massa Corporal era calculado.As medidas
antropométricas e de circunferéncia abdominal
de acordo com a orientacao de Castro et al.
(2008)"°, sao estabelecidas pela afericio da
medida de peso o paciente devera: tirar os
sapatos, trajar roupas leves, posicionar os dois
pés sobre a balanca com distribuigao igual do
peso nas duas pernas e olhar para o horizonte.
O paciente foi orientado na afericao da altura
a retirar os sapatos e posicionar-se com os pés
unidos e apoiando os cinco pontos do corpo:
calcanhar, panturrilha, gldteos, espaduas e
cabeca e proceder com a medida através do
antropometria da balanca. Para a aferigdo
da circunferéncia do abdémen, obteve-se
a medida por meio da parte mais estreita da
cintura ou a partir do ponto situado na metade
da distancia que separa as ultimas costelas da
parte superior do osso iliaco. Os procedimentos
de coleta de dados antropométricos foram
realizados a cada consulta.

Os 56 pacientes hipertensos, além do
acompanhamento médico de rotina eles
participavam de consultas de enfermagem
a cada 20 dias. Durante a consulta foram
desenvolvidas acdes educacionais com vista
a mudanga de comportamento prestando
esclarecimentos sobre as complicagdes da
HAS e sobre o tratamento nao farmacolégico,
que consiste em promover a mudanga de
comportamental.

Para este estudo utilizou como apoio o uso
do Portal “E-CARE da Hipertensao”, o qual foi
desenvolvido pelo préprio grupo de pesquisa
de carater multiprofissional e validado (Guerra
et al. 2017)'7'8, Este recurso foi utilizado com
apoio tecnolégico por meio do acesso remoto
e com uso de tablete nas consultas presenciais,
conforme conveniéncia e os pacientes sempre
eram atendidos pelo mesmo profissional para
que fosse possivel promover a formagdo de
vinculos e acolhimento. Apés 120 dias na
dltima consulta era realizado o exame de
MAPA, aplicagcao dos inquéritos (WHOQUOL
e Durel), medicio da PA de consultorio
com aparelhos autométicos e avaliagao
antropométrica.

O “E-Care da Hipertensao”’'® conta
com roteiro de navegacdo desenvolvido o
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“Storyboard”. O qual é composto por 6
moédulos de aprendizagem. Sua validacdo
foi realizada pela equipe multidisciplinar.
Foi estruturado com o Departamento de
Telemedicina FMUSP e o Departamento
de Ensino a Distancia (EAD) do Centro
Universitario Sao Camilo.

O estudo foi aprovado pelo Comité de Etica
em Pesquisa com parecer: 164.092 e data
relatoria 05/12/2012. Projeto desenvolvido
pelo grupo de pesquisa da Unidade de
Hipertensdo do Instituto do Coracdo do
Hospital das Clinicas da Faculdade de
Medicina USP. Este estudo contou com o
financiamento da Fundacdao de Amparo a
Pesquisa do Estado de Sao Paulo (FAPESP
2012-50559-1).

Os dados coletados foram analisados por
meio das estatisticas descritivas apresentadas
em graficos e tabelas, contendo ndmeros
absoluto e percentuais. Em relacdo as
variaveis quantitativas geral foi realizado o

RESULTADOS

Participaram do estudo 30 mulheres
(55,6%) e 26 homens (44,4%), com idade
média de 53,9+10 anos, IMC médio de
30,3+5 kg/m2, circunferéncia abdominal
(CA)=99,7+5 cm; PAS=153,6+28 mmHg;
PAD =91,07+17mmHg e Frequéncia

teste Kolmogorov-Smirnov para observar a
distribuicio de normalidade. Observou-se
que as variaveis religiosidade nao obtiveram
distribuicdo normal, portanto optou-se em
utilizar teste ndo paramétricos para avaliar
este aspecto.

A andlise estatistica realizada para
verificar associacdo entre o resultado de
WHOQUOL e Escala de Religiosidade de
Durel e medidas da PAS e PAD com relacao
aos individuos que obtiveram controle da
PA (PAS < 120mmHg e PAD < 80mmHg)
foram realizados o teste de Mann- Witnney
e para as variaveis continua que obtiveram
distribuicao normal considerando PAS, PAD
e FC obtidas pela medida de consultério e
pelo exame de MAPA, foi realizada a analise
de varianga para medidas repetidas (ANOVA)
para analisa-las se ocorreu diferenca entre os
valores do inicio do estudo e aos 120 dias. O
nivel de significancia adotado para o estudo
(p=0,05).

Cardiaca (FC)=69,+13bpm. Quanto
as  caracteristicas s6cio  demograficas
predominaram neste estudo: grau de
escolaridade 2° grau completo 31,7%,
religido catélica 79,4%, etnia branca 52,4%,
estado civil casado 66,7%.

Grafico 1 - Caracterizacdo dos valores médios da Pressao Arterial Sistélica e Pressdao Arterial
Diastélica e desvio padrdo dos 56 pacientes hipertensos no momento randomizagao (tempo zero) e

aos 120 dias. Sao Paulo-SP, 2018.
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Os pacientes hipertensos que foram seguidos por
120 dias, ao final do periodo, observou melhora
dasmédias da pressao arterial sistélicaediastolica,

mas nao identificou-se diferenca estatistica pelo
teste de ANOVA quando comparou-se os valores
obtidos no inicio do seguimento com o final.

Grafico 2 - Caracterizagao dos valores médios e desvio padrao do escorre bruto, computado
e transformado de Qualidade de Vida — WHOQUOL- BRIEF, de acordo com os dominios fisico,
psicolégico, social e meio ambiente dos 56 pacientes hipertensos no momento zero e aos 120 dias.

Sao Paulo-SP, 2018.

u
Randomizacio

Os pacientes hipertensos que foram
seguidos por 120 dias ao final do periodo
observaram melhora do escore de qualidade

]
Final

de vida no dominio fisico, psicolégico, social
e ambiental, mas nado se identificou diferenca
estatistica.

Grafico 3 - Caracterizagdo dos valores médios e desvio padrao da Escala de Religiosidade de Durel
dos 56 pacientes hipertensos no momento zero e aos 120 dias. Sao Paulo-SP, 2018.

1,20 131
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Final
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n
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293 374
2,58
2,34
e igrej - RO relig - RNO

Os pacientes (56) apresentaram em média melhora
do escore de Religiosidade Organizacional (RO)
ao final do estudo, em quanto a Religiosidade
Nao Organizacional (RNO) e Religiosidade
Intrinseca (RI) manteve-se inalterada.

Freq que vai templo Freq se dedica atrvld Presenga Deus- Rl Cren;a rellg, vida- Es(ur;u viver arelig-

Caracterizagao do controle da pressao arterial
(PAS < 120 e PAD = 80) obtido pela Medida de
Consultério e pela Monitorizarao Ambulatorial
da Pressao Arterial (MAPA) com a Escala de
Religiosidade — Durel e qualidade de vida.
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Grafico 4 - Distribuicao dos individuos hipertensos (56) que apresentaram o melhor controle da
PA (PAS < 120 e PAD < 80) na medida de consultério no momento da randomizacao e ao final do

estudo aos 120 dias

Ao analisar a comparagao de qualidade de vida
e escala de religiosidade com os individuos que
obtiveram melhor controle da PA pela medida
de consultério aos 15 dias (3 participantes) e ao
final de 120 dias (4 participantes), comparando

B PAS<120e PAD < 80
GD -
94,6% (53]
50
40 m
30 -
20
10
5,35% (3)
0 o
15 dias

BMPAS > 120e PAD = BO

91% (51)

7,14% (4)

120dias

com os individuos que ndo estavam controlados
na randomizagao (53participantes) e aos 120
dias (51 participantes). Nao se identificou
significancia pelo teste de Mann — Whitnney
conforme a tabela 1.

Grafico 5 - Distribuicdo dos individuos hipertensos (56) que apresentaram o melhor controle da PA
(PAS = 120 e PAD = 80) na MAPA no periodo da vigilia no momento da randomizacao e ao final

do estudo aos 120 dias

89,2% (50)

50 4

30 4
20 4

10 1 7,14% (4)

rand

Ao comparar a qualidade de vida e escala de
religiosidade com os individuos que obtiveram
melhor controle da PA (PAS < 120 e PAD =< 80)
pela MAPA no periodo da vigilia no momento
da randomizagao (3 participantes) e ao final de

BPAS<120ePAD< B0

W PAS >120e PAD = BOD

B82,1%(46)

12,5% (7)

120dias

120 dias (4 participantes) com os individuos que
nado estavam controlados na randomizacado (53
participantes) e aos 120 dias (51 participantes)
nao se identificou significincia pelo teste de
Mann — Whitnney conforme a Quadro 1.



Grafico 6 - Distribuicao dos individuos hipertensos (56) que apresentaram o melhor controle da PA
(PAS < 120 e PAD = 80) na MAPA no periodo do sono no momento da randomizagao e ao final do

estudo aos 120 dias.

BWPA5<120e PAD< BOD

45 - 75% (42)

Rand

Ao analisar a comparacao de qualidade
de vida e a escala de religiosidade com os
individuos que obtiveram melhor controle da PA
pela MAPA no periodo do sono no momento da
randomizacgdo e (9 participantes) e ao final de

B PA5>120e PAD =80

62,5% (35)

32,1% (18]

120dias

120 dias (18 participantes) com os individuos que
nao estavam controlados na randomizagao (42
participantes) e aos 120 dias (35 participantes)
nao se identificou significincia pelo teste de
Mann — Whitnney conforme a Quadro 1 e 2.

Quadro 1 - Comparagao das variaveis controle da pressao arterial (PAS < 120 e PAD < 80) obtidas
pela medida de consultério e da MAPA no periodo da vigilia e do sono com qualidade de vida e
Escala de Durel pelo teste Mann-Whitnney no momento da randomizagao Sao Paulo- SP

Controle Pressao
consulta Pré

Variavel Escala Durel /
WHOQUOL

Controle Vigilia Pré Controle Sono Pré

Ativ_relig_freq_pré (RO) 0.173
Presenca_Deus_pré (RI) 0.472
Crenca_relig-vida_pré (RI) 0.252
Esforco_pré (RII) 0.478
greja_freq_pré (RNO) 0.851
QV-PRE 0.286
satisfacdo com a satide=PRE 0.213

0.636 0.559
0.574 0.444
0.130 0.131
0.397 0.617
0.073 0.224
0.910 0.204
0.198 0.049

Foi observado no quadro 1 que ao realizar a
comparagao com os individuos que obtiveram o
melhor controle da pressao arterial pela medida
de consultério e na MAPA no periodo da vigilia
e do sono, com qualidade de vida e escala de
religiosidade , nao identificou-se significancia

estatistica, com excecdo da percep¢do com a
satisfacao relacdo a satde e controle da PA na
MAPA no periodo do sono no inicio do estudo
(p=0,49), demonstrando a melhora efetiva do
controle no decorrer do inicio, mas que nao se
manteve ao final de 120 dias.
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Quadro 2 - Comparacao das variaveis controle da pressao arterial (PAS < 120 e PAD =< 80) obtida
na medicdo do consultério e da MAPA com qualidade de vida e Escala de Durel pelo teste Mann-
Whitney no momento da finalizacdo do estudo. Sdo Paulo- SP

Variavel Escala Durel / Controle Pressao Controle Vigilia Pos Controle Sono Pos
WHOQUOL consulta Pos

Ativ_relig_freq_pré (RO) 0.365 0.802 0.448
Presenca_Deus_pré (RI) 0.983 0.847 0.281
Crenca_relig-vida_pré (RI) 0.791 0.735 0.179
Esforco_pré (RII) 0.415 0.819 0.660
lgreja_freq_pré (RNO) 0.946 0.669 0.434
QV-POS 0.156 0.363 0.725
satisfacdo com a 0,399 0,168 0,064
salide=POS

Nao identificou-se correlacdo com a controle
da PA na medida de consultério e na MAPA
no periodo do vigilia e sono com o indice de
religiosiddade tanto para a Rl (Religiosidade

DISCUSSAOQ

Os  resultados  corroboraram  para
verificar que as estratégias utilizadas no
desenvolvimento do programa educacional
com recurso tecnolégico, acompanhado de
consulta de enfermagem a cada 20 dias , que
versou sobre o tratamento ndo farmacolégico
da hipertensao e complicagoes da doenca foi
eficaz para promover a melhoria dos niveis
tensionais da pressao arterial em ndmeros
absolutos, mas quando analisou a variavel
religiosidade acreditava-se que os individuos
que apresentavam maior findice  teriam
protecdo adicional para obter o controle
efetivo da pressao arterial, mas embora nao
foi possivel identificar significancia estatistica,
especificamente com a amostra do estudo em
questao, houve efetividade quando observa-se
que trata-se de hipertensos que sdo tratados
em instituicao de salde de alta complexidade
, sendo que a maioria tem lesdo de 6rgao alvo
instalada, pode-se dizer que a melhoria dos

intrinseca), RO (Religiosidade operacional) e
RNO (Religiosidade ndao operacional) ao final
do estudo.
(Quadro 2)

valores da PA diminuiu o risco de complicacdes
cardiovasculares.

A religido tem sido um aparato para lidar
com situacoes dificeis e de estresse na vida
cotidiana. O chamado “coping” religioso-
espiritual’, é definido como “o uso de crengas
e comportamentos religiosos para facilitar a
solugdo de problemas e prevenir ou aliviar
as consequéncias emocionais negativas de
circunstancias de vida estressantes”. Portanto
a religido é um aspecto importante da vida
dos seres humanos, esta por sua vez impacta
consideravelmente no sentido da vida e
confere resiliéncia diante das diversidades, dos
desafios e obstaculos.

A religiosidade tem se mostrado como
um importante aliado para restabelecimento
da salde e para avaliar os desfechos em
salde, portanto para este estudo tinha como
hipotese que o melhor controle da pressao
quando associado a melhoria da qualidade



de vida, associada a uma intervengao pudesse
se mostrar como um aspecto favoravel para
o controle efetivo da pressao arterial, e
promovesse as mudancas de comportamento
pela sua crenca. No entanto nao foi possivel
neste estudo demonstrar tal fato.

Mas foi possivel constatar que no periodo do
sono os valores médios da pressao obtidos pela
MAPA, foi possivel identificar que houveram
maior namero de individuos controlados
efetivamente, o que talvez possa-se explicar
que o periodo do sono ndo tem o fator estresse
e a reacao de alerta influenciando medicao, ao
contrario, observa-se na medida de consultorio
que esta sob forte influéncia do estresse e da
reacao de alerta, caracterizada pelo efeito do
jaleco branco, que nao se mostrou tao sensivel
como a condicdo do sono.

O sono tem fungdo reparadora para
manutencdo das fungdes vitais e para o
equilibrio autondmico, sendo que neste
periodo ocorre o descenso fisiolégico da
pressao arterial pela diminuicao da atividade
simpatica, portanto este estudo demonstrou
que o exame de MAPA, especificamente o
periodo do sono, se mostrou mais sensivel
para detectar o efeito da intervengdo educativa
sobre o controle da pressdao arterial, tanto
que o numero de individuos controlado (9
participantes) no inicio do seguimento e ao
final (18 participantes), praticamente dobrou,
o que ndo foi possivel identificar na medida
de consultério, que sabidamente estd sob
forte influéncia da reacdo de alerta diante
dos profissionais da satde, como a medida
da MAPA no periodo da vigilia que esta sob
a influéncia do estresse e da dinamica de vida
dos sujeitos.

Ao analisar a literatura observa-se que ha
enorme interesse em estudar determinantes
sociais e desfechos em sadde, com os
aspectos econdmicos, politicos e sociais, no
entanto raramente exploram e analisam os
vinculos religiosos. Ilder®* entrevistou 18.370
individuos com 50 anos ou mais para avaliar
salide e aposentadoria, que foram seguidos
durante dez anos de 2004 a 2024, observou-se
que a participacao em servicos religiosos teve
uma relagdo dose-resposta com a mortalidade,

demonstrando que o0s entrevistados que
compareceram frequentemente tiveram
uma reducao do risco, sendo 40% menor de
mortalidade quando comparados com aqueles
que nunca compareceram as em igrejas ou
instituicoes religiosas.

No entanto, para aqueles que apenas
tinham a sua fé e que consideravam a religiao
como “muito importante” tiveram um risco
de 4% maior de mortalidade, no entanto os
pesquisadores nao identificaram diferencgas
quando analisou a afiliacdo religiosa e risco de
mortalidade®.

Embora o estudo de Ilder*® mostra um
efeito protetor do atendimento religioso contra
a mortalidade por todas as causas, como
outros estudos também tem mostrado?' o
referido efeito, entretanto os resultados desta
pesquisa no que tange o controle da pressao
arterial ndo demonstrou que os pacientes
hipertensos quando seguidos e submetidos
a uma intervencao educacional teriam um
efeito adicional para o controle efetivo da
pressdo arterial, portanto considerando que
a hipertensdao é um dos fatores prevalentes
de riscos para as doencas cardiovasculares e
considerada uma doenca de dificil controle e
de conscientizacdo de seu portador, por ter
evolucdo assintomatica', estudar estratégias e
comportamentos que possam colaborar no seu
controle, se faz necessario e pode promover
apoio terapéutico para induzir a mudanca de
comportamento.

Diante dos resultados deste estudo se faz
necessarios novas pesquisas aprofundando-
se a respeito do fendmeno religiosidade, mas
pode-se justificar que os resultados refutaram
a hipotese pretendida decorrente de fatores
limitantes, entre eles amostra reduzida de
pacientes, a dificuldade de seguimento do
sujeito de pesquisa em estudos clinicos
randomizados, sendo que ocorreu “dropout”
de 21 pacientes e por se tratar de pacientes
recrutados em instituicoes de altacomplexidade
a maior monta deles sdo hipertensos estagio
Il de dificil controle, recomenda-se que a
pesquisa em apreco possa ser reproduzida em
outros servicos de satide com niimero maior de
participantes.
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CONCLUSAO

Verificou-se que o indice de religiosidade
e escore de qualidade de vida nao se mostrou
sensivel para identificar pacientes com um
melhor controle da pressao arterial apods
120 dias de acompanhamento submetido
a intervencdo educacional com wuso de
tecnologia. Entretanto o exame de MAPA no
periodo do sono, por ndo estar sob o efeito

da reacdo de alerta, fenbmeno comum e
presente na medida de consultério, pode ser
um bom marcador para avaliar o impacto
das intervencoes sobre o controle efetivo da
pressdo arterial. Dada a importancia do tema
sugerem-se futuros estudos e instrumentos que
possam melhor avaliar o controle da pressao
arterial e religiosidade.
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