26

R ﬂﬁﬁwama‘wqmn%swnmmzmxanuaamw‘tumﬂwﬁ"
naanuGulangsludssimaigauis

WSEIU 829 3 L8 e LDDNWS NBINTTNY FAF. M. **

unAada

Ml dduRuswasanaSiliagussadiiadnmssduanmmgfnssuiifdasfiugunin
Ltasmmaa‘ummﬁuﬁuﬁiwiwﬂﬁﬂLgau‘[ﬂwiawnﬁnﬁuﬁl,fd{mifmﬁqumw ﬁ'f;qmamaquﬂﬁﬂmsﬂu
yana tadsmeusnyanauasiladsduneden luglnaiiiinzanudulafiogs nsauuinfnuasmsideld
TuaaMIELEENFINNYBUNULADS ey PRECEDE-PROCEED 284n3ultaza3iaas naumatn laun § lvaj
ﬁﬁmazmmﬁu‘[aﬁmgﬁwmu 150 AU %ﬂﬁmqiwin 36-651 ﬁlé'%umi%'nmsluwar;jﬂmuamﬁﬁn‘[m
lauasvaaaidoauadlsmennaiud mmsasgissnsilasdsaunn maududayanssinlasmsldinias
ﬁaﬁﬂ%uﬂ‘gqmﬂﬁy’mm‘[mma Tasfimsnagausanauiissasuduilam uazenuidadiold Tdadanssnnn
wazMaNsiaNNFNRUszauNesTuluMIeNidaye

NANISANHINUI wqanssuﬁt?{mﬁmﬁuaﬂmwwaqna'uﬁ’aasiwazﬂumm%ﬂmnaw
(X=2.9,5D=0.3X~2.9,SD=0.3) wamavﬂwﬂwwqumnisu wqmﬂi‘mmiaaﬂmaqmtmmmaﬂ
i@ (X = 2.2, SD = 0.5 X = 2.2, SD = 0.5) wmwwwqmﬂ‘ssumumwamammiauwsummaﬂmaﬂ
(X =3.6,SD =0.7X = 3.6, SD = 0.7) MyIATHANNFNNUS Iz WU woRnssuiiiendasfiu
gumwienudunusaeiitadAyneadianuiwe (r=0.331, P<0.001) 520uM3An (1=0.263, P<0.01)
M33u3Uszlend (1=0.266, P<0.01) waziladedudnnaau (r=0.336, P<0.01) ftitasiladedoniiinnu
éfuﬁuﬁ‘lﬁqwnﬁuﬁ'quﬁﬂﬁuﬁtﬁ'mﬁmﬁqumw Ao mm'ﬁ'agjmﬁa (r=0.208, P<0.05)

Faauauuznnmsinm fa ieatiuayumsdusiunginssuiiiedasiuguawlungalsznns
il wennamsheliyasadaanui laanuduiusszrinemmaduthefuwg dnssuuasiadacg 11
\Rendas nauilagiimadiiumswenng S'z’;qwamsﬁnmmmsnﬁﬂﬂLﬂuiagaﬁugwuiunwsqwqLmumsﬂf}ﬂ'ﬁ
manenalaglfundemstiungdnssniewanniidawgdnssuiiisdasfugumwaamvanzaly
Q’lwnjﬁﬁnnzmmé’u‘[nﬁmg«

°

Mmden:  anuaulaiogs annduiusngAnssngumw Ussansieaunu

*1INANINENUIBMINTNIIVUEYTIO NENFATUINZIF AMSWENLIBMTNT NI TNEFEIBUUNY
** SENAFNTINTE AMSNENLIBATNT NWITNEBEIBUUNY

VOLUME 31 NO.4 : October - December 2013



219813 ANIANNELNAY #NTINARSIURRNIRE TS

Background

Hypertension is a common chronic disease
and a serious health care problem in both developed
and developing countries. In Vietnam, the number of
people with hypertension is dramatically increasing.
Which leaves a significant socio-economic burden
due to high prevalence of hypertension among adult
population aged 25 years and older. The overall preva-
lence of hypertension in Vietnamese adults was 25.1%,
approximately 11 million persons'. It is estimated that
the number of hypertensive people in Vietnam will
reach to 10 millions by 2025”. Besides, the number
of deaths caused by hypertension is high, ranked 13 in
the top 50 causes of death®. The mortality, morbidity
and complications affect physical, psychological, and
social aspects for people with hypertension. Poor quality
of life among people with hypertension, especially
for adults has play an important role in contributing to
social-economic development of the country.

In management of hypertension and to im-
prove quality of life among adults with high blood
pressure, modification of healthy behaviors plays a
vital role. Well-modified health behaviors composed
of weight control, increased physical activity, dietary
modifications, reduction of alcohol intake, smoking
cessation, and appropriate relaxation techniques. This
helps patients with hypertension reducing their blood
pressure’. Health-Related Behavior (HRBs), helps
is the most important element individuals’ health and
well-being. It refers to any action related to disease
prevention, health maintenance, health improvement,
or recovery of health®. It is believed that adopting
appropriate health-related behavior could exert positive
health impact for individuals with hypertension.
Conversely, it could cause negative health impact if
they do not practice their health-related behaviors

effectively. The inappropriate health behaviors

o

U7 31 atfud 4 : faAN - FuanAn 2556

27

including tobacco use, sedentary activities, unhealthy
diet and excessive alcohol consumption lead to
hypertension®. Some changes in eating habits such as
high salt dietary intake, high-cholesterol food, high
alcohol consumption, smoking and decreased physical
activity are high risk factors of hypertension’. However,
Vietnamese people tend to consume salty foods*®. Alcohol
consumption, smoking are also predominant habit of
the Vietnamese people’. Pilot study by the researcher
at Khanh Hoa General Hospital found that those people
had inappropriate HRBs accompanied with differently
relevant perception on their behavioral performance.
In, Khanh Hoa province, Vietnam there have
been no specific researches on nursing perspective for
studying the health behaviors and factors relevant to
HRBs in adult people with hypertension. Pertaining
such information will serve as a good foundation
leading to further nursing intervention to promote health
behaviors in those with hypertension toward optimal
health. Most of previous studies in Vietnam have been
carried out in Medicine and Public Health fields to
provide a program for treatment and control of

8! 1t is Therefore,

hypertension in community"
necessary to conduct this research to determine level
of HRBs and to explore relationship among factors
affecting HRBs in adult population with hypertension.
This study will fills in the gap of nursing research
associated with topic of health behaviors in Vietnam and
provides a fundamental evidence which will directly
lead to establish appropriate nursing intervention for
this patient group.

Pender’s Health Promotion Model was used
to construct pub domain of HBRs Pender'” stated that
health-promoting behaviors was directed towards
enhancing the level of well-being and self-actualization
of a given individuals and group. Walker, et al'®
developed the Health Promoting Lifestyle Profile II

by relying on the meaning of Health Promotion of
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Pender. It is consisted of six dimensions of behavior
including 1) health responsibility, 2) physical activity
3) nutrition 4) interpersonal relation 5) spiritual
growth and 6) stress management. According to the
recommendation of the seventh report of Joint National
Committee (the JNC 7) on lifestyle modification to
prevent and manage hypertension, it is composed of
aspects: 1) weight reduction, 2) adopting DASH diet
plan, 3) dietary sodium intake reduction, 4) physical
activity, 5) quiting smoking, 6) moderation of alcohol
consumption'*. A non-pharmaceutic recommendation
by physicians for hypertensive patients at Khanh Hoa
General Hospital includes 1) weight management,
2) appropriate nutrition, 3) regular physical activity,
4) avoiding alcohol consumption and smoking,
5) stress management. From all seated literatures the
researcher constituted six dimensions of HRBs used
in this study. It includes 1) nutrition, 2) smoking,
3) alcohol consumption, 4) physical activity,
5) stress management, 6) health responsibility. Weight
management, which involved nutrition and physical

activity management.

Research Framework

A conceptual framework of this study was
modified from the revised Health Promotion Model
of Pender' and the PRECEDE-PROCEED Model of
Green and Kreuter'* There are three groups of factors,
namely, 1) Personal factors which are the personal
characteristics and behavior-specific cognition of the
hypertensive people that have an impact to HRBs, include
gender, age, educational level, duration of illness,
perceived benefits to action, perceived barriers to action,
perceived self-efficacy; 2) Extrapersonal factors which
are behaviors, beliefs or attitude of other people that
affect performance of behaviors of hypertensive people,
consisted of influence of family, peer’s group and health

care providers (support, attention, and encourage-

ment); 3) Environmental factors which are sources that
facilitate or impede HRBs aspects of hypertensive people,
include living area, and facilitated living conditions.
HRBs are defined as performance of the
adults with hypertension on nutrition, smoking, alcohol
consumption, physical activities, stress management
and health responsibility which regard to and maintain
the level of well-being, self-actualization, and
fulfillment of individuals. Investigating relationship among

selected factors and HRBs in adults with hypertension.

Materials and Methods

Sample and setting

The setting of descriptive correlation study
was Khanh Hoa General Hospital, Khanh Hoa province,
Vietnam. The study was carried out after being approved
by Research Ethics Review Committee of Khon Kaen
University, Thailand and Scientific Council of Khanh
Hoa General Hospital, Vietnam. Duration of data
collection was 4 weeks from February to March of 201 3.

A total 150 participants were conveniently
recruited based on Thorndike 1978 esitesirn. Forty-
four patients from Cardiovascular Ward and 105
patients from Outpatient clinic of Khanh Hoa General
Hospital. All subjects had been diagnosed as having
hypertension for at least 6 months by physician and
were receiving treatment at Cardiovascular Department
and Outpatient Clinic. They were able to communicate,
usually, read, write or understand and respond the
questionnaire as well as informed consent form in
Vietnamese language, and willing to participate in
the study. Excluding criteria were 1) visual problem,
2) history of mental illness or or cognitive impairment,
3) serious medical complications which may enable
them not to read and write or understand and respond to
the questions, 4) comorbidity such as diabetes mellitus
or chronic obstructive pulmonary disease or chronic

renal failure with end stage renal disease.
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Procedure

All eligible participants were clearly
explained with written information sheet regarding
the study. After consent formed had been sign , all
of them were asked to complete the questionnaire in
separate room. the researcher stayed there with them to
answer any questions or their doubts related to study.
The respondents could withdraw at any time and their
right was always ensured according to study’s ethical
consideration in whichhuman beings’ right was protected.
One nurse volunteered to assist the researcher as filed
editor for questionnaires checking. The process was
repeated until the expected sample size was achieved.

Measurement

For the purpose of the current study, the tools
included as follows: 1) A demographic data recording
form was established to obtain personal data including
gender, age, educational, duration of illness, living
area, and family income. 2) Health-related behaviors’
checklist was modified from the Health—Promoting
Lifestyle Profile IT (HPLP IT)*® to measure HRBs. The
HRBs’ Checklist included 32 items classified into 6
aspects, i.e. nutrition, smoking, alcohol consumption,
physical activity, stress management, and health
responsibility This tool was tested for reliability with
Cronbach’s alpha coefficient of 0.83. 3) Tools used
to measure perceived benefits, perceived barriers and
perceived self-efficacy were developed according to
Pender’s Health Promotion Model'*. The sequence of
Cronbach’s alpha coefficients of perceived benefits,
perceived barriers, and perceived self-efficacy tools
were 0.95, 0.93, and 0.88. 4) Tools used to measure
extrapersonal factors and environmental factors were
developed based on PRECEDE-PROCEED Model of
Green and Kreuter'*. For reliability testing, Cronbach’s
Alpha Coefficients of extrapersonal and environmental

factors’ tools were 0.83 and 0.81.
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Tools were content validated by five experts
with the Content Validity Index of 0.98. Face validity
was evaluated by a convenient sample of 15 patients
who met the selective criteria and a panel of members
including a cardiologist and a cardiologic nurse.

Statistical analysis

All data was analyzed using descriptive
statistics and Pearson’s correlation analysis'®.
Frequency, percentage, mean, and standard deviation
were used to describe the personal, extrapersonal, and
environmental factors affecting HRBs, and the HRBs,
whereas the Cronbach’s alpha coefficient was used to
assess internal consistency of the tools. Correlations
between the selected factors and HRBs were determined

using Pearson Product-Moment Coefficient (r).

Results

1. Demographic characteristics of the
subjects: The demographic characteristics of sample
for the present study. Among the 150 subjects,
percentage of females was higher than males (57.3%
vs 42.7%); 48.7% of the subjects aged between
45 -54 years; 37.3% of them graduated at diploma
or college level. The majority (76%) lived inside
municipal area and 32% had family income from 3.1-5
million Vietnam Dong per month. Among them,
66.7% had sufficient income for their daily living.
Concerning with duration of illness, 34% had
hypertension less than 1 year and 38% were between 1
and 5 years. Over 58 9% The subjects were hospitalized
for one time. The majority of them (65.7% ) attended a
provincial general hospital for treatment of hypertension.
More than half (54 %) admitted to spend from 1.1 to 5
Vietnam Dong per one hospitalization.

2. Health-Related Behaviors of adults with
hypertension: As presented in Table 1, the overall
HRBs of sample were at a moderate level (X =2.81,

SD=0.25). Dimensions of nutrition, physical activity,
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stress management, and health responsibility were also
at moderate level. Smoking and alcohol consumption
were found at very good level of HRBs which meant the
subjects avoided smoking and drinking alcohol at much.
The mean scores ranged from 2.17 to 3.6 1. Surprisingly,
dimension of smoking had highest mean score
(X =3.61, SD=0.71) while physical activity was
found with lowest men score (X =2.17, SD=0.42).
3. Association between selected factors
and Health-Related Behaviors: Pearson’s correlation
analysis revealed that overall HRBs had statistically
significant association with gender (r = 0.331,
p < .001), educational level (r = 0.263, p < .01),
perceived benefits (r = 0.422, p < .001), perceived
self-efficacy (r = 0.320, p < .001), extrapersonal
factors (r=0.266,p<.01), living area (r= - 0.208,
p < .05) and environmental factors (r = 0.336,
p < .001). Meanwhile the overall HRBs were not
significantly related with age (r = - 0.097, p > .05),
duration of presentillness (r=0.152,p >.05), family
income (r= 0.157, p > .05), and perceived barriers
(r = -0.142, p > .05). All this data was shown in
Table 2.

Discussion

Prominent findings of the study included
1) the subjects had moderate level of the overall HRBs.
Physical activity and smoking was the lowest and the
highest mean score in HRBs’ dimension; 2) there were
positively significant associations between the overall
HRBs and some selected factors, that is, gender,
educational level, perceived benefits, perceived
self-efficacy, extrapersonal factors and environmental
factors; whilst living area was negatively related to
HRBs.

From the findings, Vietnamese adults with
hypertension presented a moderate level of the overall

HRBs (X =2.87, SD=0.25). Specifically, nutrition,

physical activity, stress management, and health
responsibility were found at moderate level. The
majority of subjects in this study practiced nutritional
behaviors, exercised, managed and coped with
stressors, and was responsible to their own health
condition in average range. This was congruent with

finding of Enjezab and colleagues'’

study on 483
Iranian middle-aged women. Enjazab'” indicated that
those Iranian women engaged in health promoting
behaviors in the average level (X =2.73, SD=0.36).
Comparing to previous studies in Vietnam, the present
findings regarding nutrition and physical activity
aspects were consistent. That is, Vietnamese people’s
tendency consumed salty foods, cooked with salt, and
added salty sauce in cooked foods; they lacked engaging
in physical activity so the prevalence of physical
inactivity increased among hypertensive people aged
25 years and over™® .

Smoking and alcohol consuming behaviors
were found at very good level, i.e., the subjects avoided
excessive smoking and drinking alcohol. Noticeably,
smoking was the highest mean score in health-
related behaviors’ dimensions. Asreviewed, smoking
cessation and alcohol avoidance had health benefits on
cardiovascular system'®. Despite the fact that smoking is
not significant cause of high blood pressure, it is a major
risk factor for a heart attack. Continuous smoking lead
lo tendency of raised blood pressure over time’. This
present finding revealed an optimistic point for improving
health among this group. When facing their own health
problems, people become more aware of adjusting their
behaviors. This finding was similar to other study'® in
which 84% of subjects desired to quit smoking, and
549 readily participated in the formal smoking cessation
program during their hospitalization. However, this
finding was opposite to other previous studies in

9,11

Vietnam™''. Hoang’s study® found that proportion

of hypertensive subjects consuming alcohol and
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smoking was increasing along with the progressive
level of hypertension. Nguyen et al'' indicated that the
prevalence of current smoking and alcohol excess was
high in hypertensive people. This discrepancy could be
due to higher number of females than males in this present
study versus the above previous studies. For Vietnamese
cultural circumstance, smoking and alcohol excess was
not popularly accepted among females. This assumption
was consistent with study finding of Duong et al'® that
drinking and smoking was more common among male
subjects.

A significantly positive association was
confirmed between gender and HRBs which supported
Pender’s Health Promotion theory. Pender et al.'” states
that personal biologic factor such as gender influences on
engaging health-promoting behavior. This finding was

consistent with other studies'®*°

. However, this finding
was contrary to studies’ finding of Artinian et al®’,
Pirincci et al*® health behavior had no significant
association with gender. The difference between the
present finding and other previous researches might be
due to sample characteristics such as percentage of males
and females, sample size, etc. The small sample size and
convenient sampling could not represent for the whole
population. In this study, female was higher percentage
than male while perception of male and female was
different on health-related actions. Males usually felt
stronger and had good physical capacity. It might explain
the underlying reason why the overall HRBs had mean
score only at moderate level. In particular physical
activity had the lowest mean score. Therefore depending
on each specific health behavior, role of gender is
motivated to help individuals with chronic illness
engaging in appropriate HRBs toward their healthy status.

Educational level was positively related to
HRBs, which was congruent with studies of Pham'
Pirincci®, Murakami et al*’. Well- educated individuals

were more likely to engage in better health-related
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behaviors. This finding also supported Pender’s Health
Promotion theory that personal socio-cultural factor
represented by education status affected and predicted
health behaviors'®. In contrast to Artinian’s study®’
which showed that education was no significantly
associated with total self-care behavior among patients
with heart failure. The present study revealed that
different education level can exert impact on health
behaviors and lead to achieve discrepancies in health
status. Indeed, education assisted people to enhance
health lifestyle and prosperity in order to improve their
health™.

Perceived benefits and perceived self-efficacy
were in a positive significant correlation with health-
related behaviors. The findings were in line with Pender'”
who stated that perceived benefits of action as a
behavior-specific cognition and affect could predict
health behavior and self-efficacy beliefs influenced
efforts to perform behavior; they were more likely to
overcome barriers and individual’s emotional reaction
to behavioral performance. The present findings were
also partially similar to Lee’s study®’, Heo’s study®® in
which indicated that high self-efficacy was related to
more physical activity; and were well concurred with
studies of Laosupap”®, Kwong®" in which perceived
benefits was found in significant correlation with health
behaviors’ patterns. However, perceived barriers was
no significantly associated with health-related behaviors.

Extrapersonal factors had significantly
positive association with HRBs. The finding also
supported Green and Kreuter’s PRECEDE-PROCEED
theory in which support of family, peer, and significant
others was reinforcing factors to provide continuing
reward for persistence or repetition of behavior'*. In
similar to the current finding, Cole and Chesla®®, Jones™
showed that family members could significantly affect
individuals’ capacity in maintaining their daily self-

care behaviors.
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Environmental factors including health
care service, health insurance, and food source were
positively related to HRBs. This meant that high
support of environmental factors helped hypertensive
adults to practice more their health-related behaviors.
Conversely, living area was negatively related to HRBs.
This finding indicated that living area could affect the
people’s HRBs in a negative way. The hypertensive
persons who lived inside the municipal area engaged
in inappropriate HRBs practice whereas those living
outside municipal area were more likely to engage in

appropriate HRBs.

Recommendation

This study is beneficial for nurses in providing
caring supports to enhance hypertensive people’ HRBs
and competency. The results of this study provide good
evidence which can contribute to a national hypertension
campaign and educational program to promote HRBs
towards the optimal health in the present group and other
groups such as elderly people, younger adults. Based on
the current findings, interventional studies should expand
to enhance HRBs in individuals with other chronic dis-
eases such as diabetes mellitus, cardiovascular diseases
etc. These future studies should also be in concordance
with cultural context, religion, and socioeconomic aspect

to interpret the HRBs in more detailed.

Limitations of the study
This study presented possible relationships
of variables at a point time. Longitudinal study will be
encouraged. There was also some imitation in geo-
graphical area relation of food intake as khanh hoa is

located in the south central central coast of Vietnam.
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Table 1: Mean, standard deviation, and level of dimensional and overall health-related behaviors of hypertensive adults (N = 150).

Dimensions of Health-related behaviors Mean SD Level of behaviors
Nutritional behaviors 2.81 0.26 Moderate
Smoking 3.61 0.71 Very good
Alcohol consumption 3.57 0.43 Very good
Physical activity 2.17 0.42 Moderate
Stress management 2.57 0.44 Moderate
Health responsibility 2.97 0.46 Moderate
The overall health-related behaviors 2.87 0.25 Moderate

Remark: 1: “Very good” refers to very good level of health-related behaviors in adult with hypertension (the mean scores ranged
3.50 — 4.00); “Good” refers to good level of health-related behaviors (the mean scores ranged 3.00 — 3.49); “Moderate”
refers to moderate level of health-related behaviors (the mean scores ranged 2.00 — 2.99); and “Poor” refers to poor level of
health-related behaviors (the mean scores ranged 1.00 — 1.99).

Table 2: Relationships between personal factors, extrapersonal factors, environmental factors and overall health-related behaviors

(N=150)
Overall Health-Related Behaviors
Variables
Pearson correlation coefficients P value

Personal factors

Gender 3311 .000

Age -.097 .237

Educational level .263° .001

Duration of illness 152 .063

Perceived benefits 422" .000

Perceived barriers -.142 .083

Perceived self-efficacy .320" .000
Extrapersonal factors .266° .001
Family income 157 .055
Living area -.208° .011
Environmental factors .336" .000

Remarks: 1:p<0.001; 2: p<0.01; 3:p<0.05
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Factors Affecting Health-Related Behaviors in
Adults with Hypertension In Vietham

Thuyen Hoang My Nguyen M.N.S.* Earmporn Thongkrajai PhD **

Abstract

This descriptive correlation study aimed to identify level of Health-Related Behaviors (HRBs) and to
examine relationship between factors relevant to HRBs including personal, extrapersonal, and environmental
factors and HRBs in adults with hypertension. Pender’s Health Promotion and Green & Kreuter’s PRECEDE-
PROCEED Models were used as a frame of reference for this study. The convenience sample of 150 hypertensive
people aged 35 to 65 years, who received treatment at both cardiovascular ward and outpatient clinic of Khanh
Hoa General Hospital, Khanh Hoa, Vietnam were adopted. The data collection tools were constructed based on
Health Promoting Lifestyle Profile IT, Pender’s Health Promotion and Green and Kreuter’s PRECEDE-PROCEED
Models. All tools were tested for content validity and reliability. Descriptive statistics and Pearson’s Product-
Moment Correlation Analysis were employed for data collection.

The results showed that the overall HRBs were found at moderate level (X = 2.87, SD = 0.25). Among
HRBs’ dimensions, physical activity had the lowest mean score (X = 2.17, SD = 0.44) whilst smoking had the
highest one (X = 3.61, SD = 0.71). Correlation analysis revealed that overall HRBs had significantly positive
association with gender (r = 0.331, p < .001), educational level (r = 0.263, p < .01), perceived benefits (r =
0.422, p < .001), perceived self-efficacy (r = 0.320, p < .001), extrapersonal factors (r = 0.266, p < .01),
and environmental factors (r = 0.336, p < .001). The only factor that was negatively associated with the overall
HRBs was living area (r = - 0.208, p <.05).

The findings suggested that to enhance appropriate health-related behaviors among hypertensive people,
nurses need to assist them to understand connections between illness, behaviors, and influencing factors, This study
provided fundamental evidence for designing appropriate nursing intervention regarding behavioral improvement

among hypertensive people toward optimal health status and level of well-being.

Keyworks: hypertension, health-related behaviors, viethamese population.
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