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บทคัดย่อ

การวิจัยเชิงพรรณนาในคร้ังนี้มีจุดประสงค์เพื่อศึกษาระดับของพฤติกรรมการจัดการตนเองและ

ความสัมพันธ์กับปัจจัยคัดสรรของผู ้ป ่วยโรคความดันโลหิตสูงที่ไม ่สามารถควบคุมได้ในเมืองดานัง 

ประเทศเวียดนาม กลุ่มตัวอย่างเป็นผู้ป่วยที่มีคุณสมบัติตามที่ต้องการศึกษาจ�ำนวน 85 คน เก็บรวบรวมข้อมูล

โดยใช้แบบสอบถามข้อมูลทั่วไป แบบสอบถามการจัดการตนเองโรคความดันโลหิตสูง แบบสอบถามความเชื่อ

ต่อการรกัษาทางการแพทย์ แบบสอบถามสมรรถนะแห่งตนส�ำหรบัการจดัการโรคเรือ้รงั และแบบสอบถามความรู้

ที่แท้จริงเกี่ยวกับโรคความดันโลหิตสูง ค่าดัชนีความเที่ยงของแบบสอบถามเป็น 0.95, 0.73, 0.93 และ 0.73 

ตามล�ำดบั วเิคราะห์ข้อมลูโดยใช้สถติเิชงิพรรณนาและค่าสมัประสทิธิส์หสมัพนัธ์ของเพยีร์สนั ผลการศกึษาพบว่า 

คะแนนพฤติกรรมการจัดการตนเองในกลุ่มตัวอย่างอยู่ในระดับปานกลาง (2.37± 0.54) มีเพียงร้อยละ 17.6 

ของกลุ่มตัวอย่างที่มีค่าคะแนนการจัดการตนเองในระดับสูง

ผลการวิเคราะห์ค่าสัมประสิทธิ์สหสัมพันธ์ของเพียร์สันพบความสัมพันธ์ที่มีนัยส�ำคัญทางสถิติระหว่าง

พฤติกรรมการจัดการตนเองกับความรู้เกี่ยวกับโรคความดันโลหิตสูง (r=0.617, p<0.01) และกับสมรรถนะ

แห่งตน (r=0.675, p<0.01) ผลการศึกษาให้ข้อเสนอแนะว่าการที่จะเพิ่มระดับพฤติกรรมการจัดการตนเอง

ในผู้ป่วยได้ทีมสุขภาพควรให้ความส�ำคัญต่อการส่งเสริมความรู้และสมรรถนะแห่งตน

ค�ำส�ำคัญ:	 ความดันโลหิตสูงท่ีไม่สามารถควบคุมได้ พฤติกรรมการจัดการตนเอง สมรรถนะของตนเอง 
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Abstract

This descriptive research aimed to investigate level of self-management behaviors (SMBs) and its 

relationships with selected factors among patients with uncontrolled hypertension in Da Nang, Vietnam. 

A total of 85 eligible patients were surveyed using a demographic data questionnaire, the hypertension fact 

knowledge questionnaire (HFQ), the self-efficacy for managing chronic disease 6-item scale (SEMCD 6), 

the beliefs about medicines questionnaire (BMQ)-specific, and the hypertension self-management behavior 

questionnaire (HSMBQ). The reliability index of the HFQ, SEMCD 6, BMQ, HSMBQ were 0.95, 0.73, 

0.93 and 0.73, respectively. Data were analyzed using descriptive statistics and Pearson’s correlation 

coefficient. The results revealed that self-management behaviors of participants were at moderate level 

(2.37± 0.54). Only 17.6 % of the participants had self-management behaviors at high level. 

A statistically significant correlation was found between SMBs, and hypertension knowledge (r=0.617, 

p<0.01) and self-efficacy (r=0.675, p<0.01). The results implied that in order to promote self-management 

behavior of patients, health care providers should place emphasis on improvement of knowledge and 

self-efficacy. 

keywords: 	uncontrolled hypertension; self-management behaviors; self-efficacy; hypertension knowledge; 

treatment beliefs; Vietnam 
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Introduction

Hypertension (HTN) has been a main 

long-standing health issue in the community 

across the world. More than 30 percent of adults 

experience hypertension of which three quarter are 

located in economically developing countries.1 

In Vietnam, a recent cross-sectional study on 2203 

community-dwelling aged 18 years or older showed 

that the prevalence of hypertension was more than 

24%.2 Moreover, another report from blood 

pressure screening campaign covering 10 cities 

including Da Nang revealed that about 29% of the 

participant were having hypertension.3 Da Nang city 

is the economic and cultural center of Vietnam 

Central Region-Central Highlands, with the 

highest urbanization ratio among provinces and 

municipalities in the country. The city has witnessed 

two-fold increase in hypertension patients between 

the years 2011 to 2015.4 This is critical because 

uncontrolled hypertension is associate with several 

negative health consequences such as renal failure, 

heart disease and stroke and also health care cost.5-7

Although the incidence of hypertension is 

soaring in Vietnam, blood pressure control among 

patients is on reverse trend.6,8,9 It has been reported 

that up to 62% of the patients on anti-hypertensive 

medication were present with uncontrolled blood 

pressure.10 Similarly, a national surveys in 2015 

showed a low percentage of people with controlled 

hypertension.9 Published report suggest that one 

of the most common reasons for uncontrolled 

hypertension is inadequate self-management 

behaviors (SMBs).11 In this study, we conceptualized 

self-management behaviors based on the work of 

Akhter12 with five aspects: self-integration, 

self-regulation, interaction with professional and 

significant others; self-monitoring and adherence 

to a recommended regimen.12 SMBs are an 

important activities undertaken by an individual 

in order to control blood pressure and reduce 

hypertension related complications.13,14 An effective 

self-management not only significantly reduces 

blood pressure in uncontrolled hypertension 

patients but also result in more cost-effective use of 

healthcare resources.15,16 

However, a variety of factors make 

hypertensive patients to skip medical recommendation 

during self-management. Of those, some important 

related factors are self-efficacy, hypertension 

knowledge,  and  t r ea tment  be l i e f s . 15,17,18 

Self-efficacy, which is an individual’s confidence in 

carrying out a special task or behavior in a given 

situation has a significant association with SMBs in 

hypertension patients15,18,19 It is been found that an 

individuals with higher self-efficacy have about 90 

fold more probability to perform better in SMBs than 

individuals with low self-efficacy.19 Hypertension 

knowledge refers to the understanding by adult 

patients on hypertension, risk factors, manage 

threshold and complications of hypertension.20 It is 

also associated with self-management behaviors in 

hypertensive patients, such that individuals with high 

knowledge have 6.5 times better chances in carrying 

out self-management behaviors compared to 

individual with inadequate knowledge.19

Treatment beliefs is defined as patients’ 

beliefs about the necessity of their antihypertensive 

medications and patients’ concerns about negative 

effects from taking their medications.21 Previous 

studies have revealed the relationship between 
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treatment beliefs and self-management behaviors in 

in chronic disease patients.22,23 The study of 

MacInnes (2013) mentioned that beliefs about 

the necessity of medication were moderately 

correlated with self-management behaviors.22 Also, 

Niriayo et al., (2019) found that patients with 

negative medication beliefs were less adherent to 

self-management behaviors compared to their 

counterparts.23

There were many studies examined 

related factors of self-management behaviors in 

hypertension patients. However, the differences in 

culture and society between Vietnam and other 

countries may limit generalization. Moreover to the 

best of our knowledge, none of the studies have 

explored about the self-management behaviors 

among patients with uncontrolled hypertension in 

Vietnam. For this reason, better understanding about 

self-management behaviors among uncontrolled 

hypertension patients in Vietnam and its related 

factors are essential for deepening our understanding 

of the conditions.

Objective of the study 

The objective of the study was to investigate 

levels of self-management behaviors and the 

relationships between factors such as hypertension 

knowledge, self-efficacy, treatment beliefs and 

self-management behaviors among patients with 

uncontrolled hypertension in Da Nang city, Vietnam. 

Materials and Methods

Study design and population: The target 

population of this study was uncontrolled 

hypertension patients receiving health services at 

the Out-patient Department of Hai Chau District 

Health Center, Da Nang city. On average, the 

outpatient department of the center has daily flow of 

224 hypertensive patients and a total of 6700 

patients in a monthly.

The inclusion criteria set for this study 

were: willingness to participate, adult (≥18 years 

old) with uncontrolled hypertension and/or on 

anti-hypertensive medication for at least 6 months, 

had no cognitive impairments (investigated by 

Vietnamese version of  Mini  Mental  State 

Examination scoring more than 24 points).24 On the 

other hand, patients who could not read and 

communicate in Vietnamese language, pregnant 

or breastfeeding, diagnosed with secondary 

hypertension, patients with diabetes mellitus or 

chronic kidney disease were excluded. The 

uncontrolled hypertension was defined as systolic 

blood pressure greater than or equal to 140 mmHg 

and/or diastolic blood pressure of greater than or 

equal to 90 mmHg for general hypertensive 

population when measured two time.25 

Sample size and selection: The sample size 

was estimated using formula of Hulley (2007) 

with correlation-coefficient.26 The formula was 

n=([Zα 
+ Zβ)/C)2 + 3, where, n = minimum sample 

size, α is threshold probability for rejecting the null 

hypothesis (Type I error rate), β is probability of 

failing to reject the null hypothesis under the 

alternative hypothesis (Type II error rate), Zβ 
= the 

standard devitation for α, Zβ 
= the standard devitation 

for β, C = 0.5. ln ([1 + r]/[1 - r]), r = expected 

correlation coefficient. The accepted minimum 

level of significance (α) to estimate the number of 

sample size was 0.05 with power of 0.80 (1-β). 
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The minimum effect size or correlation coefficient 

was set at 0.3.27 The estimated sample size was 85. 

A systematic random sampling technique was applied 

to include participants into the study. The sampling 

fraction (k) was obtained by dividing daily average 

number of patients attending outpatient department 

for the maximum sample in one day, 244/6 = 37. 

Based on the patients’ medical registration number, 

the first patient in each day was selected according to 

a random number for the lottery “k”, and the rest 

were selected at a regular interval using systematic 

random sampling method. Data was collected during 

February and March, 2019.

This study was approved by the Ethical 

Committee for Human research at Khon Kaen 

University, Thailand (HE622258) and Institutional 

Ethics Committee of Hue University of Medicine 

and Pharmacy, Vietnam (H2019/385). The 

participants were explained about purpose, benefit, 

protection of human subject and their right to 

withdraw. A written informed consent was obtained 

from all the participants during their enrolment in 

the study.

Research instruments: The research 

ins t ruments  inc luded  Demograph ic  Da ta 

Questionnaire, Hypertension Fact Knowledge 

Questionnaire (HFQ), Self-efficacy for Managing 

Chronic Disease 6-item Scale (SEMCD 6), Beliefs 

about Medicines Questionnaire (BMQ)-Specific 

and Hypertension Self-Management Behavior 

Questionnaire (HSMBQ). The original English 

questionnaire was translated into the Vietnamese 

language by using back-translation method.28 

The reliability index of the questionnaires was 

0.73, 0.93, 0.73, and 0.95, respectively. The 

questionnaire on demographic data were designed to 

collect data such as age, gender, education level, 

personal income, time since hypertension diagnosis, 

employment status, marital status, insurance and 

living status. Hypertension knowledge was measured 

by the HFQ.29 It consists of fifteen questions, each 

response was interpreted as “yes”, “no” or “do not 

know”, when correct response was given a score of 

1, and incorrect or “do not know” response was 

given score of 0. A total score for the HFQ was 

calculated by summing up the 15 question scores to 

create a continuous variable, with possible score 

ranging from 0 to 15. 

The Self-Efficacy for Managing Chronic 

Disease 6 (SEMCD 6)-item scale developed by 

Stanford Patient Education Center was applied to 

evaluate self-efficacy.30 Next, SEMCD 6 is made up 

of 6-items on a visual analog scale, ranging from 1 

(not at all confident) to 10 (totally confident). The 

score for the scale is the mean of the six items. 

Higher number indicates higher self-efficacy.

Treatment beliefs were assessed using the 

BMQ-Specific developed by Horne et al., (1999).21 

The BMQ-Specific is a 10-item scale that evaluates 

two aspects: patients’ beliefs about their medications 

necessary (Specific-Necessity subscale) and 

patients’ concerns about the adverse effects of taking 

their medicines (Specific-Concerns subscale). 

A 5-point Likert scale ranging from 1 (strongly 

disagree) to 5 (strongly agree) was used for scoring. 

Total score was calculated by summing all items on 

each subscale, ranging between 5 and 25. A greater 

scores on the Specific-Necessity subscale shows 

stronger beliefs in the medications necessity, while 

higher scores on the Specific-Concerns subscale 
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illustrates that patients are more concerned about their 

medication. The overall treatment beliefs was 

identified by calculating the difference between the 

Necessity and Concern subscale scores. 

Furthermore, SMBs measurements was 

conducted using the Hypertension Self-Management 

Behavior Questionnaire (HSMBQ), which was 

modified by Akhter12 from an existing tool.31 In 

brief, HSMBQ consists of 40 item-questions that 

have different aspects of self-management behaviors 

under 5 components. The participants were asked to 

answer how often they have performed things related 

to SMBs in the last months. Answers to all items were 

recorded on a 4 point scale as 1 (never), 2 (rarely), 

3 (sometimes) and 4 (always). An overall score was 

derived from the mean of all questions to create a 

continuous variable, with possible scored ranging 

from 1.00 to 4.00 and categorized as a low 

level (1.00-2.00), moderate (2.01-3.00) and 

high level (3.01-4.00) to assess the level of 

self-management behaviors. 

Data collection and analysis:  The 

individuals with history of uncontrolled hypertension 

and/or under hypertension management were 

selected with the help of head nurse. Next, patients 

were asked for their interest to participate in the 

study, after which a consent form to access medical 

records and blood pressure measurement was signed. 

Blood pressure was measured manually using 

mercury sphygmomanometer after resting for 

5 minutes in the seating position. Next, immediate 

past blood pressure was extracted from patient’s 

medical record; average of current and past reading 

was calculated and tallied with our criteria for 

uncontrolled hypertension. The questionnaire was 

filled up and dropped into the collection box by the 

participants. A private section of the outpatient 

department was designated for the study to maintain 

privacy and proper environment for data collection. 

The approximate time taken for entire procedure was 

about 55 minutes. This process was repeated until 

the sample size was achieved. Finally, data were 

analyzed with the Statistical Package for Social 

Science (SPSS version 23). The independent 

va r iab les  were  hyper tens ion  knowledge, 

self-efficacy, and treatment beliefs  while 

self-management behaviors was the dependent 

variable. Descriptive statistics such as frequency, 

percentage, range, Mean, Standard deviation (SD) 

was used for all variables. Continuous variables were 

analyzed for bivariate relationships by Pearson’s 

correlation coefficient. A p value of <0.05 was 

considered statistically significant in all analyses.

Results

Demographic data: The Mean age of the 

participants was 59.3 years. Half of the participants 

(51.6%) were in 51-60 years age, but 37.6% were 

elderly. Only 23.5% of participants had post high 

school education. The number of retired participants 

was 37 (43.5%) and 7 (1.2%) were unemployed. 

Over 94% of patients were married and most of them 

(91.8%) were living with their spouse and/or 

children. In term of income, 33% had a monthly 

income of less than 2,440,000 Vietnamese Dong 

(VND). Moreover, most of participants were 

covered by insurance. Nearly half of the participants 

(48.2%) were on anti-hypertension treatment for 

1 to 5 years (Table 1).
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Table 1	 Demographic characteristics of the study’s participants (N=85)

Factor Characteristics Frequency Percentage 

Gender Male 39 45.9

Female 46 54.1

Age < 40 years 2 2.4

40-50 years 7 8.2

51-60 years 44 51.8

61-70 years 28 32.9

>70 years 4 4.7

Mean ± SD 59.3 ±7.2

Marital status Not yet married 2 2.4

Married 80 94.1

Separated/Divorced 2 2.4

Widowed 1 1.2

Education level Primary school 11 12.9

Secondary school 26 30.6

High school 28 32.9

Intermediate colleges or technical school 8 9.4

College graduate/University 12 14.1

Income ≤ 2.440.000 VND 28 32.9

2.441.000 - 3.266.000 VND 16 18.8

3.267.000 - 4.730.000 VND 11 12.9

4.731.000 - 10.211.000 VND 25 29.4

≥ 10.212.000 VND 5 5.9

Living status Alone 7 8.2

Family 78 91.8

Employment status Unemployed 1 1.2

Full-time employed 22 25.9

Part-time employed 22 25.9

Retired 37 43.5

Other 3 3.5

Duration of illness < 12 months 15 17.6

12 – 60 months 41 48.2

61 – 120 months 21 24.7

> 120 months 8 9.4

Mean ± SD 61.06 ±53.3

Health insurance Government insurance totally covers 73 85.9

Government insurance cover a part 11 12.9

No insurance 1 1.2
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Level of self-management behaviors: The 

total Mean score of self-management was 2.37 

(SD=0.54), indicating a moderate level of SMBs. 

The highest score was for adherence to recommended 

regime (2.89±0.58), followed by self-integration 

(2.41±0.56), interaction with health professionals 

and significant others (2.34±0.61), self-mornitoring 

(2.18±0.75) and self-regulation was the lowest 

(2.01±0.64). The SMBs of more than half of 

the participants was in moderate level, but 17.6 % 

displayed a high level (Table 2).

Table 2	 The level of SMBs among participants (N=85)

Mean of SMBs Frequency Percentage Level

1.00 - 2.00 23 27.1 Poor

2.01 - 3.00 47 55.3 Moderate

3.01 - 4.00 15 17.6 High

The relationships between selected factors 

and SMBs: As shown in Table 3, there was a strong 

positive relationship between hypertension 

knowledge (r=0.617, p<0.01), self-efficacy 

(r=0.675, p<0.01) and SMBs. However, treatment 

beliefs (r=0.172, p>0.05) had no association with 

SMBs.

Table 3	 Relationships between selected factors and SMBs (N=85)

Variables Knowledge Self-efficacy Treatment beliefs

Knowledge 1.000

Self-efficacy 0.727** 1.000

Treatment beliefs 0.112 0.087 1.000

SMBs 0.617** 0.675** 0.172

** Correlation is significant at the 0.01 level (2-tailed).

Discussion

Complications and mortalities associated 

with hypertension can be reduced with proper 

adherence to SMBs.32 However, literature shows 

that motivating patients to achieve high adherence 

to SMBs is challenging.33 In this point of view, 

assessment of patients’ engagement to SMBs and 

related factors is crucial for clinicians working in 

the management of hypertension. This study found 

that the level of self-management behaviors in 

uncontrolled hypertension was at moderate level 

and there were positively correlated between 

hypertension knowledge and self-efficacy with 

self-management behaviors, by contrast, treatment 

beliefs were not related to self-management 

behaviors.

In this study, we found that SMBs in 

uncontrolled hypertension was at a moderate level, 

which were similar to those obtained by Akhter, 

(2010) who investigated self-management 
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behaviors in hypertensive patients in Bangladesh.12 

However, in comparison with the finding of 

Jandeekaewsakul et al., (2018) in patients with 

uncontrolled essential hypertension in Thailand our 

result was higher.34 The possible reasons for this 

difference could be the differences in the sources of 

information, culture and society among countries. 

Compared to another study in Vietnam, our 

finding matched with a recently published local study 

but using a different questionnaire.35 Contrarily, our 

score was lower than the study using same research 

tool in elderly hypertension patients in Vietnam.18 

However, the results from both the above studies are 

not comparable with current study, as they used 

different tool or populations. Hospitals in Vietnam 

have shortage for healthcare professionals.36 The 

patients flow at our study setting was around 220 per 

day and single nurse was responsible for consultation 

and administrative work of patients. It was beyond 

the capacity of nurse to efficiently deal each patient. 

As a result, patients might been unable to discuss 

their health and self-management strategies, and get 

comprehensive education. Beside, in our study, most 

of patients are at secondary and high school 

(63.5%), just only 23.5% of the respondents had 

intermediate, college education (or higher level). 

Patients with less education may not fully understand 

the information given by health care providers. Most 

importantly, financial concerns influencing the 

ability to self-management has also been reported.37 

In our study, most of patients were having low to 

middle income. Insufficient income might have 

limited their ability to purchase healthy food, 

medications, equipment to check blood pressure and 

transportation to healthcare provider appointments. 

We observed a significant positive 

correlation between hypertension knowledge and 

SMBs (r=0.617, p<0.01). This finding is 

supported by previous studies mentioning that more 

knowledgeable patients have shown to be more 

likely to implement positive lifestyle and SMBs.15,38 

It was also conveyed that education advantages to 

understand, prevent and control disease resulting in 

better self-management.17 Similar findings were 

reported among elderly hypertension patients in 

Vietnam.18 Contrarily, some studies state that 

knowledge received may not be translated into 

behavior change and do not predict an individuals’ 

ability to adopt SMBs.35,39 Our results showed 

that self-efficacy have a significant positive 

correlation with SMBs (r=0.675, p<0.01). The 

positive relationship between Self-efficacy and 

self-management behaviors was also confirmed in 

diverse hypertensive groups, that a higher level of 

confidence in patients’ ability to develop management 

behaviors can significantly contribute to better 

self-management and hypertension control.15,19,40,41 

This result was also supported by the theory of 

Bandura, which mention that self-efficacy is a focal 

determiner factor having effect on health behavior by 

impacting determiner factors both directly and 

indirectly. Self-efficacy is an individual’s confidence 

in carrying out a special task or behavior in a given 

situation. Those of high efficacy consider obstacles 

as surmountable by improving self-management 

abilities and persevering efforts.42 A higher level of 

confidence in patient to develop management 

behaviors is shown to significantly contribute in 

bet ter  self-management and hypertension 

control.15,40
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There was no correlation between treatment 

beliefs and SMBs in the current study (r=0.172, 

p>0.05).This finding does not corroborate to a study 

in which patients with strong beliefs in necessity of 

their medication and with fewer concerns about 

taking their medication have a lower frequency 

of  non-adherence behaviors.43 Moreover, 

a cross-sectional research conducted among patients 

treated for chronic disease reported that negative 

beliefs toward medications have a substantial 

negative effect with about 25 percent of the variance 

in adherence to treatment regimen.44 It should be 

noted that SMBs include not only medication but also 

right behaviors of lifestyle modification. In addition, 

the results from both the above studies are not 

comparable with our study, as they are different in 

target populations. This could explain our negative 

correlation compared to other reports. 

This study has some limitations. Our 

descriptive design can only identify the relationship 

between variables. Thereby, the ability to identify 

the relationship of cause and effect between variables 

were limited. So future studies are recommended to 

investigate relationship in a higher level as directly 

or indirectly each factors or predicting factors affect 

self-management behaviors in uncontrolled 

hypertension patients.

Conclusions

The current study revealed that the 

uncontrolled hypertension patients were having 

moderate level of SMBs. A positive relationship 

between hypertension knowledge, self-efficacy and 

self-management behaviors was revealed among 

patients. Our findings can play a fundamental role as 

a collection of evidence for future nursing research, 

especially in interventional research.

Implications

The findings of this research can help nurse and 

other healthcare provider to have an overview of the 

level of self-management behaviors in Vietnamese 

population. The research can be expanded to have a 

bigger view in the country. Moreover, it can aid to 

design and implement interventions to increase 

hypertension knowledge among the patients.
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