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        A B S T R A C T                                    

Introduction  

Hypertension is one of the major 
cardiovascular diseases worldwide; in 2000; 
26% of the adult population had 
hypertension. It has been estimated that                   

hypertension is responsible for 4% of the 
global burden of diseases in both developing 
and developed regions (Alhalaiqa et al., 
2012; Leon et al., 2014). Poorly controlled 
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Hypertension is one of the major cardiovascular diseases worldwide. Lifestyle 
modification is the first line of intervention for all patients with hypertension. The 
application of evidence based health promotion in dealing with hypertension 
patient is not only a definitive role for nurses practicing, but is also a major 
contribution to the science of nursing. The aim of this study was to assess and 
evaluate the effect of evidence based lifestyle guidelines on self efficacy of patients 
with hypertension. Quazi experimental design was utilized for conducting the 
study. Purposive sample of 160 patients with hypertension recruited from cardiac 
out- patient clinic at Ain Shams University Hospital Cairo Egypt. The subjects 
were randomly divided into study and control group. Data collected through; 
demographic data and patient s medical history, knowledge assessment sheet, 
hypertension self care activities scale and self efficacy scale. It showed that two 
fifths had hypertension stage1 before implementation, while (70%) of the study 
group had normal blood pressure after implementation. Two groups had 
unsatisfactory knowledge while after implementation (87.5%) and (2.5%) of study 
and control groups had satisfactory knowledge. Nearly one third of them had an 
adequate level of self-care activity and adequate self efficacy while after 
implementation (100%) and (38.8%) had an adequate level of self-care activity and 
(92.5%) and (34%) had an adequate level of self efficacy. Results show that highly 
positive correlation between self-efficacy, knowledge, and self care activity among 
the study group with P 0.000. Evidence based lifestyle guidelines enhance blood 
pressure, knowledge, self care activity and self efficacy of study group. The nurses 
should be trained to conduct evidence based educational program and lifestyle 
guidelines. This study may provide a practice framework for the future 
development of other nursing evidence based practice. 
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hypertension (HTN) is a significant public 
health concern all over the world, in term of 
morbidity, mortality, and economic burden 
(Ogedegbe et al., 2013). It is the leading and 
most important modifiable risk factor for 
heart diseases, stroke, renal diseases and 
retinopathy (Bani, 2011).  

National hypertension Project (NHP) in the 
90s showed that hypertension is common 
among Egyptians. Hypertension is affecting 
more than 26% of adult Egyptians and more 
than 50% of individuals older than 60 years 
suffered from hypertension (Ibrahim and 
Albertino, 2012). If the same prevalence 
rates do not change, it is predicted that with 
an Egyptian population of more than 
80 million, there will be approximately 
15 million with hypertension and about 
7 million will be in need of lifelong drug 
treatment and regular follow-up. The 
problem is complicated by the low 
awareness rates, only 38% of hypertensive 
Egyptians aware of having high blood 
pressure (Ibrahim, 2013).  

The goal of hypertension treatment is to 
prevent death and complications by 
achieving and maintaining the blood 
pressure at 140/90 mm hg or lower (Lambert 
et al., 2006). Lifestyle modification is the 
first line of intervention for all patients with 
hypertension, but pharmacological is the 
cornerstone for the disease treatment to 
reduce the high blood pressure and prevent 
complications such as cardiovascular and 
renal morbidity and mortality (Lemone and 
Burke, 2008).  

Lifestyle modifications that effectively 
lower blood pressure (BP) include weight 
loss, reduced sodium intake, smoking 
cessation, weight control, engagement in 
regular exercise, restrictions of alcohol, 
stress management and medication 
compliance (Bosworth et al. 2008; Dolor et 

al., 2009). In addition, a diet rich in fruit, 
vegetables, and low-fat dairy products 
reduced in total and saturated fat, has also 
proved to lower BP (Onwukwe and Omole, 
2012).   

EBP (Evidence Based practice) is now 
considered a standard of care and essential 
to nurse practitioner practice. The primary 
advantages of EBP include improved quality 
of care through patient-centered care, the 
utilization of patient resources, provider 
resources and experiences, current research 
and scientific information (Greiner and 
Knebel, 2003)  

The NICE guidelines for the treatment of 
patients with hypertension recognize the 
importance of self-management aimed at 
lifestyle modifications as an adjunct therapy 
that effectively lowers blood pressure.  

Self-efficacy is widely used as 
psychological concept that has been 
recognized as an essential prerequisite of 
effective care of chronic disease. Several 
studies have underlined the association 
between self-efficacy and chronic diseases 
as hypertension, diabetes, and arthritis. 
Measuring the self-efficacy in patients with 
hypertension is an important step towards 
improving hypertension control in 
individuals or population level. The 
information gained from measurement of 
self-efficacy can help physicians or public 
health professionals to identify low self-
efficacy and implement suitable 
interventions (Hu and Arao, 2013).  

Teaching self-care skills associated with 
control of BP is not enough to bring about 
behavior change the individual will need to 
integrate these skills into everyday life to 
improve their sense of self-efficacy or 
confidence in their ability to perform their 
self-care behaviors (Curtin et al., 2008). 
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The lifestyle approach is particularly an 
important behavioral strategy for self-
management of hypertension (Bosworth et 
al. 2005, 2008, Xue et al. 2008). One of the 
interventions with lifestyle modifications 
was designed to improve self-management 
for hypertensive care through educational 
and behavioral modules that included 
medication adherence, restrictions in dietary 
sodium and alcohol intake, weight control, 
stress reduction and smoking cessation.   

Hypertensive patients who received the 
tailored lifestyle intervention (n = 294) had a 
significant decrease in blood pressure from 
40 54% over a 24-month study period (p = 
0.03) (Bosworth et al., 2005).  

Self-management education increased self-
care knowledge about hypertension, 
compliance with healthcare appointments 
and self-care behaviors, decreased 
healthcare use and improved adherence to 
medication and exercise in nursing home 
residents or community-dwelling older 
adults with hypertension (Xue et al. 2008).  

Healthcare providers can assist patients in 
control of their illness by helping them and 
their families: acquire knowledge and skills 
necessary to engage in self-care; develop 
self-efficacy and social support to assist in 
resolving identified barriers; and, increase 
motivation to perform self-care 
(Rujiwatthanakorn et al., 2011).  

Nurses should be aware of the symptoms 
and treatment of hypertension so that they 
can offer holistic, evidenced based care for 
hypertensive patients.   

Through the emphasis of health promotion 
behaviors, such as lifestyle modification, 
nurses can assist patients in measures to 
prevent or control hypertension, as well as 
provide the necessary health education 

necessary to influence an individual s 
perception of health (Breen, 2008).  

Significance of the study   

Evidence-based nursing practice (EBN) has 
been the gold standard for nursing care 
delivery. It is defined as the integration of 
the best possible research. The application 
of evidence based health promotion in 
dealing with hypertension patient is not only 
a definitive role for nurses practicing, but is 
also a major contribution to the science of 
nursing (Hong, 2010).  

The health education topics that nurses 
should address to hypertension patients 
include instructions for checking blood 
pressure, preventing complications and 
adhering to pharmacological and non-
pharmacological treatments, such as 
physical exercise, healthy diet, smoking 
cessation, moderating drinking habits and 
reducing stress.   

Additionally, the centered self-care 
approach encourages behavior changes both 
during and after the education process 
(Guedes et al., 2012).   

The aim of this study was to assess and 
evaluate the effect of evidence based 
lifestyle guidelines on self efficacy of 
patients with hypertension.  

Hypothesis   

It was hypothesized that the patients with 
hypertension who will be exposed to 
evidence based lifestyle guidelines (study 
group) will have improved knowledge, self 
care activities and self efficacy compared to 
the patients in the control group who will 
not be exposed to evidence based lifestyle 
guidelines.  
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Subject and Methods  

Research design  

A quasi experimental study design was 
utilized to accomplish this study.  

Setting  

The study was conducted in cardiac out- 
patient clinic at Ain Shams University 
Hospital Cairo Egypt which provides 
secondary and tertiary level service to 
individuals with hypertension.   

Subjects  

A purposive sample of patients diagnosed 
with hypertension (BP  140/90). All 
patients were selected from those attending 
outpatient clinics for routine follow up. 
Power analysis was conducted estimating 
the sample size needed for the present study. 
To achieve 80 % power with a medium 
effect and an alpha of 0.05

 

a minimum of 
150 participants was projected. We invite 
169 patients who agreed to participate, 160 
completed the questionnaires. So the study 
comprised 160 adult patients, of age 
between 18 to 80 years of either sex. 
Patients were recruited after full history 
taking, physical examination and complete 
investigations. The subjects were randomly 
divided into two equal groups; the first was 
study group, comprised of 80 patients and 
they received the NICE lifestyle guidelines 
regarding control blood pressure. The 
second was control group, comprised of 80 
patients and exposed to routine outpatient 
care only.  

Tools for data collection  

Three different tools were used to collect 
data for this study. They developed by 
researcher in English language based on 

resent literatures then translated into Arabic 
language. Validity and reliability were done. 
Back translation were done.  

Tool 1:  

Self Administered Structured 
Questionnaire   

It was developed by the researchers in 
Arabic language, it contains two parts:  

A) Demographic characteristics of patients 
such as age, sex, marital status, level of 
education, working status, residence, and 
monthly income etc. 
B) Patient s medical history including stage 
of hypertension, body mass index, duration 
of disease, associated chronic disease and 
smoking status . etc.  

Tool11:  

Patient's knowledge assessment sheet  

It was developed by the researchers in 
Arabic language based on recent literature 
and it was consists of 17 items about 
hypertension, such as: definition, causes, 
factors symptoms, complications, normal 
range and management activities as diet, 
exercise, self-monitoring, medication, 
relaxation, follow up and smoking cessation. 
Each item had sub items   

Scoring systems  

The total score of knowledge was 50 
degrees. The score one was given for each 
correct answer and zero for incorrect 
answer. These scores were converted into a 
percent score. The total knowledge was 
considered satisfactory if the percent score 
was 60% or more and unsatisfactory if less 
than 60%. Reliability test were done 
whereas Cronbach's Alpha equal 0.702  
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Tool 111:  

Hypertension Self Care Activities Scale  

The scale was developed by the researchers 
based on literature review. The scale 
consists of 22 items to assess four aspects of 
activities for hypertension such as diet, 
exercise, medication, smoking cession, 
relaxation technique, self-monitoring and 
follow up. The questions used the 5-point 
Likert scale from strongly agree to strongly 
disagree Reliability test were done whereas 
Cronbach's Alpha equal 0.808  

Scoring systems  

The scoring of Self Care Activities was for 
patients with hypertension were 110 
degrees. These scores were converted into a 
percent score. The total Self Care Activities 
for patients with hypertension was 
considered adequate if the percent score was 
60% or more and inadequate if less than 
60%.   

Tool IV:   

Self-Efficacy Scale  

The scale was developed by the researchers 
based on literature review. The scale 
consists of 11 items to assess self-efficacy 
for patients with hypertension such as diet, 
medication, measurement and follow up. 
Reliability test were done whereas 
Cronbach's Alpha equal 0.65   

Scoring systems  

The scoring of Self efficacy was more than 
3to7 days were considered adequate. While 
less than3were considered inadequate.  

Pilot study  

The pilot study was conducted on 10 
patients to test the clarity, feasibility and 

applicability of the determent tools. Based 
on the result of the pilot study, modifications 
and omissions of some details were done 
and then the final forms were developed. 
The patients who included in the pilot study 
were excluded from the study sample.  

Procedures of the study   

This study was conducted through four 
consecutive phases: assessment, planning, 
implementation and evaluation. Data 
collection was done pre- and post- 
guidelines implementation from April 2013 
to December 2013.  

This study was conducted through four 
consecutive phases: assessment, planning, 
implementation and evaluation. Data 
collection was done pre- and post- 
guidelines implementation from April 2013 
to December 2013.  

 

Assessment phase: This phase aimed 
to assess the studied patients' 
characteristics, patients' knowledge, 
self care activities and self efficacy of 
the study and control groups. 

 

Planning phase: guidelines content 
were prepared based on NICE life 
style guidelines (2011) by the 
researchers. Guidelines were revised 
by a group of six expertises in medical 
surgical nursing and community health 
nursing departments faculty of nursing 
Ain Shams University for the content 
validity. Modifications were done. 

 

Implementation phase: Assessment 
sheets were filled out by the 
researchers who were available 2 days 
per week in the study setting from 
8a.m to 2p.m. lectures, group 
discussion and demonstration. An 
instructional media was used; it 
included the guidelines handout and 
audiovisual materials.  
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Evaluation phase: the evaluation phase 
was emphasized on estimating the 
effect of NICE life style guidelines 
(2011) on patients' knowledge, self 
care activities and self efficacy of the 
study group. The post test was 
conducted for study and control 
groups after 3months of 
implementation phase.  

 

Administrative design and ethical 
consideration:  

An official permission was obtained from 
the Director of Ain Shams University 
Hospital and the heads of the departments in 
which the study was conducted. The aim of 
the research was explained to the 
participants. Verbal consent was obtained 
from each patient to participate in the study, 
after clarifying the procedures of the study. 
Participants were informed about their right 
to refuse participation and to withdraw at 
any time without any consequences. 
Confidentiality of data was ensured.   

Statistical design  

The quantitative data was analyzed using 
Statistical Package for Social Sciences 
(SPSS) program version 17. Data were 
presented in the tables and charts using 
actual numbers and percentages. 
Appropriate statistical methods were applied 
(percentage, chi-square (X2), correlation 
coefficient (r), T- test. Regarding P value, it 
was considered that: non-significant (NS) if 
P> 0.05, Significant (S) if P< 0.05, Highly 
Significant (HS) if P< 0.01.  

Regarding demographic characteristics, 
table 1 shows that nearly two fifths (40% 
and 41.3%) respectively of the study and 
control groups aged 60 years and more, 
(49.75±13.21) and (51.97±13.61) were 
means and standard deviation of the study 
and control groups respectively. 

It shows that nearly two thirds (67% and 
63%) respectively were females, nearly one 
third (35% and 31.2%) respectively had 
secondary education, also nearly two thirds 
(65% and 61.2%) were work and married, 
(65%) and (71.2%) had family members 
from (3 to 6) members, nearly two thirds 
(63.7% and 61.2%) had monthly income less 
than one thousand and one thousand with 
mean of 1352.62±705.57 and 1350±705.08 
in the study and control groups respectively 
with no statistically significant difference 
between two groups regarding demographic 
characteristics. Regarding clinical data of 
two groups, this table shows that 13.8% and 
17.5% of them were smokers, 40% and 35% 
of them had type 2 diabetes, only 18.8% and 
17.5% of them had health insurance, nearly 
two fifths (42.5% and 43.8%, respectively) 
of them had hypertension from more than 
ten years with mean of duration (7.93±3.16) 
and (7.90±3.32) for the study and control 
groups respectively. There was no statistical 
significant difference between two groups 
regarding clinical data.   

Regarding Blood pressure measurement of 
two groups before implementation of NICE 
lifestyle guidelines, table 2 shows that 
nearly two fifths (45% and 48.8%) had 
hypertension stage 1 with no statistically 
significant difference, while after 
implementation 70% and 7.5% had normal 
Bp in the study and control groups 
respectively with highly statistically 
significant difference between them. In 
addition, regarding body mass index of two 
groups it shows that nearly one third 32.5% 
and 38.8% had obesity class 1. While after 
implementation 27.5% and 30 % had obesity 
class 1 in the study and control groups 
respectively with slightly decrease in all 
level of BMI for study group with no 
statistical significant difference between 
them.  
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Regarding Mean of systolic, diastolic and 
body mass index of two groups before 
implementation of NICE lifestyle guidelines 
figure 1 shows that 158.3 mmHg and 158.6 
mmHg were means of systolic blood 
pressure while after implementation of 141.3 
mmHg and 157.4 mmHg were means of 
systolic blood pressure of study and control 
group respectively. Furthermore, before 
implementation 95.6 mmHg and 96 mmHg 
were means of diastolic blood pressure 
while after implementation, 83.7 mmHg and 
95.6 mmHg were means of diastolic blood 
pressure of study and control group 
respectively. Additionally this figure shows 
that 30.9 and 29.6 were means of body mass 
index before implementation while after 
implementation 30.7 and 29.6 were body 
mass index of study and control group 
respectively.   

Regarding hypertension' knowledge of study 
and control groups before implementation of 
NICE lifestyle guidelines, table 3 shows that 
no one of two groups had satisfactory total 
knowledge with no statistical significant 
difference, while after implementation of 
87.5% and 2.5 of study and control groups 
respectively had satisfactory total 
knowledge with high statistical significant 
difference between them. Moreover, this 
table shows that before implementation the 
lowest level of knowledge in the two groups 
was regarding the effect of smoking 17.5% 
while the highest level of satisfactory 
knowledge among them was regarding the 
normal range (33.8%).   

Regarding mean of satisfactory knowledge 
of two groups before and after 
implementation of NICE lifestyle 
guidelines, figure 2 shows that 8.25 and 31.2 
were means of satisfactory knowledge in the 
study group before and after 
implementation, respectively. While 8.4 and 
10.3 were means of satisfactory knowledge 

in the control group before and after 
implementation respectively.   

Regarding self-care activity assessment of 
study and control groups before 
implementation of NICE lifestyle 
guidelines, table 4 shows that nearly one 
third (31.2% and 32.5%) had an adequate 
level of total self-care activity with no 
statistical significant difference between 
them. While after implementation, 100% 
and 38.8% had an adequate level of total 
self-care activity with mean score 
86.66±7.88 and 63.88±9.42 in study and 
control groups respectively with highly 
statistically significant difference between 
them. Additionally, this table shows that 
before implementation, the lowest level of 
self-care activity was regarding self-care 
activity of exercises 1.2% and 3.8% while 
the highest level of self-care activities was 
regarding self-care activity of medication 
37.5% and 35% in study and control groups 
respectively with no statistical significant 
difference between them.  

Regarding self efficacy assessment of study 
and control groups before implementation of 
NICE lifestyle guidelines, table 5 shows that 
31.2% and 32.5% had an adequate level of 
total self efficacy with no statistical 
significant difference between them. While 
after implementation, (92.5%) and (34%) 
had an adequate level of total self efficacy 
with high statistical significant difference 
between them in study and control groups 
respectively. Moreover, this table shows that 
the lowest level of self efficacy was 
regarding measuring Bp self efficacy (0%) 
and (3.8%) while the highest level was 
regarding medication self efficacy (32.5%) 
and (22.5%) in study and control groups 
respectively with no statistical significant 
difference between them. Regarding 
correlation between self-efficacy of the 
study and control group regarding study 
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variables after implementation of NICE 
lifestyle guidelines, table 6 shows that 
highly positive correlation between self-
efficacy, health insurance, working status, 
education, marital status, sex, total 
knowledge, and SCA of diet, exercise, 
smoking, medication, follow up, and total 
SCA among the study group with P=0.000. 
In addition this table shows that highly 
positive correlation between self-efficacy, 
and self care of exercise and diet among the 
control group.  

Result and Discussion   

The primary goal of treatment of the 
hypertensive patient is to prevent death and 
complications by achieving and maintaining 
the blood pressure at 140\90 mm hg or lower 
(Lambert et al., 2006). Lifestyle 
modification is the first line of intervention 
for all patients with hypertension, but 
pharmacological is the cornerstone for the 
disease treatment to reduce the high blood 
pressure and prevent complications such as 
cardiovascular and renal morbidity and 
mortality (Lemone and Burke, 2008).  

The risk of having hypertension increases 
with age (Winter et al., 2013). This is 
supported with the findings of the present 
study were nearly two-fifths of the study and 
control groups aged 60 years and more. This 
is may be due to the age-related changes in 
arterial stiffness and decreased elasticity. 
The same findings were confirmed in other 
studies carried out in Egypt by Al-Wehedy 
et al. (2014) and Dawood (2012). 
Additionally, Wright et al. (2011) in USA, 
who investigated the prevalence of 
hypertension by age group and gender, 
found that a high prevalence of hypertension 
among older adults.   

The present study showed that more than 
one third of study and control groups had 
type 2 diabetes. In accordance to Mandal, 

2009 co-morbidities such as, diabetes 
mellitus and heart disease were found along 
with hypertension in the majority of 
patients. Mandal added that previous studies 
have found a higher prevalence of 
hypertension in diabetic patients than in 
non-diabetic patients. Its prevalence was 1.5 
to 2 times higher in diabetics than in non-
diabetics.  

The findings of this study found that there 
were more overweight and obese 
participants than underweight and normal 
participants, after implementation (27.5%) 
and (30 %) had obesity class 1 in the study 
and control groups respectively with slightly 
decrease in all level of BMI for study group 
with no statistical significant difference 
between them. This may be due to the 
change in body weight would be expected 
on a long-term basis, and not within the two 
to three-month follow-up period of the 
present study.  

Obesity and overweight are important risk 
factors contributing to the development of 
hypertension. A high number of 
hypertensive patients were found to be 
overweight or obese. Reduction of weight is 
a very effective measure in controlling blood 
pressure (Mandal, 2009). Also Flegal et al. 
(2010) confirmed that obesity and high fat 
diets are both widely known as risk factors 
for hypertension.   

The main finding of present study was the 
success of implementation of NICE lifestyle 
guidelines in control BP. This finding was in 
accordance with Elmer et al. 2006 who 
founded that after implementation of 
lifestyle modification over 18 months, 
persons with pre-hypertension and stage one 
hypertension which sustained multiple 
lifestyle modifications improved control of 
blood pressure and could reduce the risk for 
chronic disease.  
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In addition, Dusek et al. (2008) founded that 
participants in the relaxation response group 
reduced their Systolic BP by an average of 
10.2 mm Hg and those in the lifestyle 
modification group had similar results with a 
decrease of 9.4mm Hg. The diastolic BP for 
both groups reduced modestly by 1.6 and 
2.6 for the RR group and the control group, 
respectively. Both groups lost a minimal 
amount of weight: 0.65 kg for the RR group 
and 0.33 kg for the control group. Also 
Rigsby (2011) stated that the 
implementation of healthy lifestyle 
modifications resulted in an improvement of 
blood pressure control.  

In the same line Hong (2010) conducted a 
study on lifestyle modifications, which 
addressed weight control, limitation of 
alcohol consumption, increased physical 
activity, increased fruit and vegetable 
consumption, reduced total fat and saturated 
fat intake, and cessation of smoking. The 
research has provided strong evidence that a 
variety of lifestyle modification 
interventions affect lower BP and to reduce 
the incidence of HBP.  

The present study showed that 
implementation of NICE lifestyle guidelines 
were improved knowledge of study group 
comparing control group with highly 
statistical significant difference. This result 
was in congruence with Al-Wehedy et al. 
(2014) who illustrated that lifestyle 
modification sessions improved the 
knowledge scores of the study group of 
hypertensive patients with highly statistical 
significant difference between study and 
control.   

One recent study about Knowledge, 
perceptions and practices of lifestyle-
modification measures among adult 
hypertensive in Nigeria, by Ikea et al. 
(2010) showed that there is no statistical 
difference regarding gender or educational 

level while a good proportion of the patients 
self-reported that they had adopted the 
lifestyle measures when they became aware 
of the implications on their hypertensive 
condition.  

In accordance to Kanchana and 
Nagarathnamma (2009) who emphasized 
that, a structured teaching program on 
lifestyle modification conducted for 50 
patients attending cardiology outpatient 
department, 84% of hypertensive patients 
had inadequate knowledge, and 16% had 
moderate knowledge with the mean score of 
13.02 in the pre-test, and 42% had moderate 
knowledge with the mean score of 25.32 in 
the post test with statistically significant 
difference.  

Ambaw et al. (2012) concluded that right 
knowledge about hypertension and its 
treatment creates a clear understanding and 
avoids confusion about the treatment and the 
disease condition. Knowledge about 
hypertension and its treatment was found to 
be positively associated with adherence 
behavior. Patients with better awareness 
were more likely to adhere to their 
treatment.   

The study revealed that NICE lifestyle 
guidelines implementation were enhanced 
self-care activities of study group comparing 
to control group with highly statistically 
significant difference.  

These results were in consistent with 
Rujiwatthanakorn et al. (2011) who found 
that before implementation of the self-
management program, no significant 
differences were found, between the 
experimental and control groups regarding 
knowledge of self-care and self-care ability. 
However, significant differences were 
found, between the experimental and control 
group, four weeks after implementation of 
the self-management program, regarding 
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knowledge of self-care and self-care ability. 
The experimental group was found to have 
higher scores, than the control group.  

Winter et al. (2013) added that the DASH 
(the Dietary Approaches to Stopping 
Hypertension eating plan) along with limited 
sodium intake of 1600 mg per day can 
decrease BP as well as single drug therapy. 
In addition, HBPM (home BP monitoring) 
has also been shown to improve patients 
compliance with treatment and hypertension 
control and is used as an educational tool to 
increase patients awareness and 
understanding of BP control. Studies have 
shown that self-BP monitoring at home may 
improve awareness and understanding of 
concordance, leading to better compliance 
and BP management.  

This results showed that implementation of 
NICE lifestyle guidelines enhance self 
efficacy of study group whereas, after 
implementation, (92.5%) and (34%) had an 
adequate level of total self efficacy with 
high statistical significant difference 
between them in study and control groups 
respectively  

This results were in consistent with a recent 
study measured the effect of written health 
educational materials on self-efficacy in 
CVD at risk people, found that providing 
Personal Health Record Booklet were 
promoted patients efficacy in performing 
desired behaviors, which might have led 
participants to feel more confident in steps 
to perform activities (Pichayapinyo et al., 
2012).  

Moreover, Park et al. (2012) found that the 
patient-tailored self-management 
intervention for nursing home residents with 
hypertension that integrated health education 
and individual counseling was beneficial for 
decreasing blood pressure at a clinically 

significant level and improving self-care 
behaviors, exercise self-efficacy and 
medication adherence.  

Also the findings showed that highly 
positive correlation between self-efficacy, 
health insurance, working status, education, 
marital status, sex, total knowledge, and 
SCA of diet, exercise, smoking, medication, 
follow up, and total SCA among the study 
group with P 0.000.  

In accordance to Warren-Findlow et al., 
2011, the majority of African American 
participants with hypertension had good 
self-efficacy to manage their chronic illness. 
Individuals with good self-efficacy had 
statistically significantly increased odds of 
being adherent to medication regimens, 
using low-salt diet techniques, engaging in 
physical activity, not smoking, and utilizing 
common weight management strategies 
(Warren-Findlow et al., 2011).  

In the same line, Hu and Arao (2013) stated 
that self-efficacy has been recognized as a 
major predictor of self-care behavior for 
chronic disease management. In a 
longitudinal study of older women with 
heart disease, self-efficacy predicted the 
older women s adopting healthy diet and 
regular exercise, reported better health 
status, and lower psychological distress. 
Shropshire (2010) added that medication 
adherence self-efficacy was positively 
related to education and medication 
adherence. Osborn et al. (2011) found that 
positive correlation between knowledge to 
self-efficacy (r=0.13, P<0.01) and self-
efficacy to physical activity (r=0.17, 
P<0.01).  

The main finding of present study was the 
success of implementation of NICE lifestyle 
guidelines in control BP, improved 
knowledge of study group comparing 
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control group with highly statistical 
significant difference. In addition guidelines 
were enhanced self-care activities and self 
efficacy of study group comparing to control 
group with highly statistically significant 
difference.   

Also the findings showed that highly 
positive correlation between self-efficacy, 
health insurance, working status, education, 
marital status, sex, total knowledge, and 
SCA of diet, exercise, smoking, medication, 
follow up, and total SCA among the study 
group with P 0.000.  

Recommendation   

The nurses should be trained to conduct 
evidence based educational program and 
lifestyle guidelines. This study may provide 
a practice framework for the future 
development of other nursing evidence 
based practice. Also the study suggests that 
NICE Guidelines can serve as practical work 
tools for nurses working in out-patient 
services. Further research is needed to 
clarify the impact of guidelines on clinical 
practices and patient outcomes.    

Figure.1 Mean of systolic, diastolic and body mass index of two groups before and after 
implementation of NICE lifestyle guidelines   
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Table.1 Basic information of study and control groups  

study group 
Total=80 

control group 
Total=80 Parameters 

No % No % 

Test 
X2 

 
P value 

Age  years 
20-  
40- 
60-  

22 
26 
32  

27.5 
32.5 
40  

22 
25 
33  

27.5 
31.2 
41. 3 

Mean and standard deviation of age 49.75±13.21 51.97±13.61    
0.035    0.983 

Gender 
Male 
female   

26 
54  

32.5 
67.5  

29 
51  

36.2 
63.8  

0.249  0.370 

Education  
Illiterate  
Read and write  
Secondary  
Higher   

25 
16 
28 
11  

31.2 
20 
35 
13.8  

22 
19 
25 
14  

27.5 
23.8 
31.2 
17.5   

0.978   0.806 

Work status  
Work  
Not Work   

52 
28  

65 
35  

49 
31  

61.2 
38.8  

0.242  0.372 

Marital status  
Single  
Married  
Widow and divorced   

8 
52 
20  

10 
65 
25  

11 
49 
20  

13.8 
61.2 
25   

0.536   0.755 

Number of family member  
1-3 
3-6 

6  

22 
52 
6  

27.5 
65 
7.5  

19 
57 
4  

23.8 
71.2 
5   

0.849   0.654 

Income 
1000 

1500- 
2000   

51 
19 
10  

63.7 
23.8 
12.5  

49 
20 
11  

61.2 
25 
13.8 

Mean and SD of income 1352.62±705.57 1350±705.08   

0.297   0.990 

Smoking  
Yes  
No   

11 
69  

13.8 
86.2  

14 
66  

17.5 
82.5  

0.427  0.332 

Co morbidities  
Diabetes  
Heart diseases  
Kidney diseases 
Liver diseases   

32 
10 
1 
9  

40 
12.5 
1.2 
11.2  

28 
14 
3 
11  

35 
17.5 
3.8 
13.8   

2. 481   0.779 

Health insurance  
Yes  
No   

15 
65  

18.8 
81.2  

14 
66  

17.5 
82.5  

1.732  0.130 

Duration of disease 
< 5 
5- 
>10  

15 
31 
34  

18.8 
38.8 
42.5  

14 
31 
35  

17.5 
38.8 
43.8 

Mean and SD of income 1352.62±705.57 1350±705.08    
0.049    0.976 
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Table.2 Blood pressure measurement and body mass index of two groups before and after 

implementation of NICE lifestyle guidelines  

Pre implementation  Post implementation 
study 
group 

Total=80 

control 
group 

Total=80 

study 
group 

Total=80

 
control 
group 

Total=80 
Parameters 

% % 

Test 
X2 

 
P 
value 

% % 

Test 
X2 

 
P value 

Blood pressure  
Normal 
Stage I  
Stage II 
Stage III  

11.2 
45 
31.2 
12.5  

7.2 
48.8 
32.5 
11.2  

0.792  0.851  70 
27.5 
2.5 
0  

7.5 
48.8 
36.2 
7.5   

41.70   0.000 

BMI 
Normal  
Overweight  
Obese Class I 
Obese Class II  
Obese Class III  

17.5 
30 
32.5 
11.2 
8.8  

16.5 
30.4 
38.8 
13.9 
1.25  

8.202  0.084  16.2 
36.2 
27.5 
17.5 
2.5  

16.2 
40 
30 
11.2 
2.5   

1.32   0.858 

   

Figure.2 Mean of knowledge of two groups before and after implementation of NICE lifestyle 
guidelines  
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Table.3 Knowledge assessment of two groups before and after implementation of NICE lifestyle 

guidelines regarding hypertension  

Pre implementation  Post implementation 

study 
group 
N=80 

control 
group 
N=80 

study 
group 
N=80 

control 
group 
N=80 

  
Parameters 

% % 

Test 
X2 

 
P 
value 

% % 

Test 
X2 

 
P value 

Def. 21.2 28.8 1.20 0.181 96.2 36.2 64.4 0.000 

Causes 31.2 23.8 1.129 0.188 93.8 30 68.91 0.000 

Symptoms 25 30 0.502 0.298 85 40 34.56 0.000 

Complications 23.8 23.8 No test available

 

91.2 32.5 58.52 0.000 

Lifestyle measures 23.8 25 0.034 0.50 83.8 31.2 45.11 0.000 

Foods lower BP 28.8 25 0.286 0.361 96.2 30 75.42 0.000 

Foods increase BP 25 28.8 0.286 0.361 92.5 36.2 55.18 0.000 

Foods increase weight 22.5 27.5 0.533 0.292 96.2 35 66.52 0.000 

Effect of exercise  22.5 22.5 No test available

 

83.8 27.5 51.27 0.000 

Self monitoring 23.8 22.5 0.035 0.5 87.5 28.8 56.72 0.000 

The normal range 33.8 33.8 No test available

 

100 40 68.57 0.000 

BP can be measured by 23.8 21.2 0.143 0.425 93.8 21.2 86.03 0.000 

Effect of relaxation 22.5 20 0.149 0.423 82.5 20 62.53 0.000 

Effect of smoking 17.5 17.5 No test available

 

93.8 25 78.38 0.000 

Importance of drugs 22.5 27.5 0.533 0.292 93.8 32.5 64.46 0.000 

Importance of follow up 22.5 21.2 0.037 0.5 92.5 25 75.2 0.000 

Factors 22.5 23.8 0.035 0.5 88.8 27.5 61.65 0.000 

Total satisfactory knowledge 

 

0 0 No test available

 

87.5 2.5 116.76 0.000 
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Table.4 Self care activity (SCA) of two groups before implementation of NICE lifestyle 

guidelines regarding hypertension  

Pre implementation Post implementation 

study 
group 
N=80 

control 
group 
N=80 

study 
group 
N=80 

control 
group 
N=80 

Parameters 

% % 

 

T-Test

  
P 

value 
% % 

 
T-

Test 

 
P 

value 

SCA of diet

 

Adequate  31.2  32.5  96.2  42.5 

Mean score of diet self-care 21.22
± 3.24

 

20.71± 
3.31

 

0.987 0.325 
26.53± 

2.34

 

21.13± 
3.30

  

11.90  0.000 

SCA of Exercise

 

Adequate

  

1.2

  

3.8

  

61.2

  

7.5

 

Mean score of Exercise 
2.18± 
0.42 

2.25± 
0. 62 

-0.739-

 

0. 461 
3.51± 
0.77 

2.36± 
0. 67  

9.94  0. 000 

SCA of smoking cession

 

Adequate  25  32.5  97.5  83.8 

Mean score of smoking 
cession 

3.80± 
0.62 

3.77± 
0.65 

0.247 0.805 
4.83±
0.43 

3.77± 
0.59  

12.90  0.000 

SCA of relaxation technique

 

Adequate  3.8  3.8 
68.8 3.8 

Mean score of relaxation 
technique 

2.23 ±
0.60 

2.17 ±
0.52 

0.702 0.483 
3.61 ±

0.70 
2.17 ±

0.52  

14.68  0.000 

SCA of self-monitoring

 

Adequate  13.8  12.5  98.8  40 

Mean score of self-monitoring

 

17.32 
±3.01 

18.58± 
3.88  

-0.478  0.634 23.87±
1.89 

17.88±
3.49  

12.24  0.000 

SCA of medications

 

Adequate  37.5  35  100  36.2 

Mean score of medications 12.62 
±1.58

 

12.17± 
0.18

 

1.775 0.078 
17.45±

2.60

 

12.42±
1.92

  

13.87  0.000 

SCA of follow up

 

Adequate

  

25

  

25

  

100

  

26.2

 

Mean score of follow up 5.91± 
2.00

 

5.40± 
1.82

   

1.69   0.093 8.97± 
1.00

 

5.55± 
2.05

  

13.38  0.000 

Total SCA

 

adequate 
31.2 32.5  

100  38.8 

Total Mean score of SCA 
64.12 
±8.74 

62.57± 
8.87   

1.113   0.267 86.66±
7.88 

63.88±
9.42  

16.57  0.000 
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Table.5 Self Efficacy of two groups before implementation of NICE lifestyle guidelines 

regarding hypertension  

Pre implementation Post implementation 
Study 
group 
N=80 

Contro
l group 
N=80 

Study 
group 
N=80 

Contro
l group 
N=80 

Parameters 

% % 

 
T-Test 

 
P 
value 

% % 

 
T-Test 

 
P 
value 

1-Diet

   

Adequate  
8.8 13.8 78.8 20 

Mean score of diet 
2.53± 
0.87 

2.58± 
0.98 

-0.339- 0.735 
3.78± 
0.41 

2.80± 
0.94  

8.55  0.000 

2-Exercise 

  

Adequate 
8.8 7.5 46.2 7.5 

Mean score of 
Exercise  

1.40± 
1.41 

1.32± 
1.39 

0.337 0.736 
2.32± 
1.86 

1.45± 
1.39  

3.36  0.001 

3-measure BP

  

Adequate 
0 3.8 77.5 22.5 

Mean score of BP 
measure 

2.98± 
0.87 

2.71± 
0.90 

1.952 0.053 
3.70± 
0.94 

2.71± 
0.90  

6.75  0.000 

4- Medication 

  

Adequate 
32.5 22.5 100 11.2 

Mean score of 
medication 

4.58± 
1.01 

4.66± 
1.07 

-0.453- 0.65 

7.00± 0 
4.8± 
1.14  

16.66  0.000 

Total adequate Self 
Efficacy 

31.2 32.5 

X2 

0.029  0.5 92.5 42.5 

X2 

45.58 0.000 
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Table.6 Correlation between self efficacy of the study and control group regarding study 

variables  

Self Efficacy of study 

group ( n=80 ) 

Self Efficacy of control 

group ( n=80 ) 

Items  

R p- value R p- value 

Income  0.288 0.009* 0.106 0.348 

History  -0.323 0.003* -0.147- 0.194 

Duration of disease  -0.343 0.002* 0.099 0.385 

Working status  -0.586 0.000** -0.071- 0.529 

Age  -0.036- 0.750 0.218 0.052 

Education  0.826 0.000** 0.120 0.290 

Marital status  -0.391 0.000** -0.053- 0.640 

Sex  -0.374 0.001** -0.099- 0.381 

Total Knowledge 0.699 0.000** 0.681 0.000** 

SCA of Diet 0.699 0.000** 0.233 0.038* 

SCA of Exercise 0.699 0.000** 0.595 0.000** 

SCA of smoking 0.515 0.000** 0.310 0.005* 

SCA of relaxation  -0.163- 0.147 0.059 0.605 

SCA of self monitoring  0.106 0.348 0.267 0.017* 

SCA of medication  0.478 0.000** 0.054 0.635 

SCA of follow up  0.826 0.000** 0.048 0.674 

Total SCA  0.853 0.000** 0.135 0.234 
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