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Purpose: This study aimed to evaluate self-care activities (SCAs) and self-efficacy, and to determine their correlates and predictors 
among Jordanian patients with hypertension.
Patients and Methods: A descriptive, cross-sectional correlational design study was used among 231 patients. Data was collected 
using structured interviews guided with a questionnaire that included demographic and clinical data, the Arabic version of the 
Hypertension Self-care Activity Level Effects (H-SCALE), and the Perceived Self-Efficacy Scale.
Results: The mean age was 49.2 years (SD = 13.4); 55.4% were males and 72.7% were married. Among them, comorbidities were 
prevalent (68%), with 42% of participants reporting diabetes. More than half were smokers (56.3%). The mean BMI was 28.3 (SD = 
4.5), indicating overweight status. The mean H-SCALE score was 40.7 (SD = 9.1, range 17.82–62.8), indicating low adherence to 
recommended self-care activities to manage hypertension. Female patients and those with chronic hypertension had significantly 
higher H-SCALE scores (p <0.001). Significant predictors of H-SCALE included gender (B = 2.91, p =0.027), marital status (B = 
−4.52, p =0.01), time since diagnosis (B = 4.2, p =0.001), and self-efficacy (B =0.18, p =0.001), explaining 28% of the variance (R2 

=0.277, F(10, 220) = 4.81, p <0.001). The mean self-efficacy score was 16.6 (SD = 12.2, range 0–45), indicating low self-efficacy. 
Female patients and those with chronic hypertension also had higher self-efficacy (p <0.001). Predictors included age (B = −0.288, 
p <0.001), time since diagnosis (B = 7.84, p <0.001), and H-SCALE score (B =0.290, p =0.001), accounting for 35% of the variance 
(R2 =0.354, F(10, 220) = 7.55, p <0.001).
Conclusion: Low levels of self-care activities and self-efficacy increase the risk of hypertension-related complications. Targeted 
interventions, such as patient education, lifestyle modification, routine follow-up, self-monitoring, and integrating digital health tools, 
are needed to improve patient outcomes.
Keywords: hypertension, self-care activities, self-efficacy, adherence, Jordan

Introduction
Hypertension is a serious medical illness and a major global risk factor, affecting around 1.28 billion individuals aged 
30–79 worldwide and contributing significantly to premature mortality. Among them, over 588 million (46%) are thought 
to be unaware of their condition, as hypertension is often symptomless.1 Due to its high prevalence, association with 
cardiac and renal diseases, and its role as a preventable risk factor for early death and disability, hypertension is a major 
global health concern.2,3 Patients from both developed and developing countries are affected, adding to the global disease 
burden due to its correlation with morbidity and mortality.4–7

Despite increasing awareness and treatment rates over the past decade, less than half of hypertensive patients have 
their blood pressure under control, regardless of ethnicity or sex.7 Across all countries, aging populations and rising 
obesity rates drive the high prevalence of hypertension. Additional contributors include also high dietary salt intake.8 
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Notably, two-thirds of the world’s hypertensive population lives in low- and middle-income countries.1 Unlike indus
trialized nations, developing countries face rising hypertension rates without matching increases in awareness or control.4 

Contributing behavioral and social factors include but not limited to poor diet, urbanization, stress, obesity, and physical 
inactivity.4,5

Antihypertensive medications are often the first line of treatment; however, blood pressure does not always reduce 
adequately due to poor adherence.8 Patients often dislike medication or experience unpleasant side effects. Trials on 
antihypertensive drug efficacy reveal a high rate of study withdrawal due to adverse effects, while non-adherence can 
increase hospitalizations and emergency visits.9 Therapeutic lifestyle changes are recommended along with drug therapy 
for hypertensive patients and considered as the first-line treatment for those with pre-hypertension. Despite improvements 
in healthy behaviors like smoking cessation, diet, and exercise, many individuals still do not meet ideal standards. Even 
for people who take their prescriptions as directed, maintaining these behaviors over the long term can be difficult. Thus, 
it is essential to assess medication adherence as well as other self-care practices.9,10

The global number of hypertensive adults is increasing, especially in low- and middle-income countries, driven by 
a rise in hypertension risk factors in these populations.1 More epidemiological data are needed to assess prevalence, 
awareness, treatment, and control trends, as well as the factors contributing to poor management.11,12 National interven
tions tailored to local culture, economy, and demographics are necessary.8,10 Evaluating new hypertension management 
strategies in developing countries is also essential.5

Nearly one-third of Jordanian adults have high blood pressure,11 and by 2030, its prevalence is projected to rise by 
7.2%.13 Jordan ranks seventh globally for hypertension-related mortality, with the condition being the sixth leading cause 
of death. The first and second-most common causes of death are coronary artery disease and stroke respectively, both of 
which are associated with hypertension.14 The gaps in the management of hypertension can be seen in that, only one- 
third of the Jordanians patients who treated with antihypertensive drugs have regulated their blood pressure levels.11 

Suboptimal control of hypertension is related to a lack of proper implementation of evidence-based practices, lack of 
adherence, and inadequate public awareness. The awareness of hypertension is necessary to encourage prevention and 
treatment through behavioral change. In Jordan, however, patient knowledge of symptoms, risks, and treatment is still 
low, with a great need of public health education interventions to enhance awareness of hypertension.15 Jordan is going 
through a dietary transition reflected in an increase in overweight and obesity, mostly among women aged 15–49, leading 
to the high prevalence of noncommunicable diseases, including hypertension.16 However, men over the age of 25 face 
a higher risk of premature death from these conditions.17 In particular, hypertension, a major risk factor for ischemic 
heart disease, was identified as a high research priority in Jordan.18 Despite its importance, knowledge about self-care 
activities and self-efficacy among Jordanian patients with hypertension is limited. This study aimed to assess the 
prevalence of self-care behaviors and levels of self-efficacy, and to identify the associated factors and predictors, 
which play a critical role in hypertension management. The findings may inform strategies to promote self-care and 
support primary care physicians in helping patients achieve blood pressure control. Specifically, the study investigated 
the following research questions among Jordanian patients with hypertension:

1. What is the prevalence of self-care behaviors recommended for optimal BP control in this population ?
2. What is the level of self-efficacy?
3. Which factors are associated with performing self-care activities and self-efficacy ?
4. Which factors are significant predictors of self-care activities and self-efficacy ?

Materials and Methods
The study utilized a descriptive cross-sectional, correlational design among Jordanian patients with hypertension.

Setting
Patients recruited from the waiting rooms of the outpatient medical clinics at AL-Hussein / Salt Hospital a governmental 
hospital with 350 beds located in Al-Salt city in Jordan. Al-Hussein Hospital is centrally located in Jordan and provides 
services to patients from diverse rural and urban areas as well as from different health insurance sectors.
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Sample and Sampling
Patients were included in the study if they were aged 18 years or older; diagnosed with essential hypertension for at least 
3 months; treated with at least one antihypertensive medication based on the patient’s medical chart; had no serious 
complications of hypertension. Patients were excluded from the study if they have communication or comprehension 
impairment (e.g. aphasia (incapable to express and/or comprehend Arabic); were pregnant women; were treated for a life- 
threatening condition or major illness such as kidney failure or cancer, due to their special conditions. Patients suffering 
from diseases associated with hypertension, which may affect their physical activity, such as stroke, were also excluded.

An independent samples t-test with a statistical power of 0.80, a significant level of = 0.05, a two-tailed test of 
significance, and a medium effect size of 0.40 was used to compute the sample size. For a statistical power of 0.80 with 
a medium effect size, using G-power, a total sample of 200 hypertensive patients is required. An additional 30 patients 
were included to account for potential attrition. The SPSS 21.0 software was used to examine all the data.19

Data Collection
With the assistance of the clinic’s chief nurse, patient records were reviewed to confirm eligibility. Eligible patients were 
provided with full information about the purpose of the study, and a consent form was signed by those who consented to 
participate in the study. Once the consent was obtained, the researchers used the electronic medical records of the patients 
to obtain the required clinical information. The researchers evaluated the patients by measuring their blood pressure and 
implementing face-to-face interviews as the patients awaited their follow-up visits. There were no monetary rewards. 
Interviews were conducted using a structured questionnaire that took between 15 and 30 minutes, depending on the 
cooperation levels of the patient. In order to make the interview process understandable and consistent, a pilot study was 
carried out using 15 patients with similar characteristics to the study sample. The pilot study confirmed that the 
questionnaire and interview procedure were comprehensible and did not require any adjustments.

Instruments
A structured three-part questionnaire guided the interviews that used to collect data. Part one included questions related 
to sociodemographic factors (eg, age and sex) and clinical variables (eg, past medical history and body mass index). 
Patients were also asked whether they had ever received recommendations regarding self-care activities and health 
behaviors for managing hypertension. Part II included a translated Arabic version of the Hypertension-Self-care Activity 
Level Effects (H-SCALE) developed by Warren-Findlow and Seymour (2011).20

The H-SCALE is a self-report tool designed to assess adherence to recommended self-care activities and examine the 
relationship between adherence levels and blood pressure control.20 It consists of 30 items across six subscales: 
medication adherence, dietary practices, physical activity, smoking, weight management, and alcohol consumption. 
Each subscale contains a different number of items and is scored based on how many days in the past week the 
participant engaged in the respective behavior—except for weight management, which assesses agreement with weight- 
related behaviors over the past 30 days using a 5-point Likert scale, with scores converted for analysis. To reflect local 
context, culturally appropriate response options were added to the alcohol consumption and low-salt subscales; 
Appendix 1 contains the complete set of adapted items. The total H-SCALE score obtained by summing the scores 
across all subscales, with higher scores indicating healthier behaviors. An expert panel reviewed the validity of the 
instrument, and reliability (Cronbach’s alpha) was satisfactory across all domains: medication usage (a =0.93), physical 
activity (a =. 82), low-salt diet (a =0.71), and weight management (a =0.90).20,21

Part III covered an Arabic translation of the Perceived Self-Efficacy Scale developed by Warren-Findlow et al (2012) 
and used to measure the confidence of the participants in terms of their ability to control high blood pressure.22 The scale 
measures self-efficacy in respect of regular BP management, seeking healthcare when BP varies, participating in 
appropriate activities, alleviating emotional distress, and doing more than that of taking medications. Minor wording 
adjustment was done using the term high blood pressure instead of the word disease. Responses were evaluated with 
a scale ranging between 0 (not at all confident) and 10 (totally confident) and the higher total score suggests a higher 
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perceived self-efficacy level. The scale has acceptable internal consistency among hypertensive population (Cronbach’s 
a =0.81).22

Results
The study involved 234 patients. Three patients were excluded because of missing data, leaving 231 participants in the 
final sample. The average age of the participants was 49.2 years (SD = 13.4) with a range of 30 to 89 years. Of them 
55.4% were male, and 72.7% were married. Two-thirds were living in cities (64.1) and with their own families (95.2%). 
Approximately 44% had a bachelor’s degree, 10% had higher degrees and almost 65% were working. The mean gross 
monthly income (GMI) reported was 485 JD (SD = 230), with range 150 to 1200 JD, but only 19.5% respondents stated 
that their gross monthly income was adequate. Over two out of three respondents had chronic hypertension (more than 
six months), but only 32% of them reported having their blood pressure checked recently. In total, 68% of the participants 
had comorbid conditions, of them 42% had diabetes mellitus. Additionally, 56.3% were smokers. Body mass index 
(BMI) was a mean 28.3 (SD = 4.5), which shows that the participants were overweight. Almost 41% reported a history of 
surgery. The sociodemographic and clinical characteristics of the participants are presented in Table 1.

Table 1 Characteristics of the Study Participants (N= 209)

Variables M (SD) N (%)

Age 49.2 (13.4)

Gender

Male 128 55.4

Female 103 44.6

Marital status

Unmarried (single, divorced,…) 63 27.3

Married 168 72.7

Reside with

My own family 220 95.2

Alone 11 4.8

Place of residency

Urban 148 64.1

Rural 83 35.9

Level of education

Primary to preparatory 19 8.2

Secondary 44 19.0

Diploma 45 19.5

Bachelor’s degree 101 43.7

Higher degree 22 9.5

Employment status

Employed 79 60.3

(Continued)
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Prevalence of Recommended Self-Care Behaviors
The Hypertension Self-Care Activity Level Effects (H-SCALE) summary score (30 items) had a mean of 40.7 (SD = 9.1; 
range: 17.82–62.8), indicating a low level of recommended healthy behaviors for controlling hypertension. Significant 
differences in the overall H-SCALE summary score were found based on gender, with female participants demonstrating 
significantly higher scores than males (t(229) = −4.28, p <0.001). Figure 1 illustrates these gender-based differences in 
the overall H-SCALE summary scores.

Regardless of gender, participants also showed significant differences in H-SCALE scores based on the duration since 
hypertension diagnosis. Those diagnosed more than six months ago exhibited significantly higher levels of recommended 

Table 1 (Continued). 

Variables M (SD) N (%)

Unemployed 103 39.7

Retired 49 21.2

Gross Monthly income (JD) 485 (233)

Surgical history

Yes 94 40.7

No 137 59.3

Medical history of comorbid illnesses

Yes 157 68.0

Diabetes mellitus 97 42.0

Heart diseases 29 12.6

Kidney diseases 23 10.0

Others 8 3.5

No 74 32.0

Duration of hypertension

Acute (3–6 months) 75 32.5

Chronic (more than 6 months) 156 67.5

Check blood pressure

I have not checked since long time 158 68.4

I have checked recently 73 31.6

History of smoking

Yes  

Cigarette  

Hookah

130 

105 

25

56.3 

45.5 

10.8

No or quit 101 43.7

Body mass index 28.3 (4.50)

Abbreviations: M (SD), Mean (Standard Deviation); JD, Jordanian Dinar; DM, 
Diabetes mellitus.
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self-care behaviors (t(229) = −4.13, p <0.001; χ2(222) = 286, p =0.003). A one-way ANOVA also revealed statistically 
significant differences in mean H-SCALE scores among the five educational level groups (F(4, 226) = 2.48, p =0.045). 
However, Scheffé post-hoc tests showed no significant differences in the mean scores between any specific educational 
groups.

Table 2 presents the overall H-SCALE summary score along with mean scores for each of its six subscales. Across all 
six subscales, low levels of recommended healthy behaviors were observed, regardless of gender. Four subscales showed 

Table 2 Overall Summary Score for the H-SCALE and the 6 Subscales Scores with Comparison 
Based on Gender

Domain Total Sample 
M (SD)

Female 
M (SD)

Male 
M (SD)

t (df) p

H-SCALE (30 items) 40.7 (9.1) 43.5 (8.6) 38.5 (8.9) −4.3 (229) <0.001

Taking medication (items 1–3) 6.3 (4.0) 7.0 (4.9) 5.4 (1.7) −1.3 (229) 0.21

Dietary (low-salt) (items 4–15) 6.9 (2.8) 1.8 (0.6) 1.6 (0.45) 2.3 (229) 0.02

Physical activity (items 16–17) 9.4 (2.1) 2.8 (1.3) 2.5 (1.5) −2.0 (229) 0.046

Smoking (items 18–19) 6.9 (2.1) 3.6 (2.5) 6.1 (3.5) 6.1 (229) <0.001

Weight management (items 20–29) 9.6 (2.0) 28 (4.5) 22 (8.5) −6.9 (229) <0.001

Alcohol consumption (items 30) 5.0 (1.2) 0.17 (0.64) 0.07 (0.46) −1.3 (229) 0.192

Notes: p: significant level (the bold indicates significant at p<0.05). 
Abbreviations: H-SCALE, Hypertension-Self-care Activity Level Effects; M, Mean, SD, Standard deviation; t (df), t- test 
(degree of freedom).

Figure 1 The overall H-SCALE summary scores based on gender.
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significant gender differences, and female participants generally scoring higher in recommended behaviors, except for the 
smoking subscale, where males scored higher.

Levels of Self-Efficacy
The total self-efficacy scale score (based on five items) had a mean of 16.6 (SD = 12.2; range: 0.0–45), indicating a low 
level of self-efficacy among the study participants. A significant difference in mean self-efficacy scores was found based 
on gender (t(229) = −5.23, p <0.001), with female patients reporting significantly higher self-efficacy (M = 21.0, SD = 
12.8) compared to male participants (M = 13.1, SD = 10.4). Additionally, significant differences were observed based on 
the duration since hypertension diagnosis (t(229) = −5.29, p <0.001), with patients who had chronic hypertension 
demonstrating higher self-efficacy (M = 19.4, SD = 11.9) than those recently diagnosed (M = 10.8, SD = 10.7). Figure 2 
illustrates the overall mean self-efficacy scores by gender and duration since diagnosis.

Correlates and Predictors of Self-Care Behaviors and Self-Efficacy
Table 3 presents the results of bivariate correlation analyses examining associations between H-SCALE, Self-Efficacy 
Scale scores, and participants’ demographics and clinical characteristics. Both scales were significantly correlated with 
age (H-SCALE: r = –0.15, p =0.030; Self-Efficacy: r = –0.34, p <0.001), gender (r = –0.24, p <0.001; r = –0.31, 
p <0.001), employment status (r = –0.19, p =0.003; r = –0.21, p =0.001), and duration since hypertension diagnosis (r = – 
0.21, p =0.001; r = –0.37, p <0.001). Marital status was significantly correlated only with H-SCALE (r =0.21, p =0.001). 
Married participants reported higher levels of recommended healthy behaviors (H-SCALE) compared to unmarried 
participants. Higher levels of recommended healthy behaviors and self-efficacy were also reported by female 

Figure 2 Self-efficacy scores by gender and hypertension duration (values shown as data labels).
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participants, those who were younger, employed, and had chronic hypertension. H-SCALE and self-efficacy scores were 
positively correlated (r =0.386, p <0.001).

Two-step hierarchical regression analyses were conducted to predict recommended healthy behaviors and self- 
efficacy based on demographic and clinical characteristics. Predictors included gender, age, education, marital status, 
residence, living arrangement, smoking history, employment, income, income adequacy, and clinical factors such as 
duration of hypertension, history of comorbidities, and medication adherence. Distributions were approximately normal 
with no extreme outliers. Regression assumptions were met, including tests for linearity, homoscedasticity, multi
collinearity, and residual normality. All 231 participants were included in the analysis. Predictors included gender, 
age, education, marital status, residence, living arrangement, smoking history, employment, income, income adequacy, 
and clinical factors such as duration of hypertension, history of comorbidities, and medication adherence. Relevant 
categorical variables were dummy-coded by the researcher prior to the analysis.

The set of demographic characteristics was included as control variables in Block I, based on guidance from the 
available literature. This order of entry was chosen to account for factors not directly related to the disease process of 
hypertension. After adjusting for the effects of sociodemographic characteristics, clinical variables were entered next into 
each model. In addition to the default statistics, partial correlations for each predictor variable were requested. Table 4 
summarizes the regression results for H-SCALE, while Table 5 presents the results for self-efficacy.

In the regression predicting H-SCALE scores, the model including all 10 demographic predictors was statistically 
significant. Demographic characteristics alone explained 14.4% of the variance in levels of recommended healthy 
behaviors as measured by the H-SCALE (R =0.379, R2 =0.144, adjusted R2 =0.105, F(10, 220) = 3.69, p <0.001). 
H-SCALE levels were significantly predicted by gender (β = 4.57, p =0.001) and marital status (β = 3.04, p =0.025). The 
positive slope for gender indicates that being female was associated with higher H-SCALE scores. Conversely, the 
negative slope for marital status suggests that being married was associated with lower H-SCALE scores.

Table 3 The Correlation Between the Overall H-SCALE, Self-Efficacy Summary Scores and Participants’ Demographics 
and Clinical Characteristics (N= 231)

Variables H-SCALE Self-Efficacy

r (p) r (p)

Age −0.15 (0.030) −0.34 (<.001)

Gender (0= Male, 1 = Female) −0.24 (<.001) −0.31 (<.001)

Marital status (1= single, divorced…), 2= Married) 0.21 (0.001) 0.09 (0.155)

Reside with (1= My own family, 2= Alone) 0.01 (0.847) −0.11 (0.083)

Place of residency (1 = Rural, 2= Urban) 0.10 (0.129) 0.02 (0.728)

Level of education (1= Prim. to preparatory, 2=Secondary, 3= Diploma, 4= Bachelor’s, 5= Higher) 0.02 (0.774) 0.01 (0.842)

Employment status (1= Employed, 0 = Unemployed) −0.19 (0.003) −0.21 (0.001)

Gross Monthly income 0.06 (0.400) 0.03 (0.907)

Does the income enough −0.09 (0.175) −0.09 (0.166)

History of smoking (1= No, 2= Yes) −0.12 (0.081) −0.06 (0.254)

Medical history of comorbid illnesses (1= No, 2= Yes) −0.02 (0.815) 0.01 (0.924)

Surgical history (1= No, 2= Yes) −0.02 (0.823) −0.13 (0.057)

Duration of hypertension (1=Acute (3–6 months), 2= Chronic (˃ 6 months) 0.21 (0.001) 0.37 (<.001)

Body mass index −0.002 (0.977) 0.03 (0.680)

Abbreviations: H-SCALE, Hypertension Self-care Activity Level Effects; r, correlation coefficient; p, significant level.
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Table 4 Multiple Hierarchal Regression of H-SCALE Levels on Demographics, and Clinical 
Characteristics

Predictor Variables Model I Model II

Β P Partial (sr2) Β P Partial (sr2) R2 Change

Age 0.046 0.082 −0.109 −0.025 0.593 −0.031 0.134*

Gender 1.36 0.001 0.210 2.91 0.027 0.129

Marital status 1.35 0.025 −0.141 −4.52 0.001 −0.194

Place of residency 1.25 0.218 −0.077 −1.55 0.184 −0.077

Reside with 2.71 0.792 −0.016 −0.603 0.812 −0.014

Level of education 1.16 0.355 0.058 0.783 0.470 0.042

Employment status 0.994 0.915 −0.007 −0.469 0.615 −0.029

GMI 0.003 0.297 0.065 0.002 0.512 0.038

Does GMI enough 1.67 0.376 −0.055 −0.882 0.576 −0.032

History of smoking 1.02 0.395 −0.053 −1.42 0.204 −0.074

Medical history −0.714 0.553 −0.034

Surgical history −0.356 0.762 −0.018

Time since having HTN 4.20 0.001 0.187

Last measure of BP 1.40 0.301 0.060

Self-efficacy level 0.180 0.001 0.199

R2 
=0.144* R2 

=0.277*

Notes: Partial (sr2): the squared semipartial correlation coefficient (the distinctive proportion of the dependent variable (quality of 
life levels) explained by the certain independent variable. ⁎ p <0.001, bold p values indicated statistical significance at level p <0.05. 
Abbreviations: H-SCALE, Hypertension Self-care Activity Level Effects; B, unstandardized regression coefficient; GMI, Gross 
monthly income; HTN, Hypertension; BP, Blood pressure.

Table 5 Multiple Hierarchal Regression of Self-Efficacy Levels on Demographics, and Clinical 
Characteristics

Predictor Variables Model I Model II

Β p Partial (sr2) Β P Partial (sr2) R2 Change

Age −0.310 0.000 −0.313 −0.288 0.000 −0.288 0.179*

Gender 5.28 0.003 0.182 2.72 0.105 0.090

Marital status 3.16 0.077 0.109 1.84 0.296 0.058

Place of residency −1.02 0.537 −0.038 −0.950 0.522 −0.035

Reside with −1.31 0.714 −0.023 −1.44 0.654 −0.025

Level of education 1.23 0.421 0.050 0.749 0.587 0.030

Employment status 1.09 0.405 0.051 0.815 0.491 0.038

GMI 0.000 0.902 0.008 −0.003 0.451 −0.042

(Continued)
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To assess the contribution of individual predictors, the t-ratios for the regression coefficients were examined at the 
step each variable entered the analysis. In Step 1, gender was statistically significant (t(220) = 3.36, p =0.001; sr2 =0.21), 
uniquely explaining about 21% of the variance in H-SCALE scores. Thus, in this sample and within this set of predictors, 
gender emerged as the strongest individual predictor of H-SCALE levels.

After adjusting for the effects of sociodemographic characteristics, clinical variables were entered into the model, 
leading to an increase in the variance explained. For the H-SCALE, the explained variance increased from 14.4% in 
Model I to 27.7% in Model II (R =0.527, R2 =0.277, adjusted R2 =0.277, F(10, 220) = 4.81, p <0.001). The change in R2 

from Model I to Model II was statistically significant (ΔR2 =0.107, F(15, 215) = 5.50, p <0.001).
In Model II, gender and marital status remained significant among the demographic predictors. Two clinical variables 

—time since being diagnosed with hypertension and self-efficacy levels—also emerged as significant predictors of 
H-SCALE scores. A positive slope for time since diagnosis indicated that having hypertension for more than six months 
was associated with higher H-SCALE scores, as was having a higher level of self-efficacy.

Other variables were not significantly related to H-SCALE levels, and when statistically controlled, their partial 
slopes were non-significant. Overall, H-SCALE levels were predictable from this set of predictors, with the strongest 
unique contributions coming from time since diagnosis (t(220) = 3.23, p <0.001; sr2 =0.187) and marital status (t(220) = 
−3.35, p =0.001; sr2 =0.194). Together, these two sets of variables uniquely explained about 38% of the variance in 
H-SCALE scores. Table 4 presents the standardized regression coefficients and squared semi-partial correlations (sr2) for 
each predictor in the model.

In the regression predicting self-efficacy, the model including all 10 demographic predictors was statistically 
significant. Demographic characteristics explained 16.6% of the variance in self-efficacy levels (R =0.408, R2 =0.166, 
adjusted R2 =0.128, F(10, 220) = 4.39, p <0.001). Self-efficacy levels were significantly predicted by gender (β = 5.28, 
p =0.003), marital status (β = 3.16, p =0.001), and age (β = −0.310, p <0.001). The positive slopes for gender and marital 
status indicate that being female and married were associated with higher self-efficacy scores. Conversely, the negative 
slope for age suggests that older age was associated with lower self-efficacy levels. To assess the contribution of 
individual predictors, the t-ratios for the regression coefficients were examined when each variable first entered the 
analysis. In Step 1, age was statistically significant (t(220) = −5.09, p <0.001; sr2 =0.313), uniquely explaining 
approximately 31% of the variance in self-efficacy. Thus, in this sample and within this set of predictors, age emerged 
as the strongest predictor of self-efficacy levels.

Table 5 (Continued). 

Predictor Variables Model I Model II

Β p Partial (sr2) Β P Partial (sr2) R2 Change

Does GMI enough −3.66 0.097 −0.102 −3.34 0.096 −0.092

History of smoking −1.43 0.287 −0.066 −2.56 0.072 −0.100

Medical history −0.439 0.774 −0.016

Surgical history −1.66 0.266 −0.062

Time since having HTN 7.84 0.000 0.270

Last measure of BP 2.54 0.141 0.081

H-SCALE level 0.290 0.001 0.190

R2 
=0.166* R2 

=0.345*

Notes: Partial (sr2): the squared semipartial correlation coefficient (the distinctive proportion of the dependent variable (quality of life 
levels) explained by the certain independent variable. ⁎ p <0.001, bold p values indicated statistical significance at level p <0.05. 
Abbreviations: H-SCALE, Hypertension Self-care Activity Level Effects; GMI, Gross monthly income; HTN, Hypertension; BP, Blood 
pressure.
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After adjusting for the effects of sociodemographic characteristics, clinical variables were entered into the model, 
resulting in an increase in explained variance. The variance explained increased from 16.6% in Model I to 35.4% in 
Model II (R =0.587, R2 =0.354, adjusted R2 =0.299, F(10, 220) = 7.55, p <0.001). The R2 change from Model I to Model 
II was statistically significant (ΔR2 =0.179, F(15, 215) = 11.37, p <0.001). In Model II, among the demographic 
variables, only age remained a significant predictor. Two clinical variables, namely, since being diagnosed with 
hypertension and H-SCALE levels, also emerged as significant predictors of self-efficacy. A positive slope for time 
since diagnosis indicates that having hypertension for more than six months, along with higher H-SCALE scores, was 
associated with higher self-efficacy.

Other variables were not significantly related to self-efficacy, and their partial slopes were not significant when 
controlling for other predictors. Overall, self-efficacy was predictable from this set of variables, with the strongest unique 
contributions coming from time since diagnosis (t(220) = 4.88, p <0.001; sr2 =0.27) and age (t(220) = −5.21, p <0.001; 
sr2 =0.29). Together, these two variables uniquely explained about 56% of the variance in self-efficacy levels. Thus, in 
this sample and within this set of predictors, age and time since being diagnosed with hypertension were the strongest 
predictors of self-efficacy. Table 5 presents the standardized regression coefficients and squared semi-partial correlations 
(sr2) for each predictor in the two models.

Discussion
This cross-sectional study aimed to assess hypertension self-care activities and self-efficacy among predominantly 
middle-aged Jordanian patients, while also identifying their correlates and predictor variables. More than two-thirds of 
the participants had comorbidities such as diabetes mellitus and heart disease. The findings revealed that participants 
demonstrated low levels of recommended self-care activities for managing hypertension, along with low self-efficacy, as 
measured by all six subscales of the H-SCALE and self-efficacy tools. Notably, over half of the participants held 
a bachelor’s degree or higher.

Our findings are consistent with previous studies that assessed adherence to healthy lifestyle behaviors among 
Jordanian patients with hypertension.23,24 Such studies reported low level of adherence to recommended behaviors 
needed to control hypertension. Alefan and colleagues evaluated 1,000 adult Jordanian patients with hypertension, aged 
18 years and above; results indicated that 23% were fully adherent to healthy lifestyle activities.23 Results also showed 
that 35% of participants were either illiterate or had completed primary school at most, while 34% had completed tertiary 
education. In our study, over half of the participants completed a bachelor’s degree or post studies. Yet, the level of 
education however showed no significant correlation with adherence to recommended self-care behaviors and did not 
emerge as a significant predictor. In addition, results of this study support previous studies that evaluated hypertension 
self-care activities among diverse populations, including patients from western, African, Asian, and north American 
cultures, using various measurement tools. Results of such studies indicated that, regardless of gender or ethnic group, 
patients showed low level of self-care activities when managing their hypertension disease.25–28

Risk factors for hypertension-related complications are serious and can be prevented. In the current study, the 
majority of participants reported to have had hypertension for more than six months. However, adherence to blood 
pressure measurement was low, even with comorbidities such as diabetes mellitus. Moreover, over half of the participants 
were smokers and were overweight based on their body mass index. These findings reinforce previous outcomes that 
identified hypertension as a major contributor to the global disease burden, given its high prevalence and strong 
association with morbidity and mortality in both developed and developing countries, including Jordan.6,23,29–31

Self-care activities are vital and play a key role in reducing the risk of hypertension-related complications.12 The level 
of self-care activities for managing hypertension was found to be associated with various sociodemographic and clinical 
characteristics, where higher levels were found among females, married individuals, younger participants, employed 
participants, and individuals with chronic hypertension. Gender differences with regards to self-care are consistent with 
previous research,23,32 which identified female gender as a significant predictor of greater engagement in healthy self- 
care behavior. Higher health-related concern by females may have contributed to this association. Other studies found no 
significant association between gender and adherence to hypertension management,33 possibly reflecting cultural 
differences between the studied populations. In the present study, younger patients exhibit higher levels of engagement 
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in self-care activities, possibly due to higher level of health awareness and lower level of physical limitations. These 
findings are consistent with previous studies conducted among Saudi patients with hypertension, reporting that indivi
duals under the age of 65 were more likely to adhere to a healthy diet compared to older adults.25,34 However, in contrast 
to our findings, Hu and colleagues conducted a study in 2013 and found that older patients demonstrated greater self-care 
practices.35

Married individuals and those who were employed showed higher level of self-care activities for managing 
hypertension. This may be related to increased social support, financial stability, better access to healthcare services, 
and enhanced ability to manage stress; such factors promote adherence to healthy self-care behaviors. These findings 
align with previous studies.23,25 However, the study conducted in Jordan by Alefan et al (2019) reported no association 
between marital status and gross monthly income with adherence to healthy self-care activities.23 Our study also found 
no statistically significant correlation between gross monthly income and self-care activities.

Patients with long-standing chronic hypertension are more likely to engage in recommended self-care activities, 
a finding that is also confirmed by this study. This may be due to several factors. Their accumulated experience and 
awareness enhanced their understanding of self-care importance. Routine practices enhance compliance with drugs, 
dietary, physical activities as well as coping with stress. Engagement in self-care behaviors was further reinforced by the 
desire to prevent complications and continuous assistance of healthcare providers. Here our findings are in line with 
earlier research.25,26

The positive relationship between self-efficacy and self-care of hypertension that was observed in our study reinforces 
the growing body of literature that has highlighted the significance of self-efficacy as a determinant of health behavior. 
Individuals with high self-efficacy scores were more involved in self-care practices which means that the belief in self- 
efficacy in managing their health can result in desirable behavioral outcomes such as adhering to medication, healthy 
diet, physical activity, and stress management. The result is consistent with the existing literature that self-efficacy is 
a major predictor of health-promoting behaviors.22,36 It is worth noting that Findlow et al (2012) found a significant 
association between improved self-efficacy and adherence to various self-care behaviors except for limiting alcohol 
intake,22 which can indicate that self-efficacy does not affect all domains similarly. Moreover, Tan et al (2021) conducted 
a systematic review and reported that 21 of 22 studies had a positive correlation between self-efficacy and self-care 
engagement in hypertensive patients.37 The consistency of the previous studies as well as the current study underscores 
the primary role of self-efficacy in promoting self-management and emphasizes the need to combine strategies to 
improve self-efficacy in the interventions to manage hypertension.

Higher self-efficacy was predicted not only among females and those more engaged in hypertension self-care, but also 
in younger individuals and those with chronic hypertension. This suggests that younger individuals are more confident in 
managing their condition. Younger participants demonstrate greater adaptability and confidence in managing their health. 
Chronic hypertension patients also have a higher chance of developing coping skills and knowledge over time and 
enhancing self-efficacy. Increased participation in self-management practices, including medication compliance, diet 
change, engaging in exercise, stress management was also associated with increased self-efficacy, as it was indicated 
through H-SCALE. Self-care behavior among hypertensive patients can be influenced by other factors including social 
expectations, family involvement in health decision making and the accessibility of healthcare services.

Social and healthcare factors play a major role in determining self-care practices of hypertension patients; and it 
applies in the Jordanian context. Jordan has social factors, such as, but not limited to the social acceptance of smoking, 
a sedentary lifestyle, and a high-fat, high-salt diet, which all have adverse outcomes. Other challenges in the healthcare 
system that may impede the development of self-efficacy may include the discontinuity of care in primary health centers 
and inconsistency of patient education.15 It is possible to increase consistent healthcare education through the national 
level by implementing digital health tools and promotion of education on the community level. They can be behavioral 
interventions, motivational interviewing, and mobile health applications.38–40It is equally important to strengthen the 
primary care services. In Jordan, the provision of these areas could contribute greatly to better hypertension control and 
patient outcomes. Physician-led interventions have been recommended to enhance patient-physician communication that 
has been reported to positively influence adherence to healthy diets and medication regimens.41,42 Hence, healthcare 
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providers must consider and apply engaging strategies to encourage self-care behaviors and self-efficacy in patients with 
hypertension to improve outcomes and overall health.

Limitations
This study can only be characterized by its cross-sectional nature and the self-report questionnaire that was used to 
collect data during interviews, which hindered it in measuring any possible change over time and instead might have 
biased the results due to possible social desirability bias since patients would have given socially desirable responses. 
Though, the study introduced a variable in the evaluation of the frequency of monitoring blood pressure to partly 
overcome this shortcoming and provide some context on patient compliance. Such bias could be reduced in longitudinal 
studies in the future where other objective measures such as actual BP monitoring and records on medication refills are 
included. This research was also conducted in one governmental hospital in Jordan and does not include patients with 
communication problems and patients with severe comorbidities associated with hypertension. This can limit the 
generalizability of the findings to the whole Jordanian population (eg patients from the private hospitals, patients with 
serious hypertension-related complications). Lastly, the research evaluated various demographic and clinical factors that 
could influence self-care behaviors and self-efficacy. Nevertheless, additional pertinent variables, including psychological 
distress, health literacy, and access to care were not measured, and future research is needed. In spite of the limitations, 
the research finds a considerably low level of self-care and self-efficacy among the hypertensive patients in Jordan and 
also offers valuable information on the factors and predictors associated with them.

Conclusion
Jordanian patients who experienced hypertension had poor adherence to scheduled self-care activities to manage 
hypertension and low self-efficacy levels, which predisposes them to complications associated with hypertension, thus 
burdening the healthcare systems in Jordan. It is significant to improve self-efficacy and encourage recommended self- 
care practices, particularly in high-risk populations, such as males, single people, older adults, and patients with acute 
hypertension. Timely assessment, patient education, lifestyle counseling, and psychological support can also help to 
enhance the outcome and decrease healthcare costs. To measure the effectiveness of the following strategies and promote 
evidence-based practice, future longitudinal and intervention studies are necessary.

Abbreviations
SCAs, Self-care Activities; H-SCALE, Hypertension Self-care Activity Level Effects; SD, Standard Deviation; JD, 
Jordanian Dinar; DM, Diabetes Mellitus; GMI, Gross Monthly Income; HTN, Hypertension; BP, Blood Pressure; 
B, unstandardized regression coefficients; Sr2, squared semipartial correlation “unique” effect of independent 
variable.
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