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Health coaching for hypertension 
control in primary care patients with 
uncontrolled hypertension in Egypt
Samar M. Abbas, Hend M. Salama, Hebatallah Nour‑Eldein, Hazem A. Sayed Ahmed

Abstract:
BACKGROUND: Health coaching effectively improves hypertension self-care activities and the 
control of blood pressure (BP) in hypertensive patients. Studies on the effects of health coaching on 
patients in primary care with uncontrolled hypertension in developing countries are limited. In this 
study, the effectiveness of health coaching on hypertension self-care and BP control was assessed 
in patients who have uncontrolled hypertension compared to standard care in Egypt.
MATERIALS AND METHODS: Our quasi-experimental study included control and intervention groups. 
The intervention group included 70 participants who received health coaching sessions (face-to-face 
and by telephone) besides the standard care, whereas the control group included 71 participants 
who only received the standard care. The study was conducted between July 2020 and November 
2021. The participants were recruited from three primary healthcare settings in the Port Said 
Governorate. Personal and medical history, BP measurements, and hypertension self-care activity 
level effects (H-SCALE) were obtained. Paired-t-test was used to assess the changes in BP 
measurement, and H-SCALE score before and after receiving the health coaching. McNemar’s test 
was used to assess changes in controlled BP and optimal hypertension self-care activities between 
control and health coached groups. Multiple logistic regression analysis assessed the predictors of 
better BP control.
RESULTS: Health coaching resulted in more controlled BP (51.4%, P < 0.001) compared to the 
delivery of only usual care (11.3%, P = 0.008). The intervention showed a significant promotion in 
hypertension self-care activities, including medication usage (P < 0.001), low-salt diet (P < 0.001), 
and weight management (P < 0.001). The H-SCALE score mean change was the only predictor for 
BP control (odds ratio 1.057, P = 0.048) in the intervention group after 6 months.
CONCLUSION: Intervention including traditional health coaching and phone calls is a beneficial 
modality for the promotion of hypertension self-care and improvement of BP control in primary care 
patients with uncontrolled hypertension.
Keywords:
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Introduction

Hy p e r t e n s i o n  i s  a  c o m m o n 
noncommunicable disease worldwide 

that affects 1.28 billion people with a 
prevalence of 31.1% globally. Two‑thirds 
of them reside in low‑ and middle‑income 
countries (LMICs). [1] In Egypt,  the 

hypertension prevalence was 29.5% of 
the population aged 18 years or more.[2] 
Previous studies revealed that uncontrolled 
hypertension was reported among 86% of 
hypertensive patients worldwide[3] and 90% 
in LMICs.[4] In Egypt, 88% and 75% of men 
and women had uncontrolled hypertension, 
respectively.[5] Uncontrolled hypertension 
is  associated with  atherosclerosis 
cardiovascular disease, chronic kidney 
disease, dementia, and death.[6]
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Individuals with uncontrolled hypertension need 
to perform ongoing hypertension self‑care to 
improve their blood pressure (BP) control, prevent 
hypertension‑mediated organ damage, improve 
quality of life, and decrease the all‑cause mortality 
rate. Hypertension self‑care behaviors include taking 
medication, following a low salt or fat diet, performing 
regular physical activity, managing weight, quitting 
smoking, restricting alcohol consumption, reducing 
stress, self‑monitoring of BP, and attending follow‑up 
visits regularly.[7‑10]

Health coaching or wellness coaching is a promising 
intervention to help individuals with hypertension 
improve their  BP control  and hypertension 
self‑management.[11‑14] Health coaching is grounded on 
the behavior change theory and has a patient‑centered 
approach, in which the patient fully or partially 
determines his/her goal, integrates active learning, 
self‑discovery, and subject education to help the patient 
reach their goals and self‑monitor behaviors to increase 
patient’s accountability for health supportive behaviors. 
Health coaching processes occur through an ongoing 
and consistent interpersonal interaction with a health 
coach.[15,16]

Health coaching is classified in the literature as human 
coaching (traditional), virtual coaching (digital), or 
mixed coaching.[12,14,17‑24] Human coaching can be 
provided by nurses, health educators, medical assistants, 
social workers, community health workers, pharmacists, 
trained students, or trained patients.[18‑21] Many virtual 
coaching interventions (e.g., smartphone applications 
and video consultation) had been developed to cope 
with patient’s health problem and promote it in the 
long run.[12,22,23] A recent meta‑analysis reported that 
the predominant method of delivering health coaching 
was by telephone calls to patients with cardiovascular 
risk factors. Text messages and face‑to‑face contact were 
also conducted as coaching interventions.[24] Another 
meta‑analysis reported that phone‑based interventions 
were an effective type of health coaching for reducing 
BP.[14]

Meng et al., demonstrated that systolic BP (SBP) and 
diastolic BP (DBP) reduction can be achieved through 
health coaching, and it has a favorable effect on dietary 
behaviors.[14] Wu et al., found that implementing 
monthly health‑coaching phone calls was associated 
with significantly modest improvements in medication 
adherence and DBP in the rural primary healthcare (PHC) 
settings.[25] Margolius et al., concluded that coaching 
patients with low income to monitor their BP at home 
had improved their BP control but without a statistically 
significant difference.[26] Mao et al., revealed that health 
coaching through mobile phone can be an innovative 

solution for reducing body weight and improving BP 
measurements in overweight or obese patients.[12] Health 
coaching studies for patients who have uncontrolled 
hypertension in developing countries are scarce. In this 
research, the effectiveness of health coaching on self‑care 
and control of BP was assessed in PHC patients with 
uncontrolled hypertension compared with standard care 
in the Port Said Governorate, Egypt.

Materials and Methods

The study design was a nonrandomized control group 
pretest–posttest design (quasi‑experimental study). 
Data were taken from participants from July 2020 to 
November 2021. Ethical approval was obtained from the 
Institutional Review Board vide Letter No. 4109 dated 
24/02/2020, and informed written consent was taken 
from all participants in the study.

The study had two groups: intervention and control 
groups. In the intervention group, the participants 
received face‑to‑face health coaching sessions, and phone 
calls besides the standard care, whereas the control group 
only received the standard care. The standard care or 
traditional care for hypertension at the PHC settings is 
a diagnostic and treatment process that PHC providers 
follow for hypertension, which includes counseling 
for lifestyle modification, prescribing or refilling the 
appropriate medications, follow‑up of illness, and 
referral if indicated. The standard care session which is 
provided by the PHC providers lasts about 10–15 min. 
During these sessions, the PHC providers share 
information and make recommendations that align with 
the treatment plan for hypertension.

Participants were recruited by the first author through a 
consecutive sampling technique. The participants were 
assigned to either the control or the intervention group. 
The participants were recruited from three PHC settings 
in the Port Said Governorate affiliated with Egypt’s 
General Authority of Healthcare. The assessment was 
done simultaneously for both groups at baseline and 
6 months later.

We included individuals  with uncontrol led 
hypertension (SBP ≥140 mmHg, DBP ≥90 mmHg, or 
both)[27] had been diagnosed with hypertension for at least 
1 year, had received antihypertensive medication without 
change for 3 months, aged 18 years or more, and had 
agreed to participate in this study. We excluded pregnant 
women, extremely ill patients (e.g., decompensated 
renal disease), with severe mental illness, for example, 
severe dementia or depression that could interfere with 
communication or comprehension questions, and those 
who had visual and hearing impairments that interfere 
with communication. In addition, those patients who 
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treatment refill. Mobile health biweekly coaching 
sessions of 15–30 min were conducted between the 
sessions, for 9 sessions.

The coach trained patients for self‑management 
support providing information, promoting healthy 
behaviors, acquiring problem‑solving skills, providing 
regular follow‑up, assisting with the emotional 
impact of chronic illness, and encouraging people 
to be active participants in their care. The health 
coaching program had given basic knowledge related 
to hypertension, for example, definition, symptoms 
and signs, complications, management, follow‑up, 
and hypertension self‑care activities (e.g., medication 
adherence, a low‑salt diet, weight loss or maintenance 
of ideal body weight, quitting smoking, regular physical 
activity for 30 min most days of the week, as well as 
self‑monitoring of BP).

For the scoring of the H‑SCALE, medication adherence 
practice comprised three items (score: 0–21). Low‑salt 
diet practice consisted of 12 items; 9 items were reversely 
coded as these items were negatively phrased. A mean 
score was calculated. Adherence to a low‑salt diet 
is considered when the score is 6 or better. Physical 
activity practice had two items (score: 0–14). Smoking 
practice had one item (smoker or nonsmoker). Weight 
management practice comprised ten items. Response 
categories ranged from strongly disagree (1) to strongly 
agree (5). Responses were summed up creating a range 
of scores from 10 to 50. Good weight management 
practices had a score of ≥40. Alcohol practice had 3 
items (abstinence or not).[29]

The obtained data were entered and analyzed using 
the Statistical Package for the Social Sciences software 
version 26.0 (SPSS, IBM Corporation, NY, USA). 
A paired‑sample t‑test was used to assess the changes 
in BP measurement, and H‑SCALE score before and 
after receiving the health coaching in both arms of 
this intervention. However, an independent‑samples 
t‑test was used to evaluate the statistical differences 
between the means of intervention and control groups’ 
change scores regards these issues. McNemar’s test 
was used to assess changes in controlled BP and 
optimal hypertension self‑care activities between 
control and health coached groups. Risk ratio (RR) was 
used to assess the effectiveness of health coaching in 
improving BP control and the appropriate self‑care 
practices for hypertension. Multiple logistic regression 
analysis was used to assess the predictors of better BP 
control (BP <140/90 mmHg)[27] after receiving health 
coaching in the intervention group aiming to control 
the confounders. P < 0.05 was considered statistically 
significant.

had not completed the interview were excluded from 
this study.

The sample size calculated[28] was equal to 62 per group. 
After the addition of a drop‑out proportion of 15%, the 
total sample size was 142 subjects. One participant was 
dropped from the intervention group after the pretest 
since they passed away. Hence, the actual sample size 
was 141 participants.

A relevant authority was contacted for permission to 
carry out the study in PHC settings in the Port Said 
Governorate affiliated with the general authority of 
healthcare. Informed written consent was designed by the 
researcher. Patients with uncontrolled hypertension who 
participated were required to sign an informed consent 
to participate in this study. The questionnaire included 
socioeconomic characteristics, disease profile and BP 
control, and the Arabic version of the hypertension 
self‑care activity level effects (H‑SCALE).[29]

Sociodemographic data were age (years), gender, 
marital status, occupation, employment status, and 
income. The disease profile included the duration of 
hypertension (years), comorbidities, hypertension‑related 
complications, current antihypertensive medications, 
and a family history of hypertension. The examination 
included BP, height, weight, and body mass index. The 
first author took the BP measurements for all participants 
to minimize observer bias.

The H‑SCALE instrument was developed by 
Warren‑Findlow and Seymour.[29] This scale was 
translated into Arabic by the first author. This 
Arabic version was back‑translated into English by 
a bilingual consultant, and then the two translators 
discussed necessary modifications, restatement, 
and rewording. The Arabic version of the H‑SCALE 
faced validity by three expert opinions with no major 
modifications. The self‑care activities, for example, 
medication adherence (3 items), low‑salt diet (12 
items), physical activity (2 items), smoking (1 item), 
weight management (10 items), and a pilot study was 
carried out on 20 patients before the study to assess the 
feasibility and reliability of this scale and it found an 
acceptable Cronbach’s α of 0.6.

This program was prepared and implemented by the 
first author, and it was revised for content validity by 
a group of three experts. The program was delivered 
through face‑to‑face and mobile health coaching 
sessions organized and implemented in accordance 
with the requirements of each participant for 6 months. 
Four sessions of 20–30 min per session of health 
coaching were conducted for participants once every 
2 months at the study settings during their monthly 



Abbas, et al.: Health coaching for hypertension control in primary care

Journal of Family and Community Medicine  - Volume 31, Issue 1, January-March 2024 19

Results

The study included 141 participants, 51.8% were males, 
and 65.2% were 60 years old or older with a mean age of 
61.90 ± 8.41 years. Most patients (77.3%) were married, 
46.8% had secondary school only or intermediate 
education, 31.2% were in semi‑professional occupations, 
and 57.4% had a sufficient income for essential needs. 
The participants in the study had an average baseline 
SBP of 148.79 ± 14.0 mmHg, and an average baseline 
DBP of 88.1 ± 7.1 mmHg. Table 1 shows no significant 

differences between health coaching and control groups 
in any of the demographic and clinical characteristics 
assessed except education (P = 0.015) and chronic kidney 
disease (P = 0.034).

Providing health coaching had resulted in a significant 
reduction of SBP (the average mean change was 
11.57 ± 11.18 mmHg, P < 0.001) and DBP (the average 
mean change was 6.29 ± 7.96 mmHg, P < 0.001). While 
in the control group, SBP decreased insignificantly 
by 1.41 ± 18.98 mmHg (P = 0.53) and DBP increased 

Table 1: Demographic characteristics of  the participants  in  the health coaching and control groups
Variables Health coaching group (n=70)

N (%)
Control group (n=71)

N (%)
P‑value

Gender
Male 39 (55.7) 34 (47.9) 0.631a

Female 31 (44.3) 37 (52.1)
Age (years), mean±SD 61.11±8.67 62.68±8.15 <0.001*

<60 31 (44.3) 18 (25.4) 0.264a

≥60 39 (55.7) 53 (74.6)
Marital status

Married 49 (70.0) 60 (84.5) 0.286b

Widowed 21 (30.0) 11 (15.5)
Education

Less than secondary 17 (24.3) 22 (31.0) 0.015*,b

Secondary school/intermediate 31 (44.3) 35 (49.3)
University or above 22 (31.4) 14 (19.7)

Occupation
Nonworking/housewife 19 (27.1) 17 (23.9) 0.733b

Manual worker 4 (5.7) 14 (19.7)
Trades/semi-professional/professional 47 (67.1) 40 (56.3)

Income
Insufficient 6 (8.6) 0 0.246b

Hardly sufficient 15 (21.4) 23 (32.4)
Sufficient for essential needs 39 (55.7) 42 (59.2)
Enough and save 10 (14.3) 6 (8.5)

Family history of hypertension 45 (64.3) 53 (74.6) 0.744a

Hypertension duration (years)
≤5 29 (41.4) 26 (36.6) 0.236b

>5–10 17 (24.3) 9 (12.7)
>10 24 (34.3) 36 (50.7)

Hypertension complications
Coronary artery disease 28 (40) 20 (28.2) 0.08a

Chronic kidney disease 6 (8.6) 4 (5.6) 0.034*,b

Associated diseases
Diabetes mellitus 34 (48.6) 32 (45.1) 0.978a

Dyslipidemia 46 (65.7) 53 (74.6) 0.575b

BMI
Normal 0 2 (2.8) 0.005*,a

Overweight 20 (28.6) 12 (16.9)
Obese 50 (71.4) 57 (80.3)

Antihypertensive medication
Monotherapy 12 (16.9) 20 (28.2) 0.192b

Dual therapy 38 (53.5) 23 (32.4)
Triple therapy 12 (16.9) 22 (31.0)
Quadrable therapy or more 8 (11.3) 6 (8.5)

*Statistically significant at P<0.05, aChi-square test was used, bFisher’s exact test was used. BMI=Body mass index, SD=Standard deviation
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significantly by 2.53 ± 8.53 (P = 0.015). Mean differences of 
SBP (10.16, 95% confidence interval CI: 5–15.31, P < 0.001) 
and DBP measurements (8.82, 95% CI: 6.65–11.08, P < 0.001) 
were significantly reduced after 6 months. The H‑SCALE 
score was significantly increased (the average mean 
change was 18.81 ± 11.9, P < 0.001) in participants in the 
intervention group; however, this score was significantly 
decreased in the control group participants [the average 
mean change was 2.08 ± 6.18, P = 0.001, Table 2].

Table 3 shows that medication usage (RR = 1.72, 95% CI: 
1.38–2.14, P < 0.001), low‑salt diet (RR = 3.55, 95% CI: 1.91–
6.60, P < 0.001), and weight management (RR = 4.06, 95% 
CI: 1.77–9.3, P < 0.001) were significantly improved in the 
health coached participants. BP control was significantly 
associated with the level of education (P = 0.041), 
occupation (P = 0.014), duration of hypertension (P = 0.025), 
presence of coronary artery disease (P = 0.029), changes 
in total self‑care activities (P = 0.039), medication 
usage (P = 0.032), and weight management (P = 0.007) 
scores in the intervention participants [Table 4]. In the 
intervention group, the higher changes in total H‑SCALE, 
medication usage, and weight management scores were 

found in participants with controlled BP (means were 
21.97 ± 14.82, 3.5 ± 6.09, and 10.61 ± 5.36, respectively) 
compared with those participants with uncontrolled 
BP (means were 15.47 ± 6.44, 1.12 ± 2.99, and 7.24 ± 3.82, 
respectively). In Table 5, multiple logistic regression 
demonstrated that a unit increase in the 6‑month change 
of H‑SCALE total score in the intervention group is 
significantly associated with a 5.7% greater odds of better 
BP control (odds ratio: 1.057, 95% CI: 1.001–1.116).

Discussion

This study found that providing face‑to‑face health 
coaching and phone calls significantly improved 
BP control and hypertension self‑care activities, for 
example, medication usage, low‑salt diet, and weight 
management. In our study, health coaching helped the 
participants in the intervention group improves their BP 
control through self‑care activities.

Our study found that BP control was significantly 
improved after receiving health coaching, and 
our result  is  consistent with that of a recent 

Table 2: Differences  in blood pressure measurements and hypertension self‑care among  the participants  in  the 
pre‑  and posttest  control  study
Variables Health coaching group (n=70) Control group (n=71) Mean 

difference
95% CI for mean 

difference
P‑valueb

Mean±SD Change, 
Mean±SD

P‑valuea Mean±SD Change, 
Mean±SD

P‑value

SBP
Pretest 148.43±11.31 11.57±11.18 <0.001* 149.15±16.34 1.41±18.98 0.53 10.16 5.0–15.31 <0.001*
Posttest 136.86±13.19 147.75±16.05

DBP
Pretest 88.14±8.31 6.29±7.96 <0.001* 88.03±5.70 −2.53±8.53 0.015* 8.82 6.56–11.08 <0.001*
Posttest 81.86±5.66 90.56±7.15

H-SCALE 
score

Pretest 116.73±17.02 −18.81±11.9 <0.001* 112.77±14.83 2.08±6.18 0.001* −13.89 -17.02– -10.76 <0.001*
Posttest 135.54±8.78 110.69±14.67

*Statistically significant at P<0.05, aPaired-samples t-test was used, bIndependent-samples t-test was used. H-SCALE=Hypertension self-care activity level effects, 
SD=Standard deviation, CI=Confidence interval, SBP=Systolic blood pressure, DBP=Diastolic blood pressure

Table 3: Comparison of  achieving controlled blood pressure and optimal  self‑care activities  in  the health 
coaching and control groups
Variables Health coaching group (n=70) Control group (n=71) Effect estimates

Pretest
N (%)

Posttest
N (%)

P‑value Pretest
N (%)

Posttest
N (%)

P‑value RR 95% CI for RR P‑value

BP
Controlled BP 0 36 (51.4) <0.001* 0 8 (11.3) 0.008* 4.56 2.29–9.11 <0.001*

Appropriate 
self-care

Medication usage 49 (70.0) 67 (95.7) <0.001* 51 (71.8) 39 (54.9) <0.001* 1.72 1.38–2.14 <0.001*
Low-salt diet 19 (27.1) 35 (50.0) <0.001* 12 (16.9) 10 (14.1) 0.5 3.55 1.91–6.60 <0.001*
Physical activity 11 (15.7) 11 (15.7) NA 2 (2.8) 2 (2.8) NA NA NA NA
Nonsmokers 57 (81.4) 58 (82.8) 0.99 67 (94.4) 67 (94.4) NA
Weight 
management

0 24 (34.3) <0.001* 6 (8.5) 6 (8.5) NA 4.06 1.77–9.3 <0.001*

*Statistically significant at P<0.05. McNemar’s test was used for assessing changes in controlled BP and optimal hypertension self-care activities. BP=Blood 
pressure, NA=Not applicable, RR=Risk ratio or relative risk, CI=Confidence interval
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meta‑analysis.[14] In previous studies, SBP was the 
only significantly reduced BP measurement;[11,12,30] 
however, an American study found that DBP was 
significantly improved after receiving monthly 
health‑coaching phone calls, whereas SBP was not 
significantly reduced in patients treated in the rural 
primary care settings.[25] In another American study, 
health coaching on monitoring BP at home and home 
titration of BP medications resulted in SBP and DBP 
reduction, but there was no significant difference in 
low‑income primary care individuals.[26]

In our study, there was a mean decrease in 
SBP (11.57 mmHg) and DBP (6.28 mmHg) in the 
participants who received health coaching. These changes 
are greater than the reported SBP and DBP reductions 
in the previous studies, in which SBP reductions ranged 
from 0.26 to 8.21 mmHg[12,14,25,30] and DBP reductions 
ranged from 0.13 to 1.116 mmHg.[14,30] Margolius et al., 
found a greater SBP reduction (21.8 mmHg) than our 
study.[26] Wu et al., demonstrated higher DBP reductions 
over time (7.67–10.47 mmHg) than our finding in those 
primary care patients with low medication adherence, 

Table 4: Association of blood pressure control with sociodemographic and clinical  characteristics data after 
health coaching  in  the  intervention group
Variables Uncontrolled BP (n=34)

N (%)
Controlled BP (n=36)

N (%)
P‑value

Age (years)
<60 12 (35.3) 19 (52.8) 0.141
≥60 22 (64.7) 17 (47.2)

Gender
Male 18 (52.9) 21 (58.3) 0.650
Female 16 (47.1) 15 (41.7)

Marital status
Married 22 (64.7) 27 (75.0) 0.437
Widowed 12 (35.3) 9 (25.0)

Educational level
Less than secondary 4 (11.8) 13 (36.1) 0.041*
Secondary 16 (47.1) 15 (41.7)
University or above 14 (41.2) 8 (22.2)

Occupation
Nonworker or housewife 6 (17.6) 13 (36.1) 0.014*
Manual worker 0 4 (11.1)
Trades/semi-professional/professional 28 (82.4) 19 (52.8)

Income (patient’s perceptions)
Insufficient 4 (11.8) 2 (5.6) 0.055
Hardly sufficient 4 (11.8) 11 (30.6)
Sufficient for essential needs 18 (52.9) 21 (58.3)
Enough and save 8 (23.5) 2 (5.6)

Duration of hypertension (years)
<5 14 (41.2) 15 (41.7) 0.025*
5–9 4 (11.8) 13 (36.1)
≥10 16 (47.1) 8 (22.2)

Hypertension complications
Coronary artery disease 16 (47.1) 8 (22.2) 0.029*
Chronic kidney disease 2 (5.9) 4 (11.1) 0.674

Associated comorbidities
Diabetes 14 (41.2) 20 (55.6) 0.229
Dyslipidemia 22 (64.7) 24 (66.7) 0.863

Family history of hypertension 24 (70.6) 21 (58.3) 0.285
Change in BMI, median (IQR) −0.69 (−0.78–−0.35) −0.63 (−1.17–0) 0.990
Antihypertensive medication

Monotherapy 6 (17.6) 6 (16.7) 0.467
Dual therapy 18 (52.9) 20 (55.6)
Triple therapy 4 (11.8) 8 (22.2)
Quadrable therapy or more 6 (17.6) 2 (5.6)

*Statistically significant at P<0.05, aChi-square test was used, bFisher’s exact test was used, cMann–Whitney U was used. BP=Blood pressure, BMI=Body mass 
index, IQR=Interquartile range
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Table 5: Predictors of better blood pressure control  among  the participants after health coaching  in  the 
intervention group
Variables β SE P‑value OR 95% CI for OR
Education

Secondary education −1.275 0.782 0.103 0.279 0.060–1.294
University or above −1.504 0.803 0.061 0.222 0.046–1.072

Duration of hypertension (years)
5–10 1.140 0.764 0.136 3.127 0.699–13.992
≥10 −0.466 0.668 0.485 0.627 0.169–2.324

Coronary artery disease −0.744 0.604 0.218 0.475 0.145–1.553
Change of H-SCALE total score 0.055 0.028 0.048* 1.057 1.001–1.116
*Statistically significant P (<0.05). Reference categories were less than secondary education, duration of hypertension is <5 years, absent coronary artery 
disease, and change of the total H-DCALE score. Multiple logistic regression: Omnibus tests χ2 (df)=19.339 (6), P=0.004, Cox and Snell R2=0.241, Negelkerke 
R2=0.322, overall correct classification=67.1%. CI=Confidence interval, H‑SCALE=Hypertension self‑care activity level effects, OR=Odds ratio, SE=Standard error, 
Df=Degree of freedom

who received health coaching on medication adherence 
and BP control.[25]

The variations in these results might be due to differences 
in culture, demographic and clinical characteristics of 
the study population, study design, duration of these 
interventions, focus of coaching (e.g., self‑management, 
BP monitoring, or home titration of BP medications), 
and methods of delivering health coaching, for example, 
phone‑based interventions, face‑to‑face, or mixed 
coaching.[11,12,14,25,26,30]

We found that health coaching significantly influenced 
medication adherence. This finding is like previous 
studies regardless of the differences in the participants’ 
characteristics and the used methods.[11,25,31] Crittenden 
et al., demonstrated that health coaching improved 
adherence to antihypertensive medications.[11] Wu 
et al., concluded that implementing a multicomponent 
intervention that includes health coaching had a 
significantly greater improvement in medication 
adherence over time.[25] Thom et al., found that health 
coaching by a medical assistant had a significant effect 
on medication adherence.[31]

In our study, health coaching had a significant effect 
on hypertension self‑care activities, for example, 
low‑salt diet and weight management. The percentage 
of nonsmokers had slightly increased without a 
statistically significant difference. However, there was 
no change in physical activity. Unfortunately, similar 
studies are limited to sound comparison. A prior study 
revealed that health coaching improved adherence to 
lifestyle modification,[11] whereas a meta‑analysis found 
that health coaching had a positive effect on dietary 
behaviors.[14] In “Health Coaches for Hypertension 
Control ”programs, there were statistically significant 
changes in healthy diet (e.g., increased consumption 
of fruits and vegetables and low‑fat foods), physical 
activity, weight loss, and the ability to cope with life’s 
stress.[30] Moreover, the “Expanded Health Coaches for 

Hypertension Control” program showed that there was 
a motivational readiness to engage in physical activity, 
eat healthy food, manage stress, adhere to an overall 
healthy lifestyle, and make small changes in weight and 
waist circumference.[32]

Our results showed that health coaching significantly 
improved BP control after 6 months through changes 
in overall hypertension self‑care activities, medication 
usage, and weight management. These are logical 
findings. Improvement of adherence to the prescribed 
antihypertensive medication and lifestyle changes such 
as weight management are key components of better 
BP control.[27,33]

Intervention includes face‑to‑face health coaching 
and telephone calls is a clinically applicable strategy 
that provides promising opportunities to primary 
care individuals with uncontrolled hypertension in 
developing countries to improve hypertension self‑care 
and BP control. Family physicians could provide 
health coaching for hypertensive patients, for example, 
knowledge, tools, skills, and confidence to become active 
participants in their self‑care. The family physician could 
train primary care nurses or other medical assistants to 
provide coaching for the improvement of BP control.

Based on our best knowledge, this is the first study 
to assess the effectiveness of face‑to‑face and phone 
calls for health coaching in improving BP control and 
hypertension self‑care in primary care patients in 
developing countries with uncontrolled hypertension 
compared with standard care. Prior intervention studies 
included another modality, for example, health education 
or health promotion to promote healthy lifestyle and 
reduce BP in patients in developing countries.[34‑37] One 
intervention in developing countries concluded that 
mobile health interventions can be used as an effective 
method for hypertension self‑management in patients 
treated at public hospitals.[38] Further study on a larger 
sample is needed to assess the psychometric properties of 
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the Arabic version of the H‑SCALE including evaluation 
of construct, convergent, and discriminant validity in 
addition to test–retest reliability.

This study has many limitations. First, the lack of 
randomization may have resulted in the potential 
for selection bias and the inability to generalize the 
results. Second is the lack of blindness. Third, the 
educational levels of the intervention and control 
groups were not comparable. This may have had an 
influence in the intervention group. However, we did a 
multiple regression analysis to predict BP control in the 
participants in the health coached group after adjusting 
variables to control confounders, for example, education, 
duration of hypertension, presence of coronary artery 
disease, and change of H‑SCALE total score.

Conclusion

Health coaching was an effective method for improving 
hypertension self‑care and BP control in primary care 
patients with uncontrolled hypertension. Hypertension 
self‑care activities, for example, medication usage, 
low‑salt diet, and weight management were improved 
after health coaching. Changes in hypertension self‑care 
activities were associated with better BP control in the 
intervention participants.
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