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Abstract: Introduction: Most people with hypertension assume that consumption drugs can control their blood pressure. In fact,
lifestyle factor such as physical activity contribute to the burden of account for substantial morbidity, mortality, and rising in
hypertension, highly the much for prevention afford to curb public health epidemic. Health coaching was one way for the nurse to
improve motivation and patient’s beliefs concerning their disease so that they would show good compliance behavior. Objective of this
study was to analyze the effect of health coaching toward physical activity. Methods: This study used quasy experiment design with pre-
post test control group design. Sample collection technique was by purposive sampling. The amount of sample was 26 people for each
group. There were two variables, the dependent and independent variables, the dependent variable was physical activity and the
independent variable was health coaching. The location in the work Pandanwangi public health center and the time was April 4™ — July
7™ 2019. Statistic analysis used Wilcoxon Signed Rank Test and Mann Whitney. Result: Health coaching has effect toward dietary.
Difference test in treatment group using Wilcoxon obtain p value 0,000, while difference test with Mann Whitney obtain p value 0,000.
Discussion: There is diit pattern differences between treatment and control group. Furthermore, diit pattern as a management of

hypertension. It is expected hypertension patients should be always doing diit pattern that has been recommended.
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1. Introduction

Ignorance of hypertensive patients about the dangers and
complications of hypertension makes patients with grade |
hypertension rise to grade Il hypertension. Hypertension
patients assume that taking medication alone is enough to
control their blood pressure. In patients with first-degree
hypertension who are able to regulate their behavior such as
controlling diet and exercise, it is less likely to increase their
degree of hypertension to grade Il. When someone is
diagnosed with hypertension, health workers will ask the
patient to adjust his lifestyle. Starting from adjusting eating
patterns, salt intake, limiting coffee and alcohol
consumption, increasing physical activity or sports, stopping
smoking, managing stress or anger conditions, and following
treatment programs. Counseling that has been given so far
by health workers does not have a visible effect on changes
in compliance behavior of hypertension sufferers because
there is no feedback or opportunity for hypertensive
sufferers to express what information they really need about
their health. Changes in behavior using coercive strategies
also cannot be applied to rural communities. Another
strategy that can be carried out by force or regulation, but so
far there has never been a law in the community both written
and unwritten that focus on health issues. Therefore the
provision of information and assistance in changing
compliance behavior was chosen as an intervention for the
village community.

In fact, not all people with hypertension can adjust their
lifestyle. Related to following the advice of health workers,
hypertensive patients will conduct an assessment of their
health conditions. The differences will appreciation of the
disease suffered by hypertensive patients, related to the
patient's assessment of the threat of a disease. Based on the
Health Belief Model, the likelihood that someone will take
precautionary measures depends on the results of their
beliefs or health assessments (Priyoto, 2014). Patients will

take actions to prevent, reduce, or control the condition of
health problems based on the seven components of the
expected health belief model. Behavior compliance can be
interpreted as an effort made by the patient in the form,
following medical rules, following a diet or lifestyle changes
in accordance with medical advice (Sarafino, 2011).

From the results of a preliminary study conducted in the
Pandanwangi Public Health Center in Malang, the number
of hypertension sufferers was 1060 visits. The 2013 Riskesd
as fact shows that 23.7% of the population aged 10 years and
over smoke every day. Consumption of salt and salty foods
in the community is still high, which is 15 grams per person
per day, far from the recommended maximum limit of 6
grams per person per day, and as many as 24.5% of people
over the age of 10 consume salty food every day. As many
as 93.6% of the population consumed less fruits and
vegetables (Ministry of Health, 2013). Riskesdas data for
2013, shows the proportion of physical activity of the
population which is classified as less active in Indonesia by
26.1%. From all provinces in Indonesia there are 22
provinces whose physical activity of the population is
classified as less active with a proportion above the national
average, including in East Java Province by 33.9% (Ministry
of Health, 2013). As well as data from NHANES 2007-
2010, there were 47.5% of hypertension sufferers who did
not control their blood pressure (American Heart
Association, 2013). Hypertensive patients who have poor
compliance behavior can increase the degree of hypertension
and lead to complications including myocardial infarction,
stroke, kidney failure, and death if not detected early and
treated appropriately (James, et al., 2014).

The results of studies on the use of health coaching
techniques in several previous studies varied including:
providing positive experiences for participants, giving
maximum results perceived by Priyoto (2014), namely
perceived vulnerability (Perceived susceptibility), perceived
danger / pain (Perceived severity) ), perceived benefits
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(Perceived benefits), perceived obstacles (Perceived barrier),
modification variables (Modifying variables), cues to action
(Cues to action), and one's beliefs about the ability he has to
do something (Self Efficacy). This HBM component is
perfect for overcoming behavioral problems that have
consequences for health problems (for example:
consumption of unhealthy foods, lack of physical activity).
HBM has been widely adapted and successfully applied in
the design of health interventions (Orji, Mandryk, &
Vassileva, 2012).

2. Methods

This study used quasy experiment design with pre-post test
control group design. Sample collection technique was by
purposive sampling. The amount of sample was 26 person
for each group. There were two variables, the dependent and
independent variables, the dependent variable was physical
activity and the independent variable was health coaching.
The location in the area Pandanwangi health public care and
the time was April 4™ — June 7", 2019. Statistic analysis
used Wilcoxon Signed Rank Test and Mann Whitney.

respondents (46.1%), type most occupations as housewives
were 816 respondents (61.5%), and most had a history of
hypertension (61.5%).

3.1 Research Variable

Analysis of the Differences in Preit Post Test Post Test
Treatment and Control Groups in the Pandanwangi Public
Health Center

Table 5.3: Results of the analysis of pre-test eating
arrangements post-test treatment and control groups in the
working area of Pandanwangi Public Health Center Malang

Kelompok Kelompok Mann
Kategori Perlakuan Kontrol Whitney
) % ) %
Kurang 8 31| 10 38
Pre testf Cukup 14 54| 14 54 | 0=0.304
Baik 4 15 2 8
Kurang 0 0 10 38
Post 31 54
test Cukup 8 69 14 a=0.000
Baik 18 2 8
Wilcoxon Z=-4292 Z=-3771
a =0.000 a=0.000

3. Result
Table 4.1: Results of general data analysis
Respondent Intervention group | Control group Total
characteristic f ] % fl % n]| %
Gender
Male 8 30,8% 6 | 231% | 14 |26,9%
Female 18 69,2% 20| 76,9% |38 |73,1%
Age
36-45 4 15,4% 0 0% 4 | 7,7%
46-55 22 84,6% 26 | 100% | 48 |92,3%
Graduate
Elementary school | 6 23% 12| 46,1% | 18 |34,6%
Junior high school | 10 38,5% 6 | 23,1% | 16 |30,8%
Senior high school | 10 38,5% 6 | 23,1% | 16 |30,8%
Bachelor 0 0% 2 7,7% 2 | 3,8%
Occupation
Housewife 12 46,2% 16| 61,5% | 28 |53,8%
Private employee | 12 46,2% 4 | 154% | 16 |30,8%
Civil servants 0 0% 4 | 154% 4 | 7,7%
Entrepreneur 2 7,6% 2 7,7% 4 | 7,7%
Hypertension history
Yes 10 38,5% 10| 38,5% | 20 |38,5%
None 16 61,5% 16 | 615% | 32 |61,5%
Kidney diseases histor
Yes 0 0% 0 0% 0 | 0%
None 26 100% 26 | 100% |52 | 100

(Sumber: Data Primer, 2019)

Based on table 4.1, it can be seen that in the treatment group
in this study the majority were female, with 18 respondents
(69.2%) with almost 46-55 years of age (84.6%) and almost
half of the education level, namely junior high and high
school. with the same number each of 10 respondents
(38.5%), almost half of the types of work are housewives
and private employees with the same number each of 12
respondents (46.2%), and most have a history of
hypertension (61.5%). Whereas in the control group almost
all respondents were female as many as 20 respondents
(76.9%), with a total age range of 46-55 years (100%), the
level of education was almost half as elementary as 12

Based on table 5.3 above, it is found that the regulation of
dietary behavior in the treatment group of 14 respondents
migrated in the sufficient and good category and none of the
respondents was in the poor category. While in the control
group there were no significant changes because the results
obtained were the same ... from the table above it can be
stated that the value of o = 0.000 means that HO is rejected
or the hypothesis is accepted so that there is a difference
between the treatment group and the control group on the
diets of hypertensive patients given health coaching with the
theory of health belief model approach.

4. Discussion

Respondent's diit pattern before intervention is mostly found
in sufficient category for the treatment and control groups.
In the treatment group of respondents with less categories
found 8 respondents (30.8%), enough categories found 14
respondents (53.8%), and good categories 4 respondents
(15.2%). Whereas in the control group there were
respondents with less categories found 10 respondents
(38.5%), enough categories found 14 respondents (53.8%)
and good categories found 2 respondents (7.7%).

This fact is in line with the results of Basic Health Research
from the Ministry of Health of the Republic of Indonesia
(2013) which shows that the population is categorized as
sufficient in consuming vegetables and or fruits. Sumarman
Research (2010) mentions the obstacle of hypertension
sufferers implementing a low salt diet is the difficulty of
changing high salt foods to low salt foods and for a long
time or a lifetime. Similar to the results of research from
Khan, Banawy, Mirza, Hussain, Khan, & Lashari (2014)
which states that most of the non-adherent patients with
hypertension are in dietary settings that can have an impact
on the health of hypertensive sufferers, focus more on non-
compliance with hypertension sufferers in limiting salt and
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fat.In fact hypertension sufferers already know that the food
consumed should not contain a lot of salt and fat, increase
the input of vegetables and fruit, but everyday hypertension
sufferers are still difficult to go on a diet properly and stable.
There are those who do not have an appetite if they are not
tasty, and because these dietary arrangements must be done
every day and for a lifetime, there are times when people
with hypertension can manage the diet with a little sodium
properly when motivation is high, sometimes not controlling
the food when being lazy, being there is a celebration, a
memorial day, and other activities that involve a lot of food.

The diit pattern of the treatment group after being given
health coaching mostly had a good category of 18
respondents (69.2%) and for the control group it was found
that most of the categories were 14 respondents (53.8%).
Based on table 4.4 the test results obtained with Wilcoxon in
the treatment group were found to be different between the
pre-test and post-test patterns after the health coaching
action. The results of the post test in the treatment group did
not get even one respondent with a less category, this shows
an increase in the category, namely respondents migrated in
the category of good and enough. During the research, the
process of filling in the pattern booklet was largely filled in
correctly according to the column, organized, neat, routine,
and filled in consciously not feeling burdensome. Some
respondents, who are not good at writing, take the initiative
to ask for help from the family to write down their patterns
every day. Respondents themselves also felt helped by
filling out this booklet because it could automatically control
what food was consumed. For behavioral patterns of diits in
the treatment group there was an increase in the category of
respondents migrating in the sufficient and good category
and none of the respondents was in the poor category.

Based on table 4.4, the test results obtained with Wilcoxon
in the control group showed no difference in dietary patterns
in the pre-test and post-test control groups. The absence of
this difference can be seen from the presence of respondents
in the control group with a less category. This can occur
because a person will behave in accordance with the
knowledge he has, behavior change also depends on the
quality of the stimulus or stimulus provided, meaning that
the quality of the communication source also determines the
success of the behavior change (Notoatmodjo, 2014).

This result is also supported by demographic data of
respondents who mostly have a job as a housewife, so
information about hypertension diets obtained only comes
from health workers when the posyandu is elderly or when
respondents come for a check up at the puskesmas. Because
most of the respondent'’s time is spent at home.

Increased diit pattern category in the treatment group in
accordance with the theory that someone often tends to
accept the words or views of people or other parties in the
learning process, if that view is supported by the majority of
groups or groups, then if someone has accepted the view,
usually someone will agree with that view (Priyoto, 2014).
Similar research from Kamran, Shekarchi, Sharifirad,
Sharifian, & Shekarchi (2015) also states that knowledge
about essential nutrients is given to people with hypertension
in order to increase understanding of diit pattern regulation.

health coaching provided with simple and practical health
information is easier for respondents to follow and do.
Health coaching is given directly to respondents in an
applicative example of choosing the type of food along with
the respondent, the number of servings allowed by giving a
direct example of the size or dose that should be consumed,
and recommended cooking methods for people with
hypertension, simple activities that involve respondents
directly more easily captured and remembered by
respondents then easy to apply. This activity also involves
the active role of the health cadre which is very helpful for
direct involvement and motivating respondents.

The results of observing changes in the diit pattern of the
treatment group after being given a health coaching
intervention showed an increase in the good category, while
in the control group there were still respondents in the poor
category. Based on the initial interview at the identification
stage of hypertension sufferers, it was found that the
difficulty of changing eating habits that have been running
for years can be one of the obstacles in changing diet
patterns.

This fact is consistent with the theory of Huffman (2007)
that Health Coaching is the practice of health education and
health promotion with a view to improving individual health
and to facilitate the achievement of health goals, which
effectively motivates behavior change in a structured
manner, through supportive relationships between
participants and coaches. In line with research from Difran
(2015) which states that coaching support can influence
patient behavior in managing their disease.

Changes in dietary behavior in this study are dietary
arrangements including the amount of consumption of
sodium, carbohydrates, fruits, vegetables, side dishes, and
fat. In this study, most respondents in the treatment group
routinely filled out the diet pattern booklets because they felt
helped, respondents also knew what types of food could
increase and decrease their blood pressure, and respondents
felt controlled so that they were more able to refrain from
consuming excessive food.

5. Conclusions and Recommendations
5.1 Conclusion

There is an effect of providing health coaching with the
health belief model approach with dietary regulation in the
elderly who have hypertension with a = 0.000..

5.2 Suggestion

1) People with hypertension are expected to have a blood
pressure to control it
2) For Nurses
a) The results of this study can be used by nurses to
modify nursing interventions by utilizing the diary
method to improve the compliance behavior of patients
with hypertension. Especially documentation of dietary
settings because of the diversity of foods commonly
consumed by people with hypertension.
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b) Nurses can increase the self efficacy of hypertension
sufferers through public health center programs that
involve hypertension sufferers such as the elderly.

c) Give rewards to hypertension sufferers who regularly
come to the public health center by giving booklets.

3) Public health center can be used as a basis for program
development by forming a support group to care for
hypertension sufferers and involving cadres in it.

4) In further research, health coaching can be done in a more
structured, routine, and scheduled manner in hypertensive
patients so that results are more optimally.

References

[1] Abdi, Z (2015).
AnalisisPengaruhPerilakuPencegahanHipertensiBerdas
arkanKonsep Health Belief Model dan DukunganSosial
pada Masyarakat DesaBaruhjayaPropinsi Kalimantan
Selatan. Surabaya: FakultasKesehatan Masyarakat
UniversitasAirlangga.

[2] Ahmed, K., Khalig, M., Shah, S., & Anwar, W. (2008).
Compliance to Antihypertensive Drugs,Salt Retriction,
Exercise and Control of Systemic Hypertension in
Hypertensive Patinetsat Abbottabad. J AyubMed Coll
Abbotabad, 2, 20.

[3] American Heart Association. (2013). HighBlood
Pressure. United States: American Heart Association.

[4] Ammentorp, J., Thomsen, J., &Kofoed, P. (2013).
Adolescents with Poorly Controlled Type 1 Diabetes
can Benefit from Coaching: A Case Report and
Discussion. J Clin Psychol Med Settings .

[5] Axelrod, R..Zimbro, K., Chetney, R., Sabol, J., &
Ainsworth, V. (2001). A Disease Management Program
Utilizing "Life Coaches” for Children with Asthma.
JCOM, 8(6).

[6] Azam, M. (2005).
PrevalensiHipertensiberdasarkanRiwayatHipertensidal
amKeluarga. Jakarta: Erlangga.

[7] Bennett, H., Coleman, A., Parry, C., Bodenheimer, T., &
Chen, E. (2010). Health Coaching for Patients.
RetrievedJanuary 2016, from TheFamily Practice
managementWeb Site: http://www.aafp.org/fpm

[8] Brookes, L. (2007). ESH '07: New Consensus
Hypertension Guidelines From the European Society of
Hypertension/Eurioean ~ Society  of  Cerdiology
(ESH/ESH). Medscape Cardiology.

[9] Carpenter, C. (2010). A Meta-analysis of The
Effectiveness of Health Belief Model Variabelsin
Predicting Behavior. Health Communication, 25(8),
661-9.

[10] Chobanian, A., Bakris, G., Black, H., Cushman, W.,
Green, L., Izzo, J., et al. (2003). The Seventh Report of
TheJoint National Committee on Prevention, Detection,
Evaluation, and Treatment of High Blood Pressure.
JAMA, 289 (19), 2560-2572.

[11]Conner, M. (2010). Cognitive Determinants of Health
Behavior Handbook of Behavioral Medicine Methods
and Applications .

[12] Dahlan, M. (2013). Besar Sampel dan Cara
PengambilanSampeldalamPenelitianKedokteran ~ dan
Kesehatan .Jakarta: Salemba Medika.

[13] Departemen Kesehatan, R. (2008). Riset
Kesehatandasar (Riskesdas) 2007.Jakarta: BAdan
Penelitian dan PengembanganKesehatanDepkes RI.

[14] Departement of Health and Human Service, U. (2003).
Your Guide to Lowering Blood Pressure. NIH

Publication.
[15]Dharma, K. (2011). Metodologi  Penelitian
Keperawatan: Panduan Melaksanakan dan

Menerapkan Hasil Penelitian. Jakarta: CV. Trans Info
Media.

[16] DirektoratJenderal PP & PL, Departemen Kesehatan RI.
(2006). PedomanTeknisPenemuan dan Tatalaksana
Penyakit Hipertensi. Jakarta: Departemen Kesehatan RI.

[17]Erkoc,S., Isikli, B.,Metintas, S., &Kalyoncu, C. (2012).
Hypertension Knowledge-Leel Scale (HK-LS): AStudy
on Development, Validityand Reliability. International
Journal of Environmental Research and Public Health,
9,1018-1029.

[18] Galantino, M., Schmid, P., Milos, A., Leonard, S.,
Botis, S., Dagan, S., et al. (2009). Longitudinal Benefits
of Wellness Coaching Interventions for Cancer
Survivors. the International Journal of Interdisciplinary
Social Sciences, 4 (10).

[19]Glanz, K., Rimer, B., & Viswanath, K. (2008). Health
Behavior and Health Education: Theory, Research, and
Practice (4 ed.). San Francisco: Jossey-Bass.

[20] Guyton, A. (2007). Buku Ajar FisiologiKedokeran.
Jakarta EGC. Harrison. (2000).  Prinsip-
prinsiplimuPenyakitDalam. Jakarta : EGC.

[21]Hay, J., Ford, J., Klein, D., Primavera, L., Buckley, T.,
& Stein, T. (2003). Adherence to Colorectal Cancer
Screening in Mammography-adherence Older Women.
Journal of Behavior Medicine, 26, 553-76.

[22]Hodge, B. (2013, May/ June). American Academy of
Family Physicians. Retrieved January 26, from The
Family Practice Management Web
Site:http://www.aafp.org/fpm

[23]Huffman, M. (2007). Health Coaching: A New and
Exciting Tehnique to Enhance Patient Self-Management
and Improve Outcomes. California: Home Healthcare
Nurse.

[24]1zumi, S., Ando, K., Ono, M., Suzukamo, Y.,
Michimata, A., & Fukuhara, S. (2007). Effect of
Coaching on Psychological Adjustment in Patient With
Spinocerebellar Degeneration: A pilot Study. Clin
Rehabil, 21 (11), 987-996.

[25]James, P., Oparil, S., Carter, B., Cushman, W.,
Dennison-Himelfarb, C., Handler,J., et al. (2014). 2014
Evidence-Based Guideline for The Management og
High Blood Pressure in Adults Report FromThe Panel
Members Appointed to The Eight Joint National
Committee (JNC 8). JAMA, 311 (5), 507-520.

[26] Kamal, M., Kusmana, D., Hardinsyah, Setawan, B.,
&Damanik, R. (2013). Pengaruh O lahragajalanCepat
dan Diet
terhadapTekananDarahPenderitaPrahipertensiPria.
JurnalKesehatan Masyarakat Nasional, 7 (6).

[27] Kamran, A., Shekarchi, A., Sharifirad, G., Sharifian, E.,
&Shekarchi, L. (2015). Evaluating Dietary Perceptions
Education Program among Rural Hypertensive Patients
on Commitment and Adherence to Healthy Diet.
Journal oF Human Health .

Volume 8 Issue 11, November 2019

WWWw.ijsr.net
Licensed Under Creative Commons Attribution CC BY

Paper ID: ART20202798

10.21275/ART20202798

1166


http://www.aafp.org/fpm
http://www.aafp.org/fpm
http://www.aafp.org/fpm

International Journal of Science and Research (1JSR)
ISSN: 2319-7064
ResearchGate Impact Factor (2018): 0.28 | SJIF (2018): 7.426

[28] KementrianKesehatanRepubllik  Indonesia.  (2013).
RisetKesehatan Dasar. Jakarta: Badan Penelitian dan
Pengembangan Kesehatan Kementrian Kesehatan RI.

[29] Khan, M., Banawy, F., Mirza, A., Hussain, M., Khan,
A., &Lashari, M. (2014). Frequency and Predictors of
Non compliancetoDietary Recommendations Among
Hypertensive Patients. J Community Health, 39, 732-
736.

[30] Krishnan, A., Grarg, R., &Kahandaliyanage, A. (2013).
Hypertensiion in the South-East Asia Region: an
overview. Regional Health Forum .

[31] Kurniawan. (2002). Hipertensi
Jakarta: RinekaCipta.

[32] Lawrence, J. (2009). Dietary Approaches to Lower
Blood Pressure. The Journal of Clinical Hypertension,
11(7).

[33]Li, C., Unger, J., Schuster, D., Rohrbach, L., Howard-
Pitney, B., & Norman, G. (2003). Youths Exposure
toEnvironmental Tobacco Smoke (ETS) Associations
with Health Belief and Social Pressure. Addictive
Behaviors, 28, 39-53.

[34]Linden, A., Butterworth, S., & Prochaska, J. (2010).
Motivational Interviewing- based Health Coaching as a
Cronic Care Intervention. Journal of Evaluation in
Clinical Practice, 16, 166-174.

[35] Macadam, C. (2014). Health Coaching-A Powerful
Approach to Support Self Care. United Kingdom:
British Medical Association.

[36] Mallion, J., & Schmitt, D. (2001). Patient Compliance in
TheTreatment of Arterial Hypertension. European
Society of HypertensionScientific Newsletter: Update
on Hypertension Management, 2 (7).

[37]Manjoer, A. (2000). KapitaSelektaKedokteran. Jakarta:
Media Aesculapius.

[38]Marvyn, L. (1995). HipertensiPengendalianLewat
Vitamin, Gizi, dan Diet.Jakarta: Arcan.

[39] Masud, 1. (1989). Dasar-dasarFisiologiKardiovaskuler.
Jakarta: EGC.

[40] Mattila, E. (2010). Design and Evaluation of Mobile
Phone Diary for PersonalHealthManagement. Thesis.
Tampere, Finland: Tampere University og Technology.

[41]Mau, M., Glanz, K., Severino, R., Grove, J., Johnson,
B., & Curb, J. (2001). Mediators of Lifestyle Behavior
Change in Native Hawaiians: Initial Findings from the
Native Hawaiian Diabetes Intervention Program.
Diabetes Care, 24 (10), 1770-5.

[42] MentriKesehatanRepublik Indonesia. (2014). Peraturan
Menteri KesehatanRepublik Indonesia Nomor 41
tentangPedomanGiziSeimbang. Jakarta.

[43] Muhammadun, A. (2010). Hidup Bersama Hipertensi.
Jogjakarta: In-Books.

[44]Ngo, V., Hammer, H., & Bodenheimer, T. (2010).
Innovation and Improvement: Internal Examination
Health Coaching in The Teamlet Model: A Case Study.
J Gen Intern Med, 25 (12), 1375-8.

[45]NHS. (2014). NHS Improving Quality. Retrieved from
Long Term Conditions Programmes:
http://www.nhsig.nhs.uk

[46] Notoatmodjo, S. (2014). ilmuPerilakuKesehatan.
Jakarta: RinekaCipta. Nursalam. (2014). Metodologi
PenelitianllmuKeperawatan. Jakarta: SalembaMedika.

[47]Orji, R., Mandryk, L., &Vassileva, J. (2012). Towards A
Data-driven Approach to Intervention Design: A

dan Penyebabnya.

Predictive Path Model of Healthy Eating Determinants.
Persuasive,203-214.

[48] Ossman, S. (2004). Motivational Interviewing: A
Process to Encourage Behavioral Change. Nephrology
Nursing Journal, 31 (3),346.

[49] PerhimpunanDokterSpesialisKardiovaskuler Indonesia.
(2015). PedomanTatalaksanaHipertensi pad
PenyakitKardiovaskuler. Jakarta.

[50]Perry, A., & Potter, P. (2010). Clinical Nursing Skills
and Techniques. Canada: Elseiver.

[51] Priyoto. (2014). TeoriSikap dan
PerilakudalamKesehatan. Yogyakarta: NuhaMedika.
[52] Sani, A. (2008). Hypertension, Current Perspective.
Jakarta; MedyaCrea. Sarafino, E. (2011). Health
Psychology Biopsychosocial Interactions.

NewYork:Johnwilley and Sons Ltd.

[53] Schneider, J., Hashizume, J., Heak, S., Maetani, L.,
Ozaki, R., & Watanabe, D. (2011). Identifying
Challenges, Goals and Strategies for Success for People
with iabetes through Life Coaching. Honolulu, HI,
USA: University of Hawai at Manoa.

[54] Sherwood, L. (2011). FisiologiManusia. Jakarta: EGC.

[55] Steventon, A., Tunkel, S., Blunt, ., &Bardsley, M.
(2013). Effect of Telephone Health Coaching
(Birmingham OwnHealth) on Hospital Use and
Associated Cost: Cohort Study with Matched Controls.
BMJ, 347.

[56] Sumarman. (2010). Penderita Hiprtensi Primr:
Pengetahuantentang Diet Rendah Garam, Kepatuhan
dan  Kendalanya. Surakarta:  Tesis, Program
Pascasarjana, UniversitasSebelasMaret .

[57]Sustrani, L., &Alam, S. (2004). Hipertensi. Jakarta: PT
Gramedia Pustaka Utama.

[58] Thom, D., Ghorob, A., Hessler, D., Vore, D., Chen, E.,
&Bodenheimer, T.(2013). Impact of Peer Health
Coaching on Glycemic Control in Low- Income Patient
with Diabetes: A Randomized Controlled Trial. Ann
Fam Med, 11,137-144.

[59] Thomas, M. (2007). Hypertension: ClinicalFeatures
and Investigations. Perth Australia Western: Hospital
Pharmacist.

[60]UCSF Center for Excellence in Primary Care. (2014).
Health Coaching in Primary Care-Intervention
Protocol. California: The Regents of the University
ofCalifornia.

[61] Udjianti, W. J. (2011). KeperawatanKardiovaskuler.
Jakarta: SalembaMedika.

[62] Viney, R., &Paice, E. (2010). The FirstFive Hundred: A
Report on LondonDaenary's Coaching and Mentoring
Service 2008-2010. London: London Daenery Coaching
and Mentoring .

[63] Wallace, L. (2002). Osteoporosis Prevention in College
Women: Application of TheExpanded Health Belief
Model. American Journalof Health Behavior, 26, 163-
72.

[64]WebMD. (2013). The Essensial Guide to Health
Coaching. WebMD Health Service.

[65] Wheeler, M. (2015). Health Coaching: a Natural Fit for
Nurses. Canadian Nurses Association .

[66] Whitley, S. (2013). Group Coaching as Support for
Changing Lifestyle for those Diagnosed with A Long -
Term Condition. International Journal of Evidence
Based Coaching and Mentoring (7), 82.

Volume 8 Issue 11, November 2019

WWWw.ijsr.net
Licensed Under Creative Commons Attribution CC BY

Paper ID: ART20202798

10.21275/ART20202798

1167


http://www.nhsiq.nhs.uk/

International Journal of Science and Research (IJSR)
ISSN: 2319-7064
ResearchGate Impact Factor (2018): 0.28 | SJIF (2018): 7.426

[67] Wolever, R., Dreusicke, M., Fikkan, J., Hawkins, T.,
Yeung, S., Wakefield, J., et al. (2010). Integrative
Health Coaching for Patients with Type 2 Diabetes: A
Rondomized Clinical Trial. Diabetes Educ, 36 (4), 629-
39.

[68] Wong-Rieger, D. (2011). Health Coaching for Chronic
Conditions Engaging and Supporting Patients to Self
Manage. Canada: Institute for Optimizing

Volume 8 Issue 11, November 2019

WWWw.ijsr.net
Licensed Under Creative Commons Attribution CC BY

Paper ID: ART20202798 10.21275/ART20202798 1168






