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Lifestyle and health promoting behaviours in Jordanian subjects without prior history of coronary

heart disease

Modern styles of living and the accelerated pace of life could direct people to adopt unhealthy lifestyles. Globally,
literature indicates that the percentages of people who adopt healthy lifestyle behaviour (HLB) are disappointing. This
study aimed to identify the level of adoption of HLB in Jordanian subjects and to compare the sociodemographic and
self-reported clinical history based on the HLB adoption level. Cross-section descriptive study was conducted and Health
Promotion Lifestyle Profile-II was used to reflect subjects’ adoption of HLB. Through convenience sampling 260 subjects
were enrolled; 50% had excess weight, 30% were current smokers, 53% had never had their cholesterol assessed.
Findings revealed that subjects were not adopting HLB regularly. Women, married, educated, young subjects and having
higher income subjects had higher HLB adoption level. Health-promotion programmes are urgently needed for this
community and sociodemographic variables have to be considered throughout preparation, implementation and evaluation
phases of such programmes.
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INTRODUCTION
Cardiovascular diseases (CVD) are the first leading causes
of death globally, accounting for 30% of all deaths, one-
third of these deaths are due to coronary heart diseases
(CHD).1 The incidence and prevalence of CHD is seri-
ously influenced by unhealthy lifestyle and poor health
behaviours.1 Modern styles of living as well as the accel-
erated pace of life could direct people to adopt unhealthy
lifestyles. Lifestyle was defined by one of the nursing

theorists as ‘discretionary activities that are a regular part
of one’s daily pattern of living and significantly influence
health status’.2

The adoption of a healthy lifestyle is an essential deter-
minant in reducing CHD’s morbidity and mortality,3 and
to live a healthy lifestyle individuals should incorporate
health promoting behaviours in their daily living activities.
Health promoting behaviours are referred to as ‘behaviors
motivated by the desire to increase well-being and actu-
alize human potential’.2 In the health-promotion model,2

Pender pointed out that incorporating health promoting
behaviours within a person’s lifestyle will lead to better
physical and psychological health, increase fitness and
improve quality of life.2 Several research studies
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supported Pender’s declaration, for instance, studies
pointed out that adopting health promoting behaviours
was associated with improved quality of life,4 increased
longevity, improved physical and mental health,5 and
increased school contentment as well as academic achieve-
ment in school aged children.6

Irrespective of the great benefits from adoption of
healthy lifestyle behaviours (HLB), studies from Jordan
highlighted alarming findings that reflect the lack of adop-
tion of HLB.7–11 In a survey conducted by the Jordanian
Ministry of Health (MOH), 21% of the subjects had never
measured their blood pressure, 38% had never measured
their blood glucose and 61% had never measured their
serum cholesterol. Furthermore, 78.7% did not practice
regular physical activity, and 31.5% of the subjects did not
practice moderate levels of physical activity.7 The survey
also revealed poor dietary habits: half the subjects con-
sumed two to four serving of fruits daily and only 39%
consumed three to five serving of vegetables daily. Find-
ings also revealed that about 38% of the subjects were
regular smokers.7 Additionally, HLB among 512 Jorda-
nian women assessed by using the Health Promotion Life-
style Profile (HPLP).8 Findings from this study indicated
that subjects were at the intermediate level of adoption of
HLB.8 These findings are consistent with three other
studies conducted later on Jordan.9–11

The international literature also indicating that the per-
centage of people who adopt HLB are disappointing.12–14

A cross-section descriptive study conducted in Hong
Kong to identify the level of adoption for HLB among
university students12 revealed that large segments of the
student population were not incorporating HLB in their
daily lifestyle. Similar findings were also highlighted in
studies conducted in developing countries,13,14 as well as
developed countries.15,16

To determine the best predictors for adoption of HLB,
a group of researchers interviewed 119 women with no
history of CHD.15 Their subjects reported intermediate
levels of HLB adoption. Smoking history, family history of
CHD, knowledge about CHD and perceived barriers for
modifying cardiac risk factors were the best predictors for
adoption of HLB among those women. On the other
hand, economic burden, physical fatigue4 and scarcity of
health-promotion facilities4,17 were reported as barriers to
adoption of HLB. Moreover, the inability to realize that
health-promotion behaviours are part of daily activities
was also responsible for limiting the level of adoption of
HLB among people.18

Individual characteristics and
health-promotion behaviours

Previous studies reported differences in the level of HLB
based on clinical and sociodemographical variables. For
instance, it is documented that the level of HLB was
affected negatively in the presence of chronic illness,8,14

smoking,11,19 and being overweight.20 Although the previ-
ous studies indicated to the unsatisfactory level of adop-
tion of HLB, these studies documented the presence of
variation of HLB adoption level based on sociodemo-
graphic variables. In general, women were adopting more
HLB than men do.4,17,20–23 Women scored higher were
characterized by healthy nutrition,17,21,22 social support,20

health responsibility,9,20,22 interpersonal relationship22 and
stress management;20 whereas men scored higher in physi-
cal activity.9,12,13,20,21 Age was another variable that was
significantly contribute in the differences in HLB.4,9,13,22

Additionally, subjects adopted more HLB if they
were educated,4,8,21,22 married8,13,22 and having higher
income;22,23 whereas subjects who lived in rural areas,24

were less likely to adopt HLB.

Definition of healthy lifestyle
Healthy lifestyle was defined in the current study as the
regular commitment to behaviours that will positively
influence health responsibility, physical activity, nutrition,
spiritual growth, interpersonal relationships and stress
management.25 This variable was measured using the
HPLP-II, and those who scored � 2.5 were considered as
having adopted HLB regularly.

Since the level of adoption of HLB were low,19,26,27

there was a need to evaluate the dimensions of this
problem for a variety of community groups. In Jordan,
there were scant information about HLB; moreover,
studies that addressed this problem in Jordan either mea-
sured the level of HLB without identifying the character-
istics for those who committed to a healthy lifestyle, or
focused on a single dimension of the healthy lifestyle.
Therefore, the purposes of the current study were to
identify the level of adoption of HLB in Jordanian subjects
who are free from a CHD history, as well as to compare
the sociodemographic and self-reported clinical history
based on the HLB adoption level. Although this study was
conducted in Jordan, similar cultural habits and practices
prevail in the Middle East countries. Therefore, the find-
ings of the current study are likely to be relevant beyond
the borders of Jordan, and contribute effectively in under-
standing the lifestyle and behaviours of the immigrants
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because lifestyle practices moved with people as they
immigrate and settle in new societies.

The following research questions will be answered: (i)
Are Jordanian subjects who are free from CHD history
adopting HLB in their daily life? (ii) What are the differ-
ences in sociodemographics and self-reported clinical
history based on HLB adoption level, among Jordanian
subjects who are free from CHD?

METHODS
A cross-sectional descriptive design was used to study
the phenomenon of interest, and to answer the research
questions.

Settings and sample
The study sample was recruited using a convenience
sample from the Governorate of Zarqa. Subjects were
recruited through home visits, as well as visiting three
factories and three schools. Through personal interviews
subjects who met the following criteria: (i) between 18
and 65 years old; (ii) free from CHD; (iii) mentally ori-
ented; and (iv) being a Jordanian national; were invited to
participate in the study.

Measurement
Sociodemographic and a self-reported clinical history, as
well as HPLP-II were required to be completed by each
subject. The well-known HPLP-II was used to reflect
subjects’ lifestyle.28 It was developed by Walker et al. and
consists of 52 behaviour statements, that uses a 4 points
response format (never, sometimes, often, routinely) that
generates a summary score.28 The HPLP-II has been
extensively used in research,2 and consists of six subscales,
which measure the six major components of a healthy
lifestyle. The mean value can be obtained for each subscale
separately, or a mean can be obtained on the total instru-
ment as a measure of overall adoption of HLB. Higher
totals or subscale means reflect higher adoption of HLB.
Original authors of HPLP established the content, con-
struct and criterion-related validity of the English version.
Additionally, they reported the HPLP-II possesses Cron-
bach’s alpha = 0.92.28 The HPLP-II was translated and
used previously in Arabic community.6,8,13 Arabic
researchers also reported high internal consistency reli-
ability.6,8 In the current study high internal consistency
reliability reflected through Cronbach’s alpha of 0.91.

Ethical considerations
Institutional research and ethical committees’ approvals
were obtained. Participation was voluntary, subjects
signed the informed consent and confidentiality and ano-
nymity were ensured for the subjects.

Data management and analysis
The Statistical Package of Social Science (spss), version 12
(SPSS Inc., Chicago, IL, USA) was used to manage and
analyse the data. Descriptive methods were used to char-
acterize the sample and to provide data about the study’s
major variables. Research questions were answered using
(Means � SD) and independent sample t-tests. Required
tests’ assumptions were met and statistical significance
was set at P � 0.05.

RESULTS
There were 260 subjects who completed the study ques-
tionnaire, 44.6% (116) of whom were men and 55.4%
(144) were women. Their mean age was 34.4 (� 11) years
old, most of them were married, well educated, working
in sedentary jobs, having monthly income of less than 500
JD, most lived in the city and used public transportation
facilities (Table 1). The average body mass index was 25.7
(� 4.9); most of them were non-smokers, 53.1% of had
never had their cholesterol levels checked and 33.1% of
them reported a positive family history (Table 2).

Health-promotion behaviours
The subjects’ overall mean score on HPLP-II was 2.3, the
highest mean score was on spiritual growth subscales (2.7)
and the lowest mean score was on physical activity sub-
scales (1.8) (Table 3). In order to compare between those
who adopted regular HLB and those who not, subjects
were categorized into two groups based on the total score
of HPLP-II; 35.7% (n = 93) scored � 2.5, and 64.3%
(n = 167) scored < 2.5.

Health promoting behaviours according
to sociodemographic variables

Based on HLB adoption level, findings revealed significant
differences in relation to the following variables: gender,
marital status, age group, level of educational level, job,
income, area of residency and transportation.

Statistically significant differences between men and
women were found in terms of the total HPLP-II scores
(2.2 vs. 2.4, P = 0.01). Additionally, three out of the six
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HPLP-II subscales were significantly different between
men and women; these were the subscale of health
responsibility (2.0 vs. 2.3, P = 0.00), nutrition (2.1 vs.
2.4, P = 0.00) and interpersonal relationships (2.5 vs.
2.7, P = 0.02).

Additionally, there were statistically significant differ-
ences between married subjects and subjects with ‘other
marital status’ in term of the subscale on nutrition (2.4 vs.
2.2, P = 0.04); also present between subjects who
were � 35 years old and subjects who were > 35 years
old in the subscale of physical activity (1.9 vs. 1.7,
P = 0.02).

Well-educated subjects had statistically significantly
more spiritual growth than less-educated subjects (2.8 vs.
2.6, P = 0.02). Findings also indicated the presence of
statistically significant differences between subjects who
work in sedentary jobs and subjects who work in physical
demanding jobs on three out of six HPLP-II subscales;
these were the subscale of nutrition (2.3 vs. 1.9,
P = 0.00), spiritual growth (2.8 vs. 2.4, P = 0.03) and
interpersonal relationships (2.6 vs. 2.1, P = 0.00).

Statistically significant differences were also found
between subjects who earn � 500 JD per month and
subjects who earn < 500 JD per month on the subscale of

Table 1 Description of the sociodemographic data

Sociodemographic

variable

All subjects

(n = 260)

Subjects with

HPLP � 2.5

(n = 93)

Subjects with

HPLP < 2.5

(n = 167)
% (n) % (n) % (n)

Gender
Male 44.6 (116) 47.3 (44) 40.1 (67)
Female 55.4 (144) 52.7 (49) 59.9 (100)

Marital status
Married 60.0 (156) 63.4 (59) 58.1 (97)
Other status 40.0 (104) 36.6 (34) 41.9 (70)

Age intervals
� 35 years old 61.2 (159) 57.0 (53) 63.5 (106)
>35 years old 38.8 (101) 43.0 (40) 36.5 (61)

Number of family members
< 5 36.9 (96) 32.3 (30) 39.5 (66)
� 5 63.1 (164) 67.7 (63) 60.5 (101)

Educational level
Educated 56.0 (169) 67.7 (63) 63.5 (106)
Non-educated 35.0 (91) 32.3 (30) 36.5 (61)

Job
Sedentary 94.2 (245) 96.8 (90) 92.8 (155)
Hard 5.8 (15) 3.2 (3) 7.2 (12)

Monthly income
< 500 JD 90.0 (234) 86.0 (80) 92.2 (154)
� 500 JD 10.0 (26) 14.0 (13) 7.8 (13)

Residency area
City 71.2 (185) 69.9 (65) 71.9 (120)
Others 28.8 (75) 30.1 (28) 28.1 (47)

Daily transportation
Public transportation 60.4 (157) 60.2 (56) 60.5 (101)
Private transportation 39.6 (103) 39.8 (37) 39.5 (66)

HPLP, Health Promotion Lifestyle Profile.
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stress management (2.5 vs. 2.2, P = 0.03). Additionally,
subjects who resided outside the city and subjects who
resided inside the city were statistically significantly dif-
fered in term of the physical activity (1.9 vs. 1.7, P = 0.04)

subscale. Moreover, there were statistically significant dif-
ferences between subjects who used public transportation
and subjects who used private transportation in the sub-
scale of physical activity (1.9 vs. 1.7, P = 0.01).

Table 2 Description of the clinical data

Clinical variables All subjects

(n = 260)

Subjects with

HPLP � 2.5

(n = 93)

Subjects with

HPLP < 2.5

(n = 167)
% (n) % (n) % (n)

Does she or he have hypertension
Yes 8.8 (23) 10.8 (10) 7.8 (13)

Does she or he have diabetes mellitus
Yes 5.4 (14) 7.5 (7) 4.2 (7)

Does she or he have chronic diseases
Yes 2.7 (7) 2.2 (2) 3.0 (5)

Is she or he smoking
Yes 29.6 (77) 22.6 (21) 33.5 (56)

Body mass index
Normal 50.8 (132) 54.8 (51) 48.5 (81)
Excess 49.2 (128) 45.2 (42) 51.5 (86)

Cholesterol level
Measured previously 46.9 (122) 51.6 (48) 44.3 (74)
Not measured previously 53.1 (138) 48.4 (45) 55.7 (93)

Family history for coronary heart diseases
Positive 33.1 (86) 37.6 (35) 30.5 (51)

HPLP, Health Promotion Lifestyle Profile.

Table 3 Description of subjects’ total and subscales of HPLP-II scores

Variable All Subjects

(n = 260)

Subjects with

HPLP � 2.5

(n = 93)

Subjects with

HPLP < 2.5

(n = 167)
Mean (� SD) Mean (� SD) Mean (� SD)

Total HPLP-II scores 2. 34 (� 0.43) 2.78 (� 0.23) 2.09 (� 0.30)
Values of HPLP-II subscales

Health responsibility 2.11 (� 0.59) 2.56 (� 0.52) 1.87 (� 0.48)
Physical activity 1.82 (� 0.59) 2.17 (� 0.60) 1.62 (� 0.49)
Nutrition 2.29 (� 0.54) 2.71 (� 0.41) 2.06 (� 0.46)
Spiritual growth 2.78 (� 0.60) 3.27 (� 0.40) 2.51 (� 0.51)
Interpersonal relationships 2.65 (� 0.59) 3.13 (� 0.40) 2.38 (� 0.49)
Stress management 2.30 (� 0.54) 2.75 (� 0.44) 2.05 (� 0.41)

HPLP, Health Promotion Lifestyle Profile.
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Health promoting behaviours according
to clinical variables

Based on the adoption of health promoting behaviours,
findings revealed statistically significant differences in
relation to the history of diabetes and smoking.

Subjects who had diabetes were statistically signifi-
cantly differed than subjects who did not have diabetes on
the health responsibility subscale (2.4 vs. 2.1, P = 0.04).
Additionally, findings indicated the presence of statisti-
cally significant differences between smokers and non-
smokers in term of the total HPLP-II scores (2.2 vs. 2.4,
P = 0.02); and two out of the six HPLP-II subscales health
responsibility (1.9 vs. 2.2, P = 0.00) and nutrition (2.1
vs. 2.4, P = 0.00) were statistically significantly different
between smokers and non-smokers (Table 4).

DISCUSSION
Although studies that evaluated lifestyle7 and adoption of
HLB8–10 in Jordanian community are limited; previous
studies documented unsatisfactory levels of adoption of
HLB, indicating the need for a better understanding of the
barriers to this problem in the Jordanian community.

Consistent with the Jordanian MOH’s survey,7 findings
revealed that about 50% of the study sample were over-
weight or obese, 30% were current smokers, 53% had
never assessed their cholesterol level and 33% reported
having a positive family history for CHD. The high preva-
lences in CHD risk factors suggest that there is an urgent
need for health-promotion programmes to modify these
risk factors.

Adoption of healthy lifestyle behaviours
Subjects’ level of HLB adoption is alarmingly low. The
total HPLP-II for the study subjects was 2.3 out of 4
(1 = never, 2 = sometimes, 3 = often, 4 = routinely).
According to HPLP-II total score, subjects are not adopt-
ing HLB on regular basis. This finding is consistent with
previous studies conducted in Jordan,8,10 as well as inter-
national studies,12,15 and support the universal claim of
unsatisfactory levels of adoption of HLB. Therefore and to
be consistent with the challenge of Healthy People 2010,
health-promotion programmes need to be developed and
introduced on a community wide level.

Consistent with previous studies5,11,19,20 subjects scored
lowest in physical activity. Low physical activity could be
attributed to the Jordanian’s perception about physical
activity, in which they are not considering physical activity Ta
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a part of their daily routine. Moreover, the lack of public
sport facilities might contribute to the problem of physical
inactivity.17

The relationship between
sociodemographic factors and adoption

of healthy lifestyles
Adoptions of HLB varied between men and women. In
fact, results confirmed findings from previous studies that
women were living healthier lifestyles than men.4,17,20–23

Women scored better than men in health responsibility,
nutrition, spiritual growth, interpersonal relationships
and stress management. Also, supportive of earlier
studies, men were more physically active in
HLB.3,12,14,20,21,29 Three out of the six HPLP’s subscales
differed statistically significantly between men and
women. Consistent with previous studies women had
higher health responsibilities,9,20,22 better interpersonal
relationships,20,22 and ate healthier diets.18,21,22 In Jordan,
women are playing a vital role in ensuring their families
health. For instance, they are provided direct care for
sick family members, accompany their children for
medical appointments and immunization, in addition to
their role in preparing food for the whole family. There-
fore, it is expected that for women to carry out such
daily tasks might contribute in improving women’s
health responsibility, interpersonal relationships and
dietary habits.

Married subjects seem to have healthier dietary lif-
estyles than single, divorced and widowed subjects. Pre-
vious studies8,13,22 identified that married subjects are
living healthier lives and adopt healthier behaviours.
Healthier dietary lifestyle in the current study might be
attributed to the decreased dependency on fast food con-
sumption by married subjects, which provided subjects
with the opportunity to control the quality of their
food.

Although general scores of physical activity were low,
younger subjects reported being more physical active.
This finding can be attributed to the aging process, in
which the older subjects might negatively be affected by
their aging process and associated comorbidities.

According to the previous studies, educated subjects
were adopting more HLBs; they were more physically
active and ate healthier diet.15,22,24 The current study
revealed that educated subjects had higher spiritual
growth. Educational level might have indirect influenced
the subjects’ HLB. It is expected that education would be

positively associated with improved health related knowl-
edge, educated people had higher monthly income, more
stable life and higher job security; and these factors are
essential for healthy spiritual growth.

Regarding the nature of subject’s job, those who work
in sedentary jobs are eating more healthy diet, having
better spiritual growth and also having better interper-
sonal relationships. In fact, most of the subjects who work
in sedentary jobs were educated people; therefore, the
differences in HLB between those who work in sedentary
jobs and those who work in physical demanding jobs
might affected by the educational level.

Consistent with previous studies22,23 that reported
more HLB among people with higher income, subjects
with higher income reported being better able to manage
their stress, and this might be due to the feeling of social
security that accompanied their financial security.

The overall levels of physical activity were low.
However, subjects who resided outside the city and those
who used public transportation were physically more
active than those who had private transportation. In
general, people who reside outside cities have lower
income and few of them have private cars, thus their only
alternative is to walk if they want to gather their necessary
requirements. Additionally, higher proportions of those
subjects who were working in physically demanding jobs
had reported higher increased physical activity.

The relationship between clinical
variables and adoption of

healthy lifestyles
Subjects with a history of diabetes had more health
responsibilities. Diabetic patients were required to be
active partners in disease management and lifestyle modi-
fication. Additionally, those patients needed to regularly
check and manage their diabetes. Therefore, the nature of
this disease as well as patients role in disease management
might be responsible for the improvement of health
responsibility.

Smokers are not adopting HLB on a regular bases.
Additionally, they have less sense of health responsibility
and have unhealthy nutritional intakes. Smoking is one of
the unhealthy habits that might indicate a lack of sense for
health responsibility, and negatively affect smokers’ nutri-
tional habits. These findings are supported by previous
studies15,24 who reported that smoking was associated with
unhealthy lifestyles.
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Conclusions
Jordan has gone though incredible fast transitions from
mostly Bedouin societies to having established more
Westernized habits and economic transitions that were
associated with unhealthy lifestyle. If not halted, Jordan is
likely going to see an upward spiralling of CVD risk
factors and CHD mortality. Therefore, health-promotion
programmes are urgently needed for this community, in
which health-promotion programmes should be provided
to the largest sector of the community, and sociodemo-
graphic as well as clinical factors have to be considered
throughout the preparation, implementation and evalua-
tion phases of such programmes.

Implications and recommendations
Adoption of HLB should be encouraged though commu-
nity health nursing and public health activities. Nursing
students have to be prepared for their future responsibili-
ties by introducing specialized health-promotion courses.
Jordanian policy makers and health organizations should
incorporate HLB in their future health plans, and inter-
ventional studies need to be supported in order to provide
nurses as well as other health care workers with evidence-
based interventions about HLB.
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