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ABSTRACT

Background: Myocardial Infarction, more commonly known as heart attack, is a global
problem that affects millions of people every year. The main cause of death around the globe
is cardiovascular disease. Of all cardiovascular diseases Myocardial Infarction is a major
contributor of morbidity and mortality among adults. Objective: The aim of this study is to
assess Knowledge, Perceived risk, Attitude and Practice towards Myocardial Infarction
Prevention among adults attending cardiac clinic in selected public hospitals. Method:
Hospital based cross-sectional study was conducted, among 422 patients in selected three public
hospitals in Addis Ababa, Ethiopia. A pretested and interviewer-administered questionnaire
was used for data collection. Data was entered using Epi-data version 3.1 statistical software
and analyzed using SPSS version 25.0 statistical package. Bivariate and multivariable logistic
regression analysis was also carried out to identify factors associated with the dependent and
independent variable. A p-value less than 0.05 were used to declare statistical significance.
Result: A total of 422 participants were enrolled in the study. Mean age was 44+16yrs and
51.4% of patients were females, 61.4% were married, 35.3%, participants were university
graduate also 37.7% were self-employed and 83% were urban residents. More than half of
patients (50.7%), (57.8%) and (59.2%) were found to have good knowledge, attitude and
practice on prevention of Ml respectively. Regarding perceived risk score most of participants
(59.2%) were found to have poor perception towards their MI risk. Greater MI prevention
knowledge were associated with urban residency (P = 0.011) and higher level of education (P
= 0.002), married participants were 1.9 times more practical on MI prevention than singles (P
=0.002). Those who attended college/university were 5.8 (P = 0.000) times more likely to have
good practice than secondary school, Also females were 1.8 times to have more perceived risk
towards MI compared to males (P = 0.003) and Urban residents were 47% less likely to have
perceived risk towards MI than who are living in rural areas (P = 0.029). Conclusion and
Recommendation: About more than half of the current study participants had high knowledge,
attitude and practice about MI prevention, on the other hand more than half participants show
low level of perceived risk of MI. Therefore, this study is important to demonstrate the need for

implementing an effective prevention program.

Key Words: Knowledge, Perceived Risk, Attitude, Practice, Myocardial Infarction,

Prevention.
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1. INTRODUCTION

1.1 Background

Myocardial infarction is caused by a blockage in the blood vessels that supply the heart, leading
to damage the heart muscle and severity of the blockage can result in unstable angina or a heart
attack (myocardial infarction). A heart attack is the death of cardiac tissue due to a lack of blood
flow. The classification of MI is Non—-ST-segment elevation MI (NSTEMI) and ST—segment
elevation MI (STEMI). Elevation of the ST-segment diagnosis when there is the serum cardiac
troponin level increased and ST-segment elevation, and when the serum cardiac troponin level

increase without ST-segment elevation, is the diagnosis of NSEMI.(1)

Myocardial infarction (M) is the irreversible injury of the myocardium caused by prolonged
myocardial ischemia and is a major cause of heart failure and eventual death among ischemic

patients (2)

Patients with particular risk factors, such as smoking, hypertension, diabetes, high cholesterol
level, a family history, and overweight, or obesity, are more prone to develop MI. Ml is a
leading cause of death and morbidity in patients with cardiovascular disease (CVD), accounting

for half of all deaths from the disease. (3)

According to a study conducted in Sub-Saharan Africa. MI is becoming more common in Sub-

Saharan Africa, with risk profiles that are similar to those seen in wealthy countries.(4)

MI is one of the most avoidable causes of death in the world since the majority of its risk
factors—including hypertension, dyslipidemia, obesity, smoking, a lack of physical exercise,

stress, bad eating habits, and diabetes—can be avoided or controlled.(5)

Also Ethiopia is experiencing an epidemiologic change from a predominance of infectious

diseases to chronic diseases, which is a significant public health challenge.(5)

Success in the prevention and control of these diseases may depend on public awareness of
myocardial infarction and its risk factors. By limiting their exposure to modifiable risk factors
for myocardial infraction, individuals can be proactive in lowering their own lifetime risk by

adopting healthy attitudes.(6)



Also, the evaluation of knowledge, attitude, and practices (KAP) has proven to be an efficient
method for delivering crucial baseline data that aids in the development of primary and
secondary preventive programs. Low levels of KAP are linked, according to similar studies
conducted in other nations, to poor cardiovascular outcomes.(7) Additionally, the risks that are
presented to people have a significant impact on how they perceive risks, how they feel about
risks, whether they intend to change their behavior, and if they decide to receive medical

treatment.(8)



1.2 Statement of the Problem
Myocardial Infarction, more commonly known as heart attack, is a global problem that affects
millions of people every year, According to WHO report cardiovascular diseases (CVDs) are
the primary cause of death worldwide. Each year, 32% (17.9 million people) and Myocardial
Infarction (MI) is major contributor to these statistics 85%,(9) If CVD mortality trends
continue, it is anticipated that by 2030, there will be 23.3 million yearly CVD fatalities, mostly

from myocardial infarction. (9) (10)

In Myocardial Infarction (MI), men are more likely than women to die in all age categories.
Incidence rates for M1 are falling in wealthy nations as a result of better health systems and the
implementation of successful public health initiatives, but they are rising in developing nations
including South Asia, parts of Latin America, and Eastern Europe. Ml is caused by 90% of the
time by modifiable risk factors. Dyslipidemia, smoking, psychological stresses, and diabetes

mellitus are all risk factors.(11).

According to reports, MI occurs more frequently in males (640,000) than in women (275,000),
accounting for roughly 915,000 MI cases in the UK. Also the prevalence of age specific Ml

extends from 0.06% of men <45 years of age to 2.46% of those > 75 years old.(12)

almost 17 million deaths from CVDs are estimated by the World Health Organization (WHO),
accounting for almost a third of all deaths worldwide. 7.4 million of these CVD fatalities were
attributable to myocardial infarction. This epidemic has disproportionately affected low- and
middle-income countries (LMIC), with 75 percent of these premature MI deaths happening in
adults under the age of 70. (6)

MI The main factor causing premature death and disability is MI. This has a significant impact
on how much the price of healthcare is rising. According to studies, the rate of Ml-related early
deaths ranges from 4% in high-income countries to 42% in low-income ones, illustrating the

widening disparities between populations living in different nations. (13)

The prevalence is high among those with obesity, poor diet, high blood pressure, and type 2
diabetes, and the burden is currently increasing more quickly than our ability to address it. Even

though Ml is preventable, it is responsible for around 31% of all deaths worldwide, and over 3



million of those deaths happened before the age of 60. More than 80% of MI-related fatalities

occurred in low- and middle-income nations. (14)

Research done In Ethiopia showed that acute myocardial infarction (MI) was the third most
frequent reason for admission to the Medical Intensive Care Unit of Black Lion Hospital,

accounting for 8.8% of admissions. (15)

Based on a retrospective analysis carried out at Ethiopia's Addis Cardiac Hospital (Private
Hospital). 161 patients (53.7%) developed ACS, of whom 100 had ST segment elevation
myocardial infarction (STEMI), accounting for 33.3% of the total. (16)

1.3 Significance of the Study

Studying about myocardial infarction prevention knowledge, attitude, practice and perceived
risk is very significant due to the large number of heart attack-related deaths. Researchers can
identify gaps in knowledge and practice that may be contributing to high rates of heart attacks,
healthcare providers and policy makers develop effective programs and interventions to prevent
MI, this Information also can then be used to design targeted interventions to educate people
about ways to prevent heart attacks such as maintaining healthy lifestyle, regular exercise,
balanced diet, avoid smoking and managing conditions like high blood pressure and diabetes.
Overall studying myocardial Infarction Prevention knowledge, attitude, practice and perception

Is important to lower the incidence of heart attacks and improve public health.



2. LITERATURE REVIEW

This literature review is composed of four parts. The first part covers literatures related to
knowledge of adult patients about MlI, the second about attitude of adult patients towards
prevention of Ml the third related to perceived risk and the fourth about practice of adult patients

about prevention of MI.
2.1 Knowledge about Ml

According to study conducted in Poland the respondents assess their knowledge of myocardial
infarction almost 67% of the respondent’s rate their knowledge as average18.3 % said that they
have good knowledge on the myocardial infarction prevention. Also most of the respondents
knows that smoking cigarettes rises the possibility of developing cardiovascular diseases by
five times. (17)

In a research carried out in Malesia, 35% of participants obtained scores of 65.0 or above, with
the lowest score allowed being 29.00, suggesting that the respondents had a good understanding
of MI. Most respondents were know the increased risk of MI due to smoking (80%) and obesity
(71%). In addition, it was shown that very few people were knowledgeable about good and bad
cholesterol.(18)

Study conducted at the Sahid Gangalal National Heart Center in Kathmandi, Nepal, 62.4
percent of individuals possessed a moderate level of knowledge, and there was a considerable
link between education and occupation and knowledge. It was determined that the majority of

people had a moderate level of knowledge. (19)

Study done in Malaysia shows Poor knowledge about M1 is on question related to high-density
lipoprotein (HDL). Only 16% of the total participants answered correctly for this question. In
fact, most of the subjects (64%) answered “do not know” for this question also 80% of subjects
were well informed about smoking is the risk of MI and71% were aware of obesity’s increased

risk of M1.(18)

In a study conducted in Bangladesh, participants identified hypertension (51.4%), a fatty diet
(62.6%), smoking (52.7%), poor exercise (28.4%), and family history (30.6%) as potential risk



factors for MI. Additionally, 78% of participants thought eliminating fatty meals and 63%

thought quitting smoking were effective ways to prevent MI.(7)

Another study was undertaken in the cardiology unit Pakistan, and the results revealed that
34% didn't know how obesity influences risk of MI, 51% didn't know whether smoking affects
heart attack risk or not, and 50% didn't know the advantages of exercise. While 70% of
nonsmokers were unaware of the effects of smoking, 80% of current smokers and 85% of

former smokers believed smoking to be harmful. (20)

Another research done in Jeddah, Only 12%, 26%, and 39% of subjects mentioned diabetes
mellitus, smoking, and a lack of exercise. The most prevalent familial condition recognized as
a risk factor for M1 was diabetes, which was acknowledged by 47.2% of individuals. Family
history of CAD, MlI, or CAD was less frequently reported..(21)

According to a Saudi Arabian study, a significant portion (62.3%) of veggies are related with
an higher risk of heart attack. Only 24.5% of participants said that a diet high in vegetables
lowers the risk of heart attack, and 13.0% said that fruits do the same, compared to 9.8% who
said that fruits increase heart attacks. 77.2% of respondents lacked knowledge of the right
answer. Moreover, smoking raises the risk of heart attack, according to 43.1%. Yet, a significant
portion of individuals (56.9%) lacked awareness about how smoking affects MI. Patients also
claim that exercise increases the risk of heart attack (45.8%). Many individuals (54.5%) were
unaware of the importance of physical activity. Last but not least, (47.7%) said that fat increases
heart attack.(22)

In a study conducted in Lebanon, 45.9% of respondents properly known Ml as the country's
primary reason of mortality, and 48.4% knew that the majority of MI cases are hereditary. In

addition, 91% were aware that hypertension increases the risk of MI.(23)

Study in Northern Tanzania participants’ replies to questions concerning awareness of MI.
Higher number of respondents 224 (64.2%) were aware that obesity higher the opportunity of
developing a myocardial Infarction. Similarly, most respondents identified hypertension,
increased cholesterol, and old age as risk factors for MI. Though, only a less number of

respondents recognized that diabetes raises the risk of a heart attack.(24)



Another research done in Nigeria also shows (87.4%) of participants Identified Hypertension

the most commonly risk factor for M1(25)

The population's understanding of Ml is suboptimal, according to research done in Cameroon's,
with greater than half (52.2 %) of the respondents having a general poor knowledge score.

Whereas most people were aware of Ml risk factors, they were less knowledgeable about MI.

(6)

According to research conducted in Uganda, (68.2%) of participants were more familiar about
high-calorie foods, and (66.1%), of respondents low-calorie foods, also less number of
respondents stated that smoking has higher opportunities to develop MI by a percentage
(17.7%), and respondents had a good understanding about M1 prevention. (26)

Less than half of the study participants in an SSA study had a decent understanding of CVDs
and/or risk factors. A range of 1.8% of participants were unable to name even one clinical
symptom or risk factor for CVDs. (27)

According to an SSA narrative synthesis analysis, High blood pressure is a 7.3% of possibility
to develop MI and has been found to be present in anywhere between 16.2% and 34.5% of
cases. Alcohol consumption ranges from 4.5% to 52.8%, alcohol use ranges from 0.6% to 57%,
physical inactivity ranges from 0.6% to 57%, and obesity ranges from 10.0% to 56.1% to
99.1%. Diabetes was listed as higher chance of developing of MI, smoking, physical inactivity,
and unhealthy diet ranged from 50.6% to 70.6%. (27)

Another research done in Ethiopia The majority of participants answers that being old, (79.4%),
smoking (97.6%), being overweight (91.3%) and hypertension (81.9%) are higher chance of
developing MI. Simultaneously participants had inadequate awareness towards family history
of M1 (86.8%) is also risk factor. Almost (19.2%) did not know that maintaining blood pressure
regulation decreases the chance of acquiring MI,(18.1%) were could not recognize taking fatty
meals higher cholesterol level, and (40.1%) thought physical activity at gym only lower chance
of developing ML. (5)

Evidence gaps on Ml create a barrier to effective cardiovascular disease prevention. In Ethiopia,
almost half of patients had inadequate awareness towards myocardial Infarction. Thus,

evidence on patients’ knowledge about MI have paramount importance in avoidance of MI(5).

7



2.2 Perceived Risk to wards Prevention of Ml
A study done in Sweden shows that majority of participants believed their M1 risk to be either
lower (40.1%) or comparable to others (38.1%). Self-perceived numerical risk was 12.0% on

average. (8)

Research done In Hungary shows (51.6%) of participants perceived themselves have lower risk
in the sample, 32 patients (19.9%) were overestimated themselves at high risk of myocardial
Infarction.(28)

A study done in Alexandria, Egypt shows majority of the participants 85.33% don’t recognize
themselves have chance of developing MI in their lifetime. Around 3/4 of respondents (73.33
%) consider the fact that anyone can develop M, regardless of social class.. Greater than half
of the participants (58.67%) thought that they have a minimum chance of acquiring MI, Only
3.33% said they believed they had a higher likelihood of getting the disease than other seniors
their age and in similar circumstances, while 38.0% said they had the same chance. The majority
of seniors (73.33%) feel that their risk of developing Ml is the same as their risk of developing
any other disease (cancer, stroke, etc.), whereas 22.0% believe that Ml is less likely to develop
than other diseases, and less than 5.0% believe that Ml is more likely to occur than other
diseases. (29)

Only one-third of the participants in the Kenyan study agreed with the statement "I am at high
risk for M1."(30)

A study was undertaken in northern Tanzania, ((27.6%) of the participants said they believed
they might have a MlI, (43.2%) did not believe they had any possibility of suffering one, and
(29.2%) were unsure if they were at risk. (31)

In a community poll in northern Tanzania, 198 people (or 27.6% of the total) said they believed
they might have a heart attack. The remainder of the respondents were divided into two groups:
210 (29.2%) did not know if they were at danger, and 310 (43.2%) did not believe they had any
possibility of suffering a heart attack. (31)

2.3 Attitude of Adult Patients about Prevention of Ml
Study examined patients' Attitude of myocardial infarction prevention Damietta, Egypt's El-

Azhar Hospital The findings demonstrated that more than three-quarters of the patients (81.1%)

8



had a very positive attitude toward myocardial infarction. And the study conclude that the
majority of the patients investigated had a very favorable attitude toward myocardial
infarction.(32)

Study done in Dhaka showed the answer given for attitude question about life style changing
are only 22% thought an healthy way of living could avoid MI.(7) Another research done in
Lebanon showed that 70.05% of participants had good attitude towards MI.(23)

According to study done in Nepal more than half of the respondents did not want to change
their life or had negative attitude (64.6% men and 55.4% women) also 23% said that they ate
more and would like to cut down, approximately 82% considered themselves to be overweight.
(33)

Other study done in Hungary showed 73.9% of participants scored themselves as obese or

overweight. (28)

Research in Kenya shows that less than half of the individuals thought that MI may be avoided

by modifying their lifestyle behaviors. (30)

Research in Tanzania shows that participants’ attitudes toward M, the majority (92.3%) stated

a readiness to decrease the quantity of meal they take, to improve their lifestyle health (24)

2.4 Practice of Adult Patients towards Prevention of Ml

According to study conducted Nepal, 62.4% of individuals had inadequate practice. (19)
Another study done in Nepal shows that 49% of participants score insufficient practice level
practice on MI.(33)

Study done in Hungary showed (78.9% )of participants were scheduling life style modification,
the maximum prevalent aim was decrease weight (43.1%), improve exercise (21.9%) and
correct eating traditions (19.4%). (28)

Study done in Poland the respondents were asked the question: Do you eat more vegetables and
fruits in your regular meals? The respondents indicate that more than half of the respondents

do not prefer it (63.3%) the opposite opinion have 36.7% of respondents (10)



Study conducted at an outpatient clinic in Malaysia 66% of participant’s respondents responded
that they eat vegetables. (18)

A study conducted in Bangladesh overall practice level shows (17.12%) from this physical
inactivity, with only 33% of the sample engaging in least 20 minutes of exercise three times per

week and 43% of the sample engaging in little to no exercise. (7)

Research in Lebanon overall practice level shows (71.0%) among those respondents, 55.4%
doing physical activity greater than 20 min 3x/week, 81% maintained normal weight, 65.4%

were passive smokers in the past but no longer smoke. (23)

Research conducted in Iran also shows 20% of participants do physical activity grater than three
times in a week; almost 21% of respondents had taking more fruit vegetables in their daily diet.

Around 20 percent of participants smoked frequently or occasionally.(10)

Another study done in Iran shows 63% of participants has

A study in Northern Tanzania found that only a minority of patients (25.2%) reported do
physical activity regularly.(24)

According to research in Kenya in preventive practices against MI were assessed and result
showed that less than 5% of individuals showed that they had engaged in physical exercise,

decreased their intake of unhealthy foods, or stop smoking. (30)

A research done in Ethiopia, more than half of the respondents (57.1%) have ever consumed
alcohol. Three-fourths of respondents indicated that they were not physically active. Regarding
the history of khat use, 24 (17.1%) reported khat use, while 39.8% reported eating fruit and

vegetables frequently (more than three times weekly). (34)

2.5 Sociodemographic Characteristics on Prevention of Ml

Age

Research done in Iran showed that the awareness towards M1 was considerably greater

between participants who aged > 40 years compared to those < 40 years of age.(10)

10



A research conducted in Cairo shows that there is no major statistical significant between age
and Myocardial Infarction (32)

Gender

According to a study conducted in the USA, women considered their risk to be much higher

than their male counterparts, with a mean (SD) level of 0.35 (1.4). Male and female. (35)

Study in Iran shows that exercise was meaningfully higher among men compared to
females.(10) Also study in Malesia shows that women have better knowledge of MI than
men(18)

Study done in SSA reveals that Women'’s are significantly associated 31% with perceived risk
of MI than male.(27)

Research done in Hungary shows women’s have high perceived risk and

According to a study conducted in Bangladesh, more men (68%) than women (32%) were
skilled in identifying MI prevention techniques (2 = 3.80 P = 0.051). Although women
outperformed men in the practice category, with a larger significance (t (220) = -2.135, P =
0.034), men outperformed women in the knowledge category (t (220) = 1.962, P = 0.051).
Women were therefore more pragmatic than men, while knowing less about MI..(7)

According to research done in Nepal result shows 25% of men and 30% of females recognized

them sleeves that they have a chance acquiring of MI.(33)

Study done in Kenya older women (P = 0.04) were more likely than men to agree with the m at
high risk for MI1."(30)

Marital Status

Research done in Lebanese shows only 29.4% of married participants showed good practice on
prevention of M1.(23)

11



According to research conducted in Ethiopia, marriage status and health practises are related.
Those who had never married had a mean knowledge score on Ml that was -14.01 units lower
than those who were now married ( =-14.01, 95% CI -20.71 to -7.29; P 0.001;).(5)

Another research done in Iran shows no significant association between practice of myocardial
Infarction prevention and marital status (10), also another research done in Kenya shows no

any relation between practice on MI prevention and marital status (30)
Occupational Status

Study done in Uganda shows high knowledge on MI prevention on those who were in formal
employment (26)

Study conducted at the Sahid Gangalal National Heart Center in Kathmandi, Nepal, 62.4
percent of individuals possessed a moderate level of knowledge, and there was a considerable
link between education and occupation and knowledge. It was determined that the majority of

people had a moderate level of knowledge. (19)
Income

Research done in Uganda shows that high knowledge on MI prevention on individuals with a

high socioeconomic index (26)
Educational Status

Study was undertaken in Peshawar, Pakistan the results revealed that the participant’s view on
fruits and vegetables was evaluated in light of their educational background. It turned revealed
that participant with higher levels of education knew more about a healthy diet than those with

lower or no levels of education..(20)

Based on research done in Iran results, showed that college or higher education is significantly
associated with goof practice level compared to those with low to intermediate education al
level 1.27 (0.65-2.47) (P=0.007). (10)

Based on the research done in Malaysia there was no association between educational level and
on myocardial Infarction prevention practice (18), Nepal shows no association between

educational level and practice (19)
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Another study shows in Nigeria More than 12 years of formal education or better formal

education was significantly associated with awareness of Ml risk factors (36)

Study done in Uganda reflects that awareness on MI prevention was significantly greater among
participants who had completed post-primary education [Adjusted PR = 1.55 (95% ClI: 1.18-
2.02), p = 0.002] (26)

A research conducted in Cairo shows that there is no important statistical association between

education and Myocardial Infarction (32)

Another study Indicated in Alexandria showed that participants who had high educational
level are more knowledgeable about Ml risk factors and the significant association was (P =
0.000) (29)

According to a study conducted in Uganda, individuals with post-primary education had a
much greater level of knowledge about MI prevention. (p=0.002).(26)

Study done in Ethiopia shows, those with no formal education had a mean knowledge score
that was -18.80 units lower than people who had graduated from college or university (=-18.80,
95% CI -24.76 to -12.85; P 0.001). The knowledge score of people with less than a primary
education was -12.02 units lower than that of those with a college or university degree. (B =-
12.02, 95% CI -17.63 to -6.40; P < 0.001).(5)

Research done in southern Ethiopia Those with no formal education had a 3.18-times higher
risk of MI than those with secondary education or more (AOR= 3.18, 95% C1=1.59-6.34)..(34)

Residence

Research done in USA shows low perception of risk among inner city resident than participants

from urban residents. (35)

Research done in Tanzania shows that only a marginal of urban populations recognized

themselves at greater chance of acquiring Ml. (31)

Study done in Nigeria shows Urban residence was significantly associated with knowledge of
Myocardial Infarction (P = 0.011) (36)
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Study done in Ethiopia shows, Urban populations had a mean knowledge score that was 12.84
units greater than rural populations' (B =12.84, 95% CI 6.91 to 18.77; P <0.001). (5)

2.5 Justification

Myocardial Infarction (MI) is still a major global public health issue, and is often associated
with unhealthy lifestyle choices. Research has shown that an individual’s knowledge, attitude
and practices towards risk factors for MI can have a significant impact on their likelihood of
developing the condition. Attitudes towards these risk factors and the perceived risk of
developing Ml can also influence behavior of healthy life style. Itis vital to recognize the factors
that influence knowledge, attitudes, and practices related to MI in order to develop effective
prevention strategies. Knowledge, attitude, practice and perceived risk towards myocardial
infarction are all interconnected and play a significant tole in the prevention of MIl. Having
knowledge about the preventive measure of Ml alone is now enough. One must have a positive
attitude towards adopting a healthy lifestyle, Good practices and finally the perceived risk of
heart disease is an important factor that individuals to take preventive measures. People who

feel they are at a higher risk are more likely to take reduce their risk factors overall.

A thorough literature research covers limited published information regarding KAPP towards
MI in Ethiopia. Our study fills this gap by examining KAPP regarding MI prevention in
Ethiopia. Also the availability of this information, to population is very limited, regarding this
the population continue to engage in unhealthy behaviors and fail to recognize the potential
consequences. Therefore, there is a necessity for continued research and training to better

understand address the knowledge attitude and practice surrounding Ml factors
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Conceptual Framework

This conceptual framework developed by the principal investigator by reviewing literatures that

show the relationship between dependent variable and independent variables(37)

Knowledge about Ml
Prevention

Socio-demographic factors

- Age

- Sex

- Marital Status

- Occupational Status

- Educational Status _
- Residence Attitude towards

prevention on Ml

Perceived Risk on
Ml

Practice on Ml
Prevention

Figure 1: Conceptual frame work of Knowledge, Perceived Risk, Attitude and Practice
towards myocardial Infarction among adults attending cardiac clinic in selected public
hospitals 2023 G.C

3. OBJECTIVE OF THE STUDY
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3.1 General Objective

To Assesses Knowledge, Perceived risk Attitude and Practice towards Myocardial Infarction

prevention among adults attending cardiac clinic in selected public hospitals2023 G.C

3.2 Specific Objective

e To Assess the Knowledge of adult patients about MI attending cardiac clinic in selected
public hospitals, Addis Ababa Ethiopia 2023 G.C

e To Assess the perceived risk about MI among adult patients attending in cardiac clinic
in selected public hospitals, Addis Ababa Ethiopia 2023 G.C

e To Assess the attitude of adult patients about prevention of Ml attending in cardiac clinic
in in selected public hospitals, Addis Ababa Ethiopia 2023 G.C

e To Assess the Practice of adult patients about prevention of MI attending in cardiac
clinic in selected public hospitals, Addis Ababa Ethiopia 2023 G.C

4. MATERIALS AND METHODS
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4.1 Study Area

The study was conducted in public hospitals providing cardiac outpatient services in Addis
Ababa city administration. The city administration of Addis Ababa contains 12 public hospitals,
from them 6 hospitals are serving for cardiac patients as an outpatient. The three study areas
selected are Tikur Anbessa Specialized Hospital, St. Peter’s Specialized Hospital and Zewditu

Memorial Hospital. These hospitals are selected by lottery method.

Tikur Anbessa Specialized Hospital (TASH) was established in 1972 and is the largest
specialized hospital in Ethiopia, with over 700 beds, and serves as a training center for
undergraduate and postgraduate medical students.(38) It is also a tertiary referral hospital that
sees around 370,000-400,000 patients per year, the cardiac clinic sees around 8,067 patients

annually, although the exact number is not known.

St Peter, was established 1953 as part of ministry of health of federal democratic republic of
Ethiopia. The hospital provides various services especially in tuberculosis diagnosis and
treatment. It serves as a referral TB hospital in Addis Ababa, Ethiopia. It has 264 beds and wide
range of acute care services including an Accident and Emergency services. Its cardiac service,
OPD and Cath lab departments are working by St, Paul millennium medical college and the

cardiac clinic serves around 3000 patients annually.

Zewditu Memorial Hospital is a hospital in central Addis Ababa, Ethiopia. It was built, owned
and operated by the Seventh-day Adventist Church, but was nationalized during the Derg
regime in about 1976. The hospital is named after Empress Zauditu, the cousin and predecessor
on the throne of Emperor Haile Selassie. It has 182 beds for in patients and the cardiac clinic

serves 2000 patients annually

4.2 Study Period
From February - to Jun, 2023G.C
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4.3 Study Design

Facility based cross- sectional study

4.4 Population
4.4.1 Source population
The source population for this study was all out patients who are attending in TASH, St, peter

Specialized Hospital and Zewditu Memorial Hospital.

4.4.2 Study Population
All randomly selected adult patients on out patients follow up cardiac clinic at TASH, St, Peter
Specialized Hospital and Zewditu Memorial Hospital during the study period and fulfill the

inclusion criteria.

4.5 Eligibility Criteria

4.5.1 Inclusion Criteria

Adult Patients who attend follow up in Tikur Anbesa Specialized Hospital cardiac clinic, St,
Peter Specialized Hospital cardiac clinic and Zewditu Memorial Hospital cardiac clinic during

the study period and willing to participate.

4.5.2 Exclusion Criteria
- Those who are critically ill and cannot communicate

- Age less than 18 years

4.6. Sample Size Determination
The sample size for this study was determined by using Single population proportion formula.
Since there is no literature available in Ethiopia 50% proportion was considered. By the above

information the total sample size calculated.

ni = required sample size

Za/2 = value for normal distribution at 95% confidence interval which equal to 1.96
D= Margin of error = (0.05%)

(P)=0.5
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ni= (Za/2)2 p(1-p)/ d2
n=(1.96)2* 0.5 (1-0.5)/(0.05)2

n= 3.8416%( 0.5)(0.5)/(0.05)2
n=3.8416*0.25/0.0025
n=0.9604/0.0025 = 384.16~384
n= 384

10% non-response was considered
n= 422

4.7. Sampling Technique
TASH, St, Peter Specialized and Zewditu Memorial Hospitals are selected by lottery method

from 6 public hospitals, which have cardiac clinic follow up from other outpatient clinics.

To select the study participants, the total sample size was allocated proportionally based on the
number of patients from each selected hospital. Again, proportional allocation was
implemented for each selected hospital. Finally, from each hospital, patients were selected

using simple random sampling method to attain the final individuals.

Proportional allocation was implemented for each selected hospitals by using the formula for

proportional allocation
i.e, nh=(Nh/N)*n

Where nh is the sample size for stratum h, Nh is the population size for stratum h, N is total

population size, and n is total sample size.
TASH= (8,067/13,067)* 422= 260
St. Peter= (3000/13067)*422=97
Zewditu Memorial Hospital = (2000/13067)* 422 =65

4.8 Operational Definition

Knowledge.
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Knowledge was measured by 28 questions about Myocardial Infarction that included the cause,
clinical signs and symptoms, and mechanisms of prevention. Knowledge was defined as good
if the respondents scored above or equal to the mean level and knowledge was defined as poor
if the respondents scored below the mean level.(39)

Perceived Risks:

Perceived risk was assessed by using 8 questions about whether they believe they are at risk of
developing MI. If the respondents scored above or equal to the mean level it was considered
them self at risk if the respondents scored below the mean level they considered themselves
are not in risk of M1 (40).

Attitude.

Attitude towards Myocardial Infarction preventive measures was assessed by using 4 questions,
a respondent who scored above or equal to the mean level was defined as having a positive
attitude and a respondent who scored below the mean level was defined as having a negative
attitude. (41)

Practice.

Practice was measured by using 8 questions about preventive measures for Myocardial
Infarction and the respondent was categorized as showing poor practice if the respondents
scored below the mean and good practice if the respondents scored above or equal to the mean
(41).

4.9 Study Variable

4.9.1 Dependent Variable
Knowledge,
Perceived Risk
Attitude and

Practice

4.9.2 Independent Variable
Sociodemographic (age, sex, Marital Status, educational level, Occupational status,

and Residence)
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4.10 Data Collection Tool

Data was collected using an interviewer-administered questionnaire the data extraction tool
developed from three validated tools, the World Health Organization (WHO) STEPs
instrument, International physical activity questionnaire and the Heart Disease Fact Questions
(HDFQ). The WHO STEPs instrument follows a stepwise approach to chronic disease risk
factor surveillance in individuals aged 18-64 years (42),(5),(30). Ethiopian 25 Public Health
Institute adapted the WHO STEPs instrument to Ethiopian context by including khat chewing
and the use of local alcohol and cigarette products in the risk behavior assessment. Locally
adapted version of WHO STEPs instrument was translated and used to assess socio
demographic variables and MI risk behaviors including cigarette smoking, alcohol
consumption, khat chewing and fruit and vegetable consumption. The international physical
activity questionnaire used to assess physical activity (5). The English version of both the
international physical activity questionnaire and the HDFQ was translated into Amharic and

were back translated into English by language experts to check reliability of the translations.

4.11 Data Quality Assurance

Pretesting was done in St. Peter Specialized Hospital to ensure the quality of the data by taking
5% of the total data (21 participants) before the actual data is collected. The data was collected
by 3 trained nurses who are working in cardiac department, before the data collection date
training was given to the data collectors and supervisors on the data collection techniques, and
data collection was closely supervised by the principal investigator and the supervisors to check

for its completeness and clarity before data entry.

4.12 Data Processing and Analysis

The collected data was coded, cleaned, and entered into Epi-data version 3.1 before being
exported to SPSS 25.0 for analysis. To determine the mean, percentage, frequency, and
statistical significance of the difference between the dependent and independent variables.
Bivariate analysis was used to see association between the outcome variable and each

independent variable.

Multivariate logistic regression was used to test for independent association. P values below

0.05 was considered to be statistically significant association.
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4.13 Ethical Considerations

Ethical clearance was obtained from the Institutional Review Board (IRB) of the Addis Ababa
University with the protocol number of 38/22/SNM, College of Health Science School of
Nursing and Midwifery, and from Addis Ababa Public Health Research and Emergency
Management Directorate, permission and support letter were distributed to TASH hospital, St.
Peter Specialized Hospital, and zewditu Memorial Hospital. Informed oral consent was
obtained from all study participants after the information is provided about the purpose of the
study, confidentiality of the information and respondents was reassured that they were
unnamed. Then respondents were given the chance to ask anything about the study and was

made free to refuse or stop at any moment they want if that is their choice.

4.14 Dissemination of the Result

The result will be submitted to Addis Ababa University, College of health science, department
of nursing, and to Addis Ababa Public Health Research and Emergency Management
Directorate, to TASH, St, Peter specialized hospital and Zewditu Memorial Hospital.
Publication will be considered at national and international journals and will be presented at

different symposiums.
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S RESULT

5.1 Socio-Demographic Characteristics

A total of 422 patients who were attending chronic follow up care were included in the study; 260
patients from Tikur Anbessa Specialized Hospital (TASH), 97 patients from St Peter Hospital, and
65 patients from Zewditu memorial Hospital. All of them responded for the questionnaire, making
the response rate of 100% .The mean = SD of age of respondents was 44.56 (16.574) years. More
than half 217 (51.4%) participants were female. The majority of participants 259 (61.4%) were
married; 149 (35.3%) of participants are university graduates, and 159 (37.7%) were self-
employed and 98 (23.2%) were government employed. From the total of study participants 354
(83.9%) were urban residents. ( Table 1)

Table 1: Socio-Demographic Characteristics of Respondents in Selected Public Hospitals in
A.A, Ethiopia, 2023 (N=422).

Variables Category Frequency Percentage

Under 35 140 33.2

Age 36-55 162 38.4
55 and older 120 28.4

Residence Urban 354 83.9
Rural 68 16.1

Gender Male 205 48.6
Female 217 514

Marital Status Single 164 38.9
Married 258 61.1

Educational Level No formal education 82 19.4
Primary School 79 18.7
completed
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Secondary School 112 26.5

completed
College/University 149 35.3
graduate or postgraduate

Occupational Status Self-employed 159 37.7
Government/Privet 98 23.2
organizations employed
Retired 49 11.6
Unemployed 116 27.5

5.2 Participants Knowledge on Prevention of Ml

Respondents were asked knowledge-based questions to assess their level of knowledge toward
MI Risk factors and they were categorized in to two groups based on their score in relation to
the mean (Good knowledge and poor knowledge). The mean £ score was 23.18 (3.55). More
than half 214 (50.7%) of the respondents were found to have good knowledge, while the rest
208 (49.3%) of the respondents had poor knowledge. (Fig:2)

Most of the participants 405(96.0%) know about keeping blood pressure under control will
reduce a personal risk for developing MI. 392(92.9%) knows that The older a person is, the
greater their risk of having M1 . Many of the respondents 389(92.2%) are aware that smoking
Is a risk factor for M1 and the other identified risk factor is Drinking Alcohol 381(96.3%) on
the other hand 206 (48.8) participants does not know fatty food affect blood cholesterol, 176
(41.7) participants answer yes for the question that many fruits and vegetables are high in
cholesterol, also 147 (34.8%) aren’t aware of dictary fiber lowers blood cholesterol level.
(Tabel 2)
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Overall Knowledge Level

B Good
B Poor

Fig 2: Knowledge level towards Myocardial Infarction in selected hospitals at Addis Ababa
Ethiopia. 2023 (n = 422)

Table 2: Participants Knowledge on Prevention of Myocardial Infarction in selected hospital
at Addis Ababa Ethiopia. 2023 (n=422)

Variables Category Frequency Percentage
A person always knows when they have Heart Yes 213 50.5
Attack No 209 49.5
If someone has a family history of heart disease, Yes 293 69.4
he/she is at risk for developing heart attack No 129 30.6
The older a person is, the greater their risk of Yes 392 92.9
having heart attack No 30 7.1
High blood pressure is a risk factor for heart attack ~ Yes 391 92.7
No 31 7.3
Keeping blood pressure under control will reducea  Yes 405 96.0
personal risk for developing heart attack No 17 4.0
Smoking is a risk factor for heart attack? Yes 389 92.2
No 33 7.8
A person who stops smoking will lower their risk of Yes 366 86.7
heart attack? No 56 13.3
Chewing khat is a risk factor for heart attack? Yes 366 86.7
No 56 13.3
Yes 376 89.1
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A person who stops chewing khat will lower their No 46 10.9
risk of heart attack
Drinking alcohol is a risk factor for heart attack Yes 381 90.3
No 41 9.7
A person who stops drinking alcohol will lower Yes 384 91
their risk of heart attack No 38 9
Being overweight increases a person's risk for heart _Yes 374 88.6
attack No 48 114
Regular physical activity will lower a person's Yes 358 84.8
chance of getting heart attack No 64 15.2
Only exercising at a gym or in an exercise class will  Yes 331 78.4
lower a person's chance of developing heart attack ~ No 91 21.6
Walking and gardening are considered exercise that  Yes 359 85.1
will help lower a person's chance of developing No 63 14.9
heart attack
Diabetes is a risk factor for developing heart attack  Yes 379 89.8
No 43 10.2
High blood sugar puts a strain on the heart Yes 380 90
No 42 10
If someone's blood sugar is high over several Yes 388 91.9
months it can cause his/her cholesterol level to go No 34 8.1
up and increase his/her risk of heart attack
A person who has diabetes can reduce his/her risk Yes 338 80.1
of developing heart attack if he/she keeps his/her No 84 19.9
blood sugar level under control
Men with diabetes have a higher risk of heart attack  Yes 291 69.0
than women with diabetes weight under control No 131 31.0
Cardiovascular disease is the most common cause Yes 342 81.0
of death in Ethiopia No 80 19.0
High cholesterol is a risk factor for developing heart Yes 351 83.2
attack No 71 16.8
A person with heart attack have high cholesterol Yes 312 73.9
No 110 26.1
People with heart attack tend to have low good Yes 255 60.4
(HDL) cholesterol No 167 39.6
Does eating fatty foods affect blood cholesterol Yes 216 51.2
No 206 48.8
Many fruits and vegetables are high in cholesterol Yes 246 58.3
No 176 41.7
Does dietary fiber lowers blood cholesterol level Yes 275 65.2
No 147 34.8
Do you think eating a high fiber diet increases the Yes 245 58.1
risk of getting heart attack No 117 41.9
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5.3 Participants Perceived Risk to wards Ml

Respondents were asked Perceived risk related questions to assess their health perception, It
was evaluated based on Likert scale (namely 1- Strongly disagree, 2- Disagree, 3- Undecided,
4 — Agree, 5- Strongly agree). The score was given for the answer strongly disagree “1” and for
the answer strongly agree sored “5”. The negative questions were reversely coded and scored.
Finally, the result was categorized in to two groups based on their score in relation to the mean
(Good perception and poor perception). The mean score was 19.25 (SD =6.58). 250 (59.2%)
were found to have poor perception towards their Ml risk. (Fig 3)

320 (75.8%) participants believe that they are at risk of developing Myocardial Infarction, 203
(48.1%) participants disagree for the question feeling that | will have MI sometime during their
life, 133 (31.5) answered strongly disagree with the question of having M1 is always fatal and,
173 (41.0) participants disagree for question that asks their whole life would change if they had
Myocardial Infarction also, 156 (37.0%) disagree with M1 will threaten their relationship with
their significant others. (Table 3)

Overall Perceived Risk Level

M good
Epoor

Fig 3: Perceived Risk towards Myocardial Infarction in selected hospitals at Addis Ababa
Ethiopia. 2023 (n = 422)
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Table 3: Participants Perceived Risk on Prevention of Myocardial Infarction in selected
hospitals at Addis Ababa Ethiopia. 2023 (n=422)

Variables Category Frequency  Percentage
Do you believe that you are at risk of ~ Yes 320 75.8
developing Myocardial Infarction? No 102 24.2
Itis likely that I will suffer from Strongly disagree 128 30.3
Myocardial Infarction in the future Disagree 95 22.5
Undecided 119 28.2
Agree 49 11.6
Strongly Agree 31 7.3
My chances of suffering from Strongly disagree 48 114
Myocardial Infarction in the next few Disagree 195 46.2
years are great Undecided 98 23.2
Agree 23 5.5
Strongly Agree 58 13.7
| feel I will have Myocardial Strongly disagree 78 18.5
Infarction sometime during my life Disagree 203 48.1
Undecided 66 15.6
Agree 13 3.1
Strongly Agree 62 14.7
Having Myocardial Infarction is Strongly disagree 79 18.7
currently a possibility for me Disagree 199 47.2
Undecided 65 154
Agree 15 3.6
Strongly Agree 64 15.2
Having Myocardial Infarction is Strongly disagree 133 31.5
always fatal Disagree 95 22.5
Undecided 80 19.0
Agree 33 7.8
Strongly Agree 81 19.2
Having Myocardial Infarction will Strongly disagree 62 14.7
threaten my relationship with my Disagree 156 37.0
significant other Undecided 48 114
Agree 35 8.3
Strongly Agree 121 28.7
My whole life would change if | have Strongly disagree 64 15.2
Myocardial Infarction Disagree 173 41.0
Undecided 55 13.0
Agree 17 4.0
Strongly Agree 113 26.8
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5.4 Attitude towards prevention of Ml

Respondents were asked attitude based questions to assess their attitude toward the prevention
of Ml and were categorized in to two groups based on their score in relation to the mean (Good
attitude and poor attitude).

The mean * score was 2.644 (0.999). More than half 244(57.8%) of the respondents were found
to have good attitude, while the rest 178 (42.2%) of the respondents had poor attitude towards
prevention of MI. (Fig 4)

349 (82.7%) of participants believe that changing their lifestyle will minimize the chance of
developing heart disease, 354 (83.9%) answered yes that heart disease is preventable also 278
(65.9%) of participants want to cut down the amount of food they eat. (Table 4)

Overall Attitude Level

M good

Fig 4: Attitude level towards Myocardial Infarction in selected hospital at Addis Ababa
Ethiopia. 2023 (n = 422)
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Table 4: Participants Attitude on Prevention of Myocardial Infarction in selected hospital at
Addis Ababa Ethiopia. 2023 (n=422)

Variables Category Frequency Percentage
Changing lifestyle cut down my chance of Yes 349 82.7
developing heart disease No 73 17.3
Heart disease is preventable Yes 354 83.9

No 68 16
My present weight is too high for my health Yes 259 61.4

No 163 38.6
I need to cut down on the amount of food | eat Yes 278 65.9

No 144 34.1

5.5 Practice of Participants on MI Prevention

Respondents were asked practice based questions to assess their level of practice toward
prevention of MI and were categorized in to two groups based on their score in relation to the
mean (Good practice and poor practice). The mean + score was 3.44 (1.15). More than half
250(59.2%) of the participants were found to have good practice, while the rest 172 (40.8%) of
the respondents had poor practice. (Fig 5)

Less than one third of the participant 35 (8.3%), 54 (12.8%) and 84 (19.9%) smoke cigarette,
chew khat and drink alcohol respectively. Most of the participants 329 (78.0%) have a plan to
maintain normal body weight and 340 (80.6 %) do any type of physical exercise. Also 327
(77.7%) of participants include fruit and vegetable in their daily diet. (Table 5)
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Overall Practice Level

M good
M poor

Fig 5: Practice level towards Myocardial Infarction in selected hospital at Addis Ababa
Ethiopia. 2023 (n = 422)

Table 5: Participants Practice on Prevention of Myocardial Infarction in selected hospital at
Addis Ababa Ethiopia. 2023 (n=422)

Variables Category Frequency Percentage
Have you ever had checked your cholesterol level Yes 100 23.7
No 322 76.3
Do you smoke cigarette Yes 35 8.3
No 387 91.7
Do You chew Khat Yes 54 12.8
No 368 87.2
Do you drink Alcohol Yes 84 19.9
No 338 80.1
Do you have you plan to maintain normal body weight Yes 329 78.0
No 93 22.0
Do you make any physical exercise Yes 340 80.6
No 82 194
Does your daily diet contains fruit and vegetables Yes 327 77.5
No 95 225
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5.6. Socio Demographic association with knowledge towards prevention of Ml

In this study factors associated with knowledge of participants about prevention of MI were
analyzed both in bivariate and multivariate logistic regression. In the bivariate analysis factors
which were significantly associated with knowledge about prevention of MI was: residence and
educational status. After controlling the confounding in multivariate logistic regression
analysis, both residence and educational status were significantly associated with knowledge
about prevention of MI. For thus, participants who are living in urban area were about two times
more Knowledgeable about prevention of MI when compared to who are living in rural area
(AOR 2.106 (1.184, 3.745) (P = 0.011). Also this study revealed that the educational status was
found another strong predictor of knowledge towards MI prevention which shows that
participants ~ who attends college or university were 40% more knowledgeable on MI
prevention than those who doesn’t attend university or college. (AOR 0.402(0.225, 0.718).

Table 6 Bivariate and Multivariate analysis of sociodemographic factors associated with

knowledge of participants on MI prevention.

Variables Knowledge

Residence COR AOR

Good Poor (95% ClI) PV (95%CiI) PV
Urban 167 187 0.399 0.001 2.106 0.011**

(1.438,4.366) (1.184,3.745)
Rural 47 1 1
21

Educational Level 61 88 0.340 0.000 0.402 0.002**
College/University (0.193,0.598) (0.225,0.718)
Graduated
Secondary School 59 53 0.546 0.045 0.787 0.400
Completed (0.303,0.987) (0.450,1.375)

39 40 0.479 0.024 0.639
Primary School (0.253,0.906) (0.389,1.051) 0.078
completed
No Formal Education 55 27 1 1
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5.7. Socio Demographic association with Practice towards prevention of Ml

In this study factors associated with practice of participants about prevention of MI were
analyzed both in bivariate and multivariate logistic regression. In the bivariate analysis factors
which were significantly associated with practice about prevention of MI was: marital status
and educational level. After controlling the confounding in multivariate logistic regression
analysis, both marital status and educational level were significantly associated with practice
about prevention of MI. For thus, participants who are married were about 1.9 times more likely
to follow good practice about prevention of MI than compared to who are single (AOR 1.968
(1.284, 3.016) (P = 0.002). Additionally educational level was found another strong predictor
of practice towards MI prevention which shows that participants who attended college or
university were 5.8 times likely, (AOR 5.822 (3.188, 10.633) (P = 0.000) than who attends
secondary school. 4.8 times (AOR 4.877 (2.669,8.912) (P = 0.000) and primary school attended
participants 2.8 times (AOR 2.795 (1.611,4.849) (P = 0.000) more practical than participants
who did not attended formal education at all.

Table 7: Bivariate and Multivariate analysis of sociodemographic factors associated with

Practice of participants on Ml prevention.

Variables Practice COR AOR
Good Poor (95% CI) PV (95%CI) PV
Marital Status
Married 168 90 1.867 0.002 1.968 0.002**
(1.252,2.782) (1.284,3.016)
Single 82 82 1 1
Educational
Level
College/Universi 118 31 5.374 0.000 5.822 0.000**
ty Graduated (2.975,9.706) (3.188,10.633)
Secondary
School 64 48 1.882 0.032 4.877 0.000**
Completed (1.057,3.352) (2.669,8.912)
Primary School 34 45 1.067 0.840 2.795
completed (0.571,1.994) (1.611,4.849)  0.000**
No Formal
Education 34 48 1 1
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5.8. Socio Demographic association with Perceived risk towards prevention of Ml

In this study factors associated with perceived risk of participants about prevention of MI were

analyzed both in bivariate and multivariate logistic regression. In the bivariate analysis factors

which were significantly associated with perceived risk about prevention of MI was: gender

and residence. After controlling the confounding in multivariate logistic regression analysis,

both gender and residence were significantly associated with perceived risk about prevention

of MI. For thus, participants who are females were about 1.8 times had more perceived risk
towards MI compared to males (AOR 1.824 (1.227, 2.713) (P= 0.003). On the other hand

residence was another predictor of perceived risk association towards MI which shows that

participants who are living around urban areas were 47% less likely perceived risk towards Ml
than who are living around rural areas (AOR 0.530 (0.300,0.936) (P = 0.029).

Table 8 Bivariate and Multivariate analysis of sociodemographic factors associated with

Perceived Risk of participants on MI prevention.

Variables Perceived Risk COR AOR
Gender Good Poor (95% ClI) PV (95%Cl) PV
Female 103 114 1.781 0.004 1.824 0.003**
(1.201,2.640) (1.227,2.713)
Male 69 136 1 1
Residence
Urban 152 202 0.554 0.039 0.530 0.029**
(0.316,0.972) (0.300,0.936)
Rural 20 48 1 1
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6. DISCUSSION

This study tested the level of knowledge, Perceived risk, Attitude and Practice towards
myocardial Infarction among known CV patients who were attending chronic follow up care at

selected public hospitals in Addis Ababa.

Concerning the study results, most of the respondents 50.7% had good level of knowledge
towards Myocardial Infarction. This study is in line with the research conducted in Nigeria
51.0% (43) but less than the research conducted in Poland 67% (17) and higher than the study
done in Cameron 47.8% (6) , Saudi Arabia 49% (22) and Malesia 35% (18).

In this study, among 422 participants, about 92.7% know about Hypertension is the risk factor
for MI. This result is in line with Lebanon 91% (23), but higher than Studies done in Nigeria
87.4% (25), Eastern Ethiopia 81.9% (5), and Bangladesh 51.4% (7). In this research 92.2% of
participants had took smoking as risk factor for MI. this result is greater than the research
conducted in Malesia 80% (18), Nigeria 70% (25), and Eastern Ethiopia 67.6% (5), Saudi
Arabia 43.1% (22), Jeddah 26% (21), and Uganda 17.7% (26) of participant knows smoking is
as a risk factor for MI. In contrary, research done in Pakistan 51% (20) of participant does not
aware whether smoking predispose to MI or not. Also In this study 83.2% of participants knows
high Cholesterol is a risk factor for Ml the result of this research is greater than similar research
conducted in Bangladesh 78% (7) Uganda 68.2% (26) ,Saudi Arabia 47.7% (22), Eastern
Ethiopia 18.1% (5) and Malaysia 16% (18). In this study 88.6% participants know that being
overweight is a risk factor for Ml this finding is higher compared to research conducted in
Tanzania 64.2% (24) and less than research conducted in Eastern Ethiopia 91.3% (5).

In the present study some independent variables like Residence and Educational level were
significantly associated with knowledge about Myocardial infarction prevention which shows
that participants who attended college or university were 60% less likely knowledgeable on Ml
prevention than those who don’t attend university or college. Similarly, studies done in Pakistan
(20) , Uganda (26), Alexandria (29), and Ethiopia (5) shows that comparing those with high
education to those with low to intermediate education, educated people have much more
information. Other research found a consistent relationship between higher education levels and

greater Knowledge scores. (33),(44).
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The current research found another significant association with knowledge of MI prevention is
respondents’ residence. Participants who are living in urban area were about 2 times more likely
to have good knowledge compared to the participant who are living in rural area. Another
similar study done in Ethiopia shows, urban populations had higher awareness score than rural
populations (5) This research shows good knowledge score of participants, this may be due to
significant number (83.9%) of participants were from urban areas and this may rise the
opportunity of receiving health facts also increase the accessibility of health institutions. In
Ethiopia, countryside population gain lower educational level and have limited access to health

facts as compared to urban population who relatively have better health literacy (5).

Regarding Participant perceived risk, the current study revealed that less than half 40.8% of
participants have a good perception or admit that they are at risk of M. this result is comparative
with the study done in Sweden 40.1% (8), lower than the study done in Hungary 51.6% (28),
and lower than study done in Kenya 33.33% (30), Tanzania 27.6% (31) and Egypt 14.77% (29).

Regarding the significant association of Perceived risk with Gender and residence this study
shows, female participants were about 1.8 times likely to have more perceived risk towards Ml
compared to males. Similarly Study done in USA shows women had more perceived risk
compared males (35), American medical association revealed that Men were more likely than
women to believe they had a low risk of MI. (45), study in done in Nepal shows more women
consider themselves than men that has increase chance of developing M1 (33). Also study done
in SSA reveals that women are significantly associated with perceived risk of MI than male
(27). Additionally research in Kenya shows women were more likely than men to have higher
perceived risk of MI (30). Other researchers have discovered that the media is where most
women learn about M1, and they appropriately take advantage of doctor counselling to increase
their level of knowledge and perception of perceived risk. (45) But in the current research
greater number of participants were female by gender and may influence the outcome or the

result.

On the other hand residence was another predictor of perceived risk association towards Ml
which shows that participants residence around countryside were 47% less likely to have
perceived risk towards MI than who are living around rural areas. Similarly study done in

Tanzania urban resident participants perceived themselves to have high chance of developing
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MI than rural resident participants.(31) In contrast with this study another research that is done
in USA shows urban residents risk perception is very low when compared to rural residents.
(35)

In relation to attitude of participants on Ml the current research shows 82.7% of respondents
have good attitude, the result is in line with research done in Egypt as 81.1% (32). Lower than
research done in Tanzania 92.3% (46) higher than study done in Lebanon 70.5% (23), Nepal
35.4% men and 44.6% women (33). Inthis research 82.7% of participant believe that changing
their life style will minimize the chance of developing MI, in contrast to study done in Dhaka
showed only 22% (7) of participants believed that life style change could prevent MI.
According to the current research result 61.4% participants thought that their weight is too high
for their health the current research result shows less than research conducted in Nepal 82%
(33), Hungary 73.9% (28) and higher than study done in Tanzania 23% (24).

Regarding practice on M, the current result shows more than half 59.2% of participants have
a good practice score, the finding is close to research conducted in Nepal 51.0% (33), lower
than the research done in Lebanese 71.1% (23) and higher than another study done in Nepal
37.6% (47), and Bangladesh 17.12% (7), In this study, about 78.0% of participants plan to
maintain normal body weight 77.7% of participants Include fruits and vegetables in their daily
diet, and 80.6% of participants do any type of physical exercise. Similarly, in a study done in
Hungary 78.9% of participants planning lifestyle changes also their most stated target was
reduction of body weight 43.1%, increase in excercise 21.9%, and change in healthy meal intake
19.4% (28). A study done in Iran (17) and Malaysia (18) had 21% and 66% eating more fruit

and vegetables.

However, in the study conducted in Poland 63.3% (17) of participants doesn’t include fruit and
vegetables, Kenya 95% (30) of participants doesn’t take fruit and vegetables in their daily diet,
Also another study done in Ethiopia 75% of the participants are physically inactive and only

39.8% consume fruit and vegetables (34).

Another significant association in this research is practice with educational level and marital
status. According to the current research result highly educated participant had 5.8 times more

practical than low educated participant, the current research finding is greater than research
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conducted in Iran 2.8 times. In contrast with this, research done in Malaysia (18) and Nepal

(19) shows no significant relation between practice and educational level.

Also in this research marital status is the significant socio demographic factor with practice.
Married participants were 1.9 times more likely to practice effective MI prevention than the
unmarried once. Research done in Lebanese shows married participants showed good practice
on prevention of MI (23). Also study done in Ethiopia shows health practice and marital status
significance (5) Oppositely No significance association was shown between marital status and
practice in a research done in Iran (10) and Kenya (30). Even with numerous confounding

factors, being married was linked to fewer risk factors and higher health status. (48).
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7. STRENGTH AND LIMITATIONS

Strength
Adding of perceived risk in the usual studies of Knowledge, Attitude and Practice, can be more

comprehensive and provide valuable information on the motivation behind behavior change.

The study used standard tool, and it was conducted three public hospitals which has cardiac
clinics. This study used representative sample so that the result can be generalized to similar

population.

The data collection procedure was strictly supervised by principal investigator and supervisors.

Limitations

The self-reported measurement of risk behaviors may have underestimated the risk behaviors
associated with MI, and the study may be vulnerable to the constraints of patient recollection
and social desirability bias. Furthermore, the use of a cross-sectional study design does not

prove causality.
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8. CONCLUSION
This study demonstrated the current level of public knowledge, perceived risk, attitude, and
practice regarding MI prevention among adults. Although more than half of the current study
respondents had good knowledge, attitude and practice towards MI prevention, on the contrary
greater than half of respondents s show low or poor level of perceived risk. Urban residence
and higher educational levels were significantly associated with knowledge of Ml risk factors.
Married and higher education level were also associated with practice of MI prevention.

Regarding perceived risk women and urban residence were statistically associated.
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9. RECOMMENDATION

For Policy makers

Policy makers can play a crucial role in preventing MI through different approaches. Firstly
policies could focus on improving access to healthy foods, while reducing access to unhealthy
foods, promote physical activity through increased access. Increase public awareness through
health promotion initiatives that concentrate on offering health information and education that

start primary prevention is another significant strategy.
For The Health Practitioners

Myocardial Infraction is a serious and potentially life threatening conditions that is becoming
increasingly common in today’s society. As a health professional, It’s important to educate
patients how they can prevent myocardial infractions and reduce their risk factors. One of the
most effective ways to prevent myocardial infraction is through a healthy lifestyle. Encourage
patients to maintain a healthy weight, eat a balanced diet and engage in regularly physical
activity. They should also stop smoking and excessive alcohol drinking both of which can rise
their risk for acquiring heart disease. Additionally, it’s important to monitor and manage any
existing medical issues include diabetes, high cholesterol, and hypertension. By taking these
steps, patients can significantly reduce their risk for myocardial infarctions and improve their

overall health and well-being.
For Researchers

Ml is a primary cause of death of globally, however, there is a lack of research in Ethiopia on
the prevention of MI. This is concerning problem that needs to be addressed by the researchers
in Ethiopia. The current research can help with the creation of powerful health intervention
programs. It can also be used as educational material to fill in individuals' particular knowledge

gaps on MI prevention.
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This study is crucial to show why a successful preventative program must be put in place.
Implementing multidisciplinary, innovative interventions and routine nurse-led lifestyle
counselling is crucial to effectively assisting M1 patients in adopting healthy lifestyle behaviors,
along with intensive patient counselling and education to increase awareness regarding M1 risk
factors. Additionally, Ethiopia's iliness preventive policy objective should take implementation

of MI prevention programs into consideration.
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APPENDEXES

Appendix I: Information sheet

Good morning/afternoon! My name is Eyerusalem Yohannis. I am a postgraduate student in
Addis Ababa University, College of health sciences, Department of Nursing and Midwifery
doing the following research.

Title of the research: Knowledge, Attitude, Perceived Risk and Practice towards Myocardial
Infraction among Adults Attending Cardiac Clinic in TASH, St, Peter Specialized Hospital and
Zewditu Memorial Hospital Addis Ababa Ethiopia.

Purpose: This Self-administered questionnaire is provided to assess patients’ knowledge,
attitude practice and perceived risks towards myocardial Infraction prevention practice. Your
name will not be written in this form and all the information you will give is kept confidential.
If you do not want to answer all or some of the questions, you do have the right to do so.
However, your willingness to answer all of the questions is highly appreciated. It doesn’t take

more than 10 minutes. You are selected by simple random sampling technique.

Benefit and risk: Your participation in this study help us in assessing the knowledge gaps,
attitudes practice and identifying perceived risks to prevent myocardial Infraction among adult
patients and will have the benefit of introducing the need for special health education and
guideline development. Participating in the study does not involve any risks. If you have any

questions contact any of the following individual and you can ask at any time you want:

1. Address of investigator: Eyerusalem Yohannis, Tel: +251911161364 and Email:
eyerusalemyohannis444@gmail.com.



Appendix I1: Informed consent

Code number -------------m-mmmmmm oo | understand that the purpose of this study is to
assess patients’ knowledge, attitude, perceived risk and practice towards myocardial Infraction
prevention. Similarly I understand that participating in this study is completely voluntarily and
do not have any payment or incentive; provided my privacy is guaranteed and does not expose
to another third party. |1 promise to answer honestly to all questions and not provide any false
information or in any other way purposely mislead the researcher. Signature of participant

Date Name and Signature of the data collector who

sought the consent Name and signature of the supervisor




Appendix 111 English Version Questionnaire

Section 1: Socio-Demographic Question

S.No Socio-Demographic Response Remark
Question
1 Age
2 Gender 1. Male
2. Female
3 Residence 1. Urban
2. Rural
4 Marital Status 1. Single
2. Married
3. Divorced or Separated
4. Widowed
5 Educational Level 1. No formal education
2. Primary school completed
3. Secondary school
completed
4. College or  University
graduate or Post graduate
6 Occupational Status 1. Self employed
2. Government/Privet  Org.
employed
3. Retired
4. Unemployed
7 Yearly Income Please state the amount




SECTION 2: MIFQ and Health Care Behaviors questionnaires for patients who attend

cardiac out patient service in selected public hospitals.

Please circle on the number you select that best answers the question. Kindly make only

one Selection unless otherwise instructed.

S.No | MIFQ and Health Care Behavior Response | Remark
Knowledge on MI Prevention
1 A person always knows when they have Heart Attack 1, Yes
2, No
2 If someone has a family history of heart disease, he/she is | 1, Yes
at risk for developing heart attack
2, No
3 The older a person is, the greater their risk of having heart | 1, Yes
Kk
attac 2 No
4 High blood pressure is a risk factor for heart attack 1, Yes
2, No
5 Keeping blood pressure under control will reduce a | 1, Yes
person’s risk for developing heart attack 5 No
6 Smoking is a risk factor for heart attack? 1, Yes
2, No
7 A person who stops smoking will lower their risk of heart | 1, Yes
attack?
2, No
8 Chewing khat is a risk factor for heart attack? 1, Yes
2, No
9 A person who stops chewing khat will lower their risk of | 1, Yes
heart attack
2, No
10 Drinking alcohol is a risk factor for heart attack 1, Yes
2, No
11 A person who stops drinking alcohol will lower their risk | 1, Yes
of heart attack 2 No




12 Being overweight increases a person's risk for heart attack | 1, Yes
2, No
13 Regular physical activity will lower a person's chance of | 1, Yes
getting heart attack 2 No
14 Only exercising at a gym or in an exercise class will lower | 1, Yes
a person's chance of developing heart attack 2 No
15 Walking and gardening are considered exercise that will | 1, Yes
help lower a person's chance of developing heart attack 2 No
16 Diabetes is a risk factor for developing heart attack 1, Yes
2, No
17 High blood sugar puts a strain on the heart 1, Yes
2, No
18 If someone’s blood sugar is high over several months itcan | 1, Yes
cause his/her cholesterol level to go up and increase his/her > N
risk of heart attack » NO
19 A person who has diabetes can reduce his/her risk of | 1, Yes
developing heart attack if he/she keeps his/her blood sugar > N
level under control » NO
20 Men with diabetes have a higher risk of heart attack than | 1, Yes
women with diabetes weight under control 2 No
21 Cardiovascular disease is the most common cause of death | 1, Yes
in Ethiopia 2 No
22 High cholesterol is a risk factor for developing heart attack | 1, Yes
2, No
23 A person with heart attack have high cholesterol 1, Yes
2, No
24 People with heart attack tend to have low good (HDL) | 1, Yes
cholesterol
2, No
25 Does eating fatty foods affect blood cholesterol 1, Yes
2, No




26 Many fruits and vegetables are high in cholesterol 1, Yes
2, No
27 Does dietary fiber lowers blood cholesterol level 1, Yes
2, No
28 Do you think eating a high fiber diet increases the risk of | 1, Yes
getting heart attack 2 No
Practice towards prevention towards MI Question
29 Have you ever had checked your cholesterol level 1, Yes If no go
2 No toQ 31
30 If yes for question No 29, what is the latest Value for Total | 1, Yes
cholesterol in mg/dL mg/DI 2 No
31 Do you smoke cigarette 1, Yes
2, No
32 Do you chew khat 1, Yes
2, No
33 Do you drink alcohol 1, Yes
2, No
34 Have you a plan to maintain normal body weight 1, Yes
2, No
35 Do you make any physical exercise 1, Yes
2, No
36 Does your daily diet contains fruit and vegetables 1, Yes
2, No
Attitude towards MI Prevention Measures
37 Changin_g life style_ behavior will cut down by chances of | 1, Yes
developing heart disease 2 No
38 Heart disease is preventable 1, Yes
2, No
39 My present weight is too high for my health 1, Yes




2, No

40

| need to cut down on the amount of food | eat

1, Yes
2, No

Perceived Risk Question

41

Do you believe that you are at risk of developing
Myocardial Infarction?

1.Yes
2. No

3. | have
not
thought
about this

42

Is it likely that I will suffer from Myocardial Infarction in
the future

1.
Strongly
agree

2.Agree

3.
Undecided

4.
Strongly
disagree

5.
Disagree

43

My chances of suffering from Myocardial Infarction in the
next few years are great

1.Strongly
agree

2.Agree

3.
Undecided

4.Strongly
disagree

5.
Disagree

44

| feel 1 will have Myocardial Infarction sometime during
my life

1.Strongly
agree

2.Agree

3.
Undecided




4.Strongly
disagree

5.
Disagree

45

Having Myocardial Infarction is currently a possibility for
me

1.Strongly
agree

2.Agree

3.
Undecided

4.Strongly
disagree

5.
Disagree

46

Having Myocardial Infarction is always fatal

1.Strongly
agree

2.Agree

3.
Undecided

4.Strongly
disagree

5.
Disagree

47

Having Myocardial Infarction will threaten my
relationship with my significant other

1.Strongly
agree

2.Agree

3.
Undecided

4.Strongly
disagree

5.
Disagree

48

My whole life would change if | had Myocardial Infarction

1.Strongly
agree

2.Agree




3.
Undecided

4.Strongly
disagree

5.
Disagree

Appendix IV Amharic Version Questionnaire

PGk +NFLPT PODLE B R

NASN ANN RLACAL MS ALTN hAE PICH AT MEPLLZ FH/NF AL NHU NFT N
PHMPAD NABN ANN RLACAL TMS ALTN DAE 10100 AT MEPLLL FH/NFE NICH AT
M EPLLL /T NFA N “PFMTPTF (Mt AAOANNTE +IA6R PARPY PACRITY <1 FHNLT
AT PAN haRgRy A hANA ITHAY N+aZm OhHN PATFAFE ARN ANN AP PT 2022
G.C.NTA CON NDERC ATNA PATFA NHO-C=~Secu=A PNTFA “ ua@ae eyhlLA'E PNTF4
MEE APNEL AIFAL = AHUT® DG ACNP ATRA+TS +ADCMPA: NG+ AL ATPA+E
SLLTIHPY NARIASP Nt NG+ JC N9 PALLNLAY T aZE hAC ATRThAD-
+7AMm.Ax

PGk AAM:- N ATNA PATHA NHAC=~ Secu=A PATF4 o“ ud@ae eyhLA’E PATFA
“PFARMPF (M-I RADANNTT +JA6 PADPY PADRLY  9IYHNLT  AG PAN hangey
a@hAhA FHAT N+HaRZme PAHN PATHAFT AN ANN AFE&PT 2022 G.C ATIMSHT
ALY Pgt memms 22U Mt NATETF NAN AT PRI Q0 NAZF AD-PFFO-7
ROPANNFFDY ATPNANA PARPLCHHYT +oNCT P+JASRTFFMT AR PAMYT <1THN
RIETMP BL8A: ATR IR BU MG AdeT AMTPT NHU CON P mTHFOY AT P48
AL MR AMPa™NF BTFAN:



mMmed N10 -20 LeP ALE LFAA: NG+ AL PACH N9RT ALLA ALMeNgr::
PR AM-F9° a8 NHU MG AATH @r6bs AAA ANA TAAR AEAMID TG AMLP1+HIR P+MND
RUTA: NHU MG+ AL NAPA+EP Py CANt 18%F MLTR P+AP M&Ie ALFCT: NHU
MGT A+ L PLT NAPF MLIR NARUA MRLM NEAT PTIRPLAD df RN AT8 4T
ATAZ T ADBAU:: NG+ AR ATRA+& PACH FNNC AT P LY AR MP, 1M-:: PG
RE LM NI APGAATD E TN b Yomeeaae &Ca9----

N.®-+251911161364, h,"2.L4\:eyerusalemyohannis444@gmail.com

nNao/s e4+L£174 h9o 1+

11 T Vo U PHU MGt AAGY “Paqaq F dM-bti AADANDTE
+ A6 PADPY PAGRUY IYHNLY AT PAN AORIRY ADNANA 9THNY PFNTRPTY A4+
A@RIIRIGR ATEUPT +LEFAL N+ARAAL NHU mTF @-ND A& d=x Ndk N4,PLATT
AT P90 A& P MEI® MNZFF ATLAAM +2&FAL; %S[i"< T>e@rO'f eeV}Ouk AT AAA
AN+E ANA ANNMILKS &20: AUATE mPEPT NAPTIT ARAN ACPAMT $A ATNAL AT
gog° 387t PRt ABZE AAGPAMT MLI® NAA NTRIFM-I° aRY7L AMTIMT ATINAT
$A RINAL: P+u 4 &L $7 4987 PMPe

Pan/ 8 ANAND- NI AT &L P+EMMLMD- NIP AG 4L
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NEA AL MUNSR AT hrC UL IC AT 1T PATD. B PEPF

1. AP MY 70, -------

2. &F 1, @3 e 2, (vt
3. PARPL P xe 1, h+ 2, 1MC
4. PIoNF U 1, PAIN 2, 21N 9% ANC PMLPC

3 £7N AN PRFC

5. Pt9RUCt Ui 1, HNAE 1NT PA+RZ 2, 185 RLET Penndn
3, LA+E BB Pebnd 4, DA PndNT NH NAL

6. PN Urah 1, 94 N 2, PYNF AT P9 M
3, Ml 4, Nér R

7. ROPFP PN, APM7Y —-mmmmeee

NEA 2, “PFmMm PF A+ NA ANT NA AN O, NHF +IAM P LLCT U3 PT
AT PRESCHEN a®MEP

1. A7E A@ PAN NAZ F9, AT LALH POLPA? 1. AP 2. RR2AGD
2. NN+HANP PAN Yaege Fayag ao@r AAAeF PN+AN ANAT +7A6Ds APLCTTR?
1. hP 2. h2RAGR
3. PAL @, Ao, aC AAN NAF +Me PAPUPT ALAT RERTPLA?
1. hP 2. h2RAGR
4. N&+E PLID 94T AP AAN NAF PIAMA ?

1. AP 2. hRRAGR
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5. PR9™ 9Lt MY @N+hhA (REMME) AAN NAF +Me PARPT 0247 R+TMA?

1. AP 2. hERAGR
6. (LI TN AA NAF PIAMA?

1. AP 2. RR2AGP

7. I TN TSI AAN NAF +ME PARPT 08AT £TAA ?
1. hP 2. RR2AGP

8. et AR SgD AA) UTRGP + A6 PRLIA ?
1. hP 2. RR2AGP

9. e, F A0 pgR AT AN NAF +Mk PARPT O LAY £PTAA?
1. AP 2. R RAGR

10. AADA AMM* AAN NAF PIAMA?
1. AP 2. hRERAGD

11. RAhA @mmt @92 AAN NAF +Mb PARUT 0 LAY £TAA ?
1. AP 2. hERBAGR

12. hao My PAL PAMTT ANLT AAN NAS +JA6 PLLIA?
1. AP 2. hEBAGR

13. 2@, P PAMYT ATPNS A L% PAN UTRIR + M PARPY LAY BTN ?
1. AP 2. hERBAGR

14. PANA NPT ATPNPA TMELLE NEA ND DLIR PANA NPT ATPNPNA THHEHLP NF
PANA NPT ATPNPA TELT NF PATLET AM PAN NAF PARLH ALAT HP PRCIPA ?

12



1. AP 2. REEAT

15. NA%IC a®4.L AT AThAT @ThNNA PATE NG PAN NAF PARPH ALAT HP ATIEL
ATRMM S PANA NPT ATPNPA +RCT LDNTA ?

1. AP 2. REEAT

16. PG UARI® AdN UdRI® £.8( 47
1. AP 2. REEAT

17. N&+4 PANC M7 NLI° MNP PLC NAN AL 6T L MNEA?
1. AP 2. REEAT

18. h&+5 PANC amF NLI® mA® ANCNF LT & hA PhANTCA M & AT8A AT
AN UARID + A6 PO OLAT N& PRCIA?

1. AP 2. REEAT

19. PAN NAZF F@ay, P71 A NET® MmN PAMT PANC M7 h+@&mmd Ad NA
Pemet bidT A P10 BFAN?

1. AP 2. REEAT

20. PARC M, @32+ ARG FM, AT 2792 ATnT ANLFFMT NEMMSE: AAN
NAF N&NAD +IAeR RUPTA?

1. AP 2. REEAT

21. PANT PAN PLI® O30, NAF NATEEP NS NMIR P+ATRL PIRF TP PT T, ?
1. AP 2. REEATE

22. N&+7 eaem@ hANTCA a2M7 NLIR MNP PC AN NAF +IAse PRCIA ?

1. AP 2. hRRRAGP
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23. PAN NAF FT PP AM. NLI° ™A PO /M- PhANTCT MY N&+E 1m- ?
1. AP 2. hRRRAGR

24.24N NAF F T PPF APTF NETF@- PIY7TM- Pg. NANFTCT MY HP+E 1D-?
1. AP 2. hE AT

25. N&+& PPNt a®Mm7 PAFM. IPIINF NLYFT MND PALFLLMT PhANTCA a2MT J°79°
APRLCIM.IP?

1. AP 2. hREAGR
26. ATHPF &4-&4PT AT ATHAATT PhANTCA CPMTFM. &+ LaDNAFA 2
1. AP 2. hREATR
27. NFR9N AP P77 4.2NC NLIT° MAD PARTTMT PhANTCA aPMT £+TAA?
1. AP 2. hREAGR
28. N&+5 P4.LNC A®MT PAM.T Jo9 ARaRI) AN YRR PARIAMD T LenTPld ?
1. AP 2. REEAT

h&d 3, “FmMm@mPF AA ANST NA AN 0,70, NHJF +IA6 PMLLLT U1FPTY
PmhAhA +9INC PMLeP

29. PPANTCA PMTIPT ATIDP FPLARE AL CIM PO PN ? ARAD-PIE NA ML M PE 31 PIP4
1. AP 2. REEBAT

30. AD PR ML 29 "AP" NA NPCN IH PHAND PRANTCA a2 MT 9o PUA 10?7 N,/ L&A,
@/ L&A,

31. AJG Pk ?

1. AP 2. hRRRAGP
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32. Bt £PMA ?
1. AP 2. hRRRAGR

33. hdAhad 2MmmA ?
1. AP 2. hRRAGR

34. ®@Mi& A1t NNLT ATRFCPT APLPA?
1. AP 2. hREATR

35. MIT@-T9° AL7F PADTF ATPNPA PLCIA ?
1.AP 2. hREAGR

36. 0AFR MNFPT ATHATT &&&e LTCPA ?
1.AP 2. REEAT

h&A 4, “«FmMaPF AA ANST NA AN 0,70, NHJF +IA6 PMPLLLT UiFPTY
PmhAhA +9INC PMLeP

37. AL MT HENT APADA NAN NASF PARPH ASATD-T RTAA
1. AP 2. h&2AGP

38. AN NAFT a®hAhA £FAA
1. AP 2. h22AGP

39. AT PAT ANEF AMT1E NAMIR &+ 10
1. AP 2. h&2AGP

40 PIRNA@-Y g1 Dyl AANT

1. AP 2. hBEATR
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N&A 5 “FmmPF hA ANT DA AN 070 NAF PAF®-Y P+IATT 7HN
e+aAh+ P

41. AN NAF ANATNE 2FAA NAD PIRT A
1. AP 2. hELATP

42. 9% AMVS “A of uMw uie ecnA AJ“M
1. NMJ® ANTITIAL 2. ANTITIAL 3., 00— »AAKG<U
4. NMI® AANTRTRIR 5. AANTRIRIR

43. uT>k@K<f @mf >Sef uMw uie %SeSU eAK? uxU %c6 "<
1. NMJ® ANTIT9AL 2. ANTIT9AL 3. A 00— »AAKG<U
4. NMI® AANTRTRIR 5. AANTRIRIR

44. uQA”, "<e@ %} ¢’ N>2? %Mw QSU ”CKw~ AcT—M
1. NMJ® ANTITIAL 2. ANTRT9AL 3. A00— »AAKG<U
4. NMI® AANTRTRIR 5. AANTRIRIP

45. %Mw uie wG<'< N>2? K=o[~ %T>Muf ¢EM co "<
1. NMJ® ANTITIAL 2. ANTITIAL 3. 00— »AAKG<U
4. NMI® AANTRTRIR 5. AANTRIRIR

46. %Mw uie G<M N>2? NCA "<
1. NMJ® ANTITIAL 2. ANTITRAL 3. A 00— »AAKG<U

4. NMI® AANTRRIR 5 AANTRIRID

47. %Mw QSU SeSU K?L"'< c'< 0" AK™” O”"—<'f »AO LA A@LM
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1. NMg® ANTRTRAL 2. ANTYTAL

4. NMI® AN I° 5. AANTHI[GD
48. %Mw uie u=e'w~ SL QA", A[uhM
1. NMg® ANTRMAL 2. ANTHIAL

4. NMI® KANTRTRI™ 5. AKANTHIRID
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