ADDIS ABABA UNIVERSTY
COLLEGE OF HEALTH SCIENCE
SCHOOL OF NURSING AND MIDWIFERY
CARDIOVASCULAR NURSING GRADUATE PROGRAM

Assessment of Knowledge Attitude and Practice Regarding
Coronary Artery Disease Prevention among Out Patients attending
in Cardiac Clinic at TikurAnbessa Specialized Hospital

By: HewanSibhatu (BSc)

Research thesis Submitted to School of Nursing and Midwifery,
College of Health science, Addis Ababa University for Partial
Fulfillment of the Final Requirement of Master of Science in

Cardiovascular Nursing

June, 2023

Addis Ababa, Ethiopia



ADDIS ABABA UNIVERSTY
COLLEGE OF HEALTH SCIENCE
SCHOOL OF NURSING AND MIDWIFERY
CARDIOVASCULAR NURSING GRADUATE PROGRAM

Assessment of Knowledge Attitude and Practice Regarding Coronary
Artery Disease Prevention among Out Patients attending in Cardiac
Clinic at TikurAnbessa Specialized Hospital

By: HewanSibhatu (BSc)

Advisors: 1.TigistuGebreyohannis,(MSc.,Ass. Professor)
2. WudmaAlemu(MSc.,PhD Fellow)

Research thesis Submitted to School of Nursing and Midwifery, College
of Health science, Addis Ababa University for Partial Fulfillment of the
Final Requirement of Master of Science in Cardiovascular Nursing

June, 2023
Addis Ababa, Ethiopia



APPROVAL SHEET

This research thesis is my original work in the partial fulfilment of the requirement for the degree

of Master of Science in Cardiovascular Nursing.
Name:HewanSibhatu
Signature:

Date:

Place: Addis Ababa University, College of Health Science, School of Nursing and Midwifery,

Department of Nursing.
Date of submission:
This thesis has been submitted with my/our approval as university examiner and advisor(s).

Mr. Tadesse Bedada (MSc, PHD candidate, Assistant professor)

Signature Date

Advisors:

1. TigistuGebreyohannis, (MSc.,Ass. Professor)  Signature:
Date:

2. WudmaAlemu(MSc.,PhD Fellow) Signature:

Date:




ACKNOWLEDGEMENT
First of all, I am grateful to the Almighty God for establishing me to complete this thesis. My
deep gratitude also goes to Mr.TigistuGebreyohannis and Mr.WudimaAlemu who expertly
advised and guided me throughout my preparation. My appreciation also extends to Addis Ababa
University College of Health Science School of Nursing and Midwifery for giving me this

opportunity.

I would like to thank all my friends for their help | have no valuable words to express my thanks,

but my heart is full of the favaors received from every person.



Table of content

ST OF FIGUIES ...ttt h bt st b ettt e ae e bt e bt e b e sa e b e n et et e e eneeneene vi
I 0 o] (-SSR vii
A o] d = Tox PSSP viii
I 101 0o 1 {0 OO PSP SOSR O SPP 1
IR - Uod (o [ £ o o ISP 1
1.2 Statement of the ProbIEM ..o 2
1.3 Significance OF the STUAY ........cooiiiiiiiicee s 3
2. LITEIATUIE REVIEW......eieieieiiceie sttt ettt ettt e st e st et e st e e e e s teese et e sseensestesseenseseeessensenseensessesnses 4
2.1 Definition and Pathophysiology of coronary artery diS€ase ...........ccooevveveieereeieseeseenenns 4
2.2 Atherosclerotic Coronary SYNAIOMES ..........ccueiieieiiieieeie et e e 4
2.3. Chronic Coronary SYNAIOIME ........ccciueiieieiie e e esie s e et ste e sraeste e s e e nte e e sraesreenee e 5
2. 4 Knowledge of patients towards CAD Prevention ...........cccccevveveeieiieiesie e 5
2.5 Attitude of patients towards CAD Prevention............coveviereneieniseseseeee e 6
2.6. Practice of Patient regarding CAD PrevVention ..........cccooiieriniieneneseseeee e 7

2.7 Associated Factors that affect Knowledge, Attitude and Practice towards CAD Prevention8

2.7 CoNCePUAl FrameWOTK: .......cviiiiiiitiiiiiieee et 8

3 RESEAICN ODJECLIVES......eeiiitieiecteete ettt ettt rte et e st e e e e besteebesbe e s e sbesbaessesteesaentestsessesbeessetesseensestesseans 10
3.1 GENEIAl ODJECLIVE.......itiiiiiiiiieeeee bbbttt b e bbbt nbeene s 10
3.2 SPECITIC ODJECLIVE ...cvieieceic ettt ettt st steenteeaesneens 10
Y (010 Y 4471 1o To (o] [ | R 11
4.1, Study area and PEIIOU.........coveiie ettt sre e 11
A (N0 |V B 1= o | o TSP OUPPPRRPP 11
4.3. Source and Study POPUIALION .........cciiiiiieiie e 11

i Ot oW [ o=l oo o0 ] =14 o] o PSR 11

i S (010 YA o] o] - L4 o] o PSR 11

4.4, Sample Size DeterMINALION .........ccciiiiieieie ettt bbb 12



4.5, SAMPING TECNNTGQUE .. .ottt et e e e e e neenraenreenee e 13

O = T[] o LYot (=] T USSR 13
4.7 Data ColleCtion INSTIUMENT .........cviiiiiiiieie st 13
4.8 Data COIIECtioN PrOCEAUIE .......ceiuiiiiiieieie ettt 14
4.9. Study variableS/MEaSUIEIMENTS. .........ccuiiiiiieeeie et sreenee e 14
4.9.1. Dependent VariablES........c.oiviiieiiiieeseeees et re s 14
4.9.2. INdependent VArIADIES ........ccecieiiiiiieiesieceeeee ettt te et aesbeeaesreenaenaesanenes 14
4.10. Theoretical defINITIONS. .......voiiiieiiee e enee e 15
4.11. Operational defiNItIONS. ........ccviiiiiieie e 15
4.12 Data QUAlITY ASSUIANCE........eciuiiieiieeieeiesteese et e st este e este et e s e e steesesraesreeteaneesreereenee e 15
4.13 Data Entry and Analysis PrOCEAUIE ........cceeiuieieiecie ettt 16
4.14 Ethical CONSIABIALION ......oviiviiiiiiieiieieie ettt ettt nreens 16
4.15 Dissemination Of the RESUIL .........cvoiiiiiiieiecee e s 16
ST ST PRSI 17
5.1. Socio demographic characteristics of the study SUDJECES .........cccevvrriiiiniiciice e 17
5.3 Attitude of patients towards CAD PreVENTiON.........cooereieiereriseseseeieee e 20
............................................................................................................................................................ 23

5.4 Practice of patients towards prevention of CAD among patients who attained cardiac OPD

in Tikur Anbessa HOSPItal, 2022. ..........ccoveiuieieiie st re e 23
5.5 Factors associated with knowledge of participants towards CAD. ..........cccccccevvveveevieineenne. 25
D o011 (0] o USSP 28
7. Conclusion and RECOMMENAALION. ........cc.iiiiiiiiiiieiee ettt eneas 31
8. Strength and [IMITALIONS .........cooiiiiiie e 32
2] =T 1Y T 33
I LN L 37
ANNEX [ INfOrmation SNEEL ..........ooiiiiee e 37
ANNEX II: Participant Information Sheet (English VErsion) ...........ccccoovvviniinenciencnesene 38

iv



ANNEX I11: English Version QUESTIONNAITE ..........cceiveriieiieiiesieeie e e see e se e see e

Partl: Socio-demographic Data

ANNEXE IV: DUMMY TABLES ...

ANNEX V: Translated Survey QUESTIONNAITE ..........ccoviiiieieieieie e



List of Figures

Figure 1: Conceptual frameWOrK ..o 9
Figure 2 : Knowledge percentage of the study partiCipants.............cocevererinienienenenese e 20
Figure 3 : Attitude towards CAD prevention of the study participants..........ccccoeeviveveiieiinennnns 23

Vi



List of Tables

Table 1:Socio demographic characteristics of patients who have follow up in Cardiac OPD in
TikurAnbessa Specialized HOSpital, 2022 ...........ccooiiiiiieiiee e 17
Table 2:Health related characteristics of patients who have follow up in Cardiac OPD in
TikurAnbessa Specialized HOSpital, 2022 ...........ccooieiiiieiiee e 18
Table 3: Table 3Knowledge of Patients about Coronary Artery Disease prevention among
patients who have followed up in Cardiac OPD inTikurAnbessa Specialized Hospital 2022. .... 19
Table 4: Attitude of patients towards CAD prevention among patients who have followed up in
cardiac OPD in TikurAnbessa Specialized Hospital, 2022. ............cccoveiviie i 21
Table 5: Practice of patients towards CAD prevention among patients who have followed up in
cardiac OPD inTikurAnbessa Specialized Hospital, 2022 ............ccccceveveiieiiie s 23
Table 6:Respondents practice SCOre, 2022. .........coueieeiueiieeiieiesee e eie s s sae et se e sre e 25
Table 7: Factors associated with knowledge of coronary artery disease prevention among
patients that attained Cardiac OPD inTikurAnbessa Specialized Hospital 2022 ......................... 26
Table 8: Factors associated with attitude of coronary artery disease prevention among patients
that attained Cardiac OPD inTikurAnbessa Specialized Hospital 2022...........cccccoooeiiiiniiinnnnn. 27
Table 9:Factors associated with practice of patients towards CAD prevention among patients

that attained Cardiac OPD in Tikur Anbessa Specialized Hospital 2022............cccccooovieninvninne. 27

Vii



Abstract

Background:-Coronary artery disease is the leading cause of death globally and one of the major
health burdens worldwide. Smoking, dyslipidemia, hypertension diabetes and physical inactivity
are some of the modifiable and preventable risk factors. The prevalence of coronary artery
disease in Ethiopia is increasing steadily irrespective of age and gender. This study attempted to
quantify knowledge, attitude and practice to wards preventive measures regarding coronary
artery disease among patients attaining cardiac out-patients.

Methods:-an institution based cross sectional study was conducted in Tikur Anbessa Specialized
Hospital between March and- April 2022. A total of 402 patients were selected through Simple
Random Sampling method. Interviewer guided standardized Questioners was used to gather the
information from participants. Descriptive statistics was utilized to describe participant’s
characteristics and logistics regression analysis was employed to examine the relationship
between independent and outcome variables. Level of significance was determined at p<0.05 and
95% ClI.

Result:-A total of 402 participants were included in the study with response rate of 79.6%.The
mean age was 46.74+14.15SD.Mean score of knowledge was 58.+15.96 SD. Most (67.2%) of
the respondents demonstrated good knowledge. Mean of attitude score was 60.4 +25.33SD.
More than half of the respondents (54.4%) had good attitude. The mean practice score of the
study participants were 55.13+17.365 and equal number of respondents had both good and poor
practice. Upon logistic regression, variables namely; sex (AOR) of 0.540 95%CI=0.332-0.879),
and presence of co-morbidity (AOR=2.818, 95%CI=1.029-7.713), had significance association
with knowledge. Similarly occupation (AOR=0.66, 95%CI1=0.330-0.968) and marital status
(AOR=0.545, 95%CI=0.333-0.893) were significantly associated with attitude towards CAD and
sex (AOR=0.506, 95%CI1=0.313-0.819),0f the respondents had significant association with
practice of the respondents.

Key words: Addis Ababa; Attitude; Coronary Artery disease; Ethiopia; Knowledge; Practice;
Preventive measures; Risk factors.
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1. Introduction
1.1 Background

Cardiovascular disease (CVD) is a non-communicable disease that has become the ultimate
cause of death worldwide. Coronary artery disease is the single largest cause of death in
developed countries and one of the main contributors to the disease burden in developing
countries(1)

Coronary artery disease is now the leading cause of death worldwide. An estimated 3.8 million
men and 3.4 million women die each year from CAD. In developed countries, heart disease is the
leading cause of death in men and women. In Europe CAD accounts for an estimated 1.95

million deaths each year (1)

Countries in Africa and the Middle East bear a heavy burden from cardiovascular disease. The
prevalence of coronary heart disease is promoted in turn by a high prevalence of cardiovascular
risk factors particularly smoking, hypertension, dyslipidemia, diabetes, and sedentary lifestyles.
Patients in Africa and the Middle East present with myocardial infarction at a younger age, on

average, compared with patients elsewhere (2).

Coronary artery disease affects around 126 million individuals (1655 per 100,000) which are
approximately 1.72% of the world’s population. The global prevalence is rising it is expected to
exceed 1845 by the year2030. Nine million deaths were caused by coronary artery disease
globally(3).

For health policymakers to develop effective and timely strategies to address coronary artery
disease, an up-to-date analysis is needed. According to the latest WHO data published in 2018
coronary heart disease death in Ethiopia reached 47,712 or 7.81% of total deaths (4).

Assessment of a populations knowledge attitude and practice(KAP) towards its preventive
measures has been effective means of providing key baseline information that helps design
primary and secondary prevention programs in other countries, such surveys have proven low

level of KAP which leads to poor cardiovascular outcomes (5,6)



The status of CAD in developing countries is worse with increasing trends of mortality.
Increased implementation of primary and secondary prevention methods are intended to prevent
cardiovascular events with high risks but no previous history, secondary prevention methods are
therapies that prevent the further cardiac damage to those with a history of CAD (7).

Prevention is the most effective way of combating its epidemic in developing nation’s
knowledge attitude and practice on prevention measures of coronary artery disease has been

identified as a prerequisite for change in behavior.

There is no sufficient research done regarding KAP towards prevention of coronary artery
disease in Ethiopian populations. This study was designed to assess the knowledge, attitude and
practice regarding coronary artery disease prevention.

1.2 Statement of the problem

Cardiovascular diseases are the leading cause of mortality in Ethiopia, of all the CVDs coronary
artery disease (CAD) is highly prevalent in low income countries. Mortality and Morbidity
related to CAD have become the leading cause of disease burden over taking the burden due to

infectious diseases (8).

According to the global burden of disease (GBD) study, coronary artery disease is responsible
for 1.685 million deaths annually in developing regions, and 18.51 million disability-adjusted
life years are lost due to CAD in this region. Coronary heart disease is the most common type of
heart disease killing 360,900 people in 2019,about18.2 million adults aged 20 and older have
CAD about6.7%(5).

Treatment of coronary artery disease is more expensive than its prevention; if appropriate
measures are implemented early it will be preventable, it develops slowly usually over decades;
so we have a huge opportunity for prevention through a good life style and health habits (4).
Coronary artery disease has huge socio-economic implications on societies, early retirement due
to CAD accounted for most of the estimated loss in productivity(65.4%) followed by presents(at
work but not fully functioning 20.3%) absenteeism(8.4%), and premature death (7) On the other
hand CAD affects the emotional development of patients by difficulty in coping with stress,

depression, and negative emotions, like anger or frustrations (9). Coronary artery disease is



associated with adverse patient outcomes, and contributes to patient pain, depression expense for
medication, and additional surgical intervention, it may extend from pain and suffering to end of
life. Despite the increased prevalence of coronary artery disease and the necessity of the public’s
knowledge of risk factors, no comprehensive investigation was found in the literature. A study
conducted in Egypt in Oct 2018 shows that assessment of KAP of CAD and the association of
these three components with the educational level could be one of the most important factors in
planning how to prevent CAD (10). Another study conducted in Bangladesh in 2016 showed that
assessment of KAP has been an effective means of providing key baseline information that helps
in designing primary and secondary prevention programs (11), in other countries such survey has
proven low level of KAP lead to a poor cardiovascular outcome (5,6). These appears to be a gap
in the of Ethiopian statistics regarding knowledge ,attitude , practice and its preventive measures
of coronary artery disease despite the increased trend in the prevalence of this disease, which is

steady increasing, even in younger age ,both male and females.

1.3 Significance of the study

The study will be supposed to describe the level of patients’ knowledge, attitude, practice and its
preventive measures regarding coronary artery disease. It will provide awareness about level of
KAP for health care providers and encourage them to be engaged in to an efficient process of
creating awareness and prevention as it would allow for a more tailored education program
appropriate to the needs of the community. The finding of the study would also contribute to
further planning and implementation of appropriate educational programs to patients, and used as

a reference for future research in nursing.



2. Literature Review
2.1 Definition and Pathophysiology of coronary artery disease

The coronary circulation consists of coronary arteries the micro circulation and the coronary
veins. Its function IS to supply oxygen and nutrients to the myocardium and remove carbon

dioxide and waste product. The importance of this function is exemplified by the act that a 50%
or more reduction in this blood supply to the myocardium is incompatible with life. Thus not
surprisingly, dysfunction of the coronary circulation may result in significant in morbidity and
mortality. Disturbance of the coronary circulation may involve dysfunction within the micro
circulation as well as the coronary arteries. Thus, the all-encompassing term, ‘coronary heart
disease ‘includes both CAD and micro vascular dysfunctions. CAD is more readily identifiable
and the most common underlying pathophysiological process in coronary atherosclerotic disease
this may be identified by imaging techniques such as coronary angiography (12). There are many
risk factors for CAD and some can be controlled but others may not. The risk factors that can be
controlled (modifiable) are; high blood pressure, high blood cholesterol levels smoking, diabetes,
overweight, or obesity, lack of physical activity, unhealthy diet and stress. Those that cannot be
controlled (conventional) are, Age,(simply getting older),sex(men are generally at greater risk of

coronary artery disease) family history and race (13).

2.2 Atherosclerotic Coronary Syndromes

Coronary atherosclerotic disease involves the pericardial coronary arteries and may manifest as
an acute or chronic syndrome. Acute Coronary Syndrome (ACS) typically arises from
atherosclerotic plaque rupture with subsequent coronary thrombosis and/or spasm. The resulting
coronary occlusion give rises to myocardial ischemia or even myocardial necrosis there by
manifesting as unstable angina or myocardial infarction on occasions, the ischemia/infarction
may manifest sudden cardiac death from malignant arrhythmia or acute pulmonary edema in the
compromised left ventricle. Hence, ACS may have spectrum of clinical manifestations ranging
from stable angina, acute myocardial infarction, acute pulmonary edema or even sudden death,

all arising from the same underlying patho-physiological process (12).



2.3. Chronic Coronary Syndrome

Chronic Coronary Syndrome may also arise from coronary atherosclerotic disease. This typically
manifest as exertional angina arising from coronary atherosclerotic lesion that has progressed to
the extent that it compromises coronary blood flow to the myocardium during the increased
oxygen demand associated with exercise. At this obstructive lesions is non-occlusive, adequate
oxygen supply is restored once the excess myocardial oxygen demand is removed with the
cession of exercise and thus the resolution of the ischemic chest pain. Hence the principal

manifestations of CCS is angina pectoris, which can be monitored in epidemiologic studies (12).

2. 4 Knowledge of patients towards CAD Prevention

A Research conducted in Bangladesh showed that those with higher level of education in the
sample were better to identify hall mark symptoms of CAD younger age with associated
decrease ability to identify CAD prevention strategies of the survey population92% was able to
recognize chest pain as a hall mark symptoms nausea (30%), dizziness (35%) arm (35%) and jaw
pain (20%) were less often recognized. The majority of the sample (71%) were not able to
demonstrate an appropriate level of proficiency by recognizing two symptoms 78% of patients
believing avoiding fatty foods and 63% believing smoking cessation were effective ways to

prevent CAD, only 27% of this sample believed praying could prevent CAD (11).

Across sectional study conducted in Namibia showed that 10% of the respondents were well
informed about myocardial infarction (MI) and 34% knew something about myocardial
infarction, while42% knew very little about MI and 14% knew nothing. Results revealed that
respondents had limited knowledge about CAD, but were able to recognize the related

symptoms. (14).

A study conducted in Saudi ArabiaTabuk city among 126 adult subjects revealed,2.4% had a past
history of heart attack 3.2% were known case of diabetes mellitus, and 6.3% were known case
of hypertension(10). The commonest risk factors identified by the participants were smoking
(81%), those who could identify hypertension, obesity, smoking and diabetes mellitus were
65.9%, 77.8%. 81% and 37.3% respectively. Less than 2/3(64.3%) of individual could identify
stress as a risk factor, less than half (44.4%) could identify the genetic tendency as a risk factor
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of CAD. The majority of participants (72.2%) know that lack of exercise or sedentary life style is
a risk factor for CAD; however, only 3.16%were fully aware of the principle five modifiable risk
factors of heart disease. The study showed critical deficiency in CAD risk factors knowledge and
perception that could result in under estimation of the disease severity(10).

Across sectional study conducted in Nepal showed the knowledge was found to be average with
only 51.5% realizing that family history of CVD increases the risk of CADs,similarly,46% didn’t
know that coronary artery disease could be preventable (15).

A study conducted in Kiruk-city showed that smoking, hypertension and high blood cholesterol
were the most popular risk factors that most of the patient mentioned it spontaneously. The
educational level significantly associated with knowledge and attitude of CHD. The degree of
knowledge about the risk factor of coronary heart disease in comparative way between male and

females in Kirkuk city showed significant relationship(16).

A study conducted in Malaysia showed that about 87% of women knew that smoking is risk
factors. However less than 20% knew about menopause, more than 80% knew typical symptoms,
whereas less than half realized atypical symptoms less than 20% of them knew the cholesterol
risk target (17).

2.5 Attitude of patients towards CAD Prevention

A study conducted in Bangladesh showed that the patients had a higher attitude towards the
prevention of CAD than knowledge and practiceof CAD. While some patients reported that, it was
their first time seeing a doctor.52.3% had a routine medical checkups had better level of attitude,
practice and overall KAP scores (11).

A study conducted in Namibia showed that respondents appeared to have positive attitude
regarding self-imaging. This was based on their self-rating on being overweight or not and the
objective body mass index (BMI) obtained from each respondents.The subjective self-rating did
not correlate with the objective data obtained during data assessment of BMI. Many were

overweight but they considered themselves as having normal weight (14).



A study conducted in Nepal showed that the attitude towards physical exercise, changing eating
habits and quite smoking were 90.4%, 93.6%, 90.6% (15).

A cross sectional study conducted in Kirkuk city showed that the attitude of coronary artery

disease is mainly associated with the educational level(16).

2.6. Practice of Patient regarding CAD Prevention

A research conducted in Bangladesh, Dhaka showed that greater levels of physical inactivity
with only about 33% exercising more than 20 minutes three times a week and around 43% of the
sample engaged in less or no physical activity. A majority of the sample not only failed to make
time for dedicated exercise, but only 22% believed an active life style could prevent CAD.

Nearly 47% of the sample believed food consumption required no restriction (11).

A research conducted in Namibia showed that practice did not always correlates with
knowledge, as the majority of the respondents were aware of the adverse effect of smoking and

alcohol consumptions, but still indicate to have been smoking and consuming alcohol (14).

A study conducted in Nepal showed that people visit traditional healers when they are ill and
drink alcohol to fight cold despite knowing it as a risk factor for CAD. The knowledge of people
of Pakhrribas Municipality regarding CAD was average, however the attitude was good.

Regarding the practice people have mixed practice (15).

A study conducted in Kirkuk city showed that practice of coronary heart disease is 72%, this
71% male and 78% female. Percent of knowledge about the practice of coronary heart disease in

Kirkuk city by gender was not significant (16).

A study conducted in Malaysia showed that only 13% of women practiced exercise as required

the mean (SD) or knowledge and practice score were 70.6 and 63.7 accordingly (17).



2.7 Associated Factors that affect Knowledge, Attitude and Practice towards CAD
Prevention

A study conducted in Bangladesh showed that patients with high level of education have a good
knowledge towards CAD prevention. Respondents with low level of socio economic status have
a limited access to resources, younger age demonstrated less proficiency in knowledge where as
men demonstrated more proficiency in knowledge (68%) than women (32%), in regard to
attitude and practice a majority of the sample failed to make time for dedicated exercise, only
22% believed an active life style could prevent CAD. Nearly 47% of the sample engaged in
unhealthy diet (11).

A study conducted in Kirkuk city showed that Smoking, Hypertension, and high blood
cholesterol were the most popular risk factors that most of the patient mentioned it there is also
significant association between hyperlipidemia, hypertension, DM genetic diet sedentary life
style, emotional stress and CAD. The educational level significantly associated with knowledge
and attitude for CAD, the degree of knowledge about the risk factor of coronary heart disease
was in comparative way between male and female. Knowledge of the respondents about the
practice of coronary heart disease was good (72%)(16).

A study conducted in Namibia showed that many of the patients reported on co-morbidity of

hypertension, elevated cholesterol levels and diabetes(10).

2.7 Conceptual Framework:

This conceptual framework is developed by the principal investigator. This shows the effect of
independent variables on dependent variables. The study will examine knowledge attitude and
practice regarding coronary artery disease prevention as dependent variable and age, sex,race,
educational level, socioeconomic status, obesity, physical in activity, high blood
pressure,dyslipidemia,DM,smoking,alcohol intake and unhealthy diet as an independent

variables.



Figure 1: Conceptual framework

Conceptual framework on knowledge attitude and practice Regarding Coronary Artery Disease
Prevention among Out Patients attending in Cardiac Clinic at TikurAnbessa Specialized
Hospital, constructed from literatures (10-16). [This conceptual framework is developed by the

researcher.]



3 Research Objectives
3.1 General Objective

To assess knowledge, attitude, and practice of patients regarding coronary artery disease-
prevention in cardiac clinic of TikurAnbessa Specialized Hospital.

3.2 Specific Objective

1. To examine the level of patient’s knowledge regarding coronary artery disease
prevention in cardiac OPD,atTikurAnbessa Specialized Hospital

2. To determine the attitude of patient’s towards coronary artery disease prevention in
cardiac OPD, atTikurAnbessa Specialized Hospital.

3. To identify the level of patient’s practice towards coronary artery disease prevention
in cardiac OPD, at TikurAnbessa Specialized Hospital

4. To determine factors associated with KAP of coronary artery disease prevention
among patients attending in cardiac clinic at TikurAnbessa Specialized Hospital.
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4. Study methodology
4.1. Study area and period

As Addis Ababa is the capital city of Ethiopia, the city holds the largest and the last referral
hospitals in the country. TikurAnbessa Specialized Hospital is one of the tertiary referral
hospitals among the five hospitals under the federal ministry of health in Ethiopia. More over the
hospital is an academic center that provides education for many recruited medical, nursing and
other professionals which is availing its service having been organized under the umbrella of
Addis Ababa University. Since TikurAnbessa hospital is a general referral hospital it increases

the study generalizability and representativeness and also it has enough turnover of patients(18).

Total patients seen in cardiac referral clinic are about 2000 per month. The study was undertaken
at TikurAnbessa Specialized Hospital Patients who are on follow up in adult cardiac clinic from
March2022- April 2022.

4.2Study Design

An institutional based cross sectional study was conducted at TikurAnbessa Specialized Hospital
cardiology clinic during the study period.

4.3. Source and study population

4.3.1. Source population

All patients who were on follow up in TikurAnbessa Specialized Hospital.

4.3.2. Study Population

All patients who were on follow up in cardiology unit in TikurAnbessa Specialized Hospital.

11



4.4. Sample Size Determination

p(1—p)

— 72
n=2x 12

P=50% =0.5 since there is no similar research conducted in Ethiopia
Z=1.96 (i.e., for a 95%Cl)

D=0.05

0.5%x0.5

n= (1'96)2 X 0.05%0.05

=384.16

N=7873, since the total population is less than 10,000, I used correctional formula

n
n=—-x
1+ =
N

384
384

7873

10% of non-respondent rate, 36.6

=366+36.6=402

= 366

12



4.5. Sampling technique

Simple random sampling method was used to select the study units who have follow up in

cardiac referral clinic.
4.6. Eligibility criteria
Inclusive criteria
1. Patients who have follow up in cardiac OPD
2. Those were willing to participate in the study
Exclusive criteria

1. Those patients who were critically ill

2. Those patients who were not willing to participate in the study.

4.7 Data Collection Instrument

A structured and pretested interviewer administered questionnaire was first prepared in English
and then translated to the local language Amharic by linguistic professionals. The questionnaire

was adopted and selected from different literatures.

This instrument has been widely used among nurses in Bangladesh to evaluate KAP preventive
strategies regarding CAD. The Author of the tool is Muhammad (19). The survey had 45
questions the initial demographic variables contains 10 questions it assessed the general
information of the patients, Knowledge questions contain 10 items it assessed the level of
understanding risk factors, and sign and symptoms of CAD. The response was present in yes/no
or in multiple choices, each question may have correct answer that refers to one point for
positive response and zero for negative response. Attitude questions also contain twelve items to
assess the level of socio-behavioral perspectives and pre conceived notions about CAD. They are
measured using Likert scale scoring such as (Strongly Agree=5, Agree=4, Uncertain=3,
Disagree=2, strongly Disagree=1).Mean attitude score was calculated and used as a reference for

classifying level. Those who scored mean and above mean were consider having good attitude
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and those below the mean were considered to have poor attitude. Practice questions contain
thirteen items to assess health seeking behaviors and preventive behaviors. Each question
contains 1 point for positive life style practice and 0 point for negative life style practice and the
score will be classified in to levels, good Practice for those who score mean and above and poor

practice for those who scored less than the mean

4.8 Data Collection Procedure

The questionnaires contain variables related to: Socio-demographic, Knowledge, Practice,

attitude and preventive measures regarding CAD.

Nurses working on the selected hospitals were recruited, those who have experience on data
collection and BSC nurses were selected as data collectors and trainingwas provided by the
principal investigator for data collection facilitators before the actual data collection time.The
data collection instrument was pretested among 5% of the sample size in Zewditu Memorial
hospital. Each of the patients available during the time of the study in the selected unit was
approached and explanation

Pertaining to the purpose of the study was clearly provided in a way that provides simplicity as
to what is to be achieved so that each of them is requested for participation. Then the patients
who wish to participate will read and sign a consent form.

4.9. Study variables/Measurements

4.9.1. Dependent variables

e Knowledge regarding coronary artery disease prevention
e Attitude regarding coronary artery disease prevention

e Practice regarding coronary artery disease prevention

4.9.2. Independent variables

e Socio demographic factors age, sex, level of education, marital status, place of
residence, religion.

e Behavioral factors:-smoking, alcohol intake, inactivity, unhealthy diet
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e Medical factors:-obesity, high blood pressure, high blood glucose level, high

cholesterol level, DM

4.10. Theoretical definitions.

Coronary artery disease (CAD), also called ischemic heart disease (IHD) is the reduction of
blood flow to the heart muscle due to buildup of plaque (atherosclerosis) in the arteries of the

heart.

4.11. Operational definitions.
Knowledge is the level of awareness of patients about coronary artery disease prevention

e Good: Patients who scored mean and above

e Poor: Patients scored less than the mean
Attitude; is the way patients think and feel about coronary artery disease prevention

e Good: Patients who scored mean and above

e Poor: Patients scored less than the mean

Practice; is the performance or act of patients about coronary artery disease prevention

e Good: Patients who scored mean and above

e Poor: Patients scored less than the mean

4.12 Data Quality Assurance

The quality of data was assured through careful design and pretesting of questionnaire. The data

was checked frequently during collection and examine for completeness at the end of each day
during collection of data. Data collectors and Supervisors were trained on the subjective of the
study, questionnaire items, and methods of administration of the interviewer guided questions.
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4.13 Data Entry and Analysis Procedure

The data was cleaned, coded and entered in to the statistical package for social science
(SPSS) software for analysis. Descriptive statistics including frequencies, Percentages, mean
and standard deviations were used to describe participant’s characteristics and logistic
regression analysis which include bivariate and multivariate analysis were used to examine
association between independent and outcome variables. Variables with P- value <0.2 in
bivariate analysis were deemed for multivariate analysis and those variables with P- value

<0.05 at 95% CI multivariate analysis were considered significant.

4.14 Ethical Consideration

Ethical clearance was obtained from school of Nursing and Midwifery, College of Health
Science Addis Ababa University-institution review committee prior to beginning of the study.
Official letter of permission from the department was submitted to Tikur Anbessa specialized
Hospital in order to conduct the research. Participants were informed about the objectives of the
study and those willing to take part in the study were requested to give their consent. Participants
were also informed that they can withdraw or stop from the study if they wish. All the collected
data was kept confidential and no one except the members of the research team have been
accessed to the collected information also name was not mentioned or was attached to anything
that you say.

4.15 Dissemination of the Result

The study result will be presented to Addis Ababa University, faculty of medicine; department of

nursing and midwifery, and the documents are disseminated to all concerned bodies in the study.
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5. Results

5.1.Socio demographic characteristics of the study subjects

Three hundred twenty participants were included in the study making the response rate 79.6%

The mean age with standard deviation of the respondents was 46.74+14.150. Among them one
hundred sixty four (51.3%) were between the age of 25-34 years. Majority of the participants were
males (66.3%) and majority of them attended formal education (99.7%). More than sixty-six
percent (n=222) of the respondents are married and most (70%) were employed (Table 1).

Tablel: Socio demographic characteristics of patients who have follow up in Cardiac OPD
in Tikur Anbessa Specialized Hospital, 2022

Variable Response Frequency Percentage
18-24 26 8.1
Age 25-34 164 51.3
35-44 107 33.4
45-54 21 6.6
>=55 2 0.6
Sex Male 213 66.3
Female 107 334
Marital status Single 98 30.6
Married 222 6.4
Iliterate 1 0.3
Write and Read | 6 1.9
Elementary 6 1.9
Secondary and 24 7.5
Educational level high school
Diploma 41 12.8
Degree 130 40.6
Above Degree 112 35.0
Occupation Unemployed 96 30.0
Employed 224 70.0
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5.2 Health related characteristics

This study shows, majority (73.8%) of the respondents said that they usually go to
hospital/health center when they feel sick. Similarly most of the participants (61.9%) have a
general medical check- up every one year. More than three fourth (75.3% of the respondents

reported chest pain as sign and symptom for CAD and only 24.4% reported Pain or Discomfort

in the arms, left shoulder, elbows, jaw or back as symptom for CAD (table2)

Table 2: Health related characteristics of patients who have follow up in Cardiac OPD in

Tikur Anbessa Specialized Hospital, 2022

Variable Response Frequency Percentage

Presence of current Yes 178 55.6

medical illness
No 142 44.4
Diabetes 8 4.5

If yes which Hypertension 151 84.8
Coronary artery | 19 10.7
disease

Firs degree family history | Y€S 145 45.3

of CAD No 175 54.7
Hospital/health 236 73.8

Where do you usually go if | Center

you are sick? Traditional 84 26.2
healer

How often do you check Every six month | 122 38.1

eneral check- u
9 P Every one year 198 61.9
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5.3 Knowledge of Patients about Coronary Artery Disease prevention

Majority (62.8%) of the respondents said they first hear about coronary artery disease at hospital

.about three fourth (75.3%) of the respondents listed Chest pain or discomfort as signs and
symptoms of CAD (table 3)

Table 3: Table3Knowledge of Patients about Coronary Artery Disease prevention among
patients who have followed up in Cardiac OPD in Tikur Anbessa Specialized Hospital

2022.

Question Response Frequency Percentage

Where did you first Health center 119 37.2

hear about coronary -

artery disease? Hospital 201 62.8

Do you think CAD is | Yes 210 66.2

ri i ?

a serious disease NG 110 338

Do you think CAD is | Yes 205 64.1

a serious disease in

your region/country? No 115 35.9
Chest pain or discomfort 241 75.3

What are the signs and _ i _

symptoms of CAD? Pain or Dlscomfor_t in the arms, left | 78 24.4
shoulder, elbows, jaw or back
Shortness of breath 1 0.3
Alcohol consumers 112 35.0

How can a person get | Dyslipidemia 122 38.1

CAD? First Degree Family history of CAD | 37 11.6
Cigarette smokers 43 13.4
Fatty diet 6 1.9
Avoiding smoking 112 35.0

How can a person i _

prevent getting CAD? Regl_JIgr physical exercise 144 45.0
Avoiding fatty foods 24 7.5
Avoiding Alcohol intake 40 12.5

Can CAD be control? Yes 233 725
No 87 27.5
Taking to the health service 245 76.6

How can someone

with CAD be helped? | Traditional healer 73 22.8
Religious center 2 0.6
Yes 219 68.4

Do you think aspirin
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can reduce the chance | No 101 31.6
of a heart attack or
stroke?

The mean knowledge score of the study participants is 5.80+1.596

percenatge

M Poor knowledge

B Good knowledge

Figure 2: Knowledge percentage of the study participants

5.3 Attitude of patients towards CAD prevention

Slightly more than half (50.9%) of respondents strongly disagreed to the statement “do you
accept the diagnosis of CAD", All respondents strongly agreed to the statement “You agree to

take treatments recommended by doctors?’. (Table 4)
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Table 4: Attitude of patients towards CAD prevention among patients who have followed

up in cardiac OPD in Tikur Anbessa Specialized Hospital, 2022.

Question Response Frequency | percentage
21 Strongly Disagree 163 50.9
Disagree 119 37.2
Do you accept the diagnosis of having -
CAD? Uncertain 31 9.7
agree 3 0.9
Strongly agree 4 1.3
22 Strongly Disagree 129 40.3
You think you should know about Disagree 114 35.6
your blood glucose level and your Uncertain a1 128
total cholesterol level?
agree 31 9.7
Strongly agree 5 1.6
23 Strongly Disagree 119 40.3
Disagree 114 35.6
Do you share to others about your i
illness if you had CAD? Uncertain 41 128
agree 40 10.3
Strongly agree 5 1.0
24 Strongly Disagree 13 4.1
Disagree 36 11.3
Are you willing to exercise more? Uncertain 83 259
agree 120 37.5
Strongly agree 68 21.3
25 Strongly Disagree 119 37.2
Disagree 96 30
How easily can you change your
eatlng hab|ts’) Uncertain 62 19.4
agree 29 9.1
Strongly agree 14 4.4
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26 Strongly Disagree 170 53.1
Disagree 93 29.1
You feel well when you eat without _
restriction? Uncertain 31 9.7
agree 20 6.3
Strongly agree 6 1.9
Strongly Disagree 11 3.4
Disagree 12 3.8
27 You think you can enjoy life without [jrcertain 64 20
a healthy life style?
agree 116 36.3
Strongly agree 117 36.6
Strongly Disagree
28 i
Disagree
You agree to take treatments Uncertain
recommended by doctors?
agree
Strongly agree 320 100
29 Strongly Disagree
Do you think doing a regular medical | Disagree
check —up is important for your Uncertain
health?
agree
Strongly agree 320 100
30 Strongly Disagree 11 3.4
Disagree 11 3.4
You prefer traditional medicine not _
prescribed by a licensed physician? Uncertain 52 16.3
agree 127 39.7
Strongly agree 119 38.2
31 Strongly Disagree
You think you should know about -
Disagree
your blood pressure?
Uncertain 30 9.4
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agree

14

4.4

Strongly agree

276

86.3

More than half of the study participants had good attitude towards with the mean attitude score
of 6.04+2.533 about CAD. Fig 3

180
175
170
165
160
155
150
145
140
135
130

number of respondnets

B number of respondnets

good attitude

poor attitue

Figure 3 :Attitude towards CAD prevention of the study participants

5.4 Practice of patients towards prevention of CAD among patients who attained
cardiac OPD in Tikur Anbessa Hospital, 2022.

Majority of the respondents (70%) said the will go to hospital if they had CAD. Similarly, more

than three forth (76.9%) of the respondents say they will go immediately to health facility

immediately (Table 5)

Table 5: Practice of patients towards CAD prevention among patients who have followed
up in cardiac OPD in Tikur Anbessa Specialized Hospital, 2022

Item Question Response Frequency | percentage
no
32 What would you do if you thought Go to hospital/health 224 70
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you had symptoms of CAD? center
Go to traditional 74 23.1
healer
Stay home until 22 6.9
symptoms subside
33 . Immediatel 246 76.9
If you think you have symptoms of y
CAD at what point would you go to After self-treatment 74 23.1
the health facility? failed
34 Do you take aspirin or any other drug | Yes 224 70
daily or every other day to relive
: No 96 30
pain?
35 Taking him/her to 224 70
hospital/health center
If you thought someone was having a : i
heart attack or stroke what is the first | Taking him/her to 74 23.1
Taking him/her to 22 6.9
religious place
36 Exercise vigorously for 20 or more Routinely 166 51.8
minute 3x/week(such as, walking, Often 92 28.1
bicycling, aerobic dancing, using a ) 62 19.4
stair climber) Sometimes
37 Red i salt with the food Routinely 184 57.5
educe using salt with the food you
83 25.9
consumed? Often i
Sometimes 53 16.6
38 h dict low in £ ; Routinely 198 61.9
Choose a diet low in fat, saturate fat Often =3 228
and cholesterol? -
Sometimes 49 15.3
39 Foll doctor’ o Routinely 224 70
St(:icct)lw your doctor's prescriptions Often 74 231
y Sometimes 22 6.9
40 Yes 12 3.75
In the past have you ever used any
tobacco products? No 308 96.25
41 Did you smoke daily? Yes 12 100
No
42 How many cigarettes do you smoke 1 6 50.00
2 2 16.7
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daily? More than 3 4 333

43 Do you have a plan to quit smoking? | Yes 12 100

No

The mean practice score of the study participants were 55.13+17.365 and equal number of

respondents had both good and poor practice .table 8

Table 6: Respondents practice score, 2022.

Scale Frequency percent
Poor practice 160 50.0
Good practice 160 50.0

5.5 Factors associated with knowledge of participants towards CAD.

To determine association of independent variables on knowledge attitude and practice towards
CAD, bivariate logistic regression was done. The Crude analysis was done by including Socio
demographic factors, and other factors

Upon logistic regression, variable namely; sex, and presence of co-morbidity had significance
association with knowledge. Similarly occupation and marital status were significantly
associated with attitude towards CAD and sex of the respondents had significant association with
practice of the respondents

Variable with P-value < 0.1in an unadjusted logistic regression were taken to multiple logistic
regression analysis to see whether there is significant association or not by controlling co-
founding factors. During the multiple logistic regressions, only sex and presence of co-
morbidity were significantly associated with knowledge of the respondents. Similarly
occupational status and marital status were associated with attitude and only sex was associated
with practice

Accordingly, males were 2 time less likely to have good knowledge (AOR=0.578; 95% ClI
(0.340-0.981)) as compared to females.

The odds of good knowledge towards CAD in those patients who doesn’t have other co-
morbidities was 2.8time higher (AOR=2.818, 95%CI=1.029-7.713) compared to those who had.
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Unemployed patients were 1.8 times less likely (AOR=0.545(0.333-0.893) to have good attitude

as compared to employed patients.

Similarly single patients werel.8 times less likely (AOR=0.566, 95%CI1=0.330-0.968) to have

good attitude as compared to married patients.

Regarding practice males were two times less likely (AOR=0.506, 95%C1=0.313-0.819) to have
good practice as compared to females.

Table 7: Factors associated with knowledge of coronary artery disease prevention among
patients that attained Cardiac OPD in Tikur Anbessa Specialized Hospital 2022

Variables Category COR(95%CI) AOR(95%CI) P
value
Sex Male 0.540(0340-0.981) | 0.578(0.340-0.981)** | 0.042
Female 1 1
Occupational unemployed 1 1
level Employed 1.704(1.001-2.899) | 1.420(0.788-2.577) 0.249
Presence of co- | Yes 1 1
morbidity
No 5.149(2.974-8.914) | 2.818(1.029-7.713)** | 0.044
Family history | No 1 1
of CAD Yes 0.230(0.136-0.391) | 0.554(0.254-1.210) 0.139
Where to go Hospital/health 0.590(0.352-0.989) | 1.439(0.776-2.668) 0.248
during feeling center
sick Traditional 1 1
healer
First hear about | Hospital 1 1
CAD Health center 0.254(0.144-0.447) | 0.894(0.317-2.524) 0.832

** Significant at p value less than 0.05
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Table 8: Factors associated with attitude of coronary artery disease prevention among
patients that attained Cardiac OPD in Tikur Anbessa Specialized Hospital 2022

Variables Category COR(95%CI) AOR(95%CI) P value

Occupational unemployed 0.579(0.340-0.986) 0.66(0.330-0.968)** 0.038**

level Employed 1 1

Marital status Single 0.556(0.340-0.907) 0.545(0.333-0.893)** | 0.016**
Married 1 1

** Significant at p value less than 0.05

Table 9:Factors associated with practice of patients towards CAD prevention among
patients that attained Cardiac OPD in Tikur Anbessa Specialized Hospital 2022

Variables Category COR(95%CI) AOR(95%CI) p- value
Sex Male 0.520(0324- 0.506(0.313- 0.006**
0.835) 0.819)**
Female 1 1
Family history | No 1 1
of CAD Yes 1.684(1.016- 1.521(0.916-2.526) | 0.105
2.792)
Where to go Hospital/health | 1.619(1.039- 1.328(0.749-2.359) 0.332
during feeling | center 2.522)
sick Traditional 1 1
healer

** Significant at p value less than 0.05

0.05
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6. Discussion

This study revealed that mean of knowledge score was 58.59% (+£15.84 SD) and most (67.2%) of
the respondents has good knowledge. It is higher than a study done in Oman where only 39.5%
had good knowledge and mean score of 13.52 + 4.59 (20), Kuantan 48.3% had good knowledge
(21) and another study in Malaysia where 38.2% had good knowledge regarding coronary heart
disease (22). However, the findings of this study are similar with a study done in Malaysia where

the good knowledge score were 55.6% (23)

Despite the higher knowledge mean levels in the present study, most of the respondents
demonstrated very less knowledge score regarding cardiovascular diseases.

About 75.3% respondents did not recognize the important symptoms of cardiovascular diseases
such as Pain or discomfort in the jaw, neck or back, Feeling weak, light-headed, or faint, sudden
numbness or weakness of the face, arm, or leg, sudden confusion or trouble speaking or
understanding others. This finding is higher than a study in Lucknow city where 50% people did
not recognize the important symptoms such Pain or discomfort in the jaw, neck or back , Feeling
weak, light-headed, or faint , Sudden numbness or weakness of the face, arm, or leg ,Sudden
confusion or trouble speaking or understanding others.(24) another study in n the study in
Sweden, the majority of the respondents (79 percent) knew that chest pain, shortness of breath

and nausea and vomiting are possible symptoms of a myocardial infarction (25).

In this study slightly less than three fourth of the respondents (72.4%) were willing to change
their lifestyle. This finding is less than a study in Namibia where, 84 percent of the respondents

indicated that they do want to make some changes (14).

The present study showed a significant association between gender and knowledge where males
were 2 time less likely to have good knowledge (AOR= 0.540.560; 95% CI((0.332-0.8790)as
compared to females .This result was consistent with a study by Jensen et al. which indicated
that women were more aware of CHD risk factors than their male counterparts(14) . But the
finding is in contrast with a study done in Saudi Arabia where there was insignificant difference
between males and females in CAD risk factors knowledge (26). The same finding was reported
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in the Jordanian survey(27). Similarly a study in Oman where there was no association between

gender and knowledge (20).

Females are supposed to show higher awareness because of their less working hours compared to
males, which give them free time to increase their knowledge through the mass media or the
smart phone applications (28). The study also showed significant association between having
other co- morbidities and knowledge of CAD where the odds of good knowledge towards CAD
in patients who doesn’t have other co- morbidities was 2.8time higher (AOR=2.818,
95%CI1=1.029-7.713) compared to those who had. The investigator couldn’t find other studies
that support or disprove these findings. (Table 6)

In the current study, no association was found between variables like educational status and
marital status. This finding is inconsistent with a study in Oman (20)where Educational level is
associated with knowledge. similarly marital status was associated with knowledge in a study
done in Egypt where married participants also had significantly less knowledge about CHD
compared to their single counterparts (20,29)Similarly a study in Australia showed specific
marital-related factors, such as family obligations, have been found to result in a lack of time to
engage in preventative actions and may therefore contribute to a lack of knowledge about CHD
(30)

This study also showed an association between occupational status of the respondents and
practice towards CAD where unemployed patients were 1.8 times less likely
(AOR=0.545(0.333-0.893) to have good attitude as compared to employed patients. Similarly
marital status of the respondents were associated with practice where single patients werel.8
times less likely (AOR=0.566, 95%CI=0.330-0.968) to have good attitude as compared to

married patients. This finding couldn’t be supported or rejected by similar studies.

The study also showed no association between routine medical checkup, practice and overall
KAP score with attitude of the patients. This finding is inconsistent with a study in Bangladesh

where Patients who had routine medical checkups had better levels of attitude (y2=27.541,
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p<0.001), practice (y2=15.670, p<0.001), and overall KAP scores (y2 = 11.241, P = 0.010).
Interestingly, those being treated in government clinics were more likely to have higher levels
of attitude (2=11.334, P = 0.003)(11).
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7. Conclusion and Recommendation

This survey revealed specific lapses in knowledge, attitude, and practice behaviors in
regards to CAD.

Future preventative programs encouraging regular exercise and healthy dietary habits may
be more effective if they empower women. Tobacco cessation campaigns and aspirin
prophylaxis are needed as they are underestimated and undervalued in this population. CAD
is a largely preventable disease but many interventions regarding primary and preventative
healthcare services are not feasible due to limited infrastructure and constrained funding in
developing countries it also provide awareness about level of KAP for health care providers
and encourage them to engage in primary preventive programs. Yet, our survey
demonstrates future programs can be more effective if led by government hospitals and

local doctors.
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8. Strength and limitations
Although the study tried to differentiate how certain factors affect levels of KAP in this

population, the sample size was not hundred percent.
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ANNEXES

ANNEX I: Information Sheet
Introduction
My name isHewnSibhatu I am a data collector of a study entitled with” assessment of

Knowledge Attitude and Practice regarding coronary artery disease prevention in Cardiology
unit at TikurAnbesa Specialized Hospital, Addis Ababa Ethiopia” that conducted by
HewanSibhatu who is a master’s degree student in Nursing department within the cardiovascular

nursing track at Addis Ababa University.

Name of the investigator: HewanSibhatu (BSC.MSC candidate)
Research title: Assessment of Knowledge, Attitude and Practice regarding coronary artery
disease prevention among patients in outpatient department (cardiac clinic) in TikurAnebessa

Hospital.

Research objective the aim of the study is to assess the level of KAP regarding coronary artery

disease prevention in TikurAnbessa Specialized Hospital.

Purpose of the study: The result of the study can be helpful in identifying the problem and

planning intervention to solve the problem.

Participant’s right: Participation in this study is exclusively voluntarily. If you are not
interested to participate or once if you decide not to participate any time you can with draw if
you have no interest at a time. There will be no consequences and you will get all the services

provided in the hospital with no problem

Confidentiality: the collected information will be kept confidential and used only for research
purpose. No one except the members of the research team will have access to the information
collected. The personal information of the respondents will not be notified also your name will

not be mentioned or be attached to anything that you say.

Person to contact: if the data collectors or other hospital administrative staffs have any question

regarding the study they are free to contact me in person or by the following addresses:

HewanSibhatu
Tel. - 0911153417
Gmail —hewanliyom@gmail.com
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ANNEX I1: Participant Information Sheet (English version)

My name is HewanSibhatu | am a cardio vascular nurse and postgraduate student at Addis
Ababa University. Now | am conducting a study entitled assessment of knowledge, Attitude and
Practice regarding coronary artery disease prevention in cardiology unit at
TikurAnbessaSpecialized Hospital, Addis Ababa, Ethiopia.

After | read and understand the above stated information | agree to participate in this study as
part of study subject. | had chance to ask any unclear points. If you agree to be included in this

study | request you to sign on a document to show your agreement.
Do you want to continue? Yes....... No......

Thank you in advance for your help.
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ANNEX I11: English Version Questionnaire

INTRODUCTION: The questioner has four sections
Section 1.is related to socio demographic data
Section 2.is related to knowledge about CAD
Section 3.is related Attitude and belief about CAD

Section 4.is related Practice health seeking behavior and preventive measures.

Partl: Socio-demographic Data
Socio demographic characteristics of patients

Itemno | Variable Response

18-24

o1 Age 25-34

35-44

45-54

>=55

02 Sex Male

Female

03 Marital status Single

Married

Iliterate

Write and Read

Elementary

Secondary and high
04 Educational level school

Diploma

Degree

Above Degree

05 Occupation Unemployed

employed
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Health related characteristics of patients

Item

o Variable Response Remark
Presence of current Yes
06 S
medical illness
No
Diabetes
7 If hich .
0 yes whic Hypertension
Coronary artery disease
og | Firs degree family Yes
history of CAD NO
Where do you usually Hospital/health center
09 . :
go if you are sick? Traditional healer
How often do you Every six month
10 | check general check-

up

Every one year
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Table 3 Knowledge of Patients about Coronary Artery Disease prevention among patients

who have followed up in Cardiac OPD in Tikur Anbessa Specialized Hospital 2022.

Item Question Response remark
no
1 Where did you first hear about coronary Health center
artery disease? Hospital
. ] . . Yes
12 Do you think CAD is a serious disease?
No
13 Do you think CAD is a serious disease in | Yes
our region/country?
y g y No
Chest pain or discomfort
14 What are the signs and symptoms of Pain or Discomfort in the
CAD? arms, left shoulder,
elbows, jaw or back
Shortness of breath
Alcohol consumers
Dyslipidemia
15 How can a person get CAD? First Degree Family
history of CAD
Cigarette smokers
Fatty diet
Avoiding smoking
16 How can a person prevent getting CAD? | Regular physical exercise
Avoiding fatty foods
Avoiding Alcohol intake
17 Can CAD be control? es
No
Taking to the health
18 How can someone with CAD be helped? service
Traditional healer
Religious center
19 Do you think aspirin can reduce the Yes
chance of a heart attack or stroke? N
0
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Table 4Attitude of patients towards CAD prevention among patients who have follow-up in
cardiac OPD in Tikur Anbessa Specialized Hospital, 2022.

Question Response Remark

20 Strongly Disagree

Disagree

Do you accept the diagnosis of having

CAD? Uncertain

agree

Strongly agree

21 Strongly Disagree

You think you should know about Disagree

your blood glucose level and your Uncertain
total cholesterol level?

agree

Strongly agree

22 Strongly Disagree
Disagree
Do you share to others about your _
iliness if you had CAD? Uncertain
agree

Strongly agree

23 Strongly Disagree

Disagree

Are you willing to exercise more? Uncertain

agree

Strongly agree

24 Strongly Disagree
Disagree
How easily can you change your _
eating habits? Uncertain
agree

Strongly agree

25 You feel well when you eat without | Strongly Disagree
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restriction?

Disagree

Uncertain

agree

Strongly agree

Strongly Disagree

26 -
Disagree
You think you can enjoy life without | Uncertain
a healthy life style?
agree
Strongly agree
27 Strongly Disagree
Disagree
You agree to take treatments Uncertain
recommended by doctors?
agree
Strongly agree
28 Strongly Disagree
Do you think doing a regular medical | Disagree
check —up is important for your Uncertain
health?
agree
Strongly agree
29 Strongly Disagree
Disagree
You prefer traditional medicine not _
prescribed by a licensed physician? Uncertain
agree
Strongly agree
30 Strongly Disagree

You think you should know about
your blood pressure?

Disagree

Uncertain

agree

Strongly agree
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Table 5 Practice of patients towards CAD prevention among patients who have follow-up
up in cardiac OPD in Tikur Anbessa Specialized Hospital, 2022

Item | Question Response Remark
no
31 Go to hospital/health
center
What would you do if you thought you had "G5t traditional healer
symptoms of CAD?

Stay home until
symptoms subside

32 If you think you have symptoms of CAD at Immediately
what point would you go to the health After self-treatment
facility? failed

33 Do you take aspirin or any other drug daily | Y€S

or every other day to relive pain? No

34 Taking him/her to

hospital/health center
If you thought someone was having a heart

attack or stroke what is the first thing you | Taking him/her to
would do? traditional healer

Taking him/her to
religious place

35 Exercise vigorously for 20 or more minute | Routinely
3x/week(such as, walking, bicycling, Often
aerobic dancing, using a stair climber) Sometimes

36 . _ Routinely

Reduce using salt with the food you oft
consumed? en i
Sometimes
38 ) ) Routinely
Choose a diet low in fat, saturate fat and
Often
cholesterol? i
Sometimes
39 Routinely
Follow your doctor’s prescriptions strictly Often
Sometimes
40 In the past have you ever used any tobacco | Yes
r ?
products No
41 Did you smoke daily? Yes
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No

42 How many cigarettes do you smoke daily? |1

2

More than 3
43 Yes

Do you plan to quit smoking No

Your signature below indicates that you have read /or listened, and understand the information
provided for you about the study. Before you sign, please understand purpose of the study,
procedure, risks and benefits of participation, right to refuse or withdraw, confidentiality and
privacy, and who to contact if you have question. I have read /or listened to the description of the
study and | understand what are and what will happen in the study. No need to mention your

name. The information records are strictly confidential.

Signature-------=-=-=-=-=-=e=--- Date: --------=-smmmnenens

Data collector Nname: --------=-=-=-=-memme oo

In case if you have any questions, unclear ideas and doubt about the study contact

Addresses
HewanSibhatu
Tel: 0911153417,

Gmail: hewanliyom@gmail.com
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ANNEXE IV: DUMMY TABLES

Socio demographic characteristics of patients who have follow up in TASH,

cardiac clinic
Characteristics Number Percentage (%)
e 25-35
o 35-45
Age e 45-55
e >h5
Sex e Female
e Male
o llliterate
Education e Primary
e Secondary
e Diploma
e Degree
e Masters

Total

Overall knowledge score of patients who attend cardiac clinic in TASH.

Variable Score Frequency | Percentage (%)
e Good Knowledge (>58.59%) 215 67.2%
e Poor Knowledge (<58.59) 105 32.8%
Knowledge
Total | 320 100%
Variable Frequency Percentage (%)

1) Socio demographic factors

2) Hospital factors.




3) patient factors(un cooperative and severely ill patient)

Table 111: - Overall practice score of patients in cardiac
clinic in TASH
Variable Frequency
e Good Practice (>55.13%) 145 45.3%
° i <55.139
practice Poor Practice (<55.13%) 175 54.7%
Total 320 320
Variable Frequency Percentage ( % )
) e Good Attitude (>59.12%) 174 54.5%
Attitude
e Poor Attitude (<59.12%) 146 45.5%
Total | 320 100%
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ANNEX V: Translated Survey Questionnaire
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