Y K 1 ¥ A v A o a o
DITLVIOUUHAINITNY LTD SIEREIGEN ﬂWi‘ﬂﬂQﬂu !Lﬁ%‘Wi]ﬁﬂiillﬂ”li'ﬂﬂﬂﬂu

9
Tsanaoadeaalavesilszansery 30 Tau 'l

Tudlosua Uszmeianuld

AULINENINYINS
ARIANTAUNNIING 1A Y

9

FnndwusiiudmmilesmsnmmundngasSyanassagumansumiada
AYMINHAUTS VU TIT VY
INedeInemansmINgy WNAINTAINHIINEdD
Umsdnw 2551

Qd

dv@ndves ynasnsalumInede



ACCESIBILITY TO KNOWLEDGE AND INFORMATION ON RISK FACTORS

AND PREVENTION OF CARDIOVASCULAR DISEASES, AND

PREVENTIVE BHEAVIORS OF RESIDENTS ABOVE 30

YEARS IN MALE’-MALDIVES

ﬂ‘lJEl 'VIEW]?WEJ’

IIDSNIRHTIAY

nJ
'IJ"
%el Requirem ents

for the Degree of Master of Public Health Program in Health Systems Development

College of Public Health Sciences

Chulalongkorn University

Academic Year 2008

Copyright of Chulalongkorn University



Thesis Title ACCESIBILITY TO KNOWLEDGE AND INFORMATION ON
RISK FACTORS AND PREVENTION OF CARDIOVASCULAR
DISEASES, AND PREVENTIVE BHEAVIORS OF RESIDENTS
ABOVE 30 YEARS IN MALE'-MALDIVES

By Ms Khadeeja Abdulla

Field of Study Health Systems Deye

Advisor

Accepted by W iblic F ‘ ences, Chulalongkorn University in

Partial Fulfillment of

{MessmPanza M.D., M.CH.)

AR ANREN URAINLNAY

(Associate Professor Ong-Arj Viputsiri, MD., M.P.H., Dr.P.H.)



v

miAn Sugaa: madhamainnug Gos Teiudes mitdoaiu uazngdnisunistleadn
Tsamasaifenyialsvastlszinseny 30 Tiu Ty Tudewnia Uszmeiadvd
(ACCESIBILITY TO KNOWLEDGE AND INFORMATION ON RISK FACTORS AND
PREVENTION OF CARDIOVASCULAR DISEASES, AND PREVENTIVE BHEAVIOURS

OF RESIDENTS ABOVE 30 YEARS IN MALE'-MALDIVES) 8. i1/3nunineiinusndn:
8. UN.BIAYT 18 Wua, 67 nin.

fuTsamlaazvasmiden doaatsvnalizmanadnd luns

Aniiga1ResuioRadny maduiltoidosie Timialouas

NOBAIABA LOZWOANTS

sUuuumE Ane : Fomuuun Al Taslfuuumeunuiineudoau

waTaohiszyde niouad 1w Ae 1 AT uTBU NNy A
Timuhiifen 52 90 penalesiuTsmialaunzvnen
inen niadmisIstinoaalil AUADTUNINTUIN (p<0.004) 1iDE
81%M (p<0.001) Tavdaauiil ua wennntdamuhiin T unus
sEniizAvveRLiiueAT yavnms ludniliindsese Tsmiale

uazmasmten uaznnansuluni e nhithundn Taomuhianuduiuiiusenin

nrdifadeyatmisfinean TudwihiodssdeTsmirlsuazvnen

- - "

ifion uaznganssulup s
3w Y 1z o

AINHANTI AnsaA Fiaaaln avuanys Tnafnuassn 1T 1A

S midmua ﬁrﬁguum ;

P IfAB LTI mn@amundu#mﬂnﬂimmﬁ Bii1d
Yiou 3 afsredlani nm"i’mha- 25.6 uaaﬁnnumwnmmquumhi]lqw po1alsfiam énnnmu'lmu
fnudaled Em E mﬂ;mﬁn pURMATIATINR
lefezuiTnn ?l =921 10 m une¥odnd69.6 voadmeuiilagiuqy
uﬂmmmnﬂhm mnquw? gl SnsU§iaa 18w inawssAuiigmun Taslundueny
nunQ W qta % i N Wm Q%LEJ f‘ ﬂﬂs-’r ansiiuiho
i1n'[1ﬂ1’11iunvﬂnamnunﬁmwnunummwmqnw'l Amdas WA mua sansAnisea Wi
ffreuiineiitlsz Ramtudbefinsui Tnadnuazsalifunnh Sadanudniuifuiuedhtsenia

A (p<0.001) HAZBIEN (p<0.001) Funs guyi Fiuludinuguipdinen i lunduiiilssneustin
inyAINI IR IS

- a -
AW AIWAIMIIZUYRIETE MAY. .. mwileFonidn

- - - w ;
Uafinn 2550 awile o.imfimnimuriinuindn ,M%yv



# # 5179103653: MAJOR HEALTH SYSTEMS DEVELOPMENT
KEY WORDS: CARDIOVASCULAR DISEASE/RISK FACTORS/ PREVENTION/
KNOWLEDGE/ INFORMATION/ ACCESIBILITY/ PREVENTIVE BEHAVIOUR/
MALE’-MALDIVES
KHADEEJA ABDULLA: ACCESIBILITY TO KNOWLEDGE AND
INFORMATION ON RISK FACTORS AND PREVENTION OF
CARDIOVASCULAR DISEASES, AND PREVENTIVE BHEAVIOURS
OF RESIDENTS ABOV. RS IN MALE’-MALDIVES.THESIS
ADVISOR ALESSIQ PA r ¢ M.C.H.. 67pp.

The purpose of the sk hip between the accessibility to
information and the kn

i owledpe 'ﬁ preventive behaviours of CVDs
and the practice of C\Dwelitcd hea _mung individuals above 30 y of
age in the Maldives aleMale’. (The study describes socio-demographic
characteristics, sourte il

preventive behaviou

A cross sectional otive! and. analyr Fm y with a self-administered
anonymous questionaéire Avith & sy lematic sam 'ng.;uethﬂd using one adult per
household. The res Showed - about 52% he respondents had moderate
knowledge about pre The survey showed that the

iture sector had less knowledge.
level of knowledge score and rate of
information on CVD risk factors and
as a szgmf' cant association between
wle ;n CVD risk factors and

There was a significant ags
physical activities. And
preventive behaviours were f; 1§
accessibility to mt‘nnnaimﬁ"ﬂf;’ EV[? anc
preventive behavi
From the msh

obtained from the study it is sh aWdd that only 12.1% of the
351 e of fruits and vegetables, only

26.1% of the rcspo@nts were pra 2 30 minutes oﬁwgumus physical activity at
least 3 times a week anﬂ 25 6% uf thc res ndents were current smokers.
- their behaviour to
{:}ﬁ: fruits and vegetables,

92.1% of the,re € sm .6% intended to quit
smoking. Men tend to pra::nce mare c:-t' thc recommended level, Majority of younger

R S S o

rate off physical activity. The results also showed that respondents with history of
medical illness were eating more fruits and vegetables. There was a highly significant
association between gender (p<0.001) and occupation (p<0.001) and consumption of
tobacco. Males and people employed in fishing and agriculture were smoking more.

Field of Study: _Health Systems Development  Student’s Signatun::___M__’

Academic Year: 2008 Advisor’s Signatum%%




Vi

ACKNOWLEDGEMENTS

This research project would not have been possible without the support of
many people. | wish to express my gratitude to my advisor Dr. Alessio Panza who
was abundantly helpful and offered invaluable assistance, support and guidance.

Special thanks to all my graduate friends specially Risa Takahashi and
Calistus Wilunda for sharing knowledge and invaluable assistance.

I would also like to convey. thapks to the Ministry of Health
Maldives/Department of Public Health Maldrves and World Health Organization for
providing the study grant.

Last but not least | wish to express my love and gratitude to my beloved
family, my mother, father, liitle'son and hlj.sband, for their understanding and support
through the duration my studies: And for my father for all his advice, encouragement

and for being my inspiration to take up Masters in Public Health.



CONTENTS

page
ABSTRACT IN THAI oot iv
ABSTRACT IN ENGLISH.....coiiie e v
ACKNOWLEDGEMENTS ....ooiiiib it bttt Vi
CONTENTS....cocirireeeee e DA Tl e vii
LIST OF TABLES............ 0. B et ee e e e e e e e e aeeenare e e X
LIST OF ABBREVIATIONS ittt i ettt Xi
CHAPTER | INTRODICTRON 4 i ket it e 5000 ettt 1
1.1, Background ... sl dl i i b i i 1
1.2. Rationale.......coocoaterde et , ............................................................................ 3
1.3. Research questions ... & & i RN BN 5
1.4, ODJECHVES .ol e wde BLAMARN Y e 6
1.5. CoNCEPLION TIrAMEWOTK. i st ias thahehins etk e st seseseeeetebe e e e eb bbb 7
1.6. Operational QefinitioNs. ... i e i oo 8
CHAPTER Il LITERATURE REVIEW..:.—'Z;_-.-.,;.—.., ............................................................ 10
2.1, Current Status@FECVD . e 10
2.2. Accessibility of information on CV/D risk factors and preventive behaviours .............. 12
2.3. ROIE OF KNOWIBUAGE .......c.oveeeeeeiicciees et et 18
CHAPTER Il RESEARCH METHODOLOGY ... ene s smmseeeeeesesseseesessessessenessesseneens 20
3.1. Studydefign k@ LJ.. 0. FLLLEL QLA LG, 20
3.2, SUAY Ar€a.....ceeveveeirerererirerieeee B e e Bl 20
3.3. SaoyRbpulaiNM L. L. A A LA AL VL. L 4. Bl LB ) 20
3.4, SAMPIING TECANIGUE ...vovveeviieeiees et 20
3.5, SAMPIE SIZE ... 21

3.0, DALA COIBCTION. ..ot ettt et e e et e st e e e e e saeeeaeeeesereesateeesnteesaseeennreennnes 22



viii

page

3.7, ValTADIES ...t 22
3.8. Questionnaire development and data COIECLION............ccevvireiririccirscee e, 23
3.9, Data ANAIYSIS.......ceiiriieeiieieteie sttt e et r e e 24
3.10. Ethical CONSIABIALION.......cveueieeiiir ittt 25
3.11. SUAY PEITOT ... isiusiies s bbb sl bttt 25
CHAPTER IV RESEARCH RESULTS .. ittt e 26
4.1. General characteristic 0f the study SUDJECES .. s 27
4.2. Knowledge on CVD riskfaetors and CVD preventive behaviours...........ccccceeeererenne. 29
4.3. Accessibility to infopmaiien on CVD risk factors and preventive behaviours............... 29
4.4. Reported practice to practice of. CVD related healthy behaviours ............ccccevveieneinnns 30
4.5. Tobacco consumptions...&o. koo ? ..... T T T 33
4.6. Intention to practice of CVD related healthy RENAVIOUIS .......ceeveveeeceeie s 33

4.7. Association between socio- demographlc factors and knowledge on CVD risk factors 33
4.8. Association between knowledge on CVD preventlve behaviours and practice of
recommended level of phySICaFACHVITIES vuw......cvovevviii, 35

4.9. Association between knowledge on CVD preventlve behaviours and risk factors and

smoking ........ & L - - oot 35
4.10. Association between knowledge on CVD preventive behaviours and risk factors and

CVD related healthy:eating DENAVIOUN ............ccevririeiiirceierse e 36
4.11. Associatien between accessibility ‘of informatian on CVD'risk factors and preventive

behaviours and knowledge on CVD risk factors and preventive behaviours. ............... 36
4.12. Assogiation hetween:Soeio Demographic factor and practice ofphysical activities..... 37

4.13. Association between socio-demographic factors and practice of CVD related healthy

2 LT TSRS 38

4.14. Association between Socio Demographic factor and Smoking ........cccccceeeeevneerineninnen. 39
CHAPTER V oottt bbbt e et e e be e e e be e e e bnee s 41
DISSCUSION ...ttt et e e e b e e s e e e srbe e e snbaeassaaeensaeeanes 41

DL, DSCUSSION ...ttt et e et e e e et e et eeeeeeeeeeeeeseeeseeeneenneenaeeneeeenneesneeseeesannenees 41



page
5.2. LImitations Of the STUAY .......cccvieiireirsees s 49
CHAPTER VI CONCLUSIONS AND RECOMMENDATIONS........ccoovvieiiieeiiiens 50
B.1. CONCIUSION.......cviuiriiiiiirisis ettt bbbt 50
6.2. RECOMMENUALION ..o sttt 51
REFERENCES.....ccouovserserree RN LT R 53
APPENDIX .......ccccooerirrrrr... R . SO ....ccoeoerrresressressresessresre 56

1 ;
AULINENTNEINS
PRIAATUAMINYAE



LIST OF TABLES

Table 4.1: Socio-demographic characteristics of respondents...........c.ccccevevievieieiienenn, 28

Table 4.2: Distribution of Knowledge on CVD risk factors and preventive behaviours. 29

Table 4.3: Distribution of main souree of infarmation on CVD........ccccccvvvvevviieiiennnnns 30
Table 4.4: Distribution of easy.aceess to INformation.on CVD.........ccccccevvvevviievieceenns 30
Table 4.5: Distribution of fruits-and vegetable Itake v ..coooveiiieniiiieieese s 30
Table 4.6: Distribution of physieal activity level........... e, 32
Table 4.7: Distribution 0f ToBaCCO CONSUMPLION ... it 33

Table 4.8: Distribution ef intentionto practice of C\/D related healthy behaviours........ 33
Table 4.9: Association bgtwegh s0cio demdéraphic factors and knowledge of CVD...... 34
Table 4.10: Association between knowledgédodrjl CVD risk factors and physical activity 35
Table 4.11: Association between knowledgeﬁénd:smoking .............................................. 36
Table 4.12: Association between knowledge:dgn_-'c_\/D risk factors and eating................. 36
Table 4.13: Association between accéssibiIityi_ée;ijﬁformation on CVD risk factors and
preventive behavioursand knowléd'@éﬁn CVD risk factors and preventive
behavioury e r TP 37
Table 4.14: Associationbetween socio-demographic factors and physical activity ........ 38

Table 4.15: Association between socio-demographic factors and number of fruit portions



LIST OF ABBREVIATIONS

CvVvD Cardiovascular Diseases
NCD Non-communicable Disease
MOH Ministry of
DPH Depart Iic)—(g
— ——
NGO No | Or
WHO World n
e
IEC Informati ion
BCC Beha
L iﬂlh‘a_
SCT Social, Coghnitive The
DPAS Diet Ph activit a
A

AULINENTNEINS
ARIANTAUNNIING A Y



CHAPTER |

INTRODUCTION

1.1. Background

Chronic non-communicable diseases (NCDs) are the leading cause of
mortality, morbidity and disability in the member countries of South-East Asia (SEA)
region of the World Health-Organization (WHO, 2007). Maldives during the last few
decades has been experigaeing.a rapid socio economic development. With the success
achieved in the controlfof gommunicable diseases, the life expectancy of the people
have increased from amound 46 years'in 1589’3 to present level around 70 years. With
the changes in demeography, fast so‘cial__ and economic development, rapid
urbanization, changes™ in food hébjts and lifestyles, Maldives s
experiencing significant increases in hyperté-fns‘ili;n, diabetes, obesity, tobacco use, and
cardiovascular disease. According to the’ \)i_fi;|- registration statistics published by
Ministry of Health, 304 deaths occurred due to cardiovascular causes in 2005, along
with a further 79 deaths due to cancers and 109 due to respiratory diseases.
Cardiovascular‘Disease has.becane the major cause of death.in the adult population
in the Maldives accounting for 25-30% of all deaths.(Ministry of Health, 2004b)

During the'past 20 years globally there has-been a-dramatic increase in public,
private and professional interest in preventing disability and deaths by bringing
positive changes in life-style. This is mainly due to epidemiological transition from

infectious disease to chronic non communicable diseases and significant increase in

morbidity & and mortality due to them. (Glanz, Barbara, & Frances, 2002)



Approximately 80% of cardiovascular diseases can be prevented and low-cost
preventive strategies can save the lives of millions of people for whom treatment
would be unaffordable either at individual or at national level (WHO, 2008) In order
to minimize the impact of the ongoing epidemic of CVD in developing countries,
prevention and control of modifiable risk factors must become a high health priority
(Suh, 2001)

WHOQ’s Global Sirategy on Diet, Physical Activity and Health (DPAS),
adopted in 2004, aims to_reduce risk of NCDs across populations by addressing two
of the main risk factors; nhealthy _diet and  physical inactivity, through
comprehensive, multisectoral interventiohs. The overall goal of DPAS is to promote
and protect health bysguiding the devel_opment of ‘an enabling environment for
sustainable actions at individual, community, national and global levels that, when
taken together, will lead to reduced disease and death rates related to unhealthy diet
and physical inactivity (WHO, 2009). |

Maldives government is committed to and gives high priority to Non
Communicable disease prevention and promotion of healthy lifestyles. Focus is given
on prevention at island-level by strengthening of public health services together with
increased access to primary health care and publie,health aspects {Ministry of Health,
2006). One major‘goaltin thetMaldives-Health ‘Master plan 2006-2015 is “To ensure
people have appropriate knowledge and behaviours to protect and promote their
health”.

Limited data are available on the risk factors that contribute to growing
number of noncommunicable diseases (NCD) which is estimated at 55% of deaths in

Maldives. Adopting healthy behaviours such as eating nutritious foods, being



physically active, and avoiding tobacco use and controlling stress can prevent or
control the adverse effects of these diseases (MOH,2007)
1.2. Rationale

Since the Health promotion review 2004, many of the programs in Ministry of
Health (MOH) and Department of Puhlic Health (DPH) involve health promotion and
are focused on promoting healthy lifestyles..But there many constraints to the
successful implementation-of-this health prometien-programmes. There is a shortage
of skilled staff, lack of evitdente base, inadequate monitoring and evaluation and
emphasis on health edueation materials rat_her than behaviour change communication
(Department of Publie” Health, 1 2005). -AI__so recent studies recommend that the
developing countries should ‘focus' on“the _ research agenda vital statistics and
monitoring of cardiovascular diseases (Ebrahi_rh & Smith, 2001)

There are important barriers that E- can hinder behaviour change such as
inadequate accessibility to information, diffic-u-i’fi-es In interpreting information, beliefs
about reliability and” usefulness of such information. Furthermore, the history of
health education has demonstrated that simply presenting information about health
behaviour is linsufficient (Palsdattir,/2008) ‘and-that targeted interventions for
effective behaviour modifications are likely to increase the acceptability and actual
practice ‘'of ‘positive behaviour and-adoption: of ‘healthy: lifestyles by high risk groups
(Morowatisharifabad, 2006)

Behaviour related factors such as being a regular smoker, stress, having high
blood pressure, high cholesterol level, being overweight, being physically inactive can
increase the risk of CVD (Choiniere, 2000). The high level of risk factors among the

population explains the current epidemiological situation, and points to future



increases in NCD prevalence and deaths. At least 80% of premature heart disease,
stroke and diabetes and 40% of cancer could be prevented. We are currently in an era
of behavioural health, in which human behaviour is looked at as a source of chronic
disease risk factor and their prevention (Elder, 2001).The most successful strategies
employ a range of population-wide and;high risk focused approaches based on health
promotion, prevention and cost-effective management of major NCDs and their
common risk factors (Ministry-of Health; 2008.)

Cardiovascular Disease(CVD) risk factor awareness and knowledge are
believed to be prerequisites for adopting he_althy lifestyle behaviours (Homko, 2008)
With the growing numbeg of cardiovaécu_l_ar diseases in Maldives, public health
challenges can be betier addressedif credible information about health risk and
effective public health practices can be ma;der readily available to the young people
(age 11-24, according to UN "agencies déﬁﬁﬁion) and population at large, in an
effective manner. Along with the incfeéé?ed availability and accessibility to
appropriate knowledge, attempts will need to be focused on adopting healthy
lifestyles and other positive behaviour changes in order to effectively prevent and
control CVDs'among individuals in the high risk groups (according to EU guidelines
2003 high risk groups, by physiologic factors,..for CVDs aresthose with: Blood
pressure >140/90 “"mm*“Hg; Total ‘chalesterol '>150 mg/dL; 'LDL ‘cholesterol >115
mg/dl and bad glycemic control in all persons with diabetes).

In order to prove the effectiveness of CVDs prevention interventions using
IEC materials it is important to get an accurate picture of the baseline situation in the
Maldives among people above 30 years of age with regard to the magnitude of the

risk factors and existing knowledge on CVD risk factors and preventive behaviours as



well as intention and reported practices CVD related preventive behaviour. This
study aims at conducting a research in the capital city of Maldives on potential risk
factors for CVDs such as family history, food habit, tobacco consumption, physical
inactivity and other lifestyle related risk factors. In addition the study will attempt to
assess the existing knowledge, the availability as well as accessibility to necessary
information on the risk factors that lead to CVDs as well as actual practice of healthy

behaviours and/or intention-to-practice healthy behaviours to avoid CVDs.

1.3. Research questions

1. What is the relationship between socio demographic factors and practice of
healthy behaviours for C\/Ds prevention among residents of Male’-Maldives
above 30 y of age?

2. What is the relationship betweenri,itﬁel‘_accessibility to information on risk
factors & preventive. behaviours on  CVDs and practice and intention to
practice healtliy-behaviours-among residents of iviale’-Maldives above 30 y of
age?

3. What is_the relationship between ‘knowledge on_risk factors & preventive
behaviours on CVDs and practice or intention to practice healthy behaviours
among residents of Male’="Maldivestabove 301y of'age?

4. What is the relationship between socio demographic factors and knowledge on
CVD risk factor and preventive behaviours?

5. What is the relationship between accessibility to information on CVD risk

factors and preventive behaviours and knowledge?



Null Hypothesis

1. There is no relationship between socio demographic factors and practice of
healthy behaviours for CVDs prevention.

2. There is no relationship between the accessibility to information on risk
factors and prevention measures, for CVDs and practice of healthy behaviours
for CVDs prevention.

3. There is no relationship between knowiledge on risk factors and prevention
measures for CVDsand.practice of healthy behaviours for CVDs prevention.

4. There is no relaionship between so_(_:io demographic factors and knowledge on
CVD risk factogand/preventive béha\_/_iours.

5. There is no relationship between accgssibility to information on CVD risk
factors and preventive behaviours arjd__knowledge

1.4.  Objectives

General Objective
The purpose of the study was to find the relationship between the accessibility

to informationjand the knowledge of the risk factors and preventive behaviours of

CVDs and the practice of CVD related behaviours among individuals above 30

years of age in‘the Maldives capital,xMale’.

Specific Objectives
1. To determine the association between socio demographic factors and the

reported practice or intention to practice CVD related healthy behaviours.



2. To study the level of knowledge regarding CVD risk factors and
preventive behaviours and their association with reported practice or
intention to practice CVD related healthy behaviours.

3. To study the accessibility to information regarding CVD risk factors and
preventive behaviours and their association with reported practice and
intention to practice CVD related healthy behaviours.

1.5.  Conception framework

Independent Variables Dependent Variables

Socio Demographic

factors
e Gender
+ Age Reported Practice of
+ Education CVD related healthy

Marital Status behaviours
Occupation

Reported - history Physical
of CVD related ) acgilvities
illness

Knowledge on * Healthy
C\/Dyrisk factors eating
and preventive behaviours
behaviours e smoking
Accessibility to
information on CVD
risk factors and
preventive
behaviours

Figure 1. Conceptual framework



1.6.

Operational definitions:
Socio Demographic factors covers the gender, age, education, marital status,
occupation, employment and history of CVDs related illnesses of males and
females above 40y of age resident in Male’.
Gender covers equal number of male and female
Age refers to the age of the respondent at the time of the interview and all
participants are age 30.and-above
Education refers to theslevel of education of the respondent and is classified in 5
groups which aregbasie” education, _primary education, secondary education,
diploma and graduate/pest graduate. i |
Marital status refers to'the legal conjugal_ status of each individual in relation to
the marriage laws or customs, This is-ga_tégorized into 3 groups, never married,
married, divorced/separated/widowed. =3
Occupation refers to the type of job thé fégbondent ig'in. Occupation is classified
in 5 groups, which are government sector, private sector, agriculture/fishing,
house keeper and unemployed.
Reported history of CVD related illness refers to any history of CVD related
medical condition such as hypertension, coronary heart disease or (diabetes) of the
respandent.
2. Accessibility of information on CVD refers to the CVD related information
that the respondent has access to whether information is within easy reach of the
public, And the availability of the appropriate printed materials, access to
radio/TV programs and that the required information is being disseminated in an

effective manner by mass media.



3. Knowledge on CVD risk factors and preventive behaviours refers to the
amount of knowledge people have regarding the dangers of tobacco consumption,
how it is a preventable risk factor to CVD, knowledge of physical activity the
need for 30 minutes or more of vigorous activities at least 3 times a week, how
exercise is both preventable and a.remedy. Also the amount of knowledge people
have on risk factors related to obesity and‘their relationship to CVDs. Likewise
regarding the related.risk-factors such as smoking, unhealthy diet and preventive
eating fewer high-fat and high-cholesterol foods and positive implications of the
CVD related healthy‘behavieurs

4. Intention to and regported pract__ri(;e_ of CVD healthy behaviours refers to
relationship between'intgntion and pfistctic_e of CVD related healthy behaviours.

Physical activity beRaviours refers to practicing of 30 minutes of vigorous

F |

physical activities at least 3 tifmes a week.
CVD related healthy eatihg behaviour-s_—fefer to eating 5 potions of fruits and
vegetables once a‘day. “Potion” is half a cup.

Current smoker refers to respondents who currently smoke.



CHAPTER Il

LITERATURE REVIEW

2.1. Current status of CVD

Cardiovascular diseases include ® goronary heart disease (heart attacks),
cerebrovascular disease, raised bloody pressure  (hypertension), peripheral artery
disease, rheumatic heart disease,.congenital heart disease and heart failure. The major
causes of cardiovasculardisease are tobacco use, physical inactivity, and an unhealthy
diet. Cardio Vascular Diseases are majc_,)r.-: but preventable killers worldwide. Over
80% of cardiovascular disease deaths také_p]ace in low-and middle-income countries
and occur almost equally in“men and Wom_en (WHO, 2008) Maldives, one of the
developing countries where Communicablé'; _di‘é‘éases and infant mortality have fallen
significantly , but Cardiovascular and reébiﬁtbry diseases and cancers are the 3

leading cause of death’in the country (Afaal, 2003)

In developing countties, deaths due.to CVD tend to occur a decade or two
earlier than they'do“in Western countries. Nearly half occur before 70 years of age as
compared ctor onefifth in the ~West, (Ambul).CVD- related risksfactors such as
hypertension, diabetes, smoking, physical inactivity and obesity can be preventable if

appropriate action is taken against them in a timely manner (WHO, 2002)

The very first research on the prevalence of non-communicable disease was
conducted in Male’-Maldives in 2004. The STEPS instrument developed by WHO

covered all three STEPS, which included data on behavioural measures, physiological
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and biological measures. The situation of tobacco use, high levels of physical
inactivity, low consumption of fruits and vegetables, prevalence of obesity and excess
body fat are important prevention areas that can be worked with effective information,
education and communication programmes (IEC). The survey on the risk factors
among the population of Male’ can be considered strong evidence base for taking
appropriate intervention to reduce the risksand behavioural patterns that lead to
Cardiovascular disease (Department of Public-Health, 2008 ; Ministry of Health,
2004b) All these risk facters lead to. C\V/D such as hypertension, stroke, cancer and

diabetics (WHO, 2008)

Also in the survey it was shown that'risk factor such as tobacco consumption
was high, more than 90%0f the respondehts reported they were physically inactive.
Sporadic surveys have found eut that toBé&cQ use, nutrition status of mother and
child, little or no knowledge about physical activity dietary habits and life style
related behaviours may-have counted-forincreasing number of Cardiovascular disease
and other Noncommunicable disease in the Maldives. (Department of Public Health,
2008 ; Ministry.of Health;-2004b). Also the“survey recommends awareness creation
and health promation.

Studies indicate that «although- doctors are \knowledgeabla about the risks of
CVDs associated with tobacco smoking, they are not sufficiently prepared to help
their patients to stop smoking. Even though physicians identify a substantial number
of smokers during consultations, for example, many patients do not receive
counselling to help them quit. Smoking cessation is the most cost-effective

intervention for patients with documented CVDs, and efficacious programmes have
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been developed. The challenge is to get these programmes more widely used, and
doctors and nurses should seize every opportunity to encourage patients to stop
smoking (WHO, CVD control and prevention: missed opportunities).Without action
to address the causes, deaths from NCDs will increase by 17% between 2005 and
2015.

2.2.  Accessibility of information on CVD kisk factors and preventive

behaviours

Cardiovascular Disease (CVD)' risk factor awareness and knowledge are
believed to be prerequisites for adopting healthy lifestyle behaviours (Homko, 2008).
With the growing number of cardiovascular diseases in Maldives, public health
challenges can be better /addressed " if credible information about health risk and
effective public health practices can be rhjédg readily available to the youth and
population at large, in an effective manner.

The Strategic-Pian-for-Controi-and Prevention-of Noncommunicable Disease
suggested the most successful strategy is to employ a range of population-wide and
high risk related approachés focusing on“health promotion, prevention and cost-
effective management of major NCDs and their common risk factors (Ministry of
Health{ 2008"):

‘Healthy Lifestyle’ has been the focus of the activities of Health Promotion
Unit for several years. Healthy life style are promoted through sustained mass media
campaigns such as nutrition campaign, largely through several radio channels and two
national television channels. In addition many homes have access to cable TV. The

daily newspapers with wide circulations are distributed from Male’ to the other
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islands. Each newspaper has a weekly health page focusing on the most recent and
important health issues for the public. Health topics are also covered in editorials
(Brown, 2004). High profile events are organized every year for World Health Day,
World No Tobacco Day, Diabetes Day and Heart Day. These internationally
sponsored events are favourably received by the mass media, which permits to
disseminate a wide range of health education programs inexpensively. NGO’s, other
government sectors and private sectors such as Society for Health Education, Diabetes
and Cancer Society of Maldives eic, contribute to gaining media attention, through
press release, video smaterials creation_ of media events etc. Success of a
communication program is/tetermined by a variety of factors including, how much
access the target audience has to the information, whether the people are exposed to
the media advertisement and whether the target audience have enough knowledge and
skills to perform the target behaviour also fhé]bpportunity to perform the behaviour

(Elder, 2001).

Making use of multiple communication channels, using them overtime,
encouraging sacial diffusiofn of messages and controlling the level of exposure are
basic necessities; for successful program design also public health communication
includesvariety of {echnigues-but'spetifically emphasizes |afew.practical and simple

messages through as many channels as possible (Elder, 2001; Hornick C, 2002)

A workshop on using mass media for health promotion was held in Male’ in
September 2006, from the meeting it was evident that health promotion is a process
of enabling people to increase control over their health and its determinant and

thereby improve their health. And Health Education alone is information and
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education where Heath Promotion is involvement of other partners to address

determinants of health (Munoduwafa, 2006)

A national committee on tobacco control has been set up and is working
towards the development of a national tobacco control program including appropriate
legislation (Afaal, 2003) Also screening programs that are conducted in work places

and public places permit to detect persons with-high blood pressure and with diabetes

The main approaches tospromoting healthy lifestyles have been the production
and distribution of IEC'materials: (I\/Iinist_r_y of Health, 2007) But there is a need to
improve the storage and distripution-of IEC__materials. And there is a need to pre-test
and adapt the materialss/according to the ta_rget_ audience. Communication campaigns
play an important role" in: disease prev‘en_trion and health promotion. However
designing effective campaigns abeut health |s z;lrl’difficult role (Maibach, 1995).

There is a need to further impr(r)vé-'rp-romotion, prevention and effective
management of non-communicable disease like CV/D. As Arkin (1989) notes, “Health
information is often complex and technical. In addition, the information may be
inconclusive, gontroversial, ' contradictory and'subject to change as new research
findings are released”(Maibach, 1995).

Cardio Vascular 'Diseases“are™ ‘a' leadiing "cause of ‘illness and death in
Maldives, but this is not matched by their profile in health promotion activities.
DPH/MOH programme managers (nutrition, tobacco control, health promotion)
conduct activities based on different risk factors, but these efforts are not closely
coordinated. Several NGO’s contribute to NCD risk factor prevention. But limited

communication between the government and NGO sector means that there maybe
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duplication of effort and gaps in provision of the services. There is a great potential
for improving health promotion through the mass media in both print and broadcast
media, which have regular health related outputs but journalist are keen on greater
expert input (Brown, 2004). Also it is important to understand that health programs
intend to influence people’s behaviour, .relying on free public announcement and
broadcasted rarely and at late hours shouldsnot be surprised by failure. The more
people are reached with a-message the-more people hear it and the more likely they
will respond (Hornick C, 2002).

It is well known that people's Iife_styles affect their health and well-being.
Media can play a strong advocacy role by tra_msferring the focus of health issues from
individuals to policy makers, planners and _executives whose decisions influence
health policy programme‘and budget (WHOISEARO, 1998)

However, in spite of Campaigns aiméﬁ at educating people about healthy
living, there are indications that gaps exisf béMeen different groups in society, with
some groups able to benefit more from these campaigns than others (Palsdattir,
2008).There is also a need for systematic monitoring and evaluation (M&E) of
communicatiop® materials, process-and’ effects: \To- determinelif communication can
help bring about changes in knowledge, attitude and practices, then a monitoring and
evaluation ‘framework “has! ta' be“intplace. Furthermore. systemic..monitoring and
evaluation is needed to develop program content and set targets, to understand cause
and affect relationships, to quantify effects and impact and to help improve future
communication strategies (Devcompage, 2008)

According to 2002 IEC material impact evaluation, regional and atoll hospital

receive 82% of the materials send from Male’. Atoll centres receive 53% , health post
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receive 55% and family health sections receive 51%, health facilities receive 45% of
the materials. In 43% of cases materials are used in during health promotion activities,
other uses include keeping them at health facility to be read by clients, to take home
and distributing it to public. People who have seen the leaflets, as the evaluation has
shown, have better knowledge than these who have not seen them. This suggests that
these materials have a positive impact on knewledge. Health personnel are the main
source of information on-health-matters; followed by radio and TV programmes. And
24% of people do not.have’ immediate information needs, 18% wants more
information generally on health; 40% of rg_spondents prefer health workers as source
of information, 19% prefer Ieaflets/posteré (Brown, 2004)

Overall these restltsshow that these materials are good sources of information
and are likely to have a positive impact on-h;e_arlth-related knowledge of the population
in general. However we do not-kpow wheihé?"'these have any impact on behaviour
change. There is a need to encourage peorpl-érrt(-) behave/in ways that enhance their
health, but also to Know the importance of enabling people to acquire the necessary
skills that allow them to benefit from the knowledge that is available about healthy
lifestyles. Sustained efforts for improving health practices willionly occur if there are
recognizable successes with the initial targets-achieved and saccomplished with
technology that is‘affordable andavailable not setting criteria'that are set too high to
be achieved (Elder, 2001).An understanding of people's information behaviour, and
the abilities that different groups within society have to take advantage of information
about healthy behaviour, is of importance to improve the outcome of health
educational efforts (Palsdéttir, 2008). To improve the present health promotion

strategies it is important to find out if the knowledge lead to healthy outcomes such as
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vigorous exercise up to 30 minutes 3 times a week, not consuming tobacco, fruit and
vegetable consumption and body weight control.

Experience has shown that providing people with information and telling them
how they should behave (“teaching” them) is not enough to bring about behaviour
change. Knowing does not understand, understanding is not practicing, the interest to
change people’s behaviour gave birth to healtlh promotion. Information, education and
communication (IEC) is-an-important part of-behaviour change communication
(behaviour change communication) but having information only is not enough to
bring a behaviour change. Behaviour change also requires a supportive environment.
(Munoduwafa, 2006)

The central concern of health pr_omption and health education is health
behaviour. Positive informed changes in health behaviour are the ultimate aims of
health promotion and education programs: (G]I'anz et al., 2002). It is important to
understand the behauiour change theorieé such as the/social cognitive theory by
Albert Bandura , which have improved the understanding of how intrapersonal factors
such as knowledge and beliefs, the social environment and behaviour, work together
in a complex frelationship (Palsdottir, 2008) | The social cognitive theory (SCT)
describes human behaviour as beirg reciprocally determined hy; internal personal
factors and the environment in ‘which~a personal’ lives ((Bandura 1986). The social
cognitive perspective on health behaviour change is that individual behaviour change
can be facilitated by modifying people’s personal factors and by altering
environmental factors to encourage healthy behaviour. (Maibach, 1995). According to
Bandura the individual would need to see other people performing the behaviour,

develop the necessary confidence about the act, and believe that reinforcement will be
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optimal and or punishment minimal level to promote sufficient behaviour
change(Elder, 2001). Bandura proposed that self efficacy which is confidence a
person feels about performing a particular activity including confidence in
overcoming the barriers to performing that behaviour is the most important
prerequisite for behaviour change. Self efficacy influences peoples behaviour for
example, smokers with low efficacy to conirdl-their smoking behaviour attempt to
quit less often than those-who-judge themselves-meore efficacious (Maibach, 1995).
Self efficacy also has an imporiant role in self control, affecting a persons selection of
the extent of behaviouw€hange/and his or _her practice in building confidence is self
regulation (Glanz et al, 2002)./In-a wéight control” programme cutting down on
sweets may be too vague to produce observ_abl_e results, instead aiming to eat 5 sweets
instead of 8 maybe more realistic. Health messages should therefore encourage people
to try out the new behaviour in-some manégééble fashion and in an environment in

which they are most likely to succeed.
2.3.  Role of knowledge

Knowledge Is -necessary for. behaviour -change.. People must have the
knowledge both about the risk factors and preventive behavieurs. Without such
knowledge, peopleiare unlikely to engage in'any process that would lead to behaviour
change. Knowledge comes before the behaviour change and knowledge itself is not
enough to bring behaviour change.(Maibach, 1995).

Knowledge is gained through communication. Health communication
campaigns can be highly effective at generating knowledge to the appropriate level of

knowledge among the member s of the target audience. One reason why knowledge
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gains do not lead to behaviour change is the lack of skills necessary to perform the
behaviour. Several health promoting campaigns in Maldives such as the cessation
pack have failed to reach the target audience due to lack of appropriate skills.
Adoption of a new health-promoting behaviour often requires complex cognitive,
social, behavioural and self regulatory, skills. For an example in order to exercise
regularly we need motivation also the importance and benefit of the exercise and also
an idea of kinds of exercises. For €VD prevention it is necessary to exercise
vigorously for half an houiat least three times a Week, not just a moderate walk or a
workout. Without the necessary skills to s__upport a new health behaviour people are
unlikely to initiate and less likely te sdstg_in behaviour change efforts (Maibach,

1995).



CHAPTER Il

RESEARCH METHODOLOGY

3.1.  Study design
The study design was a cross -sectional descriptive and analytical study of
accessibility to knowledge on risk factors and prevention of cardiovascular diseases

and preventive behaviours.of residents above-age 30.years of age in Male’-Maldives.

3.2 Study area

This study wass€arried out in Ma_l_e’ the capital of Maldives instead of the
whole country. Also due toslimited resoufce_s and time and also since Male’ consists
of almost 28% of the toial population of the country.
3.3.  Study Population

The population in this study consisrte-durof 399 participants. There were equal
number of male and“female from the age group 30 years and above and living in

Male’-Maldives.

3.4.  Sampling Technique

Sampling ‘method usedfer fselecting' the 'sample was systemic random
sampling from a selected list of sampling units, the households. Household were
considered as primary sampling unit. Household listing of four wards, of Male’-
Maldives, namely Henveiru, Maafannu, Macchangoalhi, Galolhu based on the latest
census was the sampling frame used for selecting households. Household from each

ward was selected from the listing of each ward and the selection was based on



21

population proportionate to the size in order to make more distributed sample. The
criterion for one person per household was used for selection of participants. One
person=one house criterion was followed to selected equal proportion of men and
women participants from the age group above 30.
Inclusion criteria

Males and females of age group 30 years and above from Male’, Maldives.
People willing to respond.to-the guestionnaire were-neluded in the study.
For the part on the availability<0f IEC \information on CVD risk and prevention the
research | enquired frem gevernment ag_e_ncies, media and NGO’s that do health
promoting work to promote/C\/D related héa_lthy lifestyle.
Exclusion criteria

Male and female under the age group 30 years and below.

i

3.5. Sample Size Y

The author did not find published fiterature on knowledge of risks factors and
practice of preventive behaviours for CVDs in the Maldives. A review of literature
from industrialised countries, (De Backer etial., 2003), has shown that the prevalence
of such knowledge“varies from 60-per cent for behavioural ¥isk factors to 20% for
physiolegie ¢isk,faetors. A40%.prevalence,of-knewledge (half way, between 60 and

20%) is‘assumed for this research purpose. Therefore using 40% prevalence the

sample size of this research is as follow:
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Where

n =calculated sample size
z =value from normal distri % confidence interval 1.96 (¢ =
0.05)

I information risk factor and

A sample size 0 7' 400-was-used-to-attow-for afid missing date

3.6. Data

Data vajgeﬂ ’Arn@y}dgnmg ’Lmhgs questlonnalres The
QR TAANTOLINA TN s s

clarifications were sought from respondents.
3.7.  Variables

Independent variables

1. Socio-demographic factors

2. Knowledge on CVD risk factors and preventive behaviours
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3. Accessibility to information on CVD risk factors and preventive behaviours
Dependent variables
4. Practice of CVD related preventive behaviours
3.8.  Questionnaire development and data collection
The questionnaire for the survey was constructed from various research papers and
also from WHO STEPS Manual for chronig disease. The STEPS Manual provides
guidelines and supporting-material that-can be used-io undertake chronic disease risk
factor surveillance. The.guestionnaire was pretested in Male’. Reliability was
calculated on the knowiledge/questions and__a Cronbach’s alpha of 0.904 was obtained
with the intra class correlation coefﬁcieﬁf t_)eing highly significant (p<0.001) - see
appendix C. Eight trained research assistaﬁt_s cqllected data.
Contents of the questionnaire: the questionnéi_ré was divided into 4 parts:
1. Socio Demographic facters: This sectlon included gender, age, education,
marital status, educational level, océuﬁé;ibn, history of medical illness.
2. Knowledge on CVD risk factors and preventive behaviours.

There were a total of 23 questions on CVD, tobacco, exercise and diet,

knowledge on preventive behavioursiand risk factars.

Scoring criteria

Right

Wrong

Do not know

3. Auvailability and accessibility of information on Cardiovascular disease

risk factors and preventive behaviours and lifestyle and behaviour
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There were 11 questions about availability and accessibility of information on
cardiovascular disease.

4. Questions on lifestyle, tobacco consumption, dietary habits and physical
activity level.
There were 5 questions on consumption of tobacco and intention to stop
tobacco, there were 6 questions on diet,.consumption of fruits and vegetables
and dietary habits.and-there were 11 questions on physical activity and time
you spend doing werk.

Scoring criteria

Always/Often 3
Occasionally 2
Rarely/Never 1

3.9. Data analysis
The data was analyzed by Statistical-Package for Sectal Science (SPSS) version 16.

» Descriptive statistics: the socio-demographic: characteristics and general
information has beéfr presented by frequency, percentage, mean and standard
deviation.

Inférential Statistics; therelatioriship ‘between two| categorical variables was
analyzed'using Chi square. One way ANOVA was used to analyse the relationship

between categorical and continuous variables.
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3.10. Ethical consideration

The study took place after an approval of Ethical Committee at Chulalongkorn
University (through the College of Public Health Sciences) and Ministry of Health
Maldives. Before interviewing the subjects the purpose of the study was explained

and their consent was obtained. In C hey were not willing to participate in this

study, they could withdraw at /p ct on them whatsoever. The name

of the subjects was not r d their @aﬁon was kept confidentially.
Respondent confidentiali S s plar

3.11. Study period 4

The study took

=

3
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CHAPTER IV

RESEARCH RESULTS

The study was a cross-sectional descriptive and analytical study about
accessibility to information and knowledge on prevention of cardiovascular disease
and practice and intention to practice CVD.related healthy behaviours among the
residents of Male’. Total subjects were 899 equal number of male and female (>=30
years old) from Male’-Maldives.

This chapter presentsithe findings from the data analysis. The data analysis reports
on the survey, outcomes‘andfresults, in thé..%ollowing orders:

4.1General charactegistic of the study éqk;jects

4.2 Knowledge on CV/D risk factors and(_:VD preventive behaviours

4.3 Accessibility to information on CVD,rls'k factors and preventive behaviours.

4.4 Reported practice of CVD related héélfhy behavigurs.

4.5 Intention to practice of CVD related healthy behavieurs.

4.6 Association between socio-demographic factors'and knowledge on CVD risk
factors

4.7 Association between knowledge on CVD_preventive behaviours and practice
of recommended levelof physical activities

4.8 Association between knowledge on CVD preventive behaviours and risk
factors and smoking

4.9 Association between knowledge on CVD preventive behaviours and risk

factors and CVD related healthy eating behaviour
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4.10 Association between accessibility of information on CVD risk factors and
preventive behaviours and knowledge on CVD risk factors and preventive behaviours.
4.11 Association between Socio Demographic factor and practice of physical
activities
4.12 Association between socio-demographic factors and practice of CVD related
healthy eating.
4.13 Association between-Socio Demographic-factor and Smoking
4.1. General characteriStie’of the study subjects
The descriptionef general character_istic of the study subjects includes, gender,
age, education, marital status, occupation, _employment, reported history of CVD
related illness.
Gender
Among the respondents 50.4% were male and 49.6% were female. There were
total of 399 respondents
Age
Regarding the age all the respondents were from age 30 and above. The mean
age was 40.5 @nd SD was 9.8. The majority of respondents (61.7%) were from age
group 30 -40 years. Only a few were'from the age.group 60 years and above(4.5%).
Education'status
Education status of the subjects showed that majority of respondents (46.6%)
finished secondary school and 19.5% finished primary school. 9% and 10.5% of the
respondents completed diploma and graduate/postgraduate. And 10.5% respondents
completed non formal education.

Occupation
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Regarding the occupation of the majority of respondents 42.7% worked in
the government sector , 35.4% worked for the private sector, only a small percent of
the respondents were from the fishing and agriculture (3.8%). The rest were house
keepers (11.8%) and unemployed (6.3%)

Table 4.1: Socio-demographic characteristics of respondents

Characteristic Ereguency percentage
Gender
Male 201 50.4
Female 198 49.6
Total 399 100.0
Age
30-40 246 61.7
41-50 .95 23.8
51-60 40 10.0
>60 18 4.5
Total - 399 100.0
Mean (SD) 40.5 (9.8)
Education status ¥/
Primary 8, 19.5
Secondary 186 46.6
Diploma FoHE 9.0
Graduate/post graduate 42 10.5
Basic education 57 14.3
Total 399 100.0
Marital status
Never married 67 16.8
Married 273 68.4
Divorced/separated/widowed 59 14.8
Total 399 100.0
Occupation
Government secior. 170 427
Private sector 141 354
Agriculture 15 3.8
Housework 47 11.8
Unemployed 25 6.3
Total 398 100.0
History of CVD related illness or risk disease
Yes 51 12.8
No 348 87.2

Total 399 100.0
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4.2. Knowledge on CVD risk factors and CVD preventive behaviours

Table 4.2 displays the results of the knowledge section of the questionnaire..
Series of questions were asked to the respondents on knowledge on CVD risk factors
and preventive behaviours such as diet, exercise, and tobacco control. There were 23
guestions on knowledge, each right answer scored one point, wrong answer scored 0
and don’t know scored O as well. Thesmaximum score was 23. Among the
respondents majority of them(51.9%)scored-11-te-15 points out of 23 points. Only
4.8% of respondents scored0-5points. None of the respondents were able to score the
full 23 points. And 18.8% percent of the r_gspondents scored 16-19 points. The mean
score of the respondents were 12.2 with a-sta_ndard deviation (SD) of 3.8.

Table 4.2: Distribution of Knowledge on CVD risk factors and preventive

behaviours F/R
Score Frequency Percentage
0-5 104= 4.8
6-10 98 24.6
11-15 207 51.9
16-19 75 18.8
Total 399 100.0
Mean (SD) 12.2 (3.8)

4.3. Accessibility to information on CVD risk factors and preventive
behaviourel
When the respondents were asked to name their main source of information
for CVD prevention, majority (41%) responded that their main source of information
was from CVD TV, and 26.1% responded radio, followed by doctors and health
workers (9.8%), internet (7.8%), leaflets (6.3%), newspapers (4.8%) and posters

(3.8%)- table 4.3.
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Among the respondents a majority (59.9%) didn’t have easy access to
information on CVD, and 33.3% had easy access to the CVD risk factors and
preventive behaviours (table 4.4).

Table 4.3: Distribution of main source of information on CVD

Source Freqguency Percentage
TV 166 41.6

Radio 104 26.1
Leaflet 25 6.3

Posters 15 3.8

Doctor health worker 39 9.8

News paper 19 4.8

Internet 31 7.8

Total 399 | 100.0

Table 4.4: Distribution of easy access taiinformation on CVD

Easy access to informatign on CVD “Frequency Percentage
Yes 1433 33.3
No 239 59.9
Not sure — 6.8
Total 399 100.0

4.4. Reported praetice to practice of CVD related-healthy behaviours.
Consumption of fruits and vegetables

Table 4.5 show the eonsumption of fruits and vegetables. Majority (87.9%) of
respondents consumed 0-4 potions of fruits and vegetables a day while only (12%) of
respondents consume more than 4 potions a day. A’serving is measured as a half a
cup.

Table 4.5: Distribution of fruits and vegetable intake

Number of fruit portions per day Frequency Percentage
0-4 335 87.9
5-10 46 12.1

Total 381 100.0
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Physical activity

Table 4.6 displays the distribution of physical activity level. Physical activity
was divided into leisure time related and work related. Only 25.4% of the respondents
reported taking part in vigorous physical activity as a leisure time physical activities,

the rest did not take part in vigoro sical activity as a leisure time activity.

Among those who take part in s a leisure activity 52.5% spent at

least 3 days per week. ondents were-invelved in work related vigorous
activity. Among them 76 ical activity at least 3 days a week.
Only 26.1% of the r ded level of CVD related

physical activity wor 3 or more times a week.

AULINENTNEINS
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Table 4.6: Distribution of physical activity level

Percentag

Vigorous leisure time physical activities Frequency e

Yes 99 25.4

No 291 74.6

Total 390 100.0
No. of days/week of leisure time physical activities

<3 47 47.5

>=3 52 52.5

Total 99 100.0
No. of minutes/day of leisure time physical aetivities

<30 o4 54.5

>=30 45 455

Total 99 100.0
Does your work involve vigorous physical activity

Yes 107 27.2

No , 287 72.8

Total ' 394 100.0
Number of days per week of work related physical activity

<3 _ 25 23.4

>=3 5 82 76.6

Total ¥/ 107 100.0
Leisure time physical activity

>=3 days/week and >=30min/day — 29 29.3

<3 days/week or <30 min/day. el 70 70.7

Total 99 100.0
Physical activity work related or leisure

Not following recommended physical activity 295 73.9

>=3 days/week& >=30 min/day leisure time or 104 6.1

work physical activity
Total 399 100.0
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4.5. Tobacco consumption
About 26% of the respondents were current smokers as shown in table 4.7 below

Table 4.7: Distribution of Tobacco consumption

Current smoker Frequency Percentage
Yes 102 25.6
No 297 74.4
Total 399 100.0

4.6. Intention to praetice of CVD related healthy behaviours.

Table 4.8 show_ihat eut of the respondents who consumed tobacco the
majority (69.6%) intendto guit'smoking. 92.5% of the respondents intend to change
the eating behaviour to/a hgalthy one andi92__._1% of the respondents intend to increase
the physical activity level.

Table 4.8: Distribution of intention to practice of CVD related healthy

behaviours.

Intention to stop smoking Frequency Percentage
Yes 71 69.6
No kil 30.4
Total 102 100.0

Intention to change your eating behaviour
Yes 369 92.5
No 30 7.5

Intention to increase physical activity level
Yes 360 924
No 31 A
Total 391 100:0

4.7. Association between socio-demographic factors and knowledge on CVD
risk factors
Table 4.9 shows the results of association between socio-demographic factors

and knowledge on CVD risk factors and preventive behaviours. There was a highly
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significant association between marital status and knowledge on CVD risk factors and
preventive behaviours( p=0.004). Those who are married had the highest mean of
knowledge. There was a highly significant association with occupation and
knowledge (p=0.001), those working in agriculture and fishing sector had the lowest
level of knowledge. There were no. significant association between age, gender,
history of CVD related disease or educationaldevel.

Table 4.9: Association between socio demographic factors and knowledge of

CVvD
Factor N Mean*. SD SE F P value
Age (N=399) N 1.53 0.206
30-40 246+ 12.0 3.7 0.2
41-50 95 2.% 3.8 0.4
51-60 40 12,7 3.8 0.6
>60 18 142 5.0 1.2
Gender /A 1.77 0.184
Male 2071 Sk 3.9 0.3
Female 198- 124 36 0.3
Marital status (N = 399) Toge & 5.6 0.004
Never married 67 11.4 4.2 0.5
Married 213 126 =5 0.2
Divorced/separated/widowed 59 i 4.1 0.5
Occupation 4.8 0.001
government sector 170 12.5 3.4 0.3
private sect 141 12,6 3.6 0.3
Agric 15 8.9 5.3 1.4
Housework 47 111 3.9 0.6
Unemployed 25 11.8 4.5 0.9
History of CVD related ilIness 2.128 0.145
Yes b1 12.9 3.7 0.5
No 348 121 3.8 0.2
Education level 0.959 0.453
Primary level 78 12.2 4.0 0.5
O level 160 120 3.6 0.3
A level 26 13.0 3.2 0.6
Diploma 36 12.6 2.7 0.5
Bachelors degree 23 13.3 2.7 0.6
Masters 19 11.3 4.7 1.1
Basic education 57 11.8 4.5 0.6

* Of knowledge score
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4.8. Association between knowledge on CVD preventive behaviours and
practice of recommended level of physical activities
Results in table 4.10 show that there was a significant association between
knowledge and the level of physical activities. The chi-square value 8.28 with a P-
value of 0.04. People with more knowledge of CVD risk factors tended to follow less
the recommended level of physical activity.

Table 4.10: Association-between knowledge on-CVD risk factors and physical

activity
Following recommended
level’ of physical activity N .
(%) i’ Chi-square P value
Factor No 3N e
Knowledge score 8.28 0.04
0-5 123 =% ¥(3§9)
6-10 64(157) il 34(34.7)
11-15 ASTLT5.8). it 50(24.1)

16-19 62(82.7)——= 13(17.3

4.9. Association Between knowledge on CVD preventive behaviours and risk
factors and smoking
From table, 4.11. of chi.square .below ,shows.that, there was no significant
association between knowledge and smoking although people with less knowledge

tended ta have higherrate-of smoking ‘than those with higher'knowledge.
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Table 4.11: Association between knowledge and smoking

Current smoker N (%)

Knowledge score No Yes Chi square P value
+ 5.71 0.126
0-5 13(68.4) 6(31.6)
6-10 66 (67.3) 32(32.7)
11-15 156 (75.4) 51 (24.6)
16-19 62(82,7) 13(17.3)

4.10.  Association between knowledge on-€VD preventive behaviours and risk
factors and CV/D related healthy eating behaviour
From the table 4.12 helow it shows that there is no significant association
between knowledge ands€onsumption of 5 potions of fruits and vegetables a day.
Respondents from the knowledge ‘score group 11-15 points were healthy more fruits
and vegetables compared 10 the group 0-5 éatiﬁg less.

Table 4.12: Association between knowledge on CVD risk factors and eating

Numiber of fruit an'd-\iegetable

portions per day Chi-square P value
Factor <5 >=5
Knowledge score 0.64 0.888
0-5 15(93.8) 1(6.6)
6-10 85(88.5) 11(11.6)
11-15 174(87-2) 25(12,8)
16-19 64(87.7) 9(12.3)

4.11. «Assaciaticn Jetween: accessibility of informationon\CVD risk factors
and preventive behaviours and knowledge on CVD risk factors and
preventive behaviours.

The results in table 4.13 show that there was significant association between
accessibility of information on CVD risk factors and preventive behaviours and
knowledge on CVD risk factors and preventive behaviours. The mean score of people

who had information was 12.6.
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Table 4.13: Association between accessibility to information on CVD risk factors

and preventive behaviours and knowledge on CVD risk factors and preventive

behaviours
N Mean* SD SE F P value
Accessibility to information (N=399) 6.29 0.002
Yes 133 126 35 03
No 2394 12.2 38 0.2
Not sure 2 9.8 40 0.8

* Knowledge score

4.12.  Association betweenSocio D;mographic factor and practice of physical
activities

The table 4.14 showed that there was a significant association between gender,
marital status, history of €VD related m'_édical illness and practice of recommended
level of physical activities,/Males (31.8%);tend to take part more in the recommended
level of physical activities, also.the rate of-f;t’_'lé__[])hysical activity was higher among the
divorced/separated/widowed group (40.7%;a|éd respondents with history or CVD
related medical illness (27.6%). Age, educationlevel- and occupation had no
significant association hetween practice of recommended level of physical activities.
However, the younger®age group (30-40) was more involved in the rate of
recommended ‘physical-activity (28:9%), while the-tower rate was from the age group

41 to 50vyears (20.0%):
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Table 4.14: Association between socio-demographic factors and physical activity

Following recommended

level of physical activity N

(%) Chi- p
Factor No Yes square value
Gender 7.01 0.008
Male 137 (68.2) 64 (31.8)
Female 158 (79.9) 40 (20.2)
Age 2.97 0.396
30-40 175 (71.2) 71 (28.9)
41-50 76 (80.0) 19 (20.0)
51-60 30(75.0) 10 (25.0)
>60 14(77.8) 4(22.2)
Education level 3.39 0.495
Primary 55 (70.5) 23 (29.5)
Secondary £41/475.8) 45(24.2)
Diploma 26/(72:2)~" 10 (27.8)
Graduate/postgraduate 30 (7:4)5 12 (28.6)
Basic education 43(75.4) 14 (24.6)
Occupation : 0.67 0.955
Government sector 125 (735 =% 45 (26.5)
Private sector 105474.5) 36 (25.5)
Agricultural sector 1066.7) . 5(33.3)
Housework 36(76.6) 11 (23.4)
Unemployed 19(76.0) - 6(24.0)
Marital status (N=399) 8.41 0.015
Never married 54 (80.6) 13(19.4)
Married 206 (75.5) 67 (24.5)
V?/;\éorced/separated/WMO 35 (59.3) 24 (40.7)
History of CVD related.illness 3.27 0.071
Yes 43 (84.8) 8 (15:7)
No 252 (72.4) 96 (27.6)

4.13. Association between socio-demographic facters and" practice of CVD
related healthy eating.

There was a significant association between respondents with CVD related

medical illness and consumption of CVD related healthy eating behaviour. It showed

that those who were at risk were eating healthier.



39

Table 4.15: Association between socio-demographic factors and number of fruit

portions per day

Number of fruit

portions per day Chi-square P value
Factor <5 >=5
Gender 2.66 0.103
Male 1614(85.2) 28 (14.8)
Female 174(90.6) 18 (9.4)
Age 2.35 0.356
30-40 203 (88.9) 26(11.1)
41-50 82 (89.1) 10+(10.9)
51-60 33 (84.6) 6'(15.4)
>60 12 (75.0) 4425.0)
Education level 2.11 0.716
Primary 67 (87.0) 10 (13.0)
Secondary 153-(86.9) 23 (13.1)
Diploma 33794:3) 2(5.7)
Graduate/post-graduate 35 (85.4) © 6 (14.6)
Basic education 471(90.4) 5(9.6)
Occupation -5 3.9 0.42
Government sector 149(90:9).,. 15(9.1)
Private sector 113/(85) " 20 (15)
Agricultural sector (786" 3(21.4)
Housework 42(89.4) /<5 (10.6)
Unemployed 20 (90.9) 2(9.1)
History of CVD relatgd itiness 8.64 0.003
Yes 36 (75.0) 12(25.0)
No 299 (89.8) 34 (10.2)
Marital status (N=399) 2.92 0.232
Never married 55,(93.2) 4 (6.8)
Married 229 (86.1) 37 (13.9)
Divorced/separated/widowed 51 (91.1) 5(8.9)

4.14. Association between-Socto Demographie factor-and Smoking

Table 4.16 shows that there is a highly significant association (P<0.001)

between gender, occupation and consumption of tobacco. The highest rate of smoking

(46.7%) was in those employed in agriculture and fishing sector while the lowest rate

(13.5%) was the government employees. More males (38.3%) smoked than females
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(12.6%) which is highly significant ( p<0.001). There was no association between

age, education, marital status or history of CVD related medical illness and

consumption of tobacco. However consumption of tobacco were lower among those

with the from the education level groups graduate and postgraduate and diploma level

education.

Table 4.16: Association between socio-demegraphic factors and smoking

Currentsmoker N (%)

Factor NO Yes Chi square P value
Gender 34.57 <0.001
Male 124 (61.7) . 77.(38.3)
Female 173 (87.4) . " 25(12.6)
Age . 2.62 0.454
30-40 189(76.8) . 57 (23.2)
41-50 67 (#0°5) 28 (29.5)
51-60 27(67.5) 13(32.5)
>60 14 (77.8) 4(22.2)
Education level ¥/ 3.71065754 0.447
Primary 53 (67.9)n 25(32.1)
Secondary 142 (76.3) 44 (23.7)
Diploma 29 (80:6)~ .7 (19.4)
Graduate/postgraduate 33 (78.6) 9(21.4)
Basic education 40 (70.2) 17(29.8)
Occupation 24.16 <0.001
Government sector 147(86.5) 23 (13.5)
Private sector 93 (66.0) 48 (34.0)
Agricultural/fishing sector 8.(53.3) 7.(46.7)
Housework 32 (68.1) 15 (31.9)
Unemployed 16 (64.0) 9 (36.0)
History of CVD related illness 0455 0.5
Yes 36 (70.6) 15/(29.4)
No 261 (75.0) “87 (25:0)
Marital status 1.09 0.579
Never married 49 (73.1) 18 (26.9)
Married 207 (75.8) 66 (24.2)
Divorced/separated/widowed 41 (69.5) 18 (30.5)




CHAPTER V

DISSCUSION

5.1. Discussion

The main purpose of this study was to find relationship between accessibility
to knowledge and information on risk factors«and preventive behaviours of residents
above 30 year of age in Male” the capital of Maldives. It is important to find out the
accessibility and knowledge i« the information regarding cardiovascular diseases
since it’s the 55% of deaths in Maldives is due to Non Cemmunicable disease. And as
much as 80% of these deaths could bé.::prevented through healthy diet, physical
activities and not smoking. /. Without adeh_ljéte knowledge and information on these
preventive behaviours and rigk factors it W_il_.l_-.t-)e difficult to practice the CVD related
healthy behaviours. According“to the NCDirié?k factor survey 2004, which was the
landmark study for-knowing the situation : '-(_)f the people living in Male’, little or
nothing is known about the physical activity, dietary habits and lifestyle related
behaviour that may have accounted for the increase in cardio vascular diseases in
Maldives. Cardiovasculardisease’ has been the major Cause,of death in Maldives

accounting to 25%-30% of deaths every year.

5.1.1% General characteristic of the study subjects

There were almost 400 respondents aged 30years and above equal number of
male and female took part in the study. The mean age was 40.5 years. The majority of
the respondents were employed in the government and private sector. Only a small
minority were from the agriculture and fishing sector. This was because of since its

Male’the capital city and a lot of people work in the government sector. The
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education level of the respondents showed that 46.6% completed secondary school
and according to human development report it showed that adult literacy rate
from2006 is 97%. Majority of respondents completed secondary level of education.
Among the respondents, only 12.8% had CVD related illness or risk disease this may
be since 61.7% of the respondents were from the age group 30-40 years and most
likely not from the high risk group for C\/D age« Studies that younger people (age 40
or younger) do not seem-te-be-high risk for C\VB-although they may have CVD risk

factor diseases such as diabetes(Booth GL, Kapral MK, & Fung K, 2006).

5.1.2. Knowledge ondC\/D/risk factors and CVD preventive behaviours

Knowledge is an impartant part of behaviour change and people must have the
necessary information on risk facters and -p'ré\'/entive behaviours in order to practice
preventive behaviours. From the knowle&gé@core almost half of the respondents
(51.9%) had moderate knowledge on risk féétars and preventive behaviours of CVD.
Only about 5% of the respondents had the minimum score (0-5 points), this showed
that the respondents had fairly good tdea of CVD risk factors and preventive
behaviours. This is probably because .of the‘recent health.promotion campaigns that
focused on CVD risk preventive behaviours such as global diabetic walk, national
nutritional* campaigh «and: TV/Radio “heaith ‘programmes focusing'on exercise and
healthy eating. But it is important to know that knowledge alone doesn’t translate to

behaviour change and practice of healthy behaviours.
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5.1.3. Accessibility to information on CVD risk factors and preventive

behaviours

From the results obtained from the study it is shown that access to information had
an impact on the knowledge. Television and radio was the main source of information
for CVD risk factors and preventive behaviours. And newspapers, health leaflets and
posters were among the least effective souree.of information on CVD risk factors and
preventive behaviours Fhese results were similar-the Health Promotion review
conducted in Maldives on.2004..Only 33.3% had the easy access to information on
CVD risk factors and preventive hehaviours. These results showed that television and
radio were good sources: of informationx.ar'\'d are likely to have positive impact on
health related knowledge broadcasted. Thé‘r results also showed that people who had
accessibility to information had better kno@iéd_ge on CVD risk factors and preventive
behaviours. Also it was found out that he;IIhIeaflets and health posters weren’t a
good source of information on CVD:. Only a small percentage of people used posters
and health leaflets to get the information. This may be due to mass media playing the
major role in_promoting-health_in_Male* A US_study _also showed that TV
advertisements sare the most frequently mentioned source of help among recent
quitters, of'smoking, also a number, of ‘studies have shown thatimass imedia campaigns

enhance ‘improvements in attitude toward healthy behaviour, such as better diet,

exercise and smoking cessation (Tokuda Y, Fujii S, & Jimba M, 2009).
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5.1.4. Reported practice of CVD related healthy behaviours

CVD is a lifestyle related disease, lifestyle modification and practicing of
preventive behaviours such as physical activity, tobacco cessation are essential
elements for prevention of CVD. On the survey of non communicable disease which
was conducted on 2004 showed 91% of men and 95% of women were inactive at
work, the results obtained fro this study showed that 72.8% of men and women were
not performing the recommended level of physical activity.. Men tend to take more
part in the recommended+level of physical activity which is 30 minute of vigorous
activity 3 times a week; This was both Iei_syre and work combined, so it showed that
men were more involved in more vigoroﬁs work related activity as well as vigorous
leisure activity. Also the younger age group, 30-40 was more active. Studies have
shown that This study has found and inqéased level of physical activity compared
to the survey conducted in Maie* in 20(54,l;but its difficult to say whether the
improvement is real or an effect of different fh;thodology used in the previous study.
An increase in physicatactivity has the same impact on-fowering mortality rate in the
long term as smoking cessation. Therefore, efforts for promotion of physical activity,
even among middle-aged and older men, are important. Men who increase their level

of exercise later in life can bring their mortality «isk into line with’their counterparts

who have constantly'exercised (Byberg Lisa, 2009).

5.1.5. Intention to practice of CVD related healthy behaviours

In general majority of respondents intended to change their behaviour to a
more CVD related healthy such as quit smoking, increase physical activity level and

eat healthy. These result showed that the respondents recognize that specified health
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practices and plans to practice the healthy behaviour at some point. Intention is an
important part in behaviour change but we should understand that for some, these
intentions are translated in successful behaviour change. For many, however, such
intentions never result in actual behaviour change or may do so only in the short term

(Ogden, 2006).

5.1.6. Association between socio-demographic factors and knowledge on

CVD risk factors

There was a significant: assoclation between knowledge and occupation.
Respondents from the agriculture and fishing sector had lower knowledge scores
compared to respondentsiworking in gO\)er'r'iment and private sectors. This could be
due to the level of education and lifestyle. It was also found out that respondents who
were married had more knowledg-é:i - scores than the never married,
divorced/seperarated/widowed- grotp. Also |t was found that that knowledge of CVD
risk factors was also higher among younger (30-40); this imay be due to education and
more exposure to information sources. But no evidence was found between level of
education and knowledge on CVD, risk factors.and preventive behaviour. This study
was similar to a previous study done in USA on CVD risk factors and knowledge
where ‘they found %0 association-between knowledge and education level (B. Lynch,

2006).

5.1.7. Association between knowledge on CVD preventive behaviours and

practice of recommended level of physical activities

The results showed that respondents with less knowledge score were
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involved in vigorous physical activity for at least half and hour 3 times a week. And
the respondents with more knowledge on CVD risk factors were less physically
active. Since physical activity was work and leisure combined this could be that the
respondents with more knowledge were in jobs that required less physical activity or
due to the nature of their work they didn’t have time to engage in physical activity.
This also shows that knowledge is only the firsi step in behaviour change cycle and

knowledge alone is not enough-to changé behaviour:

5.1.8. Association between knowledge on CVD preventive behaviours and

risk factors and smoking

There was no clgar relationship Vwi't'h the amount of knowledge score and
smoking, although people whe had-more khQ\i\'/Iedge score were more likely to smoke
less. Anti tobacco campaigns  have beer-l“:ié ;griority area in health promotion of
Maldives. Every year high profile events tor' bromote tobacco cessation take place on
World No Tobacco day:— Tobacco Cessation quit pack; which was aimed for doctors
to help patients to quit smoking through various steps from the pack, was produced in
2004 but due to lack .of monitoring .and evaluation the cessation quit pack didn’t
become successful. Since studies show that advice from doctors helps people who
smoke‘1o quirt. ‘Evei when-doctors provide briefi simpie advice about quitting smoking
this increases the likelihood that someone who smokes will successfully quit and
remain a nonsmoker 12 months later. More intensive advice may result in slightly

higher rates of quitting(Stead LF, Bergson G, & T, 2008).
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5.1.9. Association between knowledge on CVD preventive behaviours and

risk factors and CVD related healthy eating behaviour

Although there was no clear association the results showed the respondents
who scored 11-15 points were eating more fruits and vegetables than the respondents
from the groups 0-5 points and 6-10 paints. In general it is important for the
population to know the amount of fruits ant wegetable to take in order to prevent

CVD, more programmes should specifically focusonthe amount to be consumed.

5.1.10. Association between accessibility of information on CVD risk factors
and preventive beghaviours and knowledge on CVD risk factors and

preventive behaviours.

The results showed that there is a si-g'n'i'ficant association between accessibility
to information on CVD risk factors preveﬁfﬁ&e,- behaviours and knowledge on CVVD
risk factors and preventive behaviour. Television has proved to be the main source of
information on CVD risk factors and preventive behaviours. TV/Radio shows
broadcast, series of exercise programmes in the popular morning show, and healthy

lifestyle has been the;main focus.on many health shows-in-Maldives.

5.1.11. Association between So¢io Demographic factor andspractice of
physical activities
The results showed that men were more involved in recommended level of
physical activity there was a significant association with men and physical actitvity.
Since the physical activity was measure work and leisure related mainly men were
doing more physical activity related work. A study conducted in 2004 show that

that only about 33%-41% of men and 20%-30% of women are active at recommended
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levels, Physical activity varies considerably by age, with levels of physical activity
decreasing rapidly amongst the older age groups(Morgan, 2004). It is important to
provide more opportunity for older age group to practice physical activity.

From the results of the study it showed only 26.1% of respondents were

practicing 30 minutes of more of physical activity 3 times a week

5.1.12. Association between socio-demographic factors and practice of CVD

related healthy.eating.

From the finding it was shown that only 12.1% of the respondents were
consuming 5 or more petions,There- were no clear association with gender, age,
education level, occupation’ or marital, status with. consuming more fruits and
vegetables Also the findings are very similaf to the amount of fruits and vegetable
consumption, in the survey of non commlrjihiréable disease it was shown that 84% of
people consumed less than 5 potions a day and this study showed that only 87.9% of
people were consuming 5 or more potions of fruit and vegetable a day (Ministry of
Health, 2004a). This showed that since 2004 there have not been much difference in
the diet of the people, so. more awareness should take place at.all levels and there is a
need to look into the reasons behind the low fruits and vegetable intake. Although
there was n@ clear.dssociation between consumption of fruitsianid vegetable between
age, gender, marital status, education level and occupation, there was a strong
association between respondents with CVD related illness and consumption of fruits
and vegetables. This may be due to physicians emphasizing the importance of diet.
This shows that the physicians and health care providers should put some action into

providing the general public information on fruits and vegetable consumption.
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5.1.13. Association between Socio Demographic factor and Smoking

The results showed that 25.6% of the respondents were smoking daily this was
again very similar to the previous study done on 2004 which showed 24.7% of the
people in Male’ were current smokers (Ministry of Health, 2004a). The relationship
between gender and occupation was smeking was strong. Men and people working in
the agriculture and fishing sector were more likely to smoke. Smoking is prohibited in
the government offices and buildings, this could be the reason that the number of
smokers were less among the government sectors, but it is not prohibited in the
private and corporative secior (Afaal, 2093; Ministry of Health, 2007). The results
also showed that there'is a'clean pattern iof__education level and smoking, those who
had more education tend 0 smoke less but ne significant association was found
between these groups Govermnment.of Mald‘ives gives a lot of importance to tobacco

cessation programmes One of the major aé;hié;/ement in the recent years regarding
tobacco control is the ratification of FramerJk Convention of Tobacco Control on
17™ May 2004 (Ministry of Health, 2007). Studies indicate that although doctors are
knowledgeable about the. risks of CVDs associated with tobacco smoking, they are

not sufficiently prepared to help their patients stop smoking.

5.2. “Limitations of the study

This study had several limitations; since it was a self administered
questionnaire some respondents didn’t complete the entire questionnaire. Since the
study was conducted in Male’ the capital of Maldives it is hard to get an accurate

picture situation of the people from the rural islands.



CHAPTER VI

CONCLUSIONS AND RECOMMENDATIONS

6.1. Conclusion

Cardiovascular diseases have become ihe major cause of death in the adult
population of the Maldives accounting for 25 =30% of all deaths every year
(Department of Public Health,.2008 ) From this study among the men and women 30
years and above age.group‘in‘Male’, showed very high risk levels associated with
physical inactivity, unhealthy dietary habfts.___

According to WHO’s Global Str_a'g__egy to Diet, Physical Activity and
Health(DPAS), over 2.7 million .deaths are.attributable to low fruit and vegetable
intake and Overall, 1.9 million deaths areﬁ a‘tit;ibutable to physical inactivity. Also
under the DPAS, WHO recommends Govéﬁ]rﬁents should invest in surveillance,
research and evaluation. Monitoring and surveillance are essential tools in the
implementation of national strategies for healthy diet and physical activity (WHO,
2009). The overall goal of DPAS"is to promote and protect health by guiding the
development of an enabling environment forssustainable actions at individual,
community, national and ‘global fevels‘that, when ‘taken together; will<lead to reduced
disease and death rates related to unhealthy diet and physical inactivity (Ministry of
Health, 2008 ).

The strategic plan for control of non-communicable disease was launched in

Maldives 2008. The Strategic Plan is a good opportunity for Maldives since will

enable the programme managers to organize, facilitate, support and conduct
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comprehensive NCD control activities focusing on promotion of health, modification

of high risk behaviours, early detection and cost-effective management of common

NCDs (Ministry of Health, 2008 ).

6.2.

1.

Recommendation

.Since only 25.4%.of ihe respondents were-taking physical activities, there is a
need to specifically” promote CVVD preventive exercise behaviours. Many
people may be awarg0f/the benefit_g of exercise but they may not be aware of
how much time or how often théy r_leed to exercise. The levels of physical
activities were higher among the‘r_esp_ondents who had more knowledge on
CVD risk factors and preventive beha\_/iours.

Knowledge is gained through con;ﬁ{&hication, and health communication
campaigns should focus on audienc’e frém different sectors, since respondents
from agricultdre and fishing had lower knowledge scores, it is important to
make sure health messages are in a way to reach everyone. Knowledge is an
important part for behaviour change, people must have knowledge on risk
factors and preventive behaviours

There'is a need to'make use‘ofimultiple communication channels and use them
overtime, specifically emphasizing few practical messages through as many
channels as possible. Also health messages should be broadcasted on tv and
radio during prime time and not rely on free public announcement that are

broadcasted rarely and at late hours.

4. At a time when multinational companies such as tobacco, junk food



52

manufacturers have enormous amount of funds at their disposal to promote
their products, particularly targeting the youth, it is imperative that adequate
financial resources are made available for the National Health
education/promotion programmes to counter these activities through mass
media.

Health care providers should seize every-opportunity to encourage patients to
practice CVD related-healthy ‘bBehaviour.~Smoking is still high among the
respondents and despites‘there have been campaigns and IEC programmes the
smoking rate has noi‘decreased sinpe the risk faetor survey in 2004. Doctors
advise patients.i0 quit smoking, ahd _t_hese programmes should be more widely
used.

There is a need for advocacy, commﬂnication and community mobilisation
focusing on behavioural change. Thrér Hl’éalth materials programmes should be
more focused on behaviour changer a-n-dr-quality of the production should also
be improved. The results showed that health posters and leaflets are no longer
effective in giving out the necessary health information.

To ensure that appropriately-trained 1 human resqurces are there to implement
the Strategic Plan for control of Non.Communicable sDisease and other
related activities.

Since mass media has been the main source of health, there is a need to engage
policy makers and other relevant sectors in order to get broad support for
implementing mass media health promotion activities and networking and
partnership with different sectors. Also to strengthen capacity at all sectors to

develop and implement NCD prevention programmes.
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APPENDIX A

QUESTIONNAIRE
Part 1: General information
Instruction: The following questions are about your socio demographic
information please mark X on the parenthesis ( ) for the only one answer that
fits yourself. Please also write down.in the blank space provided.

1. Gender

() 1.1 male ()12 female

2.A08. . i years

3. Education

( ) 3.1 Primary level ( ) 3.2 Secondary level

() 3.3 Lower Vocational School - ( _)3.4 Higher Vocational School
( ) 3.5 Bachelor’s degree ( )3.6 Other...............

4. Marital Status

( )4.1Single ( )-4.2 Married

( ) 4.3 Widowed ( ) 4.4 Divorced

( ) 4.5 Separated ( ) 4.6 Cther...............
5. Occupation

() 5.1 Government Sector () 5:2 Private sector
() 5.3 Agriculture/Fishing sectar () 54 Housekeeper

() 5.5 Retired person ( )5.6 Other..............

9. History of medical illness................



Part 2: Knowledge on CVD risk factors and preventive behaviors. Please

respond to the following questions by marking X in the column for the one best

answer only. Yes or no.
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Right

Wrong

Do not
Know

CVD is the leading cause of death in Maldives

Light walking for half and hour or less is a preventive factor for

CvD

Vigorous exercise for 30 min a day three times.a week prevents

CVD.

One portion of fruits or vegetable a is enougn-to.prevent from

CvD

CVD are mainly hereditary

Smoking even one cigaretie a day s a risk factor for CVD

Controlling high fat food‘Consumption is g's'sential

Excess weight gain is not a risk factor for CVD

Diabetes can lead to CVVDs

#

Tobacco cessation programs are-available in Male’

Irregular eating patterns has no harm to your health

Hypertension is a ik factor for CVD

Doing housework is'enough exercise for a day

Stress is a major/cause of many diseases

If you have a slim body you don’t'need to work‘out

Abdominal fat is a risk factor for CVD

Exercise is both a preventive and a remedy to CVD

Heart disease is the leading cause of diabetes related deaths

The danger of heart attack increase with the number of risk
factors present

Fat intake should be no more than 30% of the calories

Saturated fat should be less than 10% of the calories
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Yoga and breathing exercise have been proven to reduce stress

All adults over 20 years and above should have their cholesterol
checked once a year

Part 3: Information on accessibility of knowledge on CVD risk factors and
preventive behavior.
Instruction: please mark X on the parenthesis ( ) for the only one answer that
fits yourself. Please also write down in theblank space provided. Please tell us
how satisfied or dissatisfied you were with.eaeh of the following.
1) From what sourcesdogetyour Information-on CVD?

() 1.1 Television ( )1.2°Radio

() 1.3 Leaflets ‘_ . (") 1.4Posters

() 1.5 Doctors/Healthweorker ‘ J_( ) 1.6 Newspaper

( )1.6 Other..i... & ‘I
2)What is the most effective source of infbrhation?

() 1.1 Television 1)12 Radio

() 1.3 Leaflets b (—)14 Posters

() 1.5 Doctors/Health worker ( ) 1.6 Newspaper

( )1.6 Other.........
3)Are the health messages and information easyto understand?

() 3.1Yes

(0 )'3.2No

() 3.3 Not Sure

4)Are the health messages an important resources?
() 4.1Yes

() 42No
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() 4.3 Not Sure

5)Are the health visually interesting to look at ?

() 5.1Yes
() 52No
() 5.3 Not Sure
6)Are the health materi gra@l for promoting health?

() 6.1Yes
() 6.2No

( ) 6.3 Notsure

TP

( ) 7.3 Undecided
() 7.4 Sorevy

() 7.5Very @satis ied

R T T

éiﬁhféﬂmm WNINYAY

( ) 9.3 Not Sure
9)Is there a need maximise the impact of the information materials and
programmes?

() 10.1Yes

( ) 10.2No

( ) 10.3 Not Sure
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10) How satisfied were you with the information on CVD risk factors and
preventive behaviors you have received?

() Very satisfied

() Somewnhat satisfied

() Undecided

() Somewnhat dissatisfied

() Very dissatisfied
11) Do you have access the'Radio and TV health programmes?

() 9.1Yes

() 92No

() 9.3 Not Sure
Part 3. s fr.
Instruction: The following questions are about your lifestyle its covers, tobacco
use, Diet and physical activiteS-iafermation, please mark X on the parenthesis ( )
for the only one answer that fits yourself. ‘Please also write down in the blank
space provided
TOBACCO USE

The questions beloware on tobacco consumption

1. Do you currently smoke or use any tobacco products,
such as cigarettes, cigars, pipes, chew tobaccq?

1.1 ( )Yes

1.2 ( 9No

2. If yes, Do you currently smoketobacco products only? such as'cigarettes,
cigars or pipes and not snuff or chew tobacco

2.1 ( )Yes

2.2 ( )No

3. If not currently a smoker-In the past, did you ever smoke
regularly?

3.1 ( )Yes



3.2 ( )No

4. On average, how many times a day do you
use tobacco

4.1AMOUNE .o

5. Do you intend to stop smoking?

51 ( )Yes

52 ( )No

.,

DIET In this section w to ask yeu-quiinns about fruits and
vegetables that you u :

5. Are you on a special

5.1( ) Yes
52( ) No

6. In a typical week, days -' nd vegetables?
6.1 Number of days.......... 4. _t,;:«f, '

8. Are your meals Ustia
8.1 ( )Yes

e EUETNHNINE0NS

preparation in your household? «

o1.( Nesdoki | 713 T UANAINYA Y
9.2. ( )Ollve oil

9.3. () Butter or Ghee

9.4. ( )Margarine

9.5. ( )None in particular

9.6. ( )None used

62
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9.7. ( )Other Specify

10. Do you intend to change your eating behavior to more healthy food?
10.1 ( )Yes
10.2 ( )No

PHYSICAL ACTIVITY

This section is about the time you spend doing different types of physical activity.
Please

answer these questions even-ifyou do not consideryourself to be an active person.
Think first about the time.youspend doing work. Think of work as the things that you
have to do such as paid or.unpaid work, househeld ehores, digging, fishing , seeking
employment.

11. Does your work involve mostly sitting or standing, with
walking for no more that 10 minutes at a time?

11.1( )Yes
11.2( ) No

12. Does your work involve vigeraus activrity',f'slike (heavy lifting, digging or
construction work) for at least 10 minutes at a time?

12.1( )Yes
12.2 ( ) No

13. In a typical.week, on‘iow many days do you do vigorous activities as part of
your work?

13.1 Daysaweek.............coooeo e

14. On a typical'day on which you-do'vigorous activity,-how much-time do you
spend doing such work?

14.1Number of hours..............c.ccoveeenee.
15.How long is your typical working day?

15.1 Numberof hourS.........ccovevevin...
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Other than activities that you have already mentioned, | would like to ask you about
the way you travel to and from places. For example to work, for shopping, to the field,
to market, to the mosque,funerals, gatherings.

15. Do you walk for at least 10 minutes continuously to get to and from places?
15.1( ) Yes

15.2( ) No

16. How much time would you spend walking.for any journey on a travel on a
typical day?

In hours and minutes. . .t i v
The questions below ask aboutactivities you do inyour leisure time. Think about
activities you do for regreation, fithess or sports. Do not include the physical activities

you do at work or for travel

17. In your leisure time ydoyou do any. vigorous activities like running or
strenuous sports, weight lifting for-at least 10 minutes at a time?

17.1( ) Yes
17.2( ) No (if No go toQ 21)

17. In a typical week; on how many days do 3}0u do vigorous activities as part of
your leisure time?

17.1Days a week...............

19. How much®time do you spend-doing this (vigorous activities) on a typical
day?

19.1 ImhotrSiand miinutesh &80 1L 8. L4,

20. In your leisure time, do you do any moderate activities such as brisk walking,
cycling for at least 10 minutes at a time?

20.1( ) Yes
20.2( ) No (if NogotoQ 24)
21. In a typical week, on how many days do you do moderate activities as part of leisure

time?

21.1 Days aweek...............
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22. How much time do you spend doing this (moderate activities) on a typical day?
22.1 In hours and minute.......................

23. The following question is about sitting or reclining. Think back over the past 7 days, to
the time spent at work, at home, in leisure, including time spent sitting at a desk, visiting
friends, reading, or watching television, but do not include time spent sleeping?

24.Do you intend to increa ,: . i level in order to prevent from

24.1( ) Yes

24.2( ) No

9
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RELIABITY TEST ON KNOWLEDGE OF RISK FACTORS AND

APPENDIX C

PREVENTIVE BEHAVIORS OF CVD

Reliability Statistics

Cronbach's Alpha

N of Items

.904

23

Intra class Correlation Coefficient

66

95%' Confidence:Interval

F Test with True Value 0

Intraclass
Correlation™l} guar Bound Upper Bound| Value dfl df2 Sig
Single Measures 2912 498 . 439|  10.424 29 638 .000
Average
.904¢ .847 947 10.424 29 638 .000
Measures
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