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ABSTRACT

coronary arteries supplies the heart with blood oxygen and nutrients, when blood
flow through the coronary arteries becomes blocked, it is known as coronary
artery disease. CAD is a preventable disease if the risk factors can be controlled.
More patients are admitted in CCU with CAD and need careful monitoring.
Objectives of the study was to assess the knowledge level of caregivers about
the warning signs and risk factors of CAD and to find out the relationship between
care givers knowledge about risk factors and warning signs of CAD and selected
variables. The study was conducted on September to October 2007 among 30
samples by consecutive sampling technique, from CCU, CMward, CMOPD at
SCTIMST, Trivandrum. The questionnaire was modified after pilot study.
Structured interview schedule was used to collecting data. Preprocedurely
consent was taken. Total time required for one sample was 15 minutes. Data was
analysed by descriptive statistics, Pie diagram and Bar diagram. Major findings of
the study was people who were below 40 years, they found to have higher mean
total knowledge score than females. There was a statistically significant
difference between the higher knowledge and lower knowledge.
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CHAPTER I

1.1 INTRODUCTION
Total number of death in the world per year is about 51,100,000 of which 12,
775, OOOare a result of cardiovascular disease. Coronary heart disease is the
major cause of mortality in UK. In the Islamic Republic of Iran 90,000 people die
from cardiovascular illness every year. [IHJ Nov-Dec 2006].

( Zarchi 2006) One of the most important and well known Cohort studies in the
field of cardiovascular disease is the Framingham study. This study played a vital
role in defining the contribution of risk factors to CHD events in general
population of the USA. Among the major risk factors studied were cigarette
smoking, hypertension, high serum cholesterol and various cholesterol fractions,
low level,of high-density lipoprotein (HDL) and diabetes Mellitus. Factors besides
those listed as major risk factors also increase the likely hood of developing CHD.
Among these the ones studied at Framingham and elsewhere are obesity,
physical inactivity, a family history of premature CHD and hypertriglyceridemia.

CAD is a preventable disease if the risk factors can be controlled. A normal body
mass index, blood pressure, waist circumference, and triglycerides, total
cholesterol, LDL and HDL levels, not only reduce or eliminate the risk of CAD but
also enhance the

Quality of life. Regular screening and awareness of risk factors and warning signs
may reduce the CHD events. Understanding of self-indicators of CAD may
reduce the CHD events. [Indian heart journal Nov- Dec 2006].

1.2 BACKGROUND OF THE STUDY.

The coronary arteries supply the heart with blood, oxygen and nutrients. When
blood flow through the coronary arteries becomes blocked it is known as
coronary artery disease.

Coronary artery disease is caused by gradual build up of fatty deposits in
coronary arteries [atherosclerosis]. As the deposit slowly narrows the coronary
arteries the heart receives less blood. Eventually diminished blood flow may
cause chest pain [angina] shortness of breath, neck or jaw pain sweating, or
other symptoms.

The cause of atherosclerosis is not known. The risk factors are usually classified
in to two groups: major risk factors and contributing risk factors. Major risk factors
are those that have been shown through research to increase significantly the
'risk of cardiovascular disease. Contributing risk factors are known to be
associated with an increased risk of cardiovascular disease. , But their significant
and prevalence are still under investigation. Major risk factors are further divided
in to two those that are uncontrollable and those that can be lowered by
modification, treatment or control. [Critical care nursing.]
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Major uncontrollable risk factors.
•!• Age, heredity, race, and sex.

Major risk factors that can be modified, treated, or controlled,
•!• Cigarette Smoking, high blood cholesterol, hypertension, physical
inactivity, obesity and over weight, diabetes mellitus.[Critical care
nursing]

Contributing risk factors.

•!• Stress, sex hormones, birth control pills excessive alcohol intake,
homocysteine levels.[Critical care nursing.]

Great progress against specific aspects of CAD has been made over the past 40
years. For example in 1950, the United States age adjusted mortality rate from
myocardial infarction was 226.4/100,000 people. Between 1968 and 1976 the
age adjusted mortality from CAD in the United States progressively declined by
20%. Goldman and Cook in the 1984 estimated that more than half of the decline
was related to life style changes, specifically to decreases in serum cholesterol
and cigarette smoking. [Healthy people 2010, heart disease and stroke.].

Because no single factor can be sited as the sole catalyst for the declining CAD.
Mortality rates in the past, it is logical to assume that no one factor will be
responsible for any mortality reduction in the future. Indeed the ability to
collectively identify and manage risk factors will profoundly affect the efforts to

3

maintain the trend of declining CAD mortality rates well in to the 21 51 century, with
this in mind the goal is to identify the risk factors of CAD and to review the current
guidelines for their diagnosis and effective management. [Kirkland S A, et al
2010].

1.3 NEED AND SIGNIFICANCE OF THE STUDY.

Individual perception of health risk is an a.ccepted key issue when goals of
primary and secondary prevention are identified. Common theories on health
behavior, such as the health model or the protection motivation theory, support
the importance of risk perception, also called perceived susceptibility for health
education and preventive medicine. An underestimation of personal risk could
reduce the motivation for a change in behavior- dependent risk factors and cold
decrease

compliance with

medical

prevention

strategies.

Especially for

cardiovascular diseases, for which primary prevention has large potential
benefits, adequate risk perception is an important step for the change of risk
related life styles.[ BakkePS, Gallefoss F2005]

There have been a number of studies addressing the general perception of
health risk and how adequate risk perception could be moderated. For heart
attack one of the leading cause of death and disability world wide, studies about
knowledge of warning signs and risk factors have been conducted in several
contries involving different populations. but little is known about factors that
contribute to the perception of CAD and stroke risk. [BMCPublic health].
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Definitive treatment for Myocardial infarction is early reperfusion with either
I

angioplasty or thrombolytic therapy and the benefit is strictly time dependent.
Patients out comes are improved with either therapy when indicated as soon as
possible. Recognition of heart attack symptoms is logically tied to action to
receive prompt emergency care. Inadequate knowledge of heart attack symptom
may prolong delay. [Zhanq2007)

Limited knowledge of heart attack symptom may prevent patients from seeking
time dependent thrombolytic therapy, an intervention that offers impressive ·
survival

benefit.

Prevention . studies

carried

out

in

developed

contries

demonstrated a deficient of knowledge about a wide range of heart attack
symptoms. [

In Sree Chitra Tirunallnstitute for Medical Sciences and Technology

1.4 STATEMENT OF THE PROBLEM
Knowledge assessment of the caregivers about the warning signs and risk
factors of Coronary Artery Disease.
Objectives;

•!• To assess the knowledge level of caregivers about the warning signs of
coronary artery disease.

•!• To assess the knowledge level of caregivers about the risk factors of
coronary artery disease.

•!• To find out the relation ship between caregivers knowledge about risk
factors and warning signs of coronary artery disease.
5

1.5 OPERATIONAL DEFINITIONS.

Knowledge: - refers to the respondent's verbal responses to the test, items on
the risk factors and warning signs of coronary artery disease.
Risk factors;-

in this

study refers

to

hypertension,

diabetes mellitus,

hyperlipidaemia, cardiac abnormalities, obesity, smoking, and stress, the
presence of which predisposes an individual to develop coronary artery disease.
Caregivers;- it refers to the person who take care of the patient at home is
available to the patient.
Warning signs;-in this study, these are the signs which are exhibited by the
coronary artery disease patients in the early stage of the disease.

1.6 METHODOLOGY
Settings;-Coronary Care Unit, Cardiology Medical Ward, Cardiology Out Patient
Department.
Research approach method:- Descriptive survey.
Assessment done on the day after admission.
Sampling: - consecutive sampling.
Sample size: - 30 samples.
Tool:-in this study the investigator assess the knowledge level of caregivers by
using self prepared questionnaire. In this questionnaire containing ten number of
questions about warning signs and risk factors of coronary artery disease. The
experts in cardiology department SCTIMST determined the content validity and
the tool.
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1.6.A) Delimitations;-this study is limited to;);>

The caregivers who can speak and read Malayalam.

);>

The caregivers who are co operative with this study.

);>

This study is limited only to caregivers of patients admitted with coronary
artery disease.

1.6.8) Pilot study.
Pilot study was conducted in September 27- 28 2007. The aim of the study was
to assess the effect of knowledge level of caregivers about the warning signs and
risk factors of coronary artery disease. The study was conducted among five
caregivers both male and female between the age group of 25 - 60. Fifteen
minutes was required for completing the questionnaires.

1.7 SUMMARY.
This chapter deals with introduction, background of the study, need and
significance of the study, statement of the problem, objectives, operational
definitions, methodology, delimitations, and pilot study.

1.8 ORGANIZATION OF THE REPORT.
Chapter II deals with summary of related reviewed. Chapter Ill deals with
methodology of the study. Chapter IV contains analysis and interpretation of the
findings. Chapter V consists of summary conclusion, implication, and limitation of
the study and

recommendations.

This report also includes a selected

bibliography and appendix.
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CHAPTER II
REVIEW OF RELATED LITERATURE

Review of literature is an important aspect of any research project from beginning
to end. It helps in selecting methodology, tool and analyzing data. With these in
view an intensive review of literature has been done. Related literature was
reviewed in depth, so as to broaden the understanding of selected problem. The
review of related literature relevant to the study is presented in the following
sections
2.1 Studies assessing on the risk factors of CAD
2.2 Studies on assessing risk factors and signs and symptoms of CAD

Williams (2007) hypothesized that an American Heart Association educational
video would improve patient's knowledge of CAD risk factors and personal
awareness in the emergency department setting. The trial included 100 adult
patients (age 18 and over) both male and female using the ED population at an
inner city tertiary care level one trauma centre hospital as the source of
participants. Recruitment of patients began in January 2002 and ended in May
2004. Patients who watched the educational video improve their knowledge of
cardiac risk factors significantly, when compared to patients who received no
education video intervention. In this study the information was not retained at 30
day follow up. Simple education intervention at a teachable moment significantly
improves patient's knowledge of CAD risk factors immediately post intervention.
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Scheuner (2001) conducted a study on genetic predisposition to CAD.
Understanding of the genetic basis can improve management and prevention.
Family and twin studies, animal models and gene association studies report a
genetic basis for CAD. Family history is the best indicator of a predisposition to
'

CAD and further refinement is possible with a biochemical and DNA testing.
Many inherited cardiovascular risk can be modified, such as LDLcholestrol
homocystine and lipoprotein. Early detection of CAD must lead to cardiac
intervention for genetically susceptible individuals. However data are lacking
regarding the efficacy of this approach in preventing clinical events. Despite the
lack of evidence knowledge of genetic CAD susceptibility has value in providing
risk information and guiding decision-making.

Scheuner MT conducted a study on genetic risk assessment strategies for CAD;
genotypes phenotypes and family history. Individuals with genetic predisposition
to atherosclerosis have an increased risk for developing CAD., especially at
young ages. CAD is a complex multilateral disorder, global risk assessment has
been recognized as an effective approach in preventing CAD and its
'-

manifestations.

Scheuner

concluded

that

the

systemic

collection

and

interpretation of family history information is currently the most appropriate
screening approach to identify the individuals with genetic susceptibility to CAD.

Celentano A Panico S et al (2003) conducted a project study on Citizens and
family doctors facing awareness and management of traditional cardiovascular
risk factors. They developed an epidemiological survey to evaluate the level and
awareness of CVD risk in subjects in the urban area of Naples, and the degree of
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.•

involvement of Family Doctors (FDs) in CVD risk management. During a period of
few months, the subjects who visited their FDs were invited to respond to a
standard self-explanatory questionnaire, and the FDs were required to provide
quantitative information concerning the CVD risk factors of each enrolled subjects
from their databases in order to assess the global CVD risk. The result of the
study suggests that the awareness of CVD risk among subjects is somewhat
vague. The FDs were generally able to provide a quantitative assessment of CVD
risk in their patients. CVD risk prevention program may be more successful if they
stress knowledge and awareness in the population and stimulate FDs to
undertake more stringent quantitative assessment of risk factors.

Anderson P (2006) conducted a study on knowledge about cardiovascular risk
factors among obese individuals to answer the question whether obese
individuals differ from individuals with normal weight with regard to knowledge
about risk factors of CAD. Another aim of the study was to replicate previous
finding that obese individuals were at higher risk of developing other biological
risk factors for CVD. Normal weights, BMI<25 kg I m (2) (n=385), and obese, BMI
>or= 30 kg I m (2) N =159), individuals were identified from a screening program
conducted among 50 year old inhabitants of the Country of Vastlmanland
Sweden. Participants answered questions regarding their gender level of
education and items relating to knowledge about cardiovascular risk factors. Total
cholesterol and blood glucose level, height weight and blood pressure are
measured. The researchers found that obese individuals were at an increased
risk of developing other risk factors for CVD but are just as knowledgeable about
risk factors for CVD as normal weighting individuals.
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Kirkland SA, et al (1999) conducted a descriptive cross sectional study using data
from the Canadian provinces Heart Health surveys, for the years 1986 to
1992.4976 people aged 55to 74 years of age were concluded in the present
analysis. Knowledge and awareness of cvq risk factors was determined from the
survey question.

Blood

pressure was

measured

during

a

home visit;

anthropometric and blood measurements were obtained during a clinic visit
cardiovascular health status was determined by self-reporting. The result was
smoking and worry were mentioned as major cause of heart disease by the
greatest proportion of participants; (41 %and 44%respectively); hypertension was
mentioned only by 16% men and women did not differ in their awareness of high
blood cholesterol, smoking, excess weight or lack of exercise as causes of heart
disease. A greater proportion of women than men were aware of hypertension
and heredity as major cause of Heart disease. Awareness of risk factors was
consistently lower in the older age groups. Awareness of major causes of CVD is
low among older Canadians, especially among men and in those 65to 74 years of
age.

REACT study group (2004) conducted a study on knowledge of heart attack
symptoms in 20 US communities. The method of this study is; twenty
communities were randomized to intervention or comparison status in a matched
pair design. Intervention strategies included community organization public
education, professional education and patient education. The main outcome
measures were based on information regarding knowledge of symptoms
collected in a series of four random digit dialed telephone surveys. After survey
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the knowledge of REACT targeted

symptoms

increased

in

intervention

communities. No change was observed in comparison communities. The net
effect of was an increase of 0.44 REACT targeted symptoms or individual
(p<0.001) the intervention effect was greater in ethnic minorities, persons with
low household incomes, and those with family or spouse history of heart attack
(p<0.05). The react intervention was modestly successful in increasing the
general public knowledge of the complex constellation of heart stack symptoms.

Goff DC Jr, (1998) et al conducted a survey in the United States population about
knowledge of heart attack symptoms. Deficiencies in knowledge of symptoms
may contribute to delay and could be a target for intervention. REACT treatment
is a community trial designed to reduce this delay. At baseline a random digit
dialed survey was conducted among 1294 adult respondents in the 20 study
communities. Two open-ended questions were asked about heart attack
symptom knowledge. Chest pain or discomfort was reported as a symptom by
89.7%of respondents and was thought to be the most important symptom by
56.6%knowledge of arm pain or numbness (63.3%)shortness of breath (50.8),
sweating (21.3%)and other heart attack symptoms are less common. In a multi
variable adjusted model, significantly higher mean numbers of correct symptom
were reported by non Hispanic whites than by other racial or ethnic groups, by
middle aged persons than by older younger persons, by persons with higher
socioeconomic status than by those with lower and by persons with previous
experience with heart attack than by those without. Knowledge of the complex
constellation of the heart attack symptoms is deficient in the US population
especially in low socioeconomic and racial or ethnic minority groups. Effort ton
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..

reduce delay in seeking medical care among persons with heart attack symptom
should address these deficiencies in knowledge.

Assiri A S (2003) conducted a study on knowledge about Coronary Artery
Disease among patients admitted in Asser central hospital with Acute Coronary
Artery Syndrome. A pre tested questionnaire was used to identify the level of
education about CAD in all consecutive patients admitted to Asser Central
Hospital with the diagnosis of ACS for the period (Jan 2000 to Feb2001). Patients
was the poor, the older, and the less educated patients had a lower level of
knowledge. The patient's showed improved level of knowledge during their stay
in the hospital. AssiriAS concluded that cardiac patients had poor knowledge
about their disease and improvement ion this level of education is needed.

Zhanq QT,(2007)conducted a structured study in 1118 communities in Beijing
from March 1 through J10 in 2006. A survey was designed to collect knowledge
of heart attack symptoms from sampled adults in US community. Total 4027
respondents completed the questionnaires correctly, and 50.20%of them were
female. Totally 64.15%of the respondents reported chest pain or discomfort as a
symptom of heart attack; 75.38%reported at least one of the following eight
symptoms as symptom of heart attack , back pain , shortness of breath , arm pain
or numbness nausea or vomiting, neck jaw or shoulder pain, epigastric pain ,
sweating , weakness; (20.36%)correctly reported four or more heart attack
symptoms, only 7.4%knew all the correct heart attack symptoms , and
28.94%knew about reperfusion therapy for heart attack ; 31.7%reported to call
120 or 999 while having a heart attack themselves; however 89.6%reported to
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call 120 or 999 when someone else is suffering from heart attack. Public health
efforts are needed to increase the major heart attack symptoms in both the
general public and groups at high risk for an acute cardiac event, especially in
socioeconomic ally disadvantaged subgroups; including persons with low
education level, low household income, and no health insurance coverage.

Greenland KJ, Keenan NL, assessed public recognition of major heart attack
symptoms and knowledge to call 9-1-1for an acute event. Data are from 2001
behavioral Risk factor Surveillance system, a state based telephone survey.
Participants (n=61, 018) in seventeen states and the US Virgin Islands whether
the following were heart attack symptoms; pain or discomfort in jaw, neck back,
feeling weak. Lightheaded, faint; chest pain or discomfort; pain or discomfort in
the arms or shoulder; shortness of breath. Participants also indicated their first
action if someone was having a heart attack. Most persons (95%)recognized
chest pain as a heart attack symptom. However only 11 %correctly classified all
symptoms and knew to call 9-1-1 when some one was having a heart attack.
Syptom recognition and need to call 9-1-1 was lower in among men than women,
persons of various ethnic groups than whites, younger and older persons than
middle aged persons, and persons with less education. Public health efforts are
needed to increase recognition of the heart attack symptom in both the general
public and groups at high risk for an acute event.
Limbu Y R, Malia R et al (2006) conducted a study to describe knowledge of
heart attack, knowledge of heart attack symptom and anticipated first response to
symptom among the lay public in Nepal. A total of 1192 participants (65%men
and 535% women age 16 to 88 years old) were interviewed in a cross sectional
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manner. A total of 862 participants had heard of heart attack. Of the respondents,
91.7% with > 00=1 0 years of education. (ED-2) had heard of heart attack were as
only 54% respondents with <1 0 years of education or who were illiterate (unable
to read and write) had heard of heart attack and in both male and female
populations a higher percentage of the ED -2 group had heard of heart attack
than the ED1 group. A significant higher number of respondents from 31 to 50
years of age (AGE-2) had heard of heart attack than those 16to 30 years of age.
(AGE1) and those >50 years of age. (AGE-3). Among 862 respondents who had
heard of heart attack, 21.3%could not name any heart attack symptoms. A Large
number of respondents preferred immediate hospital referral and or doctor
consultation after a heart attack. In Nepal better-educated men are more aware
of heart attack. Fainting or collapsing and chest pain and shortness of breath
were leading heart attack symptom named by the general population. Public
heart attack awareness is not adequate and knowledge of wide range of heart
attack symptom is deficient in the Nepalese general population.

Coronary heart disease is a number one cause of death for both men and
women. Tullmann DF, et al (2005) conducted a study to examine the knowledge
of heart attack symptom in older man and women at risk for AMI. A descriptive
design was used with a convenience sample of (N=115) older adults at risk of
AMI. Data were collected during face-to-face interviews in the participant's homes
and analyzed using frequencies, percentages, chi, and multiple regression
analysis. Men and women were not significantly different in their knowledge of
AMI symptoms except for jaw pain. More than 95 %of the both men and women
knew typical symptoms of AMI, such as chest pain, pressure, shortness of
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breath, arm or shoulder pain, and sweating. Less than 75%of both men and
women knew that symptoms such as neck pain, nausea or vomiting, heart burn,
back pain and jaw pain cold be the symptoms of AMI> Thirty one percentage did
not knew about reperfusion therapies in the treatment of AMI. Education and
counseling of older patients at high risk for heart disease is complex but should
emphasize atypical symptoms and treatment options.

To study risk factors of attitudes and behavior towards coronary artery disease
[Khattab MS, Abolotouh Maet al 1999Jan]; 280 Saudis. or =20 years attended a
family practice answered a structured health and life style questionnaire and had
their weight height, blood pressure and random

total cholesterol measured.

Significant difference was found between males and females in the mean number
of cardiovascular risk factors. Few people with high dietary fat intake; obesity <;>r
physical inactivity perceived their behavior as harmful. The number of who
perceived an associated risk to their health increased with incidence of smoking
and obesity but not with high fat intake. Physically inactive people were least
likely to perceive their behavior as harmful.
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CHAPTER Ill
METHODOLOGY
This chapter deals with the research approach, research design, the sample and
the sample technique, development of tool description of tool, pilot study, data
collection, and plan of analysis.

3.1 Research Approach
The objectives of the study were; 'r To assess the knowledge level of caregivers about the warning signs of

coronary artery disease.
'r To assess the knowledge level of care givers about the risk factors of

coronary artery disease.
'r

To find out the relation ship between caregivers knowledge about risk
factors or warning signs of coronary artery disease and selected variables.

3.2 Research approach method.

'r Descriptive survey was used for the collection and analysis of data.

3.3 Settings
The study was conducted in coronary care unit, cardiology medical ward, and
cardiology out patient department.
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3.4 Population
Population of the study was caregivers of patients who are admitted in CCU,
CMWard, and CMOPD

3.5 Sample and sampling technique.
A convenient sampling technique was used to select 30 caregivers of patients
admitted with coronary artery disease. Assessment of the patients has been done
on the day after admission. The total duration of the study was from August 2007
to October 2007.

Inclusion criteria.
Care givers of patients who were admitted in CCU, CMWard, and CMOPD.with
coronary artery disease.
The caregivers who are co operative with this study.
The caregivers who can speak and read Malayalam.

Exclusion criteria
Caregivers of patients who were admitted with other cardiac problems.

3.6 Development of tool.
An extensive study review of literature, journals, along with various articles and
text books are helped in preparing the tool and approved by experts in Sree
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Chitra Tirunal Institute for Medical Sciences and Technology. In this study the
investigator asses the knowledge level of caregivers
by using self prepared questionnaire. Questionnaire containing seven questions
about coronary artery disease.

3. 7 Description of tool.
· The tool used in present study consists of following parts:

Part -1
This part containing caregivers demographic data including age, sex, occupation,
education and relationship between caregiver and patient.

Part-11
This part consists of questionnaire containing seven questions about coronary
artery disease.

3.8 Pilot study.
Pilot study was conducted from September 2007 after obtaining necessary
permission from the authorities.

The study was conducted among five

caregivers both male and female between the age group of 25to 60.the
questions were in Malayalam. Fifteen minutes was required for completing the
questionnaire. After making necessary correction in the questionnaire, the main
study was conducted.
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3.9 Data collection.
For data collection formal permission was obtained from the authorities. The
period of data collection was from August 2007 to October 2007. data was
collected from Coronary Care Unit, Cardiology Medical Ward, Cardiology Out
Patient Department.
The investigator first introduced herself and explained the need and purpose of
this study to caregivers. After getting consent from the caregivers the
knowledge level was assessed.

3.10 Plan of analysis.
The investigator developed the plan of data analysis after the pilot study. The
data obtained from the samples were analyzed using descriptive statistics.

3.11 Summary. ,
This chapter deals with research approach, study design, setting of the study,
samples and sampling technique, and development of tool, data collection, and
plan of analysis.
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CHAPTER-IV

ANALYSIS AND INTERPRETATION OF DATA.

This chapter presents the analysis and interpretation of data collected from the
caregivers of patients with coronary artery disease at Sree Chitra Thirunal
Institute for Medical Sciences and Technology Trivandrum. Thirty samples were
conveniently selected for assessing caregivers knowledge about risk factors and
warning signs of coronary artery disease. Questions in the questionnaire were
asked to the caregivers directly after obtaining a written consent.

Analysis is a process of organizing and looking in to detail the data obtained.
Interpretation is the process of making sense of the result and examining the
implication of finding within the broader content.

The findings of the study were analyzed and arranged under the following
sections:4.1 Distribution of samples according to demographic variables.
4.2 Distribution of sample according to the source of the health education.
4.3 Percentage of knowledge about risk factors and warning signs of
coronary artery disease.
4.4 Relationship of caregivers' knowledge about risk factors and warning signs
and selected variables.
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4.1 Distribution of samples according to demographic variables.

Eighteen caregivers were female, rest Twelve were male. Though most of the
patients were also having male caregivers, but the immediate caregivers were
females and they were interviewed.

4.1.A) Distribution of sample according to the sex of the caregiver.

Sex

Frequency

Percentage

Male

12

40%

Female

18

60%

Total

30

100%

Table (4.1)
The same findings are presented in figure (4.1) pie diagram

60%

The pie diagram shows distribution of sample by sex. Majority samples were
females.
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4.1.8) Distribution of sample according to the education of the caregiver.
Samples were divided in to two groups according to their educational status,
below tenth standard and above tenth standard.

Educational status

Frequency

Percentage

<1oth standard

6

20%

>1oth standard

24

80%

Total

30

100%

Table 4.2
The same findings are exhibited in figure 4.1.2 as a pie diagram.

Ill < 1Oth std
Ill >1 Ostd

Majority of the caregivers having above tenth standard education,80%.
Caregivers had education below tenth standard about 20%.
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4.1.C) Distribution of sample according to the occupation of the caregiver.

Samples are divided in to two according to their occupation. Employed and
unemployed.
Occupation

Frequency

Percentage.

Employed

7

23.3%

Unemployed

23

76.67%

Total

30

100

Table 4.3
The same findings are shown in the figure 4.1.3 as pie diagram

0%

1111 employed
1111 unemployed
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4.1.0) Distribution of sample according to the age of the caregiver.

Samples are divided in to four groups according to their age.

Age

Frequency

Percentage

25-30

5

16.76%

31-40

8

26.76%

41-50

7

23.3%

51-60

10

33.3%

Total

30

100%

Table 4.4

27%

25

111125-30
111131-40
041-50
051-60

4.2 Distribution of samples according to the source of health
education.

Samples are divided in to four groups according to the source of health
education. Radio, television, reading books and magazines and news papers and
no source.

Source of health education

Frequency

Percentage

No source

1

3.3%

Radio

8

26.7%

Television

9

30.0%

Reading books/news paper magazines

12

40.0%

Total

30

100%

Table4.5

3%
1111 No Source

%
1111 Radio

40

0 Television
0 Reading/News
paper

30%
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4.3 Percentage of knowledge about warning signs and risk
factors of coronary artery disease.
4.3.A) Percentage of knowledge about warning

signs

of coronary

artery disease.
The major warning signs included in this study were chest pain, chest pain
radiating to left arm, jaw, and cheek, nausea, vomiting, excessive sweating. Two
other factors leg pain and weakness were added as distractors.

Warning signs

Frequency

Percentage

Leg pain

1

3.3%

Chest pain

12

40%

Chest pain radiating to
jaw, cheek and left arm

7

23.3%

Nausea and vomiting

8

26.7%

Excessive sweating

2

6.7%

Table 4.6
Warning signs score ranged from 2-6 with a mean of 3.93±_1.05.

40

35
30

25
20
15

10
5

0

I• Percentage I
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4.3.8) Percentage of knowledge about risk factors of coronary artery
disease.

Definitive risk factors included in this study were ; smoking, hypertention,
hypercholostrolaemia, obesity and overweight, sedentary life style, heredity and
diabetes mellitus.
Risk factors

Total

Percentage

Smoking

5

16.7%

Hypertension

5

16.7%

Hypercholosterolaemia

8

26.7%

Sedentary life style

6

20.0%

Obesity and overweight

3

10.0%

Heredity

2

6.7%

Diabetes mellitus

I

3.3%

Table 4.7
The score of risk factors ranged from 4-10 with a mean of 6.23+-1.61.

I• Percentage I
The total score of warning signs and risk factors ranged from 7-15 with a mean
10.3+-2.41.
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4.4 Relation ship of caregivers knowledge about risk factors and
warning signs and selected variables.

4.4.A) mean , standard deviation, and p value of total knowledge score by
sex.

Sex

Mean

Standard deviation

Male

11.42

2.43

Female

9.56

2.15

Table 4.8

Males have mean knowledge score of 11.42 and that offemales 9.56+- 2.15 . an
unpaired t " test showed that there is a statistically significant difference between
the mean total knowledge score of males and females. Males were found to have
higher mean total knowledge score than females. (P value 0.04)
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4.4.8) Mean standard deviation and p value of risk knowledge by sex.

Sex

Mean

Standard deviation

Male

6.75

1.60

Female

5.89

1.57

Table 4.9

The data given in table

show that the male caregiver was 6. 75+_ 1.60 and

that of female was 5. 89+_ 1.57. An unpaired 't' test showed that there was no
statistically significant difference in the mean knowledge of risk factors among
males and females. (p value 0.16).
4.4.C) mean, standard deviation and. p value of warning signs by sex.
Sex

Mean

Standard

Male

4.33

1.23

Female

3.67

0.84

Table 4. 10

There was no much statistical difference in the mean knowledge of warning signs
among males and females. (p value 0.08)
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4.4.0) Mean, standard deviation and p value of warning signs and risk
factors with education variable.

Education

Mean

Standard deviation

<10

8.0

1.55

>10

10.88

2.25

Table 4.11
There was a statistically significant difference between the higher knowledge and
lower knowledge. (p value .006)

4.4.E) Mean, standard deviation and p value of warning sign and risk factors
with occupation variable.

Occupation

Mean

Standard deviation

Unemployed

9.96

2.34

Employed

11.43

2.44

Table 4.12
P value 0.16
There was no statistically significant difference between employed and
unemployed.
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4.4.F) Mean standard deviation and p value of warning signs and risk
factors by age.

Age

Mean

Standard deviation

<40

11.6

2.32

>40

9.0

1.73

Table 4.13
P value 0.001
< 40 mean 11.6+_2.32, > 40 mean 9.0 +_ 1.73
An unpaired 't' test showed that statistically significant difference between the
mean total knowledge according to age. People who were below 40 years they
found to have higher knowledge compared to those who have higher age.

Summary
This chapter deals with analyses and interpretation of data collected from 30
caregivers of patients with CAD in Sree Chitra Thirunallnstitute for Medical
Sciences and Technology, Trivandrum. Descriptive survey were used for the
analyses. Bar & pie diagram were used to illustrate the findings of the study.

32

CHAPTER-V
Summary, Conclusion, Discussion, limitation, and
Recommendations.

5.1 Introduction
A brief account of study is given in this chapter, which cover objectives, findings
of the study and possible application of the result. Recommendation for future
research and suggestions for improving the present's study are also presented.

5.2 Summary
The study was conducted with the objectives to assess the knowledge level of
caregivers about the warning signs of coronary artery disease, assess the
knowledge level of caregivers about the risk factors of coronary artery disease,
and to find out the relationship between caregivers knowledge about risk factors
and warning signs of coronary artery disease and selected variables.

The questionnaire was used for collecting data from thirty caregivers of coronary
artery disease patients admitted in Coronary Care unit, Cardiology Medical Ward,
and Cardiology Out Patient Department at Sree Chitra Tirunal institute for
medical sciences and technology, Thiruvananthapuram.

A review of related research literature helped the investigator to get a clear
concept about the topic undertaken, as well as to develop tools, methodology of
the study, and decide the plan of data analysis.
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The study was conducted in Coronary Care Unit, Cardiology Medical Ward, and
Cardiology Out Patient Department, SCTIMST; the size of the sample was thirty.
The duration of the study period was from August2007, to October 2007.

The pilot study gave more information about the research study. After obtaining
permission from the authorities the pilot study was conducted among five
caregivers of patients with CAD in CCU, CMWard, CMOPD between the age
group of twenty five to sixty. After making necessary correction in the tool the
main study was conducted.

5.3 Objectives of the study
~

To assess the knowledge level of caregivers about the warning signs of
CAD

~

To asses the knowledge level caregivers about the risk factors of CAD.

~

To find out the e relationship between the caregivers knowledge about
risk factors and warning signs of CAD and selected variables.

5.4 Limitations
This study is limited to the caregivers who can speak and read Malayalam and
who are co operative with this study. This study is limited only to caregivers of
patients admitted with CAD. Sample size was limited to 30. Samples were
selected only from one institution.
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5.5 Major findings of the study.

In this study eighteen caregivers were females. Rest twelve were male. Majority
of the caregivers having above tenth standard education (80%). 76.67% of
samples were unemployed and 23.3% were employed. This study find out that
warning signs score ranged from 2 to 6 with a mean of 3. 93
factors score ranged from 4to1 0 with a mean of 6.23

±.

1.05 and risk

±. 1.61.

An unpaired 't' test showed that there was no statistically significant difference in
the mean knowledge of risk factors among males and females. Male caregiver
was

6.75

±.

1.60 and female was 5.89

±.

1.57. There was no much statistical

difference in the mean knowledge of warning signs among males and females.
(Males 4.33 .±,1.23 females 3.67

±. 0.84.)

An unpaired 't', test showed that there was a statistically significant difference
between the mean total knowledge score of males and females. Males have
mean knowledge score of 11.42

±.

2.43and that of females 9.56

±.

2.15and also

statistically significant difference between the mean total knowledge according to
age. People who were below 40 years they found to have higher knowledge
compared to those who have higher age.

The mean knowledge level of caregivers about warning signs and risk factors by
education variable, there was no statistically significant difference between
employed and unemployed.
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5.6 Discussion

Assessment of knowledge level of caregivers about warning signs and risk
factors of CAD. According to Goff (1998), less educated patients had a lower
level of knowledge. According to Kirkland (1999), woman than men were aware
of major causes of CAD. According to Limbu (2006), better educated men are
more aware of CAD. Tullman (2005), both men and woman knew typical
symptoms of CAD. In this study the results were comparable to the studies of
Tullman (2005), Goff(1898), and Limbu (2006). The present study shows that
people who were below 40 years found to have higher knowledge compared to
those who have higher age. There was no statistically significant difference
between employed and unemployed. Care givers who were higher knowledge
and lower knowledge had a statistically significant difference. The care givers got
more knowledge from reading books and magazines.

5. 7 Recommendations
The following recommendations are, made on the basis of present study.

~

Similar study can be repeated by a large sample size.

~

A different method of tool can be used

~

Questionnaire can be modified
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5.8 Conclusions
Based on the findings of the study the following conclusions were drawn.
Males have higher mean knowledge score than females with regard to warning
signs

The study show that there was a significant difference between mean knowledge
of caregivers about warning signs and risk factors with regard to their education
The mean total knowledge of caregivers who were below 40 years they found to
have higher knowledge compared to those who have higher age.
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QUESTIONNAIRE
Section 1
1) Name of the care giver
2) Relation between care giver and the patient :
3) Sex of the care giver
4) Education of the care giver
5) Occupation of the care giver

Section 2
6) Which of the following are considered as the warning signs of Heart attack?
i)
ii)
iii)
iv)
v)
vi)
vii)

Leg pain
Weakness
Chest pain
Chest pain radiating to left arm, neck and cheek
Nausea and vomiting
Excessive sweating
Any others

7) Which of the following are the risk factors that can be controlled?
i)
ii)
iii)
iv)
v)
vi)

Smoking
Hypertension
Hypercholostrolaemia
Obesity & overweight
Heredity
Diabetis mellitus

8) Out of the below written answers which can be the reason for heart attack that
cannot be controlled?
i) Age
ii) Cholesterol level
iii) Heredity
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9) Who cannot experience chest pain while heart attack in the below written
groups?
i)
ii)
iii)
iv)

Persons with Diabetes
Persons with fever and cough
Woman after menopause
Persons above sixty years of age

10) In the below written group which all have the highr chance to get heart
attack?
i)
ii)
iii)
iv)
v)

Females
Males
Persons above 60 yars of age
Woman after menopause
Family history of heart attack

11) What are the diagnostic measures to diagnose heart attack?
i) ECG
ii) Blood test
iii) X ray

12) From which sources u can receive information regarding heart attack?
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