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is needed to target CVD prevention in the younger

population, as university students has been
identified as a population participating in unhealthy

behaviours. It is an imperative step toward instilling

healthy lifestyle habits that can be carried through

life.

A further concern is the fact that breast cancer was
identified as the greatest health risk for women by
the majority of the study sample with a mere 6.6%
indicating heart disease. This low perceived risk of
women for developing heart disease represents an
alarming trend which is consistent with other
international studies (Collins, Dantico, Shearer &
Mossman, 2004; Mosca et al., 2000). The reascns
for this are unclear. As Collins et al. (2004) stated:
‘It is possible that the fear of cancer actually stems
from concern over the side affects of the disease or
its treatment’. This misperception of cancer as the
leading cause of death is important because it
epitomizes a misconceived notion of the risk for
chronic ilinesses such as heart disease. Students
may also feel that the possibility of developing heart
disease lies too far in the future to incite concern,
while breast cancer could pose a more immediate

health risk.

Differences also exist with regard to female
students’ perception of CVD risk by ethnicity.
Current results are confirmed by Birchfield (2003)
and Anderson and Kessenich (2001) who also
found that participants perceived Black women to
be more at risk than White women to develop
coronary artery disease or suffer a stroke. This is
of great concern, as Norman et al. (2008) reported
the highest death rates for heart and blood vessel
diseases in South Africa to be found in the Indian
population, followed by the Coloured population,
while the White and Black/African populations have

the lowest rates.
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When asked to compare the Iikahmood of

developing CVD with people of their age, more than
half of the study sample (57.5%) did not feel that

they were at risk. These results are in line with

findings by Green, Grant, Hill, Brizzolara & Belmont —

(2003) who indicated that college students do not

_accurately perceive their risk of developing heart

disease, because of the lack of perceived
seriousness of the disease. Perceived susceptibility
was determined to be an indicator of an individual's

to risk-reduction

willingness participate in
behaviours for the prevention of heart disease
(McMahan et al., 2007; Collins et al., 2004). The
lack of perceived risk for CVD among women could
impact on preventative behaviours practiced by
females. Certain risky behaviours such as
excessive alcohol intake, smoking and unhealthy
diet are often exacerbated in the university
environment. Female students are therefore more
likely than women in general, to participate in these
risky behaviours. The misconception that CVD is
primarily a disease that affects men, furthermore
contribute to women not perceiving themselves
susceptible to CVD. Therefore, female university
students need to be informed of their own
susceptibility of developing CVD.

Vale (2000) found that students had some
knowledge regarding risk management strategies
but did not have the knowledge to carry out specific
prevention methods. Results from the present study
clearly show that some of the participants do
practice risky behaviours such as smoking, physical
inactivity and using the contraceptive pill. Women
predisposed to CVD risk factors such as
hypertension, obesity and smoking have an
increased risk of heart disease when used in
conjunction with oral contraceptives {Anderson and
Kessenich, 2001). These findings coincide with

studies that found that people with a low-risk profile
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have a much lower incidence of cardievascutar-
disease (CVD) than those with one or more single
risk factors (Khot et al., 2003), and the lowest

incidence of heart disease appears to be among

those who adhere to multiple risk-reducing

behaviors (Stamler et al., 1999). While smoking is
clearly associated with heart disease, a growing

body of literature demonstrates that exercise and

increased fruit and vegetable intake can reduce the

risk of CVD (Bazzano et al., 2002).

Study Limitations

The study sample was non-randomized, therefore
generalization of the findings is restricted to female
students of the participating university. The small
number of some ethnic minorities in the study
sample may limit the degree to which the findings
can be generalized. Furthermore, content validity

and reliability of the instrument was not addressed.

Conclusion

Although more than 50% of the participants in the
study were knowledgeable regarding risk factors for
CVD, it is still evident that women, specifically the
younger population, should be made aware of their
risk of developing CVD. Because many heart
disease risk factors may be managed through
lifestyle modification, public education directed at
altering personal behaviours remains the most
effective strategy for reducing disease risk.
Programmes that focus on primary prevention need
to be developed to promote healthy lifestyles that
are cultural and gender appropriate for the
university population. It is vital to our nation’s
health that young female individuals are educated
regarding the identification and modification of risk
factors for CVD, an illness traditionally thought of as
a "man’s disease’. Although heart disease is

manifested primarily in older age groups,

pathogenesis begins early in life. Therefore, risk
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age may have a significant impact on CVD
progression. As Lipp, Deane and Trimble (1996)

concluded: “Interventions must begin in early life if

heart disease is to be prevented for the reasenthat ——

behaviours learned at young ages are most likely to

be carried on to reduce CVD”.

Acknowledgements:
| would like to thank the fourth year physiotherapy
In
I would like to thank UWC Research

students who assisted with data collection.
addition
Grants and Study Leave Committee for their

funding towards the project.

References

American Heart Association (2003). Facts about women and
Retrieved June 12, 2008, htip
Jlwww.americanheart.org/presenter.jhtmi?identifier=2876.

cardiovascular disease.

American Heart Association (2004). American Heart Association
special report: Survey finds increased cardiovascular
disease awareness among women but plenty of room for

April 8, 2008,
thttp:/iwww.americanheart.org/downloadable/heart/1075921
958310SURVEY%20at- a-glance1.pdf

Anderson, J. & Kessenich. C.R., (2001). Women and coronary
heart disease. The Nurse Practitioner, 26, 12-31.

Bazzano. L. A, He. J., Ogden. L .G., Loria. C. M., Vupputuri.
S., Myers. L. & Whelton. P.K,, (2002). Fruit and vegetable

intake and risk of cardiovascular disease in US adults: the

improvement, Retrieved

first National Health and Nutrition Examination Survey
Epidemiologic Follow-up Study. American Journal of Clinical
Nutrition, 76, 93-96.

Bedinghaus. J., Leshan. L. & Dieher. S., (2001). Coronary artery
disease prevention: What's different for women? American
Family Physician, 63, 1393-1400.

Birchfield. P.C., (2003). Identifying women at risk for coronary
artery disease. American Association of Occupational
Health Nurses Journal, 51, 15-22.

Blauwet. L.A. & Redberg. R.F., (2007). The role of sex-specific
issues related to cardiovascular disease.
Review, 15, 275-278.

Bradshaw. D., Schneider. M., Norman. R & Bourne. D.E., (2008).
Mortality patterns of chronic diseases of lifestyle. In (Eds)

Cardiology

Steyn K, Fourie J, Temple N. Chronic diseases of lifestyle in
South Africa: 1995-2005. Technical Report. Cape Town:
South African Medical Research Council.



JCHS Volume 3 No. 1 2008

Canto. J.G., et al. (2007). Symptom presentation of women with
acute coronary syndromes: myth vs. reality. Archives of
Internal Medicine, 167, 2405-2413.

Cheek. D. & Cesan. A., (2003). What's different about heart
disease in women? Nursing, 33, 36-42.

Collins. K.M., Danticc. M., Shearer. N.B.C. & Mossman. K.L.,
(2004). Heart Disease awareness among college students.
Journal of Community Health, 29, 405-420.

Epping-Jordan. J., Galea. G., Tutuitonga. C. & Beaglehole-R.,
(2008).
actions. The Lancet, 266, 1667-1671.

Gettleman. L. & Winkleby. M., (2000).

develop a heart disease prevention program for ethnically

Preventing chronic diseases: _taking stepwise

Using focus groups to

diverse, low income women. Journal of Community Health,
25, 439-452.

Green. J.S., Grant. M., Hill. K.L., Brizzolara. J. & Belmont. B,
(2003). Heart disease risk perception in college men and
women: Journal of American College Health, 1, 207-211.

Israel, G.D. (1882). Determining sample size, University of
Florida. Retrieved July 19, 2008, http://edis.ifas.ufl-
edu/PD0O06.

Khot. U.N., Khot. M.B., Bajzer. C.T., Sapp. S.K., Ohman. E.M,
Brener S.J., Ellis S.G, Lincoff AM. & Topol E.J. (2003).
Prevalence if conventional risk factors in patients with
coronary heart disease. Journal of the American Medical
Association, 290, 898-904.

Leeder. S., Raymond. S. & Greenberg. H., (2004).
against time: The challenge of cardiovascular disease in

Race

developing economics. New York: Columbia University.

Lipp. E.J., Deane. D. & Trimble. N., (1996).
disease risks in adolescent males.
Research, 9, 102-107.

Cardiovascular
Applied Nursing

Long. D., Waldrep. S., Hernandez. B. & Strickland. G., (2005).
Cardiovascular Disease Risks in Women. American Journal
of Health Studies, 20, 143-147.

McMahan. S,, Cathorall. M. & Romero. D.R., (2007).
Cardiovascular disease risk perception and knowledge.
Journal of Hispanic Higher Education, 6, 5-18.

Meisler. J.G., (2001). Toward optimal heaith: The experts
discuss heart disease in women. Journal of Women'’s Health
and Gender-Based Medicine, 10, 17-25.

Mosca. L., Ferris. A., Fabunmi. R. & Roberson. R.M., (2004).
Tracking women's awareness of heart disease: An American

Heart Association national study. Circulation, 109, 573-579.

Mosca. L., Jones.W.K., King.K.B., Ouyang. P., Redberg R.F. &
Hill M.N., (2000). Awareness, perception, and knowledge of
heart disease risk and prevention among women in the
United States. Archives of Family Medicine, 9, 506-515.

National Heart, Lung and Blood Institute of the National Institute
of Health and the United States Department of Health and

29

Human Services (2004). Check your Healthy Heart 1.Q.
(publication# 932724). Retrieved March 6, 2008,
http://www.nhlbi.nih.gov/health/public/heart/other/hh_ig.htm.
Norman, R., Bradshaw, D., Schneider, M., Pieterse, D. &
Groenewald, P. (2006).

Estimate for the comparative risk factor assessment, South

Revised Burden of Disease

Africa 2000. Cape Town: Medical Research Council.

Pilote. L. et al., (2007). A comprehensive view of sex-specific
issues related to cardiovascular disease. Canadian Medical
Association Journal, 176, 1310. o

Stamler. J., Stamler. R., Neaton. J.D., Wentworth. D,,Daviglus.
M.L, Garside. D, Dyer. AR, Liu K. & Greenland P., (1999).
Low risk-factor profile and long-term cardiovascular and
noncardiovascular mortality and life expectancy. Journal of
the American Medical Association, 282, 2012-2018.

Summers. R.L, Cooper. G.J, Woodward. L.H. & Finerty L.,
(2001). Association of atypical chest pain presentations by
African-Americans and the lack of utilization of reperfusion
therapy. Ethnicity and Disease Journal, 11:463-468.

Vale. A., (2000). Heart disease and young adults: Is prevention
important? Journal of Community Health Nursing, 17, 225-
233,

Vorobiof D.A., Sitas. F. & Vorobiof G., (2001). Breast cancer
incidence in South Africa. Journal of Clinical Oncology, 19,
125s-127s.

World Health Organization (2005). Prevention chronic diseases:
A vital investment: WHO global report. Geneva.



