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Background: Today, cardiovascular diseases are one of the main causes of mortality around 

the world, including Iran. One of the important factors in preventing these diseases is healthy 

nutrition behaviors. Therefore, the current study used the health belief model to investigate 

preventive nutrition behaviors for cardiovascular diseases in women in the city of Behbahan, 

Iran. 

Methods: This descriptive study was carried out from March 2015 to March 2016 on 63 

housewives visiting health care centers in Behbahan. The data gathering tool was a valid and 

reliable questionnaire based on the health belief components filled by the participants in the 

study. Data were analyzed using ANOVA and the Pearson correlation test at the significance 

level of p < 0.05 on SPSS 16.  

Results: The mean score was 68.57 ± 14.25 for awareness, 55.65 ± 10.02 for perceived 

susceptibility, 58.63 ± 12.67 for perceived severity, 63.68 ± 13.19 for perceived benefits, 

59.46 ± 15.83 for perceived barriers, and 43.84 ± 7.27 for self-efficacy. The difference 

between participants with and without diet experiences was not significant for any of the 

health belief model dimensions. There was also no significant difference in the mean 

dimension scores between people with and without a family history of cardiovascular 

diseases (p > 0.05). 

Conclusion: Considering the average awareness of women, it seems that the implementation 

of programs based on educational models can help reduce the number of cardiovascular 

diseases. 
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Introduction 

Cardiovascular diseases are the most common 

causes of death worldwide and one of the most 

important reasons for disabilities [1-2]. Annually, 

there are around 51 million deaths worldwide, of 

which 12.8 million are related to cardiovascular 

disease. In Iran, there are more than 90 thousand 

annual deaths due to these diseases. 

Cardiovascular diseases, despite being among the 

most preventable conditions,  impose a huge 

burden on health care systems of countries [3]. 

Nutrition plays an important role in maintaining 

health and preventing certain diseases. A healthy 

diet can help prevent several progressive diseases 

such as cardiovascular conditions, cancer, and 

diabetes [4]. An unhealthy diet, smoking, lack of 

physical activity, and obesity can greatly increase 

the chances of cardiovascular diseases, and 

nutrition is one of the most important factors in 

this regard [5-7]. A proper nutritional pattern, 

including the use of fruits and vegetables, low-fat 

dairy products, whole grains and cereals, fish, and 

low-fat foods can reduce the risk of chronic 

diseases such as cardiovascular problems [8-9]. 

Other eating habits, cooking methods, and salt 

intake can also affect cardiovascular diseases 

[10].  

As regards behavior, awareness of 

cardiovascular diseases and their risk factors are 

necessary to make informed decisions about the 

continuation of behaviors that increase the risk of 

these diseases [11]. In order to identify correct 

lifestyles and prevent diseases, people and 

societies require education about correct 
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behaviors, one of the key points of which is health 

education [12].  

The health belief model is one of the models 

used for education about diet and nutrition and 

can be used for designing and implementing 

preventive interventions for various diseases and 

conditions [13]. The model mostly emphasizes 

prevention and shows the relation between beliefs 

and behaviors. These include beliefs about 

people’s vulnerability to diseases and the effect of 

these diseases on people’s lives [14]. In fact, the 

health belief model emphasizes the identification 

of people’s beliefs and perceptions regarding the 

severity of diseases, the available strategies to 

prevent those diseases, and possible barriers 

preventing the strategies from reducing the risk of 

the diseases [15]. Nutrition behaviors related to 

cardiovascular diseases are especially important 

in women because most diet concepts are first 

used by them, and therefore their nutrition 

behavior can affect their own health as well and 

their families and children in the future [16]. 

Since reviewing scientific sources showed limited 

studies in this field, and due to lack of similar 

studies in the city of Behbahan, the present study 

aimed to investigate preventive nutrition 

behaviors for cardiovascular diseases in women 

in the city of Behbahan based on the health belief 

model. 

Subjects and methods 

This was a descriptive-analytical study 

conducted from March 2015 to March 2016. The 

study population included all housewives visiting 

community health centers in Behbahan. First, a 

list of all health centers in Behbahan was created, 

and one of the centers was randomly selected. 

Then, 63 women were randomly selected based 

on the following inclusion criteria: being 18-50 

years old, being literate, and being available 

through telephone for future follow-ups. The 

inclusion of people in the study depended on their 

consent and they were all assured about the 

confidentiality of the gathered information.  

The data collection tool was a questionnaire 

developed by Tavasoli et al [17] based on the 

health belief model. The first part of the 

questionnaire includes demographic information 

(age, education, previous diets, and family history 

of cardiovascular diseases), and the second part 

includes 30 questions for measuring awareness 

and 26 questions for measuring the dimensions of 

the health belief model (perceived susceptibility 

[4 questions], perceived severity [4 questions], 

perceived benefits [3 questions], perceived 

barriers [7 questions], and self-efficacy [8 

questions]). For scoring the awareness questions, 

each correct answer received 1 score, while 

incorrect or “don’t know” answers received a 

score of 0. The questions in the health belief 

section were scored on a 5-point Likert scale from 

0 (completely agree) to 4 (completely disagree). 

Finally, the scores of all sections were converted 

to percentages. The reliability and validity of the 

questionnaire were determined. Cronbach’s alpha 

was calculated to be 0.65 for awareness, 0.88 for 

perceived susceptibility, 0.80 for perceived 

severity, 0.79 for perceived benefits, 0.72 for 

perceived barriers, and 0.41 for self-efficacy 

questions [17]. 

One-way analysis of variance, unpaired t tests, 

and the Pearson correlation were used to analyze 

the data. Data analysis was carried out using 

SPSS 16 software at the significance level of 

 0.05. 

Results 

The mean age of the participants was 

31.9 ± 7.75, with the majority (68.3%) being 

younger than 34 years. The frequency distribution 

of demographic characteristics (Table 1) shows 

that the majority of participants had a high school 

or university education.  

The mean score was 68.57 ± 14.25 for 

awareness, 55.65 ± 10.02 for perceived 

susceptibility, 58.63 ± 12.67 for respectively, 

63.68 ± 13.19 for perceived benefits, 

59.46 ± 15.83 for perceived barriers, and 

43.84 ± 7.27 for self-efficacy. There were no 

significant relationships between demographic 

factors and the dimensions of the health belief 

model (p > 0.05). Analysis of variance showed 

that the difference in the scores for various 

dimensions of the model was not significant 

among participants with different educational 

levels (Table 2). More than 78% of the 

participants had no previous experiences with 

diets, and 68.5% reported no previous family 

history of cardiovascular diseases. Independent t 

test showed that there was no significant 

difference in the mean scores on various 

dimensions of the model between women with 

and without previous experience with diets. Nor 

was there any significant difference in the mean 

scores between participants with and without a 

family history of cardiovascular diseases 

(p > 0.05). 

 



Preventive Nutrition Behaviors For Cardiovascular Diseases 

24 JNSD 2017; Vol. 3, No. 4: 22-27 

 

Table 1. Frequency distribution of demographic characteristics in the study population 

 Frequency Percent 

Education Elementary school 4 6.3 

Middle school 8 12.7 

High school 31 49.2 

University 20 31.7 

Previous diet experience Yes 14 22.2 

No 49 77.8 

Family history of 

cardiovascular diseases 

Yes 20 31.7 

No 43 68.3 

 

Table 2. Comparing the mean score on different dimensions among various educational levels 

Factor Mean ± standard deviation  P value 

Awareness Elementary school 67.50 ± 13.15 0.76 

Middle school 63.75 ± 10.60 

High school 68.81 ± 15.11 

University 70.33 ± 15.66 

Perceived 

susceptibility 

Elementary school 62.50 ± 5.10 0.07 

Middle school 50.00 ± 12.50 

High school 54.23 ± 9.86 

University 58.75 ± 8.69 

Perceived severity Elementary school 70.31 ± 9.37 0.11 

Middle school 52.34 ± 13.77 

High school 59.64 ± 13.77 

University 57.18 ± 11.51 

Perceived benefits Elementary school 64.58 ± 17.17 0.24 

Middle school 56.25 ± 15.26 

High school 66.93 ± 10.86 

University 64.58 ± 14.52 

Perceived barriers Elementary school 67.85 ± 15.15 0.48 

Middle school 58.92 ± 16.19 

High school 60.94 ± 15.97 

University 55.71 ± 15.77 

Perceived self-efficacy Elementary school 42.96 ± 5.33 0.18 

Middle school 44.53 ± 2.20 

High school 42.03 ± 8.10 

University 46.56 ± 7.01 

Discussion 

Cardiovascular diseases are the main cause of 

mortality worldwide, killing more than 17 million 

people annually. Without proper prevention, this 

number will reach 24.8 million by 2020 [18]. The 

current study showed that participants had strong 

awareness of the risk factors for cardiovascular 

diseases, which was also confirmed in the study 

by Shahbazi et al [19].  

Women are one of the largest groups of any 

society, with a profound effect on society as a 

whole, and their awareness, attitudes, and 

behaviors in each context directly, or indirectly, 

affect the society. It can be said that diet and 

nutrition concepts and habits acquired by women 

not only affect their own health but also has 

sustainable health effects on their future children 

and family members [20].  

One of the first and most important steps in 

health education is making people aware of 

healthy lifestyle practices that can contribute to 

physical, mental, and social health. Therefore, 

awareness has a significant role to play in creating 

lasting changes in health behaviors. Finally, we 

can expect people to prevent cardiovascular 

diseases successfully through their behavior only 

if they are fully aware of the necessary behaviors, 

know the results of these behaviors, and also 

receive complete and accurate information. 
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The average scores obtained for the various 

dimensions of the health belief model in our study 

are similar to those reported by Tavasoli et al [17] 

and Ghafari et al [21]. Sharif-Rad et al [22] also 

reported that average scores for perceived 

susceptibility and severity were desirable. 

Perceived susceptibility and severity reflect 

people’s attitudes toward a problem. In general, 

attitude is related to people’s emotions. In regard 

to cardiovascular diseases, Ghahroudi et al state 

that since the perceived risk of cardiovascular 

diseases based on people’s tendency toward 

unhealthy nutrition behaviors is known, 

investigating people’s perception of this risk and 

increasing their awareness of the risks can help 

guide people toward more healthy nutrition 

behavior and reduce the risk of cardiovascular 

diseases [1].  

Perceived susceptibility and severity can 

provide a drive for behavioral change but cannot 

guarantee that specific actions will be taken. 

Taking action depends on the belief in the 

efficacy of those actions in reducing the chances 

of disease or the perceived benefits of certain 

health-related actions. In other words, perceived 

severity and susceptibility alone cannot create 

behavioral changes unless certain actions are 

proven to be applicable and beneficial [23].  

Perceived benefit is one of the personal factors 

which shows people’s understanding of the 

benefits and advantages of certain behaviors. The 

mean perceived benefit score in our study was 

63.68 ± 13.19, while the mean score for perceived 

barriers was 59.46 ± 15.83. This shows that the 

participants had positive attitudes toward the 

benefits of following healthy nutrition tips, i.e., 

improving the function of cardiovascular and 

digestive systems, preventing various diseases, 

and being cost-effective. Studies show that 

perceived benefits can facilitate subsequent 

actions and that there is a strong relationship 

between perceived benefits and following 

preventive behaviors [13]. The mean score for the 

perceived benefit dimension in our study was 

similar to the results reported in other studies [14, 

17, 21-22].  

On the other hand, if perceived barriers are 

stronger than perceived benefits, behavioral 

changes may be hindered [24]. People’s actions 

are determined based on the balance between 

perceived positive and negative forces affecting 

their health behavior. In this pattern, people’s 

actions are defined by benefits minus possible 

barriers, and people should consider the 

consequences of actions and potentially negative 

results. Mistakes in cost-benefit analysis happen 

when people weigh the benefits of actions against 

possible barriers such as high cost, risks, 

unpleasantness, and time [25]. 

It is necessary to increase awareness by 

introducing healthy and unhealthy foods 

regarding cardiovascular diseases and increase 

women’s knowledge so that they can inform other 

family members about the risks of certain foods. 

In this regard, one study reported that a lack of 

familiarity with correct nutrition patterns was the 

most important barrier to making new diet 

choices [26]. Another study reported that lack of 

catering to different tastes, cultural factors, 

economic factors, and lack of access to healthy 

foods at all times of the year were among the 

important barriers to developing diets that prevent 

cardiovascular diseases [27]. 

It is also necessary to pay attention to barriers to 

preventive behaviors, especially in women, 

because lack of knowledge about these barriers 

and their persistence can reduce or even remove 

many healthy behaviors from people’s lifestyles. 

Identification of perceived barriers helps scholars 

and health care planners to design suitable 

methods to promote preventive, healthy behaviors 

and improve public health.  

The mean score for perceived self-efficacy in 

the present study was lower than average, 

meaning that the participants did not believe to be 

able to follow heart-healthy nutrition tips. Similar 

findings were reported in two other studies [14, 

17]. Perceived self-efficacy is one of the key 

factors in the adoption of safe behaviors, and 

there is a strong correlation between perceived 

self-efficacy and preventive behaviors [28-29]. 

In the current study, there were no significant 

relationships between demographic factors and 

the dimensions of the health belief model, which 

is almost similar to the results of the study by 

Ghahroudi et al, who only reported a direct 

association between participants’ age and 

perceived severity [1]. Similar results are also 

reported in other studies [11, 30]. 

Differences in the mean scores for the 

dimensions of the health belief model between 

participants with and without a diet history were 

not significant. There was also no significant 

difference between the mean scores of 

participants with and without a family history of 

cardiovascular disease (p > 0.05). The results of 

our study showed no significant relationship 

between the educational level of participants and 

their awareness and dimensions of the health 

belief model, which is similar to the results 
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reported by Ghahroudi et al [1]. However, another 

study reported a direct relationship between 

educational level and awareness of participants 

[15]. The reason for this difference can be 

attributed to the greater homogeneity of 

educational level in our study compared with the 

study by Ghahroudi et al. Since our study was 

conducted in a smaller scale and only in literate 

housewives, its results may not be generalized to 

all women in the population, especially to 

illiterate women, which is one of the weaknesses 

of our study.  

Conclusion 

Given that in any society, women are a useful 

channel for distribution of nutritional information 

and reinforcing positive attitudes toward healthy 

foods and that the women in our study were found 

to have an average level of awareness of 

cardiovascular diseases, it is necessary to 

consider the design and implementation of 

educational interventions based on theories and 

patterns of health education in order to increase 

awareness of factors related to cardiovascular 

diseases, such as nutrition, smoking, physical 

activity, and stress. Similar studies can help to 

develop effective prevention programs to reduce 

the number of people suffering from 

cardiovascular conditions.  
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