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Abstract

Aim: Cardiovascular disease (CVD), as a non-communicable disease, is one of the major causes of death in different countries and imposes
a huge health, social and economic burden on society. This study aimed to determine the effect of educational intervention based on the
health belief model on the promotion of CVD preventive behaviors among subjects referred to health centers in Fasa city, Fars province,
Iran.

Methods: This study is a quasi-experimental study with 200 subjects (100 experimental group and 100 control group) referred to Fasa
health centers in 2017-2018. Data were collected using a self-created questionnaire including demographic variables, awareness, HBM
constructs and preventive behaviors. It was completed by both groups before the intervention and 3 months after it. Training sessions
included 8 sessions held during two months (one session per week) and each session lasted 55-60 minutes. Then, the data were entered
into the SPSS 19 and were analyzed using Chi-square test, independent t-test, and descriptive statistical methods. P < 0.05 was considered
as statistically significant.

Results: The age of participants was 50.28 + 4.76 years in the experimental group and 49.85 + 4.94 years in the control group (p =
0.265). The mean BMI was 25.13 + 2.18 in the experimental group and 24.86 + 2.40 (p = 0.316) in the control group. The mean scores
of HBM Model constructs and Performance were significantly increased in the experimental group compared to the controls after the
intervention (P < 0.05).

Conclusions: Results showed the effectiveness of the intervention program and the need to use educational interventions designed to

improve the adoption of CVD preventive behaviors.
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Introduction

Non-communicable diseases are on the rise in many countries,
mainly due to increased longevity, increased and prolonged ex-
posure to risk factors and changes in lifestyles (Murray et al.,
1996).

Cardiovascular disease (CVD), as a chronic, non-commu-
nicable disease, is one of the major causes of death in differ-
ent countries (Hosseini-Esfahani et al., 2011). The number of
people suffering from CVD is set to rise over the coming years
(Heidenreich et al., 2011; Mathers and Loncar, 2006; Moran
et al., 2010). This increasing trend is not limited to low and
middle-income countries. Even in high-income countries, the
leading cause of disease burden is attributed to CVD (Gaziano
et al., 2010; Mathers and Loncar, 2006).

In 2016, non-communicable diseases (NCDs) killed
287,000 people in Iran. Ascending trends of the number of re-
lated death and disability-adjusted life years (DALYs) during
the past decades show the terrific threat for Iran. NCDs not
only result in premature death but also lead to considerable
disability (GBD 2016 Causes of Death Collaborators, 2017;
GBD 2016 Disease and Injury Incidence and Prevalence Col-
laborators, 2017). The occurrence of 6.5 million years of life
lost (YLLs), and 8.2 million years of living with disability
(YLDs) is a dramatic signal of emerging NCDs (Institute for
Health Metrics and Evaluation, 2018). Therefore, Iran, just like
other countries, is responsible for preventing and controlling
NCDs and responding to the call of WHO for a 25% reduction
by 2025 in premature mortality from non-communicable dis-
eases (Peykari et al., 2017). The first cause of death in Iran
is cardiovascular disease, which is responsible for more than
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46% of deaths (Fahimfar et al., 2018). Moderating risk factors
such as smoking, increased blood pressure, abdominal obesi-
ty, psychosocial factors, regular physical inactivity, diabetes,
dyslipidemia, alcohol consumption, and reduced consumption
of fruits and vegetables play an important role in the emer-
gence of these diseases (Yusuf et al., 2004). Non-moderating
risk factors such as age, gender, race, family history, and CVD
also play a part (Hinkle and Cheever, 2010). Moderating risk
factors are responsible for more than three quarters of is-
chemic heart disease (WHO, 2009). Indeed, over 90% of them
can be prevented by following a healthy lifestyle (Yusuf et al.,
2004). Studies have shown that lifestyle plays a key role in the
treatment and prevention of CVD (Ockene and Ockene, 1992;
Yusuf et al., 2004). In this regard, educational institutions and
programs for raising public awareness are among the key pil-
lars of prevention programs (Werner, 2005). The value of ed-
ucational programs depends on their effectiveness, which in
turn depends largely on the correct use of theories and models
in health education (Ghafari et al., 2005). In other words, the
selection of a model for education is the first step in the plan-
ning process of any health education program; it starts off the
proper pattern of the program in the right direction and keeps
it in the right direction. The Health Belief Model (HBM) is one
of the health education models that is comprehensive and is
mainly used to contribute to disease prevention. It is based
on individuals’ motivation to act and emphasizes how their
perceptions motivate and cause behavior in them. The HBM
demonstrates the relationship between health beliefs and
health behaviors, assuming that preventive behaviors depend
on the individual’s beliefs (Guvenc et al., 2011; Shojaezadeh,
2000). The results of past studies have shown that HBM can be
used as an appropriate model for the prevention of health-re-
lated behaviors, including those related to cardiovascular
disease (Mehri and Mohaghegh Nejad, 2010; Tavassoli et al.,
2010). Based on this model, in order to prevent cardiovascular
diseases, people should first be concerned about the problem
of developing cardiovascular disease (perceived susceptibility);
perceive the depth of this risk and the seriousness of its com-
plications in terms of their physical, social, psychological and
economic dimensions (perceived severity); use positive cues
from their environment (cues to action); perceive the useful-
ness and feasibility of CVD prevention (perceived benefits);
and deem CVD prevention behaviors as less costly than their
benefits (perceived barriers), ultimately leading to cardiovas-
cular prevention behaviors (Heidarnia, 2003; Khosravi et al.,
2007).

Baghiani Moghadam et al. (2013), Gautam (2012), Huang
et al. (2011), Jones et al. (2006), Katz et al. (2009) and Tol et
al. (2012) used the HBM model for CVD prevention.

According to what has been mentioned above, and as car-
diovascular disease and its related death toll are prevalent in
Fasa city (Fasa Noncommunicable Diseases Research Center,
2015), this study aimed to determine the effect of educational
intervention based on the health belief model on the promo-
tion of CVD preventive behaviors among subjects referred to
health centers in Fasa city, Fars province, Iran.

Materials and methods

This study is a quasi-experimental study with 200 subjects
(100 experimental group and 100 control group) referred to
Fasa health centers in 2017-2018. Two centers were randomly
selected from the health centers of Fasa. Subjects were then
randomly assigned to two experimental and control groups.

Subjects were selected based on the registered number of their
household records in health care centers. The criteria for en-
tering the study included being over the age of 40 years, not
being diagnosed with cardiovascular diseases, being physically
and mentally able to answer questions, and expressing consent
to participation in the study. Exclusion criteria included the
reluctance to participate in the study, incomplete response to
the questionnaire, and absence in at least two sessions. Data
were collected using a questionnaire that was developed based
on other studies (Baghiani Moghadam et al., 2013; Gautam,
2012; Huang et al., 2011; Rahimi et al., 2017; Shahabadi,
2009; Tol et al., 2012).

The questionnaire consists of two parts: the first part con-
sists of demographic questions (age, level of education, occu-
pation, history of CVD in the family, history of diabetes, his-
tory of hyperlipidemia, history of hypertension, smoking, and
body mass index (BMI). The second part of the questionnaire
is related to HBM constructs: awareness (20 questions); pet-
ceived susceptibility (8 questions) (e.g. “I am at risk of CVD”);
perceived severity (8 questions) (e.g. “If I get CVD, I will be
hospitalized or will die”); perceived benefits (8 questions) (e.g.
“I believe that observing the principles of CVD prevention is
effective in protecting people’s health”); perceived barriers (8
questions) (e.g. “I cannot afford to buy fruits and vegetables
due to their high prices”), perceived self-efficacy (8 questions)
(e.g. “I can do physical activity three times a week, each lasting
at least 30 minutes”); cues to action (5 questions) (e.g. “Health
care workers give me enough information on how to prevent
CVD”); and preventive behaviors (15 questions).

In preventive behavior questions, the answer was either
yes (1 point) or no (0 points). To rate questions of awareness,
“yes” received 1 point while “no”, or “I do not know” received
no points. Perceived susceptibility, perceived severity, per-
ceived barriers, perceived benefits, perceived self-efficacy, and
cues to action were scored based on the Likert Scale: Strongly
disagree (1 point) to Strongly agree (5 points). To assess the
validity of the questionnaire, content validation method was
used via a panel of experts (which included 10 health educa-
tion specialists and 2 cardiologists). The content validity ratio
was 0.87 and content validity index was 0.88. To test the reli-
ability, the test re-test method (15 days interval) was used for
behavioral and awareness constructs and the Cronbach’s alpha
coefficient was used for other constructs. The resulting Spear-
man correlation coefficient was 0.74 for awareness questions
and 0.78 for preventive behaviors. The value of Cronbach’s al-
pha coefficient was 0.84 for perceived susceptibility construct,
0.86 for perceived severity, 0.82 for perceived benefits, 0.84
for perceived barriers, 0.81 for perceived self-efficacy, and 0.80
for cues to action.

In the administration phase, after necessary coordina-
tion, the researchers attended the health centers. After pro-
viding explanations about the research objectives, obtaining
informed consent and assuring the confidentiality of the
data, the questionnaires were administered to experimental
and control groups as the pre-test. Based on the analysis of
pre-test results, HBM-based training sessions were designed.
Training sessions included 8 sessions held during two months
(one session per week) and each session lasted 55-60 minutes.
Meetings were held at the Health Center Hall. The time of each
session was coordinated by the participants, and they were
reminded by telephone to encourage continuous attendance
at the sessions. Training methods included: group discussion,
film screenings, educational images and posters, question and
answer sessions, and practical presentations. The content of
the training sessions included the identification of heart dis-
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ease, risk factors, prevention strategies focused on healthy
nutrition and weight proportions, appropriate exercises for
CVD prevention, and stress management. At the end of the
first session, participants were given a booklet and they were
asked to study it by the end of the course. In order to increase
perceived sensitivity and perceived severity, a CVD patient
with conditions similar to that of the target group was asked
to attend a training session as a guest and describe the course
of his illness to the participants. During the sessions, each par-
ticipant outlined the barriers to adopting cardiovascular pre-
vention behaviors, and the researchers demonstrated ways to
resolve perceived barriers and increase self-efficacy via group
discussion and other people’s contributions. Since the subjects
mentioned health workers and doctors in health care centers
as one of the most important ways of collecting information
about CVD, experts from health centers, physicians, and some
family members were invited to attend a session to discuss ac-
cess to more detailed information about the services provided
in health care centers for CVD patients and their health issues,
as well as the time to conduct routine annual tests for those
present in the study. At the end of each session, participants
were asked to implement the instructions they had received
on healthy nutrition, physical activity, and stress management
in their daily schedule. At the beginning of each session, sub-
jects who were more successful in this area were introduced
and rewarded. The session on healthy nutrition was led by a
nutrition expert. At the end of the sessions, a Telegram group

was formed for the exchange of information and was used to
send a weekly training and motivational message to the Exper-
imental Group. No intervention was performed on the part of
the researchers for the control group.

To evaluate the effects of the program, three months af-
ter the implementation of the educational interventions, the
same questionnaire used in the pretest were administered to
the participants of the experimental group and control group.
After the post-test, the designed materials were provided to
the control group. The study was approved by the Ethics Com-
mittee of Fasa University of Medical Sciences, Fasa, Iran (num-
ber: 97003, ethical code: IR.FUMS.REC.1397.047).

Data were analyzed by SPSS 22 using Chi-square, inde-
pendent t-test (for comparison between the two groups) and
paired t-test (for intra-group comparison).

Results

The age of participants was 50.28 + 4.76 years in the exper-
imental group and 49.85 + 4.94 years in the control group
(p = 0.265). The mean BMI was 25.13 + 2.18 in the experimen-
tal group and 24.86 + 2.40 (p = 0.316) in the control group,
with no significant difference between the two groups as
shown by independent t-test. Table 1 shows the frequency dis-
tribution of the subjects’ demographic characteristics.

Table 1. Frequency distribution of the subjects’ demographic characteristics

Experimental group (n = 100)

Control group (n = 100)

p value
number percentage number percentage

Education
illiterate 3 3 2 2
elementary 15 15 13 13 _
junior high school 22 22 25 25 p=0312
high school 45 45 42 42
academic 15 15 18 18

Employment status
employed 58 58 55 55 p=0.262
unemployed 42 42 45 45

Gender
male 36 36 &2 32 p=0.196
female 64 64 68 68

History of cardiovascular disease in the family
yes 25 25 22 22 p=0.370
no 75 75 78 78

History of diabetes
yes ) ) 10 10 p=0.417
no 91 91 90 90

History of hyperlipidemia
yes 8 8 9 9 p=0524
no 92 92 91 91

History of hypertension
yes 8 8 10 10 p =0.390
no 92 92 90 90

Smoking
yes 11 11 10 10 p=0.574
no 89 89 90 90
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There was no significant difference between the mean
score of awareness in the experimental and the control groups
before the intervention, but after the implementation of the
educational program, the score of awareness in the experi-
mental group was significantly higher than the control group
(p < 0.001). The comparison of the two groups in terms of the
mean score of perceived susceptibility showed that there was
no significant difference between the two groups before the
intervention, but there was a significant difference between
the experimental group and the control group three months
after the intervention (p < 0.001). Also, the mean score of
perceived severity had no significant difference before the in-
tervention in the two groups, but a significant difference was
found in the mean scores between the experimental group and
the control group three months after the intervention (p <
0.001). Perceived benefits scores in two experimental and con-

trol groups showed that there was no significant difference in
their pre-interventional mean scores, but within 3 months af-
ter the intervention, the experimental group’s score increased
(p < 0.001). Comparison of the mean score of perceived barriers
in the experimental group and the control group showed that
there was no significant difference between the scores of the
two groups before the intervention, but after the implementa-
tion of the intervention program, the perceived barriers score
in the experimental group significantly decreased (p < 0.001).
Also, after the intervention, the mean score of the self-efficacy
construct (p < 0.001) and cues to action (p < 0.001) was signif-
icantly different in the experimental group compared to the
control group. Finally, there was a significant increase in the
score of preventive behaviors for the participants in the exper-
imental group compared to the control group after the imple-
mentation of the educational program, (p < 0.001) (Table 2).

Table 2. Comparison of the mean scores of the constructs of the health belief model before and 3 months after the intervention

in the experimental and control groups

Variable Group Experimental group Control group Independent t-test
mean + standard deviation mean * standard deviation
before the intervention 5.64 £2.25 5.40 £ 3.72 p=0.275
three months after the intervention 15.16 + 2.30 6.09 £2.11 p < 0.001
Awareness
difference 9.52 +2.29 0.69 +3.14
paired t-test p < 0.001 p=0.145
before the intervention 16.33 + 2.50 16.90 + 2.58 p=0.160
three months after the intervention 35.17+2.84 17.14 + 2.60 p < 0.001
Perceived susceptibility
difference 18.84 +2.62 0.24 +2.57
paired t-test p < 001 p=0.102
before the intervention 17.45 + 2.80 16.90 + 2.86 p=0.114
three months after the intervention 36.14+2.14 17.17 + 2.90 p < 0.001
Perceived severity
difference 18.69+2.41 0.27 +2.88
paired t-test p < 0.001 p=0.214
before the intervention 17.61 + 2.96 17.81+2.14 p=0.326
three months after the intervention 35.17 +2.25 18.04 +2.22 p < 0.001
Perceived benefits
difference 17.56 £ 2.52 0.23+2.17
paired t-test p < 0.001 p=0.524
before the intervention 32.51+214 23.12 + 2.08 p=0.190
three months after the intervention 16.24 + 2.80 32.75+2.10 p < 0.001
Perceived barriers
difference -16.27 + 2.67 9.63 +2.03
paired t-test p < 0.001 p=0.428
before the intervention 15.14 +2.20 16.10 £ 2.17 p=0.314
three months after the intervention 36.08 +2.41 16.34 + 2.26 p < 0.001
Perceived self-efficacy
difference 20.94 +2.29 0.24 +2.22
paired t-test p < 0.001 p=0.335
before the intervention 8.14 £2.08 8.20 + 2.04 p=0.318
three months after the intervention 12.16 +2.25 8.25+2.10 p < 0.001
Cues to action
difference 4.04 £2.15 0.05 +2.60
paired t-test p < 0.001 p=0.170
before the intervention 5.14£1.70 5.09£1.81 p=0.532
three months after the intervention 12.30+1.78 5.42 £1.90 p < 0.001
Performance
difference 716 +1.72 0.33+1.81
paired t-test p < 0.001 p=0.215
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Discussion

Cardiovascular diseases are very common and lifestyle plays
an important role in their development. Therefore, education-
al interventions should be conducted using health education
theories such as the health belief model to promote preventive
behaviors for these diseases (Gautam, 2012). The aim of this
study was to determine the effects of an HBM-based educa-
tional intervention on the prevention of cardiovascular disease
in people over 40 years of age in Fasa city. The results of this
study showed that there was no significant difference between
the mean scores of awareness in the two experimental and
control groups before and after the intervention, but after the
implementation of the educational program, the awareness
mean score of the participants in the experimental group was
significantly higher than that of the control group. A study by
Pandey et al. (2013) on 30-70 year-old Indian women showed
that educational intervention increased the awareness of the
subjects about CVD compared to the pre-intervention stage.
The results of a quasi-experimental study by Tavassoli et al.
(2010) showed that educational intervention using the Health
Belief Model increased the awareness of housewives in Isfahan
towards the CVD preventive nutritional behaviors. In a study
by Rahimi et al. (2017) on people referred to health centers in
Qom, Iran, an educational intervention that included 6 train-
ing sessions held for the experimental group increased the
subjects’ awareness about CVD within 3 months after the in-
tervention. In a study by Harrell et al. (2005), the educational
program increased the awareness of the subjects under study
on CVD risk factors.

To change behavior, one must be aware of the potential
negative consequences of his/her behaviors. Awareness of
risk factors helps the individual to make informed decisions
about the adoption or continuation of certain behaviors such
as smoking, lack of exercise, or consumption of high-fat foods
that may increase the risk of CVD (Homko et al., 2008). The
findings of this study showed that three months after the in-
tervention, the mean score of perceived susceptibility and per-
ceived severity (perceived threat) increased in the experimen-
tal group while there was no significant change in the control
group. In a study done by Jones et al. (2006), the perceived
susceptibility and perceived severity of the subjects under
study regarding CVD were low. In Ali et al. (2002), perceived
susceptibility and perceived severity predicted CVD preventive
behaviors in the women in the study. In the study of Baghiani-
moghadam et al. (2013), carried out with the aim of promoting
self-care behaviors in patients with heart failure, educational
intervention increased the mean score of perceived suscepti-
bility and perceived severity in the experimental group. In the
study by Sharifi et al. (2016) on self-care behaviors in hyper-
tensive patients using the Health Belief Model, the experimen-
tal group received an educational intervention for 8 sessions.
Three months after the intervention, the experimental group’s
mean score of perceived susceptibility and perceived severity
increased significantly.

The results of the Ammouri et al. (2011) study showed that
most of the women surveyed did not consider themselves vul-
nerable to CVD and needed intervention to increase it. People
with low perceived susceptibility regarding the risks of CVD
tend to have lower adherence to healthy dietary behaviors.
This low perception negatively influences the cost-benefit
evaluation of adopting a behavior and the resulting decisions
(Rahimi et al., 2017). The results of Rahmati-Najarkolaei et al.
(2015) also showed that perceived severity affected physical

activity about cardiovascular disease more than any other fac-
tor. Therefore, identifying the perceived severity of a disease
and its enhancement by expressing negative outcomes asso-
ciated with the disease will be helpful in improving preven-
tive behaviors. In this study, the experimental group’s mean
score on perceived benefits increased in three months after
the intervention, and the mean score of perceived barriers de-
creased, while there was no significant change in the control
group. Perceived benefits and barriers are among the strongest
predictors of behavior, especially when the purpose of the rec-
ommended behavior is to prevent a negative health outcome
versus the treatment of an existing health condition (Carpen-
ter, 2010). Lifestyle interventions such as increasing physical
activity and reducing the daily intake of fat and stress man-
agement have had benefits for the prevention of CVD and the
health of individuals. These include improved health, better
feelings, longer lives, and reduced medical drug intake (Bhu-
pathiraju and Tucker, 2011; Mosca et al., 2006). The results
of the study conducted by Chatripour et al. (2016) showed
that the educational intervention based on HBM increased the
mean score of perceived benefits for the prevention of CVD
among teachers, while other constructs of the HBM did not
change. Shojaei et al. (2016) used HBM for Coronary Artery
Bypass Graft (CABG) patients and found that educational in-
tervention increased perceived barriers and benefits in the
experimental group. The results of the Walker et al. (2006)
study on rural women showed that increased perceived ben-
efits and decreased perceived barriers of healthy nutrition be-
haviors and physical activity contributed to the promotion of
healthy lifestyle. Benefits such as improving the cardiovascular
system, increasing fitness, and reducing the risk of coronary
heart diseases are some of the perceived benefits mentioned
by middle-aged women in this study. The fatigue and timing
of exercises, and the limitations and tastelessness of healthy
meals were among the barriers to physical activity and healthy
eating mentioned by these women. Theory-based educational
interventions help health trainers to identify and provide solu-
tions to barriers that discourage people from doing activities
that upgrade their health and CVD preventive behaviors (Fung
et al,, 2018). Individuals’ beliefs that they are able to properly
manage CVD-related health behaviors can be effective in pro-
moting self-efficacy among people in the community, and peo-
ple who believe they have higher ability and confidence to con-
duct healthy behaviors, are more likely to adopt them (Sol et
al., 2011). The results of this study indicated an increase in the
mean score of self-efficacy of individuals three months after
the intervention in the experimental group. The results of the
study by Yehle and Plake (2010) showed that educational in-
terventions could increase self-efficacy in patients with heart
failure. The results of Huang et al. (2011), Rahimi et al. (2017)
and Zeinali et al. (2015) showed that educational intervention
significantly increased the self-efficacy scores of the experi-
mental group. To increase self-efficacy, it is recommended to
use techniques such as focussing on practical achievements,
rewards, role modeling and substitute experiences. Setting
short-term and achievable goals will increase self-confidence
in one’s abilities (Napolitano et al., 2008; Pozehl et al., 2010).
Cues to action here refer to perceived social pressure and in-
ternal stimuli (external and internal cues to action) that can
lead people to adopt CVD preventive behaviors (Shojaei et al.,
2016). In this study, the mean score of cues to action in the
experimental group was significantly higher than that of the
control group three months after the intervention. Cues to ac-
tion in this study were mostly family members, doctors, and
staff at health centers, who had an essential role as sources
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of information and support for people to perform CVD pre-
ventive behaviors. In the study of Mehri et al. (2010), family
was the most important source of information for people with
CVD. In studies by Rahimi et al. (2017), Zeinali et al. (2015),
Khani Jeihooni et al. (2017), and Kashfi et al. (2012), educa-
tional intervention increased the mean scores of cues to ac-
tion in the experimental group. In this study, the mean score
of CVD preventive behaviors (performance) did not show any
significant difference between the two groups before interven-
tion, but there was a significant increase in the experimental
group’s score three months after the intervention. The results
of Rahimi et al. (2017), Baghianimoghaddam et al. (2013),
Zeinali et al. (2015), Tavassoli et al. (2010), Al-Ali and Hadd-
ad (2004) and Shojaei et al. (2016) are consistent with this
study in this regard. Lifestyle interventions can be effective in
improving behavior. Also, interventions that improve an in-
dividual’s ability to identify barriers to behavior change and
identify potential problems and solutions are more successful
both in achieving objectives and maintaining them (Franklin
and Cushman, 2011).

Carrying out a community-based educational intervention
for people over the age of 40, who are at risk of cardiovascular
disease, was one of the benefits of this study. One of the limi-
tations of this study was the self-reporting of the individuals’
performance in preventing cardiovascular disease.

Conclusions

The results of this study showed the effectiveness of the in-
tervention program and the need to use educational interven-

tions designed to improve the adoption of CVD preventive
behaviors. HBM-based education increased the mean scores
of awareness and HBM constructs in the experimental group
and caused them to better perform CVD prevention activi-
ties. Preventive interventions should be designed according to
the needs and characteristics of the target population in or-
der to prevent the risk of cardiovascular disease. Considering
the sensitivity and vulnerability of people over the age of 40
years and the role of social supporters, the need to provide a
fundamental solution and proper planning for the prevention
of cardiovascular diseases with regard to reducing unhealthy
lifestyle is quite tangible. It is essential to provide training pro-
grams especially for family members, doctors and other health
personnel, as well as through the mass media — especially au-
dio-visual ones.
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Vliv vzdélavaci intervence zaloZené na modelu zdravotniho presvédéeni, na zlepseni
preventivniho chovani, které ma vliv na kardiovaskularni onemocnéni, u subjekta
ve zdravotnickém stredisku v iranském mésté Fasa

Souhrn

Cil: Kardiovaskuldrni onemocnéni pat#i v mnoha zemich k tém nepfenosnym nemocem, které jsou jednou z hlavnich p¥ic¢in amrti
a pro spole¢nost predstavuji velkou zdravotni, socidlni a ekonomickou zatéz. Cilem této studie bylo zjistit vliv vzdélavaci interven-
ce zalozené na modelu zdravotniho pfesvédéeni, na zlep3eni preventivniho chovani, které ma vliv na kardiovaskularni onemocné-
ni, u subjektt ve zdravotnickém sttedisku v irdnském mésté Fasa v provincii Fars.

Metody: Jednd se o kvaziexperimentdlni studii zahrnujici 200 subjekt (skupinu 100 experimentalnich subjektd a skupinu
100 kontrolnich subjektt), které pobyvaly ve zdravotnickych sttediscich ve mésté Fasa v letech 2017-2018. Data byla shromazdé-
na pomoci dotazniku, do kterého byly zahrnuty demografické proménné, povédomi, model zdravotniho presvédéeni a preventivni
chovani. Dotazniky byly vyplnény obéma skupinami pted intervenci a ndsledné 3 mésice po intervenci. Seminate zahrnovaly
8 setkani, kterd se konala v prubéhu 2 mésict (1 setkdni tydné), pticemz kazdé setkani trvalo 55-60 minut. Data byla nasled-
né vloZena do SPSS 19 a analyzovéana chi-kvadratovym testem, nezivislym t-testem a deskriptivnimi statistickymi metodami.

P < 0,05 bylo povazovano za statisticky vyznamné.

Vysledky: VEk subjekti v experimentélni skupiné byl 50,28 + 4,76 let, v kontrolni skupiné 49,85 + 4,94 let (p = 0,265). Pramérny
BMI v experimentélni skupiné byl 25,13 + 2,18 a v kontrolni skupiné 2,40 (p = 0,316). Pramérné skdre vyplyvajici z modelu zdra-
votniho pfesvédeeni bylo v experimentélni skupiné ve srovnéni se skére po intervenci vyrazné vyssi (P < 0,05).

Zavér: Vysledky prokazaly efektivitu interven¢niho programu a pottebu vzdélavacich programu vytvofenych pro lepsi osvojenti si
preventivniho chovani, které ma vliv na kardiovaskuldrni onemocnéni.

Kli¢ova slova: kardiovaskuldrni onemocnéni; model zdravotniho pfesvédéeni; vzdélavaci intervence
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