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Abstract

Aim: The aim of the study was to determine in adults the risk perception for cardiovascular
disease (CVD) and the associated factors. Background: CVDs are the leading cause of death
globally. In adults, perceptions related to the risk for CVDs have a considerable effect on
decision-making processes related to one’s own health. Methods: A cross-sectional study
was conducted with 453 adult people from April to June 2019 in İzmir, Turkey. Data were
collected with a sociodemographic characteristics questionnaire, perception of risk of heart
disease scale (PRHDS), and health perception. Findings: The mean PRHDS score of adults
was 48.88 ± 8.12. The risk perception for CVD was influenced by variables that were age, gen-
der, education, marital status, employment status, health perception, familial cardiovascular
disease history, chronic disease status, smoking status, and body mass index. Although
CVDs are the most prominent cause of disease-related death in the world, risk perception
for CVD was found to be low among the individuals included in this study. This finding indi-
cates the importance of informing individuals about CVD risk factors, raising awareness, and
training.

Introduction

Non-communicable diseases (NCDs) include chronic conditions that are not caused by an
infectious process, are non-transmissible, have prolonged courses, are not readily resolved,
and do not have a complete cure available. NCDs kill 41 million people each year, equivalent
to 71% of all deaths globally (WHO, 2021). The World Health Organization (WHO) explained
in “Ten threats to global health in 2019” that NCDs, such as diabetes, cancer, and cardiovascular
disease (CVD), are among one of the ten global health problems (WHO, 2019). In addition, the
burden of disability is primarily driven by NCDs, which were responsible for 80% of disabilities
in 2017 (IHME, 2018). Low- and middle-income countries carry the greatest share of these pre-
mature deaths, as 85% of NCD-mediated early deaths occur in these countries (WHO, 2021).
NCDs are estimated to be responsible for 86% of total deaths in Turkey (Üner, Balcılar,
Ergüder, 2018).

NCDs include CVD, cancer, chronic respiratory diseases, and diabetes. CVD is the most
important member of these diseases (WHO, 2021). While CVD-associated deaths worldwide
were 17.9 million people annually, this number is estimated to increase up to 22.2 million in
2030 (WHO, 2017). Chronic diseases are gradually increasing due to the aging population
and changing lifestyles in our country. According to the Turkish Statistical Institute’s (TSI) data,
37.8% of deaths occur due to circulatory system diseases (TSI, 2020). The deaths due to cardio-
vascular system diseases are most often seen in individuals within 75–84 age group (TSI, 2020).
The most important risk factors that cause death and disability in Turkey are tobacco use, high
body-mass index, and high blood pressure (IHME, 2018).

Smoking, insufficient physical activity, alcohol consumption, unhealthy nutrition, obesity,
hypertension, diabetes, and high blood cholesterol are considered the basic risk factors for
CVD (Alissa, 2017; Üner et al., 2018). According to the WHO, unhealthy nutrition, insufficient
physical activity, smoking, and alcohol consumption represent the most important behavioral
risk factors, with consequent effects including high blood pressure, high blood glucose, high
lipid levels, extreme weight gain, and obesity (WHO, 2017).

Risk perception is a cognitive process that guides people’s behaviors in the face of situations
involving potential risks (Ammouri et al., 2011; Pender et al., 2015). Risk perception can vary
from person to person, and it can affect health-related behaviors, as well asmany other aspects of
life. In terms of health, risk perception is an important consideration that determines an indi-
vidual’s commitment to a healthy lifestyle (Dayal and Singh, 2017). According to the Health
Belief Model, health behaviors are affected by an individual’s values, beliefs, and attitudes
(Pender et al., 2015). If individuals believe that a health problem will cause them serious harm,
they are aware that the potential for harm will decrease when they take action to reduce the risk.
People who perceive themselves to be at risk of negative consequences can regulate risky
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behavior better than those who do not see themselves as at risk.
Risk perception is an important precursor to adopting risk
reduction behaviors (Janz and Becker, 1984), and this is affected
by different social, cultural, and contextual factors. Therefore, risk
perception is a necessary condition for the acquisition of healthy
behaviors, but it is not sufficient on its own.

In adults, perceptions related to the risk for CVD have a con-
siderable effect on decision-making processes related to one’s own
health. CVD risk perception is one of the most important determi-
nants for individuals to develop and maintain a healthy lifestyle;
individuals who do not perceive themselves to be at risk for the
development of CVD are unlikely to have behaviors related to a
healthy lifestyle (Ammouri et al., 2018; Hart, 2005). Individuals
with higher CVD risk perception are much more likely to adopt
risk-reducing behaviors such as smoking cessation, consistent
exercise, and healthy nutrition. A lack of risk perception prevents
adults from undertaking protective health behaviors and seeking
interventions for the early treatment of CVD (Ammouri et al.,
2018; Hart, 2005). Therefore, risk perception of CVD is an impor-
tant feature that should be more rigorously evaluated. The aim of
the study was to determine in adults the risk perception for CVD
and the associated factors.

Methods

Study design and sample

The population of this study was composed of Turkish adults in the
province of Izmir, West Turkey (n= 442 839). The sample calcu-
lation of this study was performed using the G-Power statistical
analysis program (α:0.05, β:0.05, and d:0.5). According to Cohen
(1988), a medium effect size was preferred in the sample calcula-
tion. The sample size required for this study was determined to be
423. After including a nonrespondent rate of 10%, the sample size
was calculated as 465.

The criteria for participation were as follows: (a) adult age
(18 years or older), (b) ability to communicate in Turkish lan-
guages, and (c) ability to provide informed consent. A question-
naire was asked to 465 participants. There were 12 participants
who did not answer some of the questions and were, therefore,
excluded from the survey. The remaining 453 (%97.4) participants
completed the questionnaire in full and were included in this study.

Data collection

Data were collected in the Bornova district of İzmir province an
area that ranks second in deaths caused by CVD according to
Turkish statistics through face-to-face survey method from
April to June 2019. This district is an old residential area consisting
of 45 neighborhoods where 442 839 people live. The nine neigh-
borhoods where 5102 adults live in (18 years old and over) were
randomly selected for this study considering the rate of not
responding to the face-to-face surveys and the possibility that
potential participants could not be reached for several reasons
(not being at home, employment, etc.). Face-to-face surveys were
held in households in nine neighborhoods. Face-to-face surveys
were preferred to increase the response rate.

Data were collected by two researchers after the study’s purpose
was explained to the potential participants. Surveys were started
with the first adult resident contacted at a random sample of
residences for every selected neighborhood and were continued
with the nearest household to this. Each survey was completed

in 10–15 min. Researchers returned to the same neighborhoods
an average of six times until reaching the required sample size.

Instruments

The data collection tools the sociodemographic characteristics
questionnaire, the perception of risk of heart disease scale
(PRHDS), and health perception were used.

The sociodemographic characteristics questionnaire consisted
of total 11 questions: age, gender, education status, marital status,
employment status, income level, chronic disease status, familial
CVD history, smoking status, height, and weight. As recom-
mended by the WHO, participants were classified according
to body mass index (BMI) as follows: <18.5 underweight,
18.5–24.9 normal weight, 25.0–29.9 overweight, 30.0–34.0 obesity
class I, 35.0–39.0 obesity class II, and above 40.0 obesity class III
(WHO, 2010).

Ammouri and Neuberger (2008) developed the PRHDS to
determine the risk of individual CVD. PRHDS is a 4-point
Likert scale consisting of 20 items and three subscales. Dread risk
is defined at its high end as perceived dread, catastrophic potential,
lack of control, and fatal consequences. Risk is reflected as a hazard
that has a few moderate, known outcomes and consequences.
Unknown risk is defined at its low end as the perception of hazards
judged to be unobservable, unknown, new, and delayed in their
manifestation of harm (Ammouri and Neuberger, 2008). The
scores that can be taken from the scale vary between 20 and 80.
Risk perception level increases as the scores obtained from scale
are increased. The scale’s Turkish validity-reliability study was car-
ried out by Toptaner (2013). Cronbach’s alpha coefficient was 0.80
(Toptaner, 2013). In this study, Cronbach’s alpha coefficient
was 0.84.

Health perception was rated by adults and measured with five
point Likert Scale (very good, good, fair, poor, and very poor).

Data analyses

Data were analyzed using IBM Statistical Package for Social
Sciences (SPSS version 20.0). Sociodemographic characteristics
reported as frequencies, mean, and percentages. Multivariate
regression analysis was utilized for evaluation of PRHDS, dread
risk, risk and unknown risk, and affective factors

Ethical considerations

In order to carry out the study, permission was obtained from
University Medical Research Ethics Committee (Approval
Number:19-4T/45). Written informed consent was obtained from
the persons who agreed to participate in the study.

Results

Participants’ age ranged from 18 to 86 (M= 38.53 ± 13.42). Of the
sample, 53.9% were women, 66.4% were married, 76.2% were
employed, and 56.1% had bachelor’s degree (Table 1).

The mean PRHDS score of adults was 48.88 ± 8.12, the mean of
dread risk subscale score was 16.09 ± 4.34, the mean of risk
subscale score was 15.22 ± 3.22, and the mean of unknown risk
subscale score was 17.55 ± 3.49 (Table 2).

PRHDS and subscales, age, gender, education, marital status,
employment status, health perception, familial CVD history,
chronic disease status, smoking status, and BMI were assessed
using regression analysis. At the end of regression analysis, a
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statistically significant was detected between these variables
and risk perception for CVD (R2= 0.27, P< 0.01), dread risk
(R2= 0.22,

P< 0.01), risk (R2= 0.17, P< 0.01), and unknown risk (R2= 0.19,
P< 0.01). This model showed that the variables were powerful
predictors of perception of CVD. The risk perception of CVD
was affected by age, education, marital status, employment, health
perception, presence of familial CVD history, chronic diseases sta-
tus, smoking status, and BMI (P< 0.05). Age, marital status,
employment, health perception, presence of familial CVD history,
and chronic disease status had a significant association with the
dread risk subscale (P< 0.05). In addition, also the variable of
age, gender, education, marital status, employment, health percep-
tion, and smoking had affected risk subscale statistically signifi-
cantly; age, education status, employment, health perception,
smoking, and BMI variables had affected unknown risk subscale
statistically significantly (P< 0.05) (Table 3).

Discussion

In this study, the risk perception for CVD and the associated fac-
tors was to determine in adults. Previous studies have documented
that the risk perception for CVD is not at the desired level. For
example, Dayal and Singh (2017) surveyed a group of 20- to
40-year-old adults and found that more than half of the partici-
pants assumed themselves at risk of heart disease in the future,
with a medium score of risk perception for CVD. In another study
conducted on 300 Jordanians adults, Ammouri et al., (2011) found
that despite the fact that CVD is a major cause of death in Jordan,
participants had a medium score of risk perception for CVD. Also,
the same study stated that there was a need for heart disease
education programs for all adults. Johnson et al. (2015) carried
out a study among 174 adults ages 40–79 years old who had three
or more basic CVD risk factors and found that participants had a
high mean score of risk perception for CVD (56 out of 80).
Although CVD is the leading cause of death in Turkey, this study
found Turkish individuals to have a insufficient level of perceived
risk for this disease, which is consistent with similar studies
(Ammouri et al., 2011; Dayal and Singh, 2017). An understanding
of the participants’ perception of CVD risk is important in reduc-
ing the associated morbidity and disability rates. The results of this
study show that adults ignore the risk of CVD. The basis of the fight
against CVD is the detection and prevention of risk factors, includ-
ing smoking, being overweight or obese, insufficient physical
activity, and an unhealthy diet. Risk perception is an important
precursor to engaging in preventive behaviors and making appro-
priate changes (Janz and Becker, 1984). Several other studies found
that the level of perceived risk for CVD increased when individuals
were provided with education about risk factors or when these
were discussed during individual consultations (Toptaner, 2013;
Bustanji and Majali, 2013). Therefore, particular emphasis should
be placed on informing individuals about CVD risk factors.

Aging is a nonmodifiable risk factor for CVD. That means as
age increases, the risk of CVD also increases (Zipes et al., 2018).
Dayal and Singh (2017) found that age had a strong and significant

Table 1. Sociodemographic characteristics

Variables

Participants (N= 453)

n %

Age (years; M and SD) 38.53 13.42

Gender

Man 209 46.1

Woman 244 53.9

Marital Status (%)

Married 301 66.4

Single 152 33.6

Education Status (%)

Literate 12 2.6

Elementary School 76 16.8

Junior High School 111 24.5

University and above 254 56.1

Vocational Status (%)

Working 345 76.2

Non-working 108 23.8

Income Status (%)

Income equal to expense 298 65.8

Income more than expense 75 16.6

Income less than expense 80 17.7

Smoking Status (%)

Smoke 126 27.8

Don’t Smoke 282 62.3

Quit smoke 45 9.9

Chronic Disease Status

Yes 90 19.9

No 363 80.1

Familial CVD History

Yes 186 41.1

No 267 58.9

Self-Rated Health Perception

Very good 59 13

Good 248 54.7

Fair 137 30.2

Poor 8 1.8

Very poor 1 0.3

Body Mass Index

<18.5 14 3.1

18.5–24.9 209 46.1

25.0–29.9 185 40.8

≥30 45 9.9

Table 2. PRHDS and Subscale score of participants (N= 453)

X ± SS (min–max) Possible Range

PRHDS 48.88 ± 8.12 (22–74) 20–80

Dread Risk 16.09 ± 4.34 (7–28) 7–28

Risk 15.22 ± 3.22 (6–23) 6–24

Unknown Risk 17.55 ± 3.49 (7–28) 7–28
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association with dread risk and risk subscales. In this study,
increased age was associated with higher PRHDS, dread risk,
and unknown risk. These results showed that increased age made
individuals more aware of the risk of CVD.

Malyutina et al. (2004) reported that the mortality rates of
cardiovascular and coronary heart diseases were higher in single
women and men compared to their married counterparts. Many
studies have established that CVD risk and mortality rates are
lower in married people compared to single individuals and have
also found that single men were the population at greatest risk for
CVD and associated death (Eaker et al., 2007; Manfredini et al.,
2017). In this study, the mean PRHDS, dread, and risk subscale
scores were lower in single compared to married individuals.
Although single individuals are known to be at greater risk for
CVD, this population does not tend to consider themselves at risk.

In a study by Tillmann et al. (2017), low education level was
identified as a causal risk factor for the development of coronary
heart disease. Ammouri et al. (2011) reported that the risk percep-
tion for CVD was higher in individuals with higher education lev-
els. Similarly, in this study found that education level affected risk
perception for CVD, and risk, unknown risk subscales, and
PRHDS were correlated with education level. These data suggest
that individuals with higher education levels are better able to
understand and evaluate CVD risk factors.

Employment status is another influential factor for risk percep-
tion of CVD. Dayal and Singh (2017) reported that employment
status was associated with PRHDS score, and risk perception for
CVD was higher in retired individuals compared to other groups.
In this study, PRHDS, dread risk, unknown risk, and risk were
found to be higher in working individuals than other populations.

Health perception is a basic concept that determines the reali-
zation and maintenance of preventive health behaviors (Pender
et al., 2015; Saleh et al., 2019). Several studies showed that individ-
uals who had worse health perception had higher mortality risks
related to CVD (Stenholm et al., 2016; Waller et al., 2015).
However, health perception is not always compatible with people’s

current health status (Pender et al., 2015). Holt et al. (2020) found
that perceived CVD risk was significantly higher among partici-
pants who rated their general health as fair or poor. Similarly, in
this study, worse health perception was significantly associated
with higher PRHDS and subscale scores. These results suggest that
health perception is a very effective predictor for perceived risk of
CVD. Therefore, nurses should absolutely evaluate health percep-
tion when discussing CVD risk factors with adults.

Petitte (2018) found that university students who interview
their grandmother/grandfather about their CVD showed increased
risk perception scores for CVD. In addition, individuals with a
familial CVD history and those having numerous family members
with current disease showed a higher risk perception for CVD and
increased perception of dread risk compared to other groups. In
the present study of adults, the presence of chronic diseases, and
knowledge of familial CVD history increased the risk perception
of CVD and dread risk.

Obesity (Kalyoncuoğlu et al., 2017) and smoking (Lemos and
Omland, 2017) are two fundamental CVD risk factors. Smoking
doubles the CVD risk (Lemos and Omland, 2017). Smoking ces-
sation is considered to be the most effective protective measure
for CVD (Lemos and Omland, 2017). A study seeking to evaluate
current factors related to NCDs in Turkey found that 47.8% of par-
ticipants had 1 or 2 risk factors related to CVD (Üner et al., 2018).
In this study, increased BMI was associated with lower PRHDS and
unknown risk for CVD, whereas smoking decreased the PRHDS
and perception of risk and unknown risk. Individuals who do
not consider themselves at risk for CVD do not attempt to prevent
or control the disease, even though they may possess some risk fac-
tors (Ammouri and Neuberger, 2008).

The results of this study demonstrate that many individuals do
not believe themselves to be at risk of CVD despite having impor-
tant risk factors such as smoking and being overweight or obese.
Even smokers had a lower level of perceived risk of CVDwhile also
being afraid of it. Recent studies show that underestimating risk
factors (Soroush et al., 2017), poor risk perception (Saeidi and

Table 3. Multiple regression analysis of demographic variables on perception of risk of CVD (N= 453)

Variables

PRHDS Dread Risk Risk Unknown Risk

β p β p β p β p

Age 0.24 0.01 0.14 0.02 0.25 0.01 0.16 0.01

Gender 0.12 0.01 0.08 0.11 0.13 0.01 0.07 0.20

Education 0.12 0.03 −0.02 0.59 0.11 0.04 0.21 0.01

Marital Status 0.15 0.01 0.10 0.04 0.16 0.01 0.09 0.06

Employment Status 0.27 0.01 0.14 0.02 0.24 0.01 0.22 0.01

Health Perception −0.21 0.01 −0.22 0.01 −0.13 0.01 −0.11 0.02

Familial CVD History 0.14 0.01 0.18 0.01 0.07 0.15 0.04 0.43

Chronic Disease Status 0.12 0.01 0.14 0.01 0.03 0.56 0.08 0.12

Smoking Status −0.10 0.02 0.04 0.35 −0.12 0.01 −0.17 0.01

BMI −0.11 0.02 0.00 0.95 0.06 0.23 −0.20 0.01

R 0.52 0.47 0.42 0.44

R2 0.27 0.22 0.17 0.19

F 16.11 12.53 9.21 10.6

p 0.01 0.01 0.01 0.01

*p<0.05.
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Komasi, 2018), and unhealthy lifestyles (Chu et al., 2016) are
among the main causes of increased CVD risk. Risk perception
plays a prominent role in the prevention of CVD by increasing
readiness for lifestyle changes (Barnhart et al., 2009). Ammouri
et al. (2011) state that when people compare themselves to others
with similar characteristics, such as age, sex, eating habits, working
conditions, and lifestyle habits, they tend to underestimate their
own risk factors. Therefore, participants do not perceive them-
selves to be at risk despite having certain risk factors.

Limitations

This study has some limitations. Self-reporting was used to evalu-
ate risk perception of CVD and weight–height-related measure-
ments. Therefore, a social desirability bias could exist. The study
was a cross-sectional study, and in future studies, should be
employed a longitudinal design to confirm the findings, and inves-
tigate the causality of relationships.

Conclusion

Although CVD is the most prominent cause of disease-related
death in world, risk perception for CVD was found to be low
among the individuals included in this study. The risk perception
for CVD disease was influenced by diverse variables including age,
gender, education, marital status, employment status, health per-
ception, familial CVD disease history, chronic diseases, smoking,
and BMI.

Even if healthy individuals do not yet have a disease, they may
be at risk of certain diseases due to their family history, eating hab-
its, and lifestyle behaviors. An understanding of society’s percep-
tion of CVD risk and the variables that affect this is imperative
in raising awareness of potential risks and preventing disease.
Thus, individuals with a high risk of CVD but a low level of per-
ceived risk can be identified, and the necessary interventions can
be implemented.

When the economic burden of CVDs is evaluated, the recom-
mended fundamental strategy is primary protection, which
involves disease prevention and risk evaluations. More training
should be given by nurses to increase community awareness of
CVD and its risk factors and to reduce CVDmorbidity andmortal-
ity rates. Community-based screening programs that include risk
factors such as blood pressure and lipid levels should be provided
and training opportunities that encourage individuals to undertake
protection measures should be implemented by public health
nurses who are in direct contact with the community.

Acknowledgments. The author(s) declared no potential conflicts of interest
with respect to the research, authorship, and/or publication of this article.

Author contributions. Study design: S.T., M.A.
Data collection: S.T.
Data analysis: S.T., M.A.
Manuscript writing and revisions for important intellectual content:

S.T., M.A

Funding statement. The author(s) received no financial support for the
research, authorship, and/or publication of this article.

References

Alissa N (2017) Risk perceptions of cardiovascular disease among saudi arabian
women in relation to home cooking and ıntentions to cook low fat meals.

Kent State University College of Education, Health, and Human Services.
Doctoral Dissertation.

Ammouri AA and Neuberger G (2008) The perception of risk of heart disease
scale: Development and psychometric analysis. Journal of Nursing
Measurement 16, 83–97.

Ammouri AA, Abu Raddaha AH, Natarajan J and D’souza MS (2018)
Perceptions of risk of coronary heart disease among people living with
type 2 diabetes mellitus. International Journal of Nursing Practice 24, 1–9,
e002737.

Ammouri AA, Neuberger G, Mrayyan MT and Hamaideh SH (2011)
Perception of risk of coronary heart disease among Jordanians. Journal of
Clinical Nursing 20, 197–203.

Barnhart JM, Wright ND, Freeman K, Silagy F, Correa N and Walker EA
(2009) Risk perception and its association with cardiac risk and health
behaviors among urban minority adults: the Bronx Coronary Risk
Perception study. American Journal of Health Promotion 23, 339–342.

Bustanji MM and Majali S (2013) Effect of combined interventions of diet and
physical activity on the perceived and actual risk of coronary heart disease
amongwomen in north of jordan.World Journal ofMedical Sciences 9, 184–189.

Chu P, Pandya A, Salomon JA, Goldie SJ and Hunink MM (2016)
Comparative effectiveness of personalized lifestyle management strategies
for cardiovascular disease risk reduction. Journal of the American Heart
Association 5, 1–16, e002737.

Cohen J (1988) Statistical power analysis for the behavioral sciences, 2nd ed.
Hillsdale, NJ: Erlbaum.

Dayal B and SinghN (2017) Perception of risk of cardiovascular disease among
early adulthood in Lucknow city. Al Ameen Journal of Medical Sciences 10,
112–118.

Eaker ED, Sullivan LM, Kelly-Hayes M, D’Agostino EB Sr. and Benjamin EJ
(2007) Marital status, marital strain, and risk of coronary heart disease or
total mortality: the Framingham Offspring Study. Psychosomatic Medicine
69, 509–513.

Hart P (2005) Women’s perceptions of coronary heart disease: an integrative
review. Journal of Cardiovascular Nursing 20, 170–176.

Holt EW, Cass AL, Park H, Criss S, Burges M, Isley E and Murr S (2020)
Perceived versus actual risk of cardiovascular disease in college students.
American Journal of Health Education 51, 59–68.

Institute for HealthMetrics and Evaluation (IHME). (2018) Findings from the
Global Burden of Disease Study 2017. USA: Seattle.

JanzNK andBeckerMH (1984) The health beliefmodel: A decade later.Health
Education Quarterly 11, 1–47.

Johnson JE, Gulanick M, Penckofer S and Kouba J (2015) Does knowledge
of coronary artery calcium affect cardiovascular risk perception, likelihood
of taking action, and health-promoting behavior change?. Journal of
Cardiovascular Nursing 30, 15–25.

Kalyoncuoğlu M, Öztürk S, Durmuş G, Keskin B and Can MM (2017)
Current approach to the chronic ischemic heart disease in the light of the
current diagnosis and assessment guidelines. Haseki Tip Bulteni 55, 85.

Lemos JD andOmland T (2017) Chronic coronary artery disease: A companion
to Braunwald’s heart disease. Philadelphia, USA: Elsevier Health Sciences.

Malyutina S, Bobak M, Simonova G, Gafarov V, Nikitin Y and Marmot M
(2004) Education, marital status, and total and cardiovascular mortality in
Novosibirsk, Russia: a prospective cohort study. Annals of Epidemiology
14, 244–249.

Manfredini R, De Giorgi A, Tiseo R, Boari B, Cappadona R, Salmi R,
Gallerani M, Signani F, Manfredini F, Mikhailidis DP and Fabbian F
(2017) Marital status, cardiovascular diseases, and cardiovascular risk fac-
tors: a review of the evidence. Journal of Women’s Health 26, 624–632.

Pender NJ., Murdaugh CL and Parsons MA (2015)Health promotion in nurs-
ing practice Harrisonburg. VA, USA: Pearson.

Petitte SR (2018) Getting to the Heart of It: Examining Intergenerational
Sensemaking of Heart Disease. University of Nebraska. Master Thesis.

Saeidi M and Komasi S (2018) A predictive model of perceived susceptibility
during the year before coronary artery bypass grafting. The Journal of Tehran
University Heart Center 13, 6.

Saleh ZT, Connell A, Lennie TA, Bailey AL, Elshatarat RA, Yousef K and
Moser DK (2019) Cardiovascular disease risk predicts health perception
in prison inmates. Clinical Nursing Research 28, 235–251.

Primary Health Care Research & Development 5

https://doi.org/10.1017/S1463423623000117 Published online by Cambridge University Press

https://doi.org/10.1017/S1463423623000117


Soroush A, Komasi S, Saeidi M, Heydarpour B, Carrozzino D, Fulcheri M,
Marchettini P, Rabboni M and Compare A (2017) Coronary artery bypass
graft patients’ perception about the risk factors of illness: educational neces-
sities of second prevention. Annals of Cardiac Anaesthesia 20, 303.

Stenholm S, Kivimäki M, Jylhä M, Kawachi I, Westerlund H, Pentti J,
GoldbergM, ZinsM and Vahtera JT (2016) Trajectories of self-rated health
in the last 15 years of life by cause of death. European Journal of Epidemiology
31, 177–185. doi: 10.1007/s10654-015-0071-0

Tillmann T, Vaucher J, Okbay A, Pikhart H, Peasey A, Kubinova R, Pajak A,
Tamosiunas A, Malyutina S, Hartwig FP, Fischer K, Veronesi G,
Palmer T, Bowden J, Smith GD, Bobak M and Holmes MV (2017)
Education and coronary heart disease: mendelian randomisation study.
BMJ 358, j3542.

Toptaner NE (2013) The Effects of Coronary Heart Diseases Prevention
Program for Women in Menopause Period on Heart Health. Marmara
University, Doctoral Dissertation.

TSI. (2020) Cause of Death Statistics 2019. Available from: https://data.tuik.gov.
tr/Bulten/Index?p=Olum-ve-Olum-Nedeni-Istatistikleri-2019-33710

Üner S, Balcılar M and Ergüder T (2018) National Household Health Survey –
Prevalence of Noncommunicable Disease Risk Factors in Turkey 2017
(STEPS). Ankara, Turkey: World Health Organization Country Office.

Waller G, Janlert U, NorbergM, Lundqvist R and Forssén A (2015) Self-rated
health and standard risk factors for myocardial infarction: A cohort study.
British Medical Journal Open 5, e006589.

WHO. (2010) A healthy lifestyle - WHO recommendations. Available from:
https://www.who.int/europe/news-room/fact-sheets/item/a-healthy-
lifestyle—who-recommendations

WHO. (2017)Cardiovascular diseases (CVDs) Fact Sheets. Available from: http://
www.who.int/en/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)

WHO. (2019) Ten threats to global health in 2019. Available from: https://www.
who.int/news-room/spotlight/ten-threats-to-global-health-in-2019

WHO. (2021) Noncommunicable diseases. 2021. Available from: https://www.
who.int/news-room/fact-sheets/detail/noncommunicable-diseases

Zipes DP, Libby P, Bonow RO, Mann DL and Tomaselli GF (2018)
Braunwald’s heart disease E-book: A textbook of cardiovascular medicine.
Philadelphia, USA: Elsevier Health Sciences.

6 Sevcan Topçu and Melek Ardahan

https://doi.org/10.1017/S1463423623000117 Published online by Cambridge University Press

https://doi.org/10.1007/s10654-015-0071-0
https://data.tuik.gov.tr/Bulten/Index?p=Olum-ve-Olum-Nedeni-Istatistikleri-2019-33710
https://data.tuik.gov.tr/Bulten/Index?p=Olum-ve-Olum-Nedeni-Istatistikleri-2019-33710
https://data.tuik.gov.tr/Bulten/Index?p=Olum-ve-Olum-Nedeni-Istatistikleri-2019-33710
https://www.who.int/europe/news-room/fact-sheets/item/a-healthy-lifestyle---who-recommendations
https://www.who.int/europe/news-room/fact-sheets/item/a-healthy-lifestyle---who-recommendations
http://www.who.int/en/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)
http://www.who.int/en/news-room/fact-sheets/detail/cardiovascular-diseases-(cvds)
https://www.who.int/news-room/spotlight/ten-threats-to-global-health-in-2019
https://www.who.int/news-room/spotlight/ten-threats-to-global-health-in-2019
https://www.who.int/news-room/fact-sheets/detail/noncommunicable-diseases
https://www.who.int/news-room/fact-sheets/detail/noncommunicable-diseases
https://doi.org/10.1017/S1463423623000117

	Risk perception of cardiovascular disease among Turkish adults: a cross-sectional study
	Introduction
	Methods
	Study design and sample
	Data collection
	Instruments
	Data analyses
	Ethical considerations

	Results
	Discussion
	Limitations
	Conclusion
	References


