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A B S T R A C T 
Background: Chronic cardiovascular morbidities are major public health concern. The objective was to as-
sess awareness and practice of selfcare activities among patients with chronic cardiovascular morbidity in 
Burdwan Medical College (BMC) and to explore constraints in selfcare practice. 

Materials & Methods: A facility-based, explanatory sequential, mixed-method study was conducted in Cardi-
ology super-specialty outpatient department of BMC, West Bengal. A calculated sample of 185 patients with 
chronic cardiovascular morbidity were selected randomly; interviewed with predesigned, pretested schedule 
(adapted from H-SCALE) for quantitative component. For qualitative component, eight study participants, se-
lected purposively, were interviewed with In-depth-interview guide. Multivariable logistic regression was 
done to find out predictors of selfcare practice. Thematic inductive analysis was done to explore constraints. 

Results: 73% study participants were aware about overall selfcare practices; 43.8% performed satisfactory 
overall selfcare practice. Below secondary level educational status [AOR:0.412, 95% CI (0.178-0.956)] and 
lower & lower-middle socioeconomic status [AOR:0.063, 95% CI (0.017-0.230)] were found to create negative 
influence on favourable self-care practice. Thematic analysis revealed false belief, lack of motivation, lack of 
proper knowledge, emotional disturbances and Covid-19 pandemic impact as major constraints in selfcare 
practice. 

Conclusion: Selfcare awareness & practice both are low. Interventions are needed to ensure healthy lifestyle 
of patients. 
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INTRODUCTION 

Self-care is defined as the decisions and strategies 
undertaken by the individual in order to maintain 
life, healthy functioning and well-being. Self-care be-
havior of a person can be universal, disease-related 
or developmental. Self-care in chronic diseases relies 
on personal resources and enables the persons suf-
fering from chronic disease to be in charge of their 
own care.1 

Chronic cardiovascular morbidity is defined as coex-
istence of one or more chronic cardiovascular dis-
eases like coronary artery disease, peripheral vascu-
lar disease, post-myocardial infarction, atrial fibrilla-
tion, angina pectoris, valvular heart disease, 
congestive heart-failure, ischemic heart disease etc.in 
patients with multi-morbidity.2 A systematic review3 

on patterns of multi-morbidity in primary care has 
highlighted on hypertension, diabetes, obesity & 
dyslipidemia as the most frequently found multi-
morbidities. Chronic cardiovascular diseases are es-
timated to account for 46% of non-communicable 
disease death worldwide and 15-20% of all death in 
India.4 It has been observed that up to 50% of hospi-
tal re-admissions may be prevented if patients com-
ply with self-care activities regularly; along with 
suitable treatment plan and sufficient social sup-
port.5 

The set of self-care activities required for different 
chronic cardiovascular morbidities are similar. 
American Association of Diabetes Educators (AADE) 
and American College of Cardiology Foundation 
(ACCF) recommend6 different self-care activities for 
chronic cardiovascular patients, such as dietary prac-
tice, regular medication, smoking-cessation, alcohol-
abstinence, physical exercise, blood monitoring, 
weight monitoring and immunization.The Joint Na-
tional Committee-7 (JNC-7) on prevention, detection 
and treatment of high blood pressure also has rec-
ommended similar lifestyle modifications for pa-
tients with chronic cardiovascular morbidities all 
over the world.7 

Several dietary patterns like Dietary Approach to 
Stop Hypertension (DASH), Healthy Eating Index 
(HEI) and Mediterranean diet have been identified 
and tested for western population for prevention and 
management of NCDs; where a healthy-heart diet8 
contains cereals like brown rice-whole wheat-oats, 
pulses, vegetables, fruits, skin-out chicken, egg white, 
fish, low fat milk, paneer, curd, restricted intake of 
raw salt, sweets, red meat, street foods and full-fat 
dairy products. However, the SCRIPT study9in 2015 
and CURES10 in 2001 have shown that Indians, being 
culturally different, have diverse dietary and culinary 
habits. Indians generally have excess consumption of 
calories, saturated fats, trans fats, simple sugars, salt 
and low intake of fiber. Such dietary transition and 
sedentary lifestyle lead to obesity and diet related 
NCDs like diabetes, cardiovascular disease etc. Con-
sensus dietary guidelines for Indians11 include re-

duction in intake of carbohydrates, reduction in sat-
urated fat, trans fat intake, restricted intake of sugar 
and lower intake of salt. Regular physical exercise, at 
least 30 mints per day for five days per week or 150 
minutes of moderate exercise per week is recom-
mended by ACCF and JNC-7.12 Other recommenda-
tions from ACCF include adult immunization prac-
tice13 against Covid-19, Pneumococcal pneumonia, 
Influenza and regular blood-monitoring practice to 
check co-morbidities14. Smoking cessation, alcohol 
abstinence practices are also recommended by 
ACCF/JNC-7 as they increased risk of heart attack 
and stroke alarmingly.15 Periodic weight monitoring 
practice, at least once per week, is another recom-
mendation from ACCF/JNC-7 for chronic cardiovas-
cular patients.16 These guidelines are applicable to 
Asian Indians in any geographical setting. Treatment 
of chronic cardiovascular morbidities is often expen-
sive17 and long-standing. In a resource limited coun-
try like India, regular practice of self-care activities 
can be hugely beneficial for the patients. 

 

OBJECTIVES 

The study was conducted to assess the awareness 
and practice of self-care activities among patients 
with chronic cardiovascular morbidity attending a 
Super-Specialty Care Hospital of Purba Bardhaman 
district, West Bengal. The study analyse relationship, 
if any, between socio-demographic characteristics 
and self-care practice among these patients and also 
to explore the constraints faced by study participants 
in practicing the self-care activities. 

 

METHODOLOGY 

Study design, setting and duration: It was a facility 
based sequential mixed-method study, the quantita-
tive descriptive part with cross-sectional design fol-
lowed by a qualitative part through phenomenologi-
cal approach. The study was done in cardiology out-
patient department of Anamoy Super-Specialty 
hospital, Purba Bardhaman district, West Bengal. The 
duration of study was six months (July 2021 to De-
cember 2021). 

Study population: Diagnosed patients (age >18 
years) of chronic cardiovascular morbidity, attending 
Cardiology outpatient department of Anamoy Super-
Specialty Hospital, during the period of data collec-
tion, were included in study population. Patients who 
were seriously ill, with psychiatric illness or cogni-
tive impairment or not willing to give informed con-
sent, were excluded from the study.  

Sample size and sampling technique: 

Quantitative part: As per similar clinic based 
study18 in Singur, West Bengal taking the proportion 
of overall good self-care practice as 37.1%, the min-
imum sample size was calculated as sample size (n) = 
z2p(1-p)/d2 [Where (z) = 1.96, absolute precision (d) 
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= 7.5%, (p) = 37.1%, Confidence Interval (CI) = 95%]. 
The calculated sample size was ≈160. Taking nonre-
sponse rate 15%, the final sample size came to be ≈ 
185. 

Regarding sampling of cases, during OPD hours, the 
patient fulfilling inclusion criteria (Patient’s age & 
medical diagnosis ascertained by his/her prescrip-
tion) of the study, with whom the researcher met 
first in Cardiology OPD of Anamoy Specialty hospital, 
was selected for the first interview of the day. It took 
approx. 15-20 minutes to complete one interview. 
After completion of one interview, the immediately 
next available patient in Cardiology OPD at that mo-
ment, fulfilling eligibility criteria of the study, was se-
lected for next interview. In this way, 8-10 patients 
were interviewed per day on twice per week basis. 

Qualitative part: To explore the constraints faced in 
practicing self-care activities, In-depth-interviews 
(IDI) were done with those study participants who 
were aware about any of the recommended self-care 
activities and had time to go for in-depth-interview 
with the researcher, till the point of data saturation. 
Finally, eight IDIs were conducted with eight study 
participants.  

Data collection, tools and techniques: Data was 

collected after ethical clearance and approval of the 
synopsis by the Institutional Ethics Committee of 
Burdwan Medical College and Hospital, Burdwan, 
West Bengal. Prior to data collection, administrative 
authority of Anamoy Super-Specialty Hospital was 
communicated and briefed about the purpose of the 
study, their permission was also taken. During the 
OPD hours, 8-10 randomly selected patients were in-
terviewed per day on twice per week basis, for con-
venience of data collection. 

A semi-structured, pre-designed, pre-tested schedule 
which included background information of study 
participants in initial part and assessment of aware-
ness and selfcare practices in later part.  

Assessment of awareness in different self-care activi-
ties: Awareness was assessed on eight self-care do-
mains i.e., dietary practice, physical exercise, weight 
monitoring, regular medication, blood monitoring, 
smoking cessation, alcohol abstinence and adult im-
munization. Total 18 items were present. Responses 
recorded as ‘yes’ or ‘no’. Score 1 for each ‘yes’ re-
sponse & score 0 for each ‘no’ response awarded. 
Maximum attainable score was 18, minimum score 0 
and median score 9. Scores ≥ 9 taken as satisfactory 
overall awareness.   

 

Table-1. Self-care domain wise distribution of items, type of responses and domain scores: 

No. Self-care  
domains 

Domain 
wise items 

Individual items Response noted as Maximum 
domain score 

1. Dietary practice 5 1.Raw salt with diet. 
2.Red meat. 
3.Sweets. 
4.Street foods. 
5.Soft drinks 
(In last 7 days) 

Yes/No. 
Score (1/0) for each item 

5 

2. Physical exercise 2 1.Brisk walking. 
2.Swimming/yoga/ meditation. 
(Minimum 5 days/week) 

Yes/No. 
Score (1/0) for each item 

2 

3. Regular medication 3 1.Taking all medicine. 
2. In right dosage. 
3. In right time. 
(In last 7 days) 

Everyday/skip once/skip 
more than once. 
Score (2/1/0) for each item 

6 

4. Blood monitoring 1 Blood testing 
(Within last three months) 

Yes/No. 
Score (1/0) for each item 

1 

5. Weight monitoring 1 Weigh measurement 
(Within last three months)  

Every week/within last 3 
months/did not measure. 
Score (2/1/0) for each item 

2 

6. Adult immunization 4 1.Pneumococcal 
2.Covid-19 
3.Influenza 
4.Hepatitis-B 

Un-immunized/Partial/Full-
immunized. 
Score (2/1/0) for each item 

8 

7. Smoking cessation 1 Smoking  Never smoke/Not in last 7 
days/ Occasional/Regular 
smoker. 
Score (3/2/1/0) for each item 

3 

8. Alcohol abstinence 1 Alcohol intake Never drink/Not in last 7 
days/Occasional/Regular 
drinker. 
Score (3/2/1/0) for each 
item. 

3 

Total items 18 Total score 30 
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Assessment of self-care practices (based on ACCF/ 
JNC-7 guidelines)7,19: Self-care practice was assessed 
on similar 18 items adapted from Hypertension Self-
Care Activity Level Effects (H-SCALE) which was a 
validated tool20. According to local context and objec-
tives of the study, the measure was modified. Relia-
bility of this tool was acceptable & satisfactory as 
Cronbach’s alpha value was found to be 0.757. The 
tool was translated into Bengali and again converted 
back to English to maintaining linguistic equivalence. 
The 18 items were distributed in eight self-care do-
mains. Responses in each domain were assigned with 
scores. The self-care domains with scores were illus-
trated in table 1. 

Maximum score was 30, minimum score 0 and medi-
an score 15. Scores ≥ 15 were taken as satisfactory 
overall-selfcare practice. In case of individual do-
main, score of 50% or more taken as satisfactory 
practice in that self-care activity.  

Recall period was preceding seven days of data col-
lection except in blood & weight monitoring where 
recall period was preceding three months of data col-
lection. 

Pre-testing was done on 15 patients of chronic cardi-
ovascular disease in General-Medicine OPD of 
Burdwan Medical College and necessary adjustments 
were done accordingly to make the tool ready for fi-
nal use. 

For quantitative part of the study, patient-interviews 
(PI) were done with the semi-structured, pre-
designed, pre-tested schedule. And for the qualitative 
part, in-depth interviews (IDI) were done with in-
depth-interview guide. 

Ethical considerations: Ethical clearance was ob-
tained from the Institutional Ethics Committee of 
Burdwan Medical College and Hospital, Burdwan, 
West Bengal. Prior to data collection informed con-
sent was obtained from each patient. Confidentiality 
and anonymity of information was maintained. 

Data management and analysis: Collected data was 
checked for completeness and consistency. Then 
principles of descriptive statistics were applied to 
organize and present the data in tables and dia-
grams. Data was finally analyzed using Statistical 
Package for Social Sciences (SPSS) version 23. Quali-
tative data were transcribed verbatim and analyzed 
thematically with inductive approach. The data were 
entered and analyzed by using Nvivo (release 1.0, 
QSR International) software. The report was pre-
pared following the reporting guidelines of COREQ. 

 

RESULTS 

Background characteristics of study participants: 
A total of 185 patients were included in the study as 
none of the eligible patients withdrew their consent 
to participate in the study. Study participants aged 

from 38 to 80 years with mean age 58.54 years (SD 
9.12) and 20% study participants belonged to below 
50 years age group. 57.8% study participants were 
male, 58.9% were married, 34.1% had spouse death, 
52.4% came from urban areas and 80% belonged to 
joint families. 48.6% study participants were Hindu, 
38.9% were Muslim and remaining 12.4% were 
Christian. 19.5% study participants were illiterate 
and 56.2% had below secondary level education. 7% 
study participants belonged to lower most socioeco-
nomic class and 21.6% were from lower-middle 
class. 88% study subjects were hypertensive, 58% 
were diabetic, 38.4% were obese and 43.8% had 
family history of cardiovascular disease. 36.2% study 
participants were dealing with cardiovascular dis-
ease for ≥5 years (Table-2). 

Awareness in different self-care activities: Re-
garding awareness in different self-care activities, 
51.9% participants were aware for dietary practice, 
63.8% for regular physical exercise, 69.7% for smok-
ing cessation, 81.1% for alcohol abstinence, 79% for 
regular medication, 38.7% for immunization, 70.8% 
for regular blood monitoring and 31.4% for weight 
monitoring. 73% study participants had over-all 
awareness regarding self-care activities (Figure-1). 

Practice in different self-care activities: Favoura-
ble self-care practice, in different domains of self-
care activities, was found in following proportion of 
study subjects – 64% in regular medication, 75% in 
alcohol abstinence, 26% in immunization, 51% in 
smoking cessation, 47% in dietary practice, 44% in 
regular physical exercise, 46% in regular blood mon-
itoring and 17% in weight monitoring. Regarding 
overall self-care practice, 81 (43.8%) study partici-
pants showed favourable practice and 104 (56.2%) 
participants showed un-favourable practice (Figure-
1). Overall self-care practice scores varied from 3 to 
24 with mean score 13.42 (SD 5.19).  

There was wide variability in the approach of study 
participants towards practice in different self-care 
activities. 29.5% participants avoided raw salt intake 
with food, 35% avoided fast food, 23.3% avoided red 
meat and 22.8% avoided cake/pastry/sweets in the 
preceding week of data collection. 34% study partic-
ipants performed brisk walking at least 30 
minutes/day for minimum 5 days in a week and 
24.4% exercised yoga/swimming/meditation/cy-
cling at least 5 days in a week. 27.2% study partici-
pants were current smokers. 78.4% participants re-
ceived Covid-19 vaccine whereas 17.3% received 
pneumococcal vaccine, 7% received Hepatitis-B vac-
cine and 3.8% received Influenza vaccine. 

Relationship between practice of self-care activi-
ties and background characteristics of patients:  

Overall self-care practice of study participants was 
statistically significantly associated with their educa-
tional status (p 0.00), socioeconomic status (p 0.00), 
religion (p 0.002) and duration of chronic heart dis-
ease (p 0.004) (Table-2). 
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Table:2. Distribution of study subjects as per their background characteristics and overall self-care 
practice (N=185) 

Descriptive characteristics Total study 
participants  
(n=185) (%) 

Overall self-care practice Chi-square 
(χ2) Value  

df p-value 
Favorable 
(n=81) (%) 

Un-favorable 
(n=104) (%) 

Age (in years) 
<50 37 (20.0) 16 (43.2) 21 (56.8) 2.001 2 0.368 
50-60 70 (37.8) 35 (50) 35 (50)  
>60 78 (42.2) 30 (38.4) 48 (61.6)  

Gender 
Male 107 (57.8) 42 (39.2) 65 (60.8) 2.117 1 0.146 
Female 78 (42.2) 39 (50) 39 (50)  

Religion 
Hindu 90 (48.6) 50 (55.6) 40 (44.4) 12.731 2 0.002 
Muslim 72 (38.9) 27 (37.5) 45 (62.5)  
Christians 23 (12.4) 4 (17.4) 19 (82.6)  

Educational status 
Illiterate 36 (19.5) 3 (8.3) 33 (91.7) 50.605 4 0.000 
Primary (I-IV) 50 (27.0) 15 (30) 35 (70)  
Secondary (V-X) 54 (29.2) 26 (48.1) 28 (51.9)  
Higher-sec (XI-XII) 31 (16.8) 24 (77.4) 7 (22.6)  
Above higher-sec 14 (7.60) 13 (92.9) 1 (7.1)  

Socioeconomic status1 

Upper 5 (2.70) 5 (100) 0 (0) 54.112 4 0.000 
Upper middle 52 (28.2) 37 (71.2) 15 (28.8)  
Middle 75 (40.5) 36 (48) 39 (52)  
Lower middle 40 (21.6) 2 (5) 38 (95)  
Lower 13 (7.00) 1 (7.7) 12 (92.3)  

Type of family 
Nuclear 37 (20.0) 21 (56.8) 16 (43.2) 3.162 1 0.075 
Joint 148 (80.0) 60 (40.5) 88 (59.5)  

Residential area 
Urban 97 (52.4) 38 (39.2) 59 (60.8) 1.760 1 0.185 
Rural 88 (47.6) 43 (48.9) 45 (51.1)  

Duration of chronic heart disease 
<5 years 118 (63.8) 61 (51.7) 57 (48.3) 8.285 1 0.004 
≥5 years 67 (36.2) 20 (29.9) 47 (70.1)  

Note:1. As per Modified B G Prasad scale, CPI-IW value July 2021:330.; df= degree of freedom 

 

 

Figure:1. Distribution of study participants as per their awareness and favourable practice in different 
self-care activities (n=185) 
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Table-3. Multivariable logistic regression of socio-demographic factors with favorable overall self-
care practice by study subjects (n=185) 

Sociodemographic variables Participants 
(n=185) 

Overall favorable  
self-care practice (n=81) (%) 

aOR (95% CI) p-value 

Age (in years) 
<50 37 16 (43.2) 0.535 (0.229-1.248) 0.148 
≥50 148 65 (43.9) Ref 

Educational status 
<Secondary 87 19 (21.8) 0.412 (0.178-0.956) 0.039 
≥Secondary 98 62 (63.3) Ref 

Socioeconomic status* 
Lower-middle & Lower 53 3 (5.6) 0.063 (0.017-0.230) 0.000 
Upper, upper-middle & middle 132 78 (59.1) Ref 

Type of family 
Nuclear  37 21 (56.7) 0.781 (0.326-1.868) 0.578 
Joint 148 60 (40.5) Ref 

Religion 
Hindu  90 50 (55.5) 1.143 (0.526-2.485) 0.736 
Muslim & Christians 95 31 (32.6) Ref 

Residential area 
Urban 97 38 (39.1) 1.522 (0.755-3.070) 0.241 
Rural 88 43 (48.9) Ref 

Nagelkerke R2 value 0.385; Hosmer-Lemeshow test value 0.157 
aOR- Adjusted Odds Ration, CI-Confidence Interval; *As per Modified B G Prasad scale, [CPI-IW value January 2021: 330] 

 

Multivariable logistic regression analysis was done 
between sociodemographic characteristics of study 
participants and favourable self-care practice. After 
adjustment of variables, Educational status < 
secondary school level [AOR:0.412 (0.178-0.956)] 
and Lower & lower-middle socioeconomic class 
[AOR: 0.063 (0.017-0.230)] werefound to create 
negative impact on favourable self-care practice (p < 
0.05). Hosmer-Lemeshow test value was 0.157 which 
suggested goodfit of the model and 38.5% variation 
of dependable variable (overall favourable self-care 
practice) could be explained by this model (Table-3). 

Constraints in self-care practices by study 
participants: 

Through thematic inductive analysis the study ex-
plored the difficulties and constraints faced by pa-
tients with chronic cardiovascular morbidity, in 
practicing their self-care activities. Eight patients 
with chronic cardiovascular morbidity were inter-
viewed in depth for the study, till there was data sat-
uration on simultaneous analysis. Out of eight pa-
tients, five were male and three were female. Mean 
age of the patients was 52 years. They represented 
from two Indian states – Jharkhand and West Bengal, 
spoke in Bengali and were distributed in various so-
cio-economic strata and literacy levels. Their percep-
tion about illness showed much variability.  

IDIs were done with an IDI guide. The one-to-one in-
terviews were recorded, audio-taped with proper 
consent. Hand-written notes were also taken simul-
taneously by the researcher. Collected notes and au-
dio records were gone through word by word and 
then transcribed as verbatim. The transcripts were 
again read multiple times to gain familiarity and then 
compared with the hand-written notes. This was 
done to ensure that the data was captured with those 
non-verbal responses. The transcripts were then 

coded inductively. Code-compilation was done and 
finally, the coded texts were condensed into different 
themes.  

The emergent themes regarding constraints in self-
care practice were – false belief about heart disease, 
lack of motivation, emotional disturbance, lack of 
proper knowledge and Covid-19 pandemic impact. 
False perception about age, denial towards diagnosis, 
lack of thought clarity, lack of communication, fatal-
istic mindset and trust deficit in health system were 
the sub-themes under the theme of false belief about 
heart disease. Reluctance, hectic job schedule, over 
rely on caregiver, excess pill dependency and associ-
ated illness were the sub-themes under the theme of 
lack of motivation. Anxiety & depression, spiritual-
ism, agony of broken family were the sub-themes 
under the theme of emotional disturbance. Supersti-
tion, misleading information, contradictory infor-
mation were the sub-themes under the theme of lack 
of proper knowledge. Restricted out-door activities, 
costly medicines, increased financial hardships and 
demise of loved ones were the sub-themes under the 
theme of Covid-19 pandemic impact (Figure-2). 

Emergent themes: Five themes are emerged after 
analysis of transcribed data. They are described 
along with the subthemes and sample verbatim.  

False belief about heart disease: 

False perception about age: Although the patients 
were getting specialty care, still they had certain 
extent of false perception that the disease 
progression was chiefly related to their age. As one 
of the interviewee said, 

“As I am advancing in age, these problems are oc-
curring more frequently.”  

Denial towards diagnosis: Some of the patients had 
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hesitations in accepting their illness. One of the in-
terviewees said, 

“My doctor says that I have problems in heart, but I 
think it may be related with my digestion problems.” 

Fatalistic mindset: Some of the patients presumed 
that the illness would eventually turn out to be 
worse for them, so they found no point in trying to 
change the outcome. One of the interviewee said,  

“It will not be cured any more, I have left all to own 
destiny.”   

Lack of clarity in thoughts: Some of the patients were 
also found to be lacking the clarity in their thoughts 
about selfcare practice. One of the interviewee said,  

“Because of acidity problems, I often skip meals at 
night, eating less will do no harm to me.” 

Trust deficit in healthcare system: Few patients had 
expressed their mistrust on current healthcare 
system. One of the interviewee said, 

“So, I’m thinking to go south India next month for 
better treatment.” 

Lack of communications: Some of the patients told 
that they were not aware about the need of selfcare 

activities  as they were not adequately adviced about 
it by doctors. One of the interviewee said,  

“But doctors have not said anything clearly to me 
yet about this.” 

Lack of motivation for selfcare practice:  

Reluctance in selfcare practice: Few patients 
responded reluctantly about selfcare practices. 
Regarding regular medicine intake, one of the 
interviewee said, 

“At times pills are missed when I am outside the 
home.” 

Hectic job schedule: Some of the patients inculpated 
their hectic job schedule for not performing selfcare 
activities regularly. One of the interviewee said,  

“I don’t get time to go for morning-walks as I have 
to travel early morning in train to reach office.” 

Over-rely on care-givers: Regarding taking medicines 
regularly in specific dose & time, one of the 
interviewee said,  

“Actually, my daughter looks after all these things, I 
can’t remember them well.” 

 

 

Figure-2. Tree map showing the themes & sub-themes regarding constraints faced by study 
participants in practicing self-care activities 
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Excessive pill-dependency: Majority of the patients 
felt that pills alone were sufficient to control their 
disease. One of the interviewee said,  

“I don’t prefer street foods, but…. I take two pegs of 
alcohol every day at bedtime for my sleep, but most 
importantly, I take all the medicines regularly.” 

Associated illness: One of the interviewee said,  

“Due to pain in low back &knees, I can’t do morning 
walks for the last 2-3 months.” 

Emotional disturbances: 

Anxiety & depressions related to prolonged illness: 
Due to prolonged disease suffering, patients were 
found to be enduring significant amount of anxiety 
and depressions. One of the interviewee said,  

“At times I feel so depressed with my illness that I 
don’t even want to continue treatment anymore.” 

Spiritual thinking: With prolonged suffering, patients 
were highly emotional about their ill-health. One of 
the interviewee said,  

“I’m quite frustrated in taking medicines for months 
after months and even after that chest pain recurs; I 
have left it now on destiny.” 

Agony of broken family: One of the interviewee said,  

“We have lost our reasons to live after demise of our 
single child in an accident last year.” 

Lack of proper knowledge in selfcare activities: 

Superstitions regardingheart disease: Instead of 
following doctor’s advice and performing self-care 
activities, some of the patients were more keen in 
finding irrational/mythical ways to get relief. One of 
the interview said,  

“One renowned astrologer suggested me to wear a 
blue sapphire in right hand, since then I wear it and 
it has actually helped a lot to reduce my illness.”  

Misleading information from others: One of the 
interviewee said,  

“My colleagues often ask me to eat foods like meat, 
eggs daily to increase immunity.” 

Contradictory informations in mass-media: One of 
the interviewee said,  

“I have seen in TV that mustard oils are good for 
heart.” 

Covid-19 pandemic impacts:  

Restricted outdoor activity during lock-down period: 
During the lock-down period, practice of selfcare 
activities was greatly diminished. As one of the 
interviewee said,  

“In the last one and half years, due to Covid re-
strictions, I only walk in the garden within my house 
in the morning, don’t go outside due to fear of get-
ting corona.” 

Demise of loved ones in Covid-19: Some of the 
patients were found who lost their loved ones in 
Covid-19 recently. One of the interviewee said,  

“Recently I have lost my wife in Covid, we have lost 
interest in life completely.” 

Costly medicines: Patients could not avail free supply 
of all the prescribed drugs from the facility due to 
their irregular availability. One of the interviewee 
said,  

“Often medicines are not fully available in hospital 
pharmacy, so they are to be purchased from outside 
and some of the drugs are very costly” 

Increased financial hardships: Due to covid situation 
financial liabilities of people were much 
deteriorated. One of the interviewee said,  

“Market price of domestic consumables has gone 
high; I even find it very difficult now to accumulate 
tuition fees for my children.” 

 

DISCUSSION 

The study presented the awareness, practice and 
constraints in self-care activities among patients 
with chronic cardiovascular morbidity. This study is 
one of the rare studies showing awareness and prac-
tice in individual domains of self-care activities as 
well as exploring the constraints in practicing them. 
All the individual domains were used here to make a 
composite level of self-care practice. 

The global scenario of self-care practice among 
chronic cardiovascular patients was somewhat simi-
lar with wide variability. Several studies from Nepal, 
China, Canada, Ethiopia, Bengaluru, Chennai and 
West Bengal (India) hint about varying degree of 
awareness and practice in self-care activities by pa-
tients with chronic cardiovascular morbidities.21-29 In 
this study, lack of awareness regarding weight moni-
toring, immunization and dietary practice was found 
among the patients. This is fairly consistent with the 
findings of a study21in Pakistan which has also nar-
rated low awareness among hypertensive patients 
for self-care.  However, this is incompatible with an-
other similar study22 conducted in USA which have 
reported improved awareness. These differences in 
results can be attributed to significant difference in 
educational level as nearly half of the study partici-
pants in this study had poor educational status. 

Excepting dietary practice, alcohol abstinence and 
regular medication, in rest of the self-care domains, 
there were significant gaps between existing aware-
ness and practice of self-care. A facility-based study23 
done in Chennai, among predominantly urban, edu-
cated and working class of patients, showed high ex-
tent of self-care practices as compared to current 
study, where about 89% patients were practicing 
smoking cessation, 75% patients were avoiding raw 
salt with food and 64% patients were avoiding red 
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meet. In this study, females performed better than 
males regarding overall self-care practice. A similar 
study24 conducted in Kerala showed that practice of 
physical exercise was 24%, weight management 
11.4% and dietary practice 12.8% which were much 
lower than current study. 

In this study, certain sociodemographic factors were 
associated with unfavourable self-care practice, such 
as lower & lower middle socioeconomic status and 
educational status below secondary level. This is fair-
ly consistent with the findings of a facility-based 
study25 in South-west Ethiopia which showed occu-
pation, educational status and comorbidity of pa-
tients as factors significantly associated with their 
self-care practice. Practice of regular medication was 
found to be low in that study (40.4%), although regu-
lar physical exercise (76.7%) and alcohol abstinence 
practices (95.3%) were higher than current study. 

In this study, the major hindering factors behind 
regular practice of self-care activities were false be-
lief about heart disease, lack of motivation, lack of 
proper knowledge and emotional disturbances and 
Covid-19 pandemic impacts. In compatible with our 
study, a similar study26 in a tertiary care setting in 
Bengaluru classified self-care determinants into 
three broad categories – negative determinants (pas-
sivity, entrenched beliefs, negative affect, lack of 
knowledge, fatalism, financial difficulties), interme-
diate factors (patient expectations, hospital hopping) 
and facilitators (intrinsic and extrinsic). Gender and 
cultural background of patients’ up-bringing ap-
peared to shape these determinants and thereby af-
fecting their self-care decision making. 

In a similar study27 in rural setting of China among 
educated and working-class population, every do-
main of self-care practice was on higher side as com-
pared to current study. Another study28 done in a 
tertiary care centre at Kathmandu, Nepal among 
predominantly urban, educated patients, again 
showed higher extent of self-care practices than in 
current study – 80% patients were practicing smok-
ing cessation and 64% patients were performing 
regular physical exercise, which actually hint about 
healthier life-style pattern of people in mountainous 
region. A similar facility-based study29 in Toronto, 
Canada highlighted the differences in needs and chal-
lenges of Diabetes self-care management among men 
and women, which might inform about gender sensi-
tive morbidity care, support and counselling. 

The current study has assessed the awareness and 
practice in self-care activities along with the con-
straints in practicing them. But this does not deter 
future researchers to conduct larger studies in this 
domain. This study paves the way for future studies 
to diminish the gaps between existing knowledge 
and practice of self-care activities.  

The findings of the study may be limited by the fact 
that despite shorter recall period for the study, some 
amount of recall bias and social desirability bias 
were inevitable to some extent in the study. 

CONCLUSION 

Awareness and practice both are low among study 
participants regarding recommended self-care activi-
ties. Educational & socioeconomic status both are 
significant predictors of their favorable self-care 
practice. Better patient counselling at facility level 
and public health interventions to enhance aware-
ness about self-care needs are needed to ensure 
healthy lifestyle among study participants. 

 

ACKNOWLEDGMENT 

We are highly thankful to all the staff working in 
Cardiology outpatient department of Anamoy 
superspecialty Hospital, Burdwan Medical College, 
for their support in data collection. We also thank all 
the study participants for sharing their valuable time 
with us. Finally, we thank the management unit of 
Anamoy Hospital for their support & co-operation. 

 

REFERENCES 
1. Butler RN, Gertman JS, Oberlander DL, Schindler L. Self-care, 

self-help, and the elderly. The International Journal of Aging 
and Human Development. 1980 Jan;10(1):95-117. 

2. Violán C, Bejarano-Rivera N, Foguet-Boreu Q, Llorach AR, 
Pons-Vigués M, Mateo MM, Pujol-Ribera E. The burden of car-
diovascular morbidity in a European Mediterranean popula-
tion with multimorbidity: a cross-sectional study. BMC family 
practice. 2016 Dec;17(1):1-2. 

3. Violan C, Foguet-Boreu Q, Flores-Mateo G, Salisbury C, Blom J, 
Freitag M, Glynn L, Muth C, Valderas JM. Prevalence, determi-
nants and patterns of multimorbidity in primary care: a sys-
tematic review of observational studies. PloS one. 2014 Jul 
21;9(7):e102149. 

4. Mendis S, Davis S, Norrving B. Organizational update: the 
world health organization global status report on noncom-
municable diseases 2014; one more landmark step in the 
combat against stroke and vascular disease. Stroke. 2015 
May;46(5):e121-2. 

5. Jaarsma T, Strömberg A, Mårtensson J, Dracup K. Development 
and testing of the European heart failure self-care behaviour 
scale. European Journal of Heart Failure. 2003 Jun;5(3):363-
70. 

6. Ades PA, Keteyian SJ, Balady GJ, Houston-Miller N, Kitzman 
DW, Mancini DM, Rich MW. Cardiac rehabilitation exercise and 
self-care for chronic heart failure. JACC: Heart failure. 2013 
Dec;1(6):540-7. 

7. Anand MP. JNC 7 Guidelines and Indian Scenario. The Associa-
tion of Physicians of India (API). CME.2004:139-44.  

8. Estruch R, Ros E, Salas-Salvadó J, Covas MI, Corella D, Arós F, 
Gómez-Gracia E, Ruiz-Gutiérrez V, Fiol M, Lapetra J, Lamuela-
Raventos RM. Primary prevention of cardiovascular disease 
with a Mediterranean diet. New England Journal of Medicine. 
2013 Apr 4;368(14):1279-90. 

9. Kumbla D, Dharmalingam M, Dalvi K, Ray S, Shah MK, Gupta S, 
Sadhanandham S, Ajmani AK, Nag S, Murthy S, Murugan M. A 
Study of salt and fat consumption pattern in regional Indian 
diet among hypertensive and dyslipidemic patients-SCRIPT 
study. J Assoc Physicians India. 2016 Dec 1;64(12):47-54. 

10. Priya NL, Gayathri R, Sudha V, Geetha G, Gayathri N, Shilpa B, 
Rani CS, Kamala K, Anjana RM, Ranjit U, Pradeep S. Prospec-



Banerjee A et al. 

National Journal of Community Medicine│Volume 14│Issue 04│April 2023  Page 228 

tive associations between a food-based Indian Diet Quality 
Score and type 2 diabetes risk among South Indian adults 
(CURES-154). Journal of Diabetology. 2020 May 1;11(2):115. 

11. Misra A, Sharma R, Gulati S, Joshi SR, Sharma V, Ibrahim A, 
Joshi S, Laxmaiah A, Kurpad A, Raj RK, Mohan V. Consensus di-
etary guidelines for healthy living and prevention of obesity, 
the metabolic syndrome, diabetes, and related disorders in 
Asian Indians. Diabetes technology & therapeutics. 2011 Jun 
1;13(6):683-94. 

12. Rahman MA, Halder HR, Yadav UN, Mistry SK. Prevalence of 
and factors associated with hypertension according to JNC 7 
and ACC/AHA 2017 guidelines in Bangladesh. Scientific re-
ports. 2021 Jul 29;11(1):15420. 

13. Ciszewski A. Cardioprotective effect of influenza and pneumo-
coccal vaccination in patients with cardiovascular diseases. 
Vaccine. 2018 Jan 4;36(2):202-6. 

14. Assmann G, Cullen P, Jossa F, Lewis B, Mancini M. Coronary 
heart disease: Reducing the risk: The scientific background to 
primary and secondary prevention of coronary heart disease a 
worldwide view. Arteriosclerosis, thrombosis, and vascular 
biology. 1999 Aug;19(8):1819-24. 

15. Goldenberg I, Jonas M, Tenenbaum A, Boyko V, Matetzky S, 
Shotan A, Behar S, Reicher-Reiss H, Bezafibrate Infarction Pre-
vention Study Group. Current smoking, smoking cessation, and 
the risk of sudden cardiac death in patients with coronary ar-
tery disease. Archives of internal medicine. 2003 Oct 
27;163(19):2301-5. 

16. Poirier P, Després JP. Exercise in weight management of obesi-
ty. Cardiology clinics. 2001 Aug 1;19(3):459-70. 

17. Xu K, Evans DB, Kawabata K, Zeramdini R, Klavus J, Murray CJ. 
Household catastrophic health expenditure: a multicountry 
analysis. The lancet. 2003 Jul 12;362(9378):111-7. 

18. Dasgupta A, Sembiah S, Paul B, Ghosh A, Biswas B, Mallick N. 
Assessment of self-care practices among hypertensive pa-
tients: a clinic based study in rural area of Singur, West Bengal. 
International Journal of Community Medicine and Public 
Health. 2017;5(1):262-7. 

19. Yancy CW, Jessup M, Bozkurt B, Butler J, Casey DE, Drazner 
MH, Fonarow GC, Geraci SA, Horwich T, Januzzi JL, Johnson 
MR. 2013 ACCF/AHA guideline for the management of heart 
failure: a report of the American College of Cardiology Founda-
tion/American Heart Association Task Force on Practice 
Guidelines. Journal of the American College of Cardiology. 

2013 Oct 15;62(16):e147-239. 

20. Warren-Findlow J, Basalik DW, Dulin M, Tapp H, Kuhn L. Pre-
liminary validation of the hypertension self-care activity level 
effects (H-scale) and clinical blood pressure among patients 
with hypertension. The Journal of Clinical Hypertension. 2013 
Sep;15(9):637-43. 

21. Zafar SN, Gowani SA, Irani FA, Ishaq M. Awareness of the risk 
factors, presenting features and complications of hypertension 
amongst hypertensives and normotensives. J Pak Med Assoc. 
2008 Dec 1;58(12):711-5. 

22. Ong KL, Cheung BM, Man YB, Lau CP, Lam KS. Prevalence, 
awareness, treatment, and control of hypertension among 
United States adults 1999–2004. Hypertension. 2007 Jan 
1;49(1):69-75. 

23. Durai V, Muthuthandavan AR. Knowledge and practice on life-
style modifications among males with hypertension. Indian 
Journal of Community Health. 2015 Mar 31;27(1):143-9.  

24. Chacko S, Jeemon P. Role of family support and self-care prac-
tices in blood pressure control in individuals with hyperten-
sion: results from a cross-sectional study in Kollam District, 
Kerala. Wellcome Open Research. 2020;5. 

25. Abdulwahed A, Seid A. Level of self-care practice and associat-
ed factors among hypertensive patients in Jimma university 
specialized hospital, south west Ethiopia. Rehabilitation Sci-
ence. 2020 Sep 17;5(2):12. 

26. Kamath DY, Bhuvana KB, Salazar LJ, Varghese K, Kamath A, Id-
iculla J, Pais P, Kulkarni S, Granger BB, Xavier D. A qualitative, 
grounded theory exploration of the determinants of self-care 
behavior among Indian patients with a lived experience of 
chronic heart failure. PloS one. 2021 Jan 27;16(1):e0245659. 

27. Hu H, Li G, Arao T. Prevalence rates of self-care behaviors and 
related factors in a rural hypertension population: a question-
naire survey. International Journal of Hypertension. 2013 Jan 
1;2013. 

28. Bhandari B, Bhattarai M, Bhandari M, Jha N. Awareness of dis-
ease and self-care among hypertensive patients attending 
Tribhuvan University Teaching Hospital, Kathmandu, Nepal. 
Journal of Nobel Medical College. 2011;1(2):29-35. 

29. Mathew R, Gucciardi E, De Melo M, Barata P. Self-management 
experiences among men and women with type 2 diabetes 
mellitus: a qualitative analysis. BMC family practice. 2012 
Dec;13(1):1-2. 

 


