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ABSTRACT
KRISTY L. JAMERSON

DARE TO BE AWARE: EXAMINING STROKE RISK PERCEPTION IN AFRICAN
AMERICAN WOMEN AGED 35-54 IN RURAL ARKANSAS

DECEMBER 2021

Stroke is a leading cause of chronic disability, second leading cause of dementia,
and fifth leading cause of death in the US. Healthy People 2030 established a goal to
improve cardiovascular health and reduce deaths from heart disease and stroke by raising
awareness of stroke signs and symptoms and decreasing risk factor prevalence. African
American women are at higher risk for stroke at a younger age compared to white
women, with women in the 35-54 age group having a three-fold increase in stroke risk.
Stroke susceptibility is compounded in rural African American women due to higher
stroke risk factor prevalence and insufficient access to preventive resources. More
research is needed to investigate the rural African American female experience with risk
perception of stroke in women aged 35-54. The purpose of this quantitative study was to
explore the relationship among self-identified stroke risk factors, stroke risk perception,
and the likelihood of risk reduction behaviors among African American women aged 35-
54 residing in rural Arkansas.

All participants (n = 152) in this study completed the Cerebrovascular Attitudes
and Beliefs Scale-Revised (CABS-R) self-report survey instrument to assess stroke risk

factors and stroke risk perception. The CABS-R data were used to explore whether (a)



family history of stroke affects risk perception, (b) there is an association between
personal stroke risk factors and risk perception, and (c) whether 6-month intention to
change risk factors is predictive of perceived threat of stroke. Results of independent
samples t-tests indicated that there were no significant differences in perceived stroke
susceptibility, perceived benefits of stroke risk factor reduction, and perceived barriers to
stroke risk factor reduction between those with and without family histories of stroke.
However, notable effect sizes were identified for perceived susceptibility to stroke among
participants with diabetes (-.47), perceived susceptibility to stroke regarding lack of
medication adherence (.76), and perceived barriers to stroke risk factor reduction
regarding lack of medication adherence (-.74). Pearson’s correlation revealed there was
no statistically significant relationship between the number of self-identified stroke risk
factors and perceived stroke severity (r = .07, p = .421). Further, results of the standard
multiple linear regression indicated that the model containing inadequate exercise,
overweight, and high blood pressure did not significantly predict perceived stroke
severity, F(3, 41) = .07, p =.976, R? < .01.

This study found inconsistencies in the ability to accurately identify personal
stroke risk factors and align risk factor prevalence with threat perception among rural
African American women aged 35-54. Interventions for decreasing stroke morbidity and
mortality from this study should focus on increasing risk factor knowledge, awareness,
and accuracy of risk factor identification among rural African American women,
particularly those at risk for stroke due to family history, high blood pressure, obesity,

and inadequate physical activity.
vi
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CHAPTER |
INTRODUCTION

Stroke or “brain attack” is a formidable health issue that has ravaged the health of
millions nationally and worldwide. An estimated 795,000 Americans each year suffer a
stroke, and approximately 610,000 are new strokes (Centers for Disease Control and
Prevention [CDC], 2020a). Among those who experience a stroke each year,
approximately 133,000, or 1 in 19, will die (United Health Foundation, 2019).
Additionally, someone in the United States experiences a stroke every 40 s; and someone
dies as a result of a stroke every 4 min (CDC, 2017a). Furthermore, approximately 40%
of initial stroke survivors will experience a second stroke within 5 years of the first, and
23% of stroke survivors will experience a second stroke within one year of the first
(Johns Hopkins Medicine, 2020).

The physical, emotional, and societal toll of stroke is evidenced by the fact that
stroke is the leading cause of chronic disability, second leading cause of dementia, and
fifth leading cause of death in the United States (CDC, 2017a). Healthy People 2030
identifies stroke as a prominent health threat and established a goal to decrease deaths
from cardiovascular disease by improving cardiovascular health through greater
prevention, detection, and treatment of risk factors for heart attack and stroke. More
specifically, one of the Healthy People 2030 objectives is to reduce stroke deaths from

37.0 deaths per 100,000 people to 33.4 deaths per 100,000 (U.S. Department of Health



and Human Services, Office of Disease Prevention and Health Promotion [USDHHS-
ODPHP], n.d.a).

Research has established that younger, minority females are not well-informed
about stroke and stroke risk in general, which decreases the likelihood of risk reduction
behavior (Aycock & Clark, 2016; Christian et al., 2007; Ferris et al., 2005; Moore et al.,
2010). Lack of information regarding the level of perceived risk of potential stroke
occurrence among young and early middle-age African American women is added cause
for concern considering the elevated stroke risk that exists in this population (Ford et al.,
2009; Graham et al., 2006; Sadler et al., 2005). Despite an increased prevalence of stroke
risk factors, African American women often underestimate their vulnerability to a health
event and perceive their risk of stroke and other negative health occurrences as being
similar to or lower than other women their age (Graham et al., 2006). This issue mimics
the common theme regarding how individuals and groups who are at greatest risk of
developing or experiencing a major health event often have the lowest perceived risk of a
potential health occurrence (Aycock et al., 2015; Ferris et al., 2005; Ford et al., 2009;
Graham et al., 2006; Moore et al., 2010).

Disproportionate rates of stroke prevalence and associated poor health outcomes
among African Americans represent a long-standing trend in the United States. Of the 55
million annual deaths worldwide, an estimated 10% are due to stroke. Among African
Americans, strokes tend to occur earlier in life, they are more severe in nature, and are
twice as likely to cause death when compared to strokes in whites (CDC, 2019a; Liebson,

2010; Ovbiagele & Nguyen-Huynh, 2011; Trimble & Morgenstern, 2008). African
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American women have a greater likelihood of stroke than any other group of women in
the nation (CDC, n.d.a), with young and middle-aged African American women aged 35-
54 having four times the relative risk for stroke (American Heart Association, 2014). This
increased relative risk is associated with the fact that nearly 49% of African American
women 20 years of age and older have notable cardiac risk factors (Black Women’s
Health Imperative, 2018). African American women have an elevated number of
modifiable risk factors, such as hypertension, diabetes, high blood cholesterol, and
obesity (CDC, 2019b). In addition, recent research indicates there is a transitional midlife
stroke surge in women, which combined with low perceived stroke health threat in this
priority population (Ford et al., 2009; Sadler et al., 2005; Strimike, 2010; Trimble &
Morgenstern, 2008), further exacerbates the health crisis in this population.

Stroke is so prevalent in the United States that the Heart Attack and Stroke
Prevention Center (2019) has designated the following 11-state southeast region as the
Stroke Belt: Alabama, Arkansas, Georgia, Indiana, Kentucky, Louisiana, Mississippi,
North Carolina, South Carolina, Tennessee, and Virginia. Within the Stroke Belt, the risk
of experiencing a stroke is an estimated 34% higher than in other areas of the country.
African American women who reside in the Stroke Belt states experience cardiovascular
events such as stroke in a greater proportion than the African American population as a
whole. This is associated with the fact that such areas are generally low-income,
medically underserved regions that provide “limited opportunities to gain health
information” (Appel et al., 2005, p. 316). Perceived barriers to disease prevention in

African American women residing in rural southern locales include low socioeconomic
3



status, healthcare facility accessibility, transportation issues, cost of healthcare, and lack
of health insurance (Appel et al, 2005; Ford et al., 2009). Such factors make the study of
stroke morbidity and mortality among African American women aged 35-54 a priority
area for investigation and intervention.

Researchers assert that 80% of strokes can be prevented with the reduction or
elimination of modifiable risk factors (American Heart Association, 2019; Howard et al.,
2011; Ovbiagele & Nguyen-Huynh, 2011). Yet, limited research currently exists that
investigates the African American female experience with risk perception of stroke.
Increased emphasis on the assessment of stroke risk perception in those at elevated risk
for stroke holds great potential for counteracting the magnitude of stroke morbidity and
mortality in vulnerable populations such as rural African American women. Therefore,
there is a need for further research to examine how African American women perceive
their individual stroke risk factors to improve prevention efforts for this population.

Purpose of the Study

The purpose of this quantitative study was to explore the relationship between
self-identified stroke risk factors, stroke risk perception, and the likelihood of risk
reduction behaviors among African American women aged 35-54 residing in rural
Arkansas.

Research Questions

The research questions that guide this study were:

1. Isthere a difference in rural Arkansas middle-aged African American women

with a family history of stroke compared to those without a family history of
4



stroke regarding perceived stroke susceptibility, perceived benefits of stroke risk
factor reduction, and perceived barriers to stroke risk factor reduction?
. Are the number of personal stroke risk factors in rural Arkansas middle-aged
African American women (physical inactivity, smoking, high blood pressure,
diabetes, lack of medication adherence, overweight, and alcohol consumption)
related to their perceived stroke severity?
Does six-month intention to change a set of personal stroke risk factors (physical
inactivity, smoking, high blood pressure, diabetes, lack of medication adherence,
overweight, and alcohol consumption) predict perceived stroke severity among
middle-aged African American women residing in rural Arkansas?

Hypotheses
The following null hypotheses were tested at the 0.05% level of significance:
. There will be no statistically significant difference in rural Arkansas middle-aged
African American women with a family history of stroke compared to those
without a family history of stroke regarding perceived stroke susceptibility,
perceived benefits of stroke risk factor reduction, and perceived barriers to stroke
risk factor reduction.
. There will be no statistically significant relationship between the number of
personal stroke risk factors in rural Arkansas middle-aged African American
women (physical inactivity, smoking, high blood pressure, diabetes, lack of
medication adherence, overweight, and alcohol consumption) and their perceived

stroke severity.



Six-month intention to change a set of personal stroke risk factors (physical
inactivity, smoking, high blood pressure, diabetes, lack of medication adherence,
overweight, and alcohol consumption) will not significantly predict perceived
stroke severity among middle-aged African American women residing in rural
Arkansas.

Delimitations
The delimitations for this study were:
Study participants were comprised of African American females aged 35-54.
Participants had at least one personally identifiable stroke risk factor.
Participants were selected from Phillips County (located in rural Arkansas), which
has one of the highest stroke mortality rates in the state.

Limitations

The limitations for this study were:
. The study specifically targeted stroke risk and risk perception in middle-aged
African American women residing in rural Arkansas, so results may not be
generalizable to women who do not meet the eligibility criteria.
Recruiting women solely from a rural Arkansas county with high stroke mortality
may not have yielded a sample that is representative of all rural counties; and
ability to generalize results to non-rural settings may be limited.
Length of the survey instrument may have led some participants to discontinue

the survey or abstain from answering some survey items.



Assumptions
In the interest of yielding the most accurate study results, certain aspects were
assumed to be true and accurate. The assumptions for this study were:

1. Participants were able to understand the wording of each survey question and
answer truthfully and to the best of their ability.

2. Individuals designated to administer the survey instrument understood the
questionnaire content and were able to assist study participants in completing the
questionnaire if needed.

3. Participants correctly identified their personal stroke risk factors.

Definition of Terms
Stroke — “brain attack” that occurs when a blood clot blocks an artery or a blood vessel
breaks, interrupting blood flow to an area of the brain (CDC, 2020b).
Ischemic stroke — occurs as a result of an obstruction or blockage of a blood vessel in
the brain due to fatty deposits or blood clot. It accounts for 87% of all strokes (American
Stroke Association, 2018).
Hemorrhagic stroke — occurs when a weakened blood vessel ruptures in the brain.
Responsible for 13% of all strokes (American Stroke Association, 2018).
Transient ischemic attack (TIA) — a “mini stroke” caused by a temporary clot.
Symptoms usually resolve within 24 hours; otherwise, it is classified as an ischemic
stroke (American Stroke Association, 2018).
Hemiplegia — partial or total paralysis on one side of the body (National Institute of

Neurological Disorders and Stroke, 2014).



Hemiparesis — weakness on one side of the body, which affects 80% of stroke survivors
(American Stroke Association, 2019a).

Personal stroke risk — risk for stroke based on the number of stroke risk factors an
individual possesses.

Risk perception — one’s personal thoughts about disease and the likelihood of
experiencing a health event.

Perceived susceptibility — personal beliefs about the likelihood of contracting or
developing a disease or condition.

Perceived severity — personal beliefs about the seriousness and consequences of
contracting or developing a disease or condition.

Perceived threat — result of the combination of personal beliefs about susceptibility and
severity of contracting or developing a disease or condition.

Perceived benefits — personal beliefs about advantages of taking action to prevent or
reduce the risk of contracting or developing a disease or condition.

Perceived barriers — personal beliefs about obstacles or negative consequences of taking
action to prevent or reduce the risk of contracting or developing a disease or condition.
Cues to action — internal or external triggers that influence or instigate behavioral
activity to prevent or reduce disease risk.

Self-efficacy — personal belief that a recommended health behavior change can be

successfully executed.



Importance of the Study

African American women are in a precarious position regarding the toll that a
stroke takes on their health and wellness as well as their overall quality of life. The
emerging trend of greater stroke prevalence in younger and middle-aged women is
concerning and significantly increases the urgent need to curtail this significant public
health issue. Despite a documented overall decline in vascular risk and stroke mortality in
the 20th century, this trend has not been reflected in the African American female
population (Beal, 2014). Research and interventions that bridge the gap between
perceived versus actual stroke risk in African American females are crucial for combating
the recent stroke surge and reducing overall stroke morbidity and mortality within this
population. This study provides insight regarding risk awareness and the perceived
importance of risk reduction among this high-risk population. Subsequently, the
information gained from this study can be used to plan, implement, and evaluate health
communication campaigns and health education/promotion interventions aimed at
increasing risk awareness and decreasing risk factor prevalence among young and

middle-aged African American women.



CHAPTER II
REVIEW OF THE LITERATURE
The purpose of this chapter is to investigate the literature regarding stroke risk
among rural middle-aged African American women in the United States. Specific areas
of exploration will pertain to the impact of stroke, the interrelationship between
geographic location and stroke risk, and stroke risk perception and health among at-risk
rural African American women. The review provides an overview of stroke, its effects,
risk factors, and impact. This review explores stroke in African American women,
including stroke research, differences in stroke knowledge and risk, as well as barriers to
stroke prevention. The relationship between rurality and health is examined. Further, the
review narrows further to specifically examine stroke risk perception as it relates to risk
factor prevalence, family history, and behavioral intention. Databases that were used for
this literature review include Academic Search Complete, CINAHL, Medline with Full
Text, ProQuest, PubMed, ScienceDirect, and Wiley Online Library. Figure 1 provides a

representation of the literature review progression.
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Figure 1

Visual Representation of Literature Review

Stroke Overview Stroke in African American
eEffects Women
*Risk factors eStroke research
*Impact oStroke knowledge
eStroke risk
eBarriers to prevention

Rurality & Health Risk Perception in Rural Middle-
eStroke Belt & rural delta Aged AA Women
elifestyle characteristics eRisk perception

eHealth literacy eFamily history & risk perception
eRisk factor prevalence eBehavioral intention & risk perception
eRisk perception assessment tools

Notable Stroke Statistics
Stroke is a health issue that continues to ravage the health of millions nationally
and worldwide. It is a sudden and potentially devastating health event with the power to
cause a lifelong decrease in quality of life. Healthy People 2030 identifies heart disease
and stroke as key health topics that needs to be addressed to decrease morbidity and
mortality rates in the United States (USDHHS-ODPHP, n.d.a). Approximately 800,000
Americans each year suffer a new or recurrent stroke; an average of one stroke every 40 s

or one every 3 to 4 min (CDC, 2017a). Of the 55 million annual deaths worldwide, an
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estimated 11% are due to stroke (World Health Organization [WHO], 2020), which
translates to 150,000 deaths per year in the United States alone (Virani et al., 2021).
Additionally, nearly 40% of initial stroke survivors will experience a second stroke
within 5 years (Johns Hopkins Medicine, 2020). The physical, emotional, and societal toll
of a stroke is evidenced by the fact that a stroke is the leading cause of chronic adult
disability, second leading cause of dementia, and a leading cause of death in the United
States (CDC, 2017a; Gutierrez & Williams, 2014; Ovbiagele & Nguyen-Huynh, 2011).

Annually, an estimated 55,000 more strokes occur in women versus men. It is
well-documented in the literature that strokes vary by race and ethnicity. Specifically,
African Americans are more highly impacted by stroke than any other racial group within
the United States (CDC, 2017a). African Americans have more than four times the risk of
stroke in their 30s and 5.6 times the risk at age 40 (American Heart Association, 2021),
and they are twice as likely to die from stroke as whites (CDC, 2017a; Howard et al.,
2011; Liebson, 2010). Young and middle-aged African American females are among
those at greatest risk for stroke morbidity and mortality. Risk factors such as age, family
history, and ethnicity contribute to stroke occurrence. Modifiable risk factors such as
hypertension, high cholesterol, diabetes, smoking, alcohol intake, obesity, and physical
inactivity increase stroke risk (Andersen et al., 2009; Braun et al., 2016; Hankey, 2006).
In light of such alarming facts, disparities in rates of stroke prevalence and associated

health outcomes has been a driving force behind the most cutting-edge stroke research.
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What is a Stroke?

Categorized as a major neurologic event, a stroke results from compromised
blood flow to the brain that deprives the brain tissue of necessary oxygen and nutrients
and results in immediate death of the affected brain cells (CDC, 2020b). A stroke is
accompanied by marked signs and symptoms. Primary symptoms include a sudden
headache that tends to be severe in nature, muscle weakness or numbness on one side of
the body, visual disturbances, confusion, dizziness, difficulty speaking, and difficulty
understanding speech (Jones et al., 2010; Mayo Clinic, 2018). Strokes are classified
according to two primary types: ischemic and hemorrhagic. An ischemic stroke occurs as
the result of an occlusion or blockage of a blood vessel in the brain, while a hemorrhagic
stroke is the result of a ruptured blood vessel (American Stroke Association, 2018). The
proper management of a stroke hinges on early and proper identification of the type of
stroke experienced (Andersen et al., 2009; Fisher, 2008; O’Donnell et al., 2010).
Ischemic Stroke and TIA Effects

The magnitude and residual effects of stroke are heavily associated with the type
of stroke experienced. Stroke severity and mortality differ significantly between ischemic
and hemorrhagic strokes. According to the American Stroke Association (2018), an
estimated 87% of strokes are ischemic and 13% are hemorrhagic; moreover, 10-15% of
all strokes occur in people less than 45-49 years of age (Smajlovié¢, 2015). Even before
the occurrence of an ischemic stroke, many people will experience a precluding event
known as a TIA. Symptoms of a TIA often resolve within 1 h, but all will typically do so

within 24 h; otherwise, it is classified as an ischemic stroke. Due to the fleeting nature of
13



TIA symptoms, they often go undiagnosed and untreated (Fisher, 2008; Ovbiagele &
Nguyen-Huynh, 2011). The possibility of severe consequences associated with TIA are
reflected in the American Stroke Association’s (2019b) report that one-third of people
who experience a TIA will have a more severe stroke within a year, while an estimated
25% of people who have a TIA will die within 1 year.
Hemorrhagic Stroke Effects

Hemorrhagic strokes have a higher mortality rate than ischemic stroke (Andersen
et al., 2009; Fisher, 2008; Krishnamurthi et al., 2015; O’Donnell et al., 2010).
Uncontrolled high blood pressure is the most frequent cause of hemorrhagic stroke
(American Stroke Association, 2020). Overall, 8-17% of individuals who experience
ischemic stroke, and 37-38% of hemorrhagic stroke sufferers will die within 30 days of
the event.

Stroke Risk Factors and Impact

Numerous risk factors contribute to the likelihood of a stroke occurrence.
Prominent risk factors are classified as non-modifiable (cannot be changed or controlled)
or modifiable (can be changed or controlled). Gender, race/ethnicity, and family history
are notable non-modifiable risk factors; although these risk factors cannot be changed,
they are significant in terms of overall risk for stroke (American Stroke Association,
2019d). Additionally, the uncontrollable nature of non-modifiable risk factors makes it
even more crucial for at-risk individuals to try to decrease stroke risk by identifying and

reducing modifiable risk factors they may possess.
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Modifiable risk factors include hypertension, diabetes, obesity, poor diet, elevated
cholesterol levels, cigarette smoking, high alcohol intake, and physical inactivity
(American Stroke Association, 2019e). Hemorrhagic strokes are strongly correlated with
high blood pressure, alcohol intake, and smoking behavior (Andersen et al., 2009;
Larsson et al., 2016), while ischemic strokes are heavily linked to high blood pressure,
diabetes, atrial fibrillation, and obesity (Andersen et al., 2009; Hankey, 2006). Efforts to
manage modifiable risk factors, along with sustained education regarding non-modifiable
risk factors, provide the best combination for reducing stroke prevalence, regardless of
the type of stroke (Alharbi et al., 2019).

As the fifth leading cause of death in the United States, the resultant individual
and collective impact of stroke are noted to be complex and dependent upon multiple
factors. The location in the brain where the stroke occurs and the amount of damage to
brain tissue are two such factors. Each side of the brain controls the opposite side of the
body. Subsequently, a stroke on the right side of the brain can result in hemiparesis
(weakness) or hemiplegia (paralysis) on the left side of the body as well as visual
disturbances, impulsive behavior, and pronounced memory loss. Additionally, a stroke on
the left side of the brain can result in hemiparesis or hemiplegia on the right side of the
body, difficulty with speech, delayed or cautious behavior, and memory loss (American
Stroke Association, 2019e). In many instances, the residual effects of stroke are

prolonged or irreversible.
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Stroke in African American Women

As a leading cause of long-term disability and leading cause of preventable
disability (CDC, 2017a), stroke is the fourth leading cause of death among women in the
United States and fifth leading cause of death for men (American Council on Science &
Health [ACSH], 2017). Twice as many women die annually from stroke than from breast
cancer (CDC, n.d.b). Compared to men, a stroke tends to be more severe and have longer
lasting residual effects in women (American College of Cardiology, 2018; Appelros et
al., 2009; Lutfiyya et al., 2008; Strimike, 2010). Additionally, women have recurrent
strokes more frequently than men (Girijala et al., 2017). The greater and more long-
standing effects of stroke on women compared to men makes it even more perplexing
that substantially fewer studies have been conducted analyzing the magnitude of stroke in
women, its associated risk factors, causes, and health outcomes (Roquer et al., 2003).

African American women experience one of most disproportionate stroke burdens
and tend to be highly underrepresented in stroke research (CDC, n.d.c; Lutfiyya et al.,
2008; Worrall et al., 2002). For African American women, the likelihood of having a
stroke is greater than any other group of women in the United States (CDC, n.d.a). This is
thought to relate to the fact that younger African American women bear a
disproportionate burden of stroke risk factors starting at an earlier age compared to white
women (Jiménez et al., 2019). There is emerging recognition that stroke incidence has
become more prominent at a younger age in African American women (Howard et al.,
2011; Jiménez et al., 2019; Towfighi et al., 2010). In addition, evidence of decreased

awareness of elevated stroke risk and inadequate knowledge about stroke risk factors
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among African American women (Sharrief et al., 2016) affirms that increased research
targeting African American women is warranted.
Stroke Research

The majority of stroke research has long been concentrated on men and older
populations. African Americans experience higher stroke incidence and mortality for all
stroke subtypes than any other racial group in the United States (CDC, 2017a; Ovbiagele
& Nguyen-Huynh, 2011; Stansbury et al., 2005). Carnethon et al. (2017) revealed that
stroke mortality rates have decreased by 80% across all age groups; however, there has
been no notable decrease “in the magnitude of the African American to white racial
disparity in stroke mortality” (p. €395). Yang et al. (2017) further reinforced this disparity
by specifying that there has not been an obvious decline in stroke mortality among
African Americans since 2012. Additionally, Hunt et al. (2014) emphasized that the
average age-adjusted stroke mortality rate is 43% higher in African Americans compared
to the national average and 47% higher than in non-Hispanic whites. Moreover, age-
adjusted mortality rate for stroke is approximately 40% higher for African American
women than for white women (Mensah, 2018).

Researchers have recently discovered a midlife stroke surge. The greatest increase
in stroke prevalence occurs in women during the transition from ages 35-44 to 45-54,
which yields a stroke prevalence among women in the population between the ages of 45-
54 that is twice that of men (Strimike, 2010; Towfighi et al., 2010). This disparity is
believed to most likely occur in relation to estrogen levels produced by the ovaries in

premenopausal women (Reeves et al., 2008; Rexrode, 2010). In conjunction with the
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increase in stroke occurrence among 45-54-year-old women, it is more alarming that
stroke prevalence in the broader female age range of 35-54 has tripled over the past two
decades while remaining stable among men (Towfighi et al., 2010). This increase in
stroke prevalence is believed to be due to a higher rate of increase in vascular risk factors,
such as high blood pressure, high cholesterol, and increased waist circumference in
women compared to men during midlife (Towfighi et al., 2007). The higher rate of stroke
incidence and mortality in African American women (Howard et al., 2011), combined
with the three-fold increase in stroke prevalence among 35-54-year-old women, means
that members of this group are highly vulnerable to the life-changing effects of stroke.
Insufficient knowledge regarding stroke and stroke risk factors among African American
women further exacerbates the situation.
Differences in Stroke Knowledge and Stroke Risk

The increased rate of stroke prevalence and mortality in African American
women compared to other populations is highly correlated with their lack of stroke
knowledge and level of risk factor prevalence (Henry-Okafor et al., 2012; Lutfiyya et al.,
2008; Sallar et al., 2010). Sharrief et al. (2016) examined numerous studies that assessed
stroke knowledge or disparities in stroke knowledge among African Americans and
concluded that knowledge deficits exist in various domains of stroke literacy,
symptomology, and risk factor identification. Additionally, younger age and lower
socioeconomic status appear to negatively influence stroke knowledge (Lutfiyya et al.,
2008; Williams et al., 2010; Winham & Jones, 2011). A study conducted in four rural,

predominately African American counties in the Mississippi Delta revealed evidence of
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insufficient stroke knowledge among residents (Sallar et al., 2010). The study found that
17% of respondents could not identify any of the five stroke symptoms presented on the
guestionnaire; and of that percentage, 84% were 44 years of age or younger. Further, of
the 188 respondents in the study stroke risk factor identification was lacking, as
evidenced by only 25% of participants recognizing between zero and three of 12 risk
factors presented (Sallar et al., 2010). Knowledge of stroke symptoms is the key to
seeking timely care in the event of a stroke; however, health-seeking behavior among
African American women continues to be impeded by the existing gap in overall stroke
knowledge.

African American women differ from men and other groups of women in terms of
the number of stroke risk factors they possess. Stroke risk factors that tend to be more
prevalent in African American women, particularly among those 35-54 years of age,
include overall obesity (2.7% higher) and three components of metabolic syndrome, (i.e.,
abdominal obesity (2% higher), hypertension (3% higher), and hypertriglyceridemia;
Henry-Okafor et al., 2012; Rexrode, 2010; Roquer et al., 2003; Towfighi et al., 2010).
Additional risk factors that exist at increased levels in African American women are
diabetes, family history, physical inactivity, poor diet, and smoking (Braun et al., 2016;
CDC, 2019d; Ovbiagele & Nguyen-Huynh, 2011; Worrall et al., 2002). Notable
prevalence of risk factors occurring at much higher rates among African American
women is further reflected in the fact that more than two in five women are diagnosed
with high blood pressure, an estimated three in five are diagnosed with obesity, and one

in eight have clinical diabetes (CDC, n.d.a). Rexrode (2010) completed a study that
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revealed depression as another contributor to stroke due to decreased medication
compliance and poorer health behaviors in females who possess existing stroke risk
factors. Lack of information and misunderstanding about mental health, as well as
reluctance and inability to seek mental health services (National Alliance on Mental
IlIness [NAMI], 2019), contributes to depression remaining undertreated in African
Americans and further exacerbates the severity of existing stroke risk factors in African
American women.

In summary, the aforementioned studies underscore the relationship between
inadequate health knowledge and stroke susceptibility in a population whose health is
further impacted by exigent circumstances and obstacles that impede access to and use of
preventive health services. The studies also acknowledge that there is still much work to
be done to improve stroke knowledge and prompt risk reduction behaviors among
African American women. Furthermore, because women, particularly African American
women, have typically not been the subject of extensive stroke research, the impact of
stroke on young African American women is a public health issue that commands further
exploration.

Barriers to Stroke Prevention in African American WWomen

Decreased awareness of stroke risk factors poses a barrier to stroke prevention
efforts in high-risk African American women; however, poor control of known risk
factors presents a similar challenge. Increasing awareness of stroke risk factors represents
the initial step in reducing stroke prevalence (Christian et al., 2007; Ferdinand, 2016;

Ferris et al., 2005), followed by measures that promote control of modifiable risk factors.
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Nevertheless, control and reduction of modifiable stroke risk factors are major barriers to
stroke prevention strategies.

Health behavior and health education theory (and their associated constructs) can
guide the development of stroke prevention strategies and interventions. Social cognitive
theory (SCT) posits that behavior change, which includes risk reduction behavior, is
based on the relationship among personal, behavioral, and environmental influences
(Kelder et al., 2015). As a construct of SCT, self-efficacy has been examined as a
predictor of the ability to control or reduce health risks (Martin et al., 2008), including
diet, physical activity levels, and smoking behavior (Mansyur et al., 2013). The
importance of self-efficacy in disease prevention was highlighted by Warren-Findlow et
al. (2012), whose research confirmed that strong self-efficacy was statistically correlated
with a higher prevalence of adherence to five out of six recommended self-care behaviors
for managing hypertension (medication adherence, low salt diets, increased physical
activity, non-smoking behavior, and weight management). As hypertension is a major
stroke risk factor, these studies support the need to examine underlying factors that foster
stroke prevention self-efficacy, particularly among African American women.

Disbelief about risk factor diagnosis and corresponding treatment non-adherence
are additional barriers to stroke prevention in young and middle-aged African American
women. Many women are hesitant to accept a diagnosis of hypertension due to lack of
associated symptoms. Non-adherence behavior for diagnoses results from an identified
set of variables. For example, individual, provider, and environmental factors are among

the common reasons cited by African American women (aged 35 years and older) as
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barriers to adherence to treatment and prevention recommendations (Fongwa et al.,
2008). Depression, medication side effects, poor communication from physicians, lack of
physical activity resources, and social stressors were additional reasons cited for non-
adherence to treatment recommendations (Fongwa et al., 2008). Ford et al. (2009) also
cited medical expenses, low-income status, lack of insurance, fatigue, and busy schedules
as impediments to disease prevention in general. Fatalism (belief that a disease is
inevitable) is another notable barrier to adherence to positive behavior change (Mudd-
Martin et al., 2015) and has been documented as more prevalent among ethnic minority
populations (Perfetti, 2018). This fact is underscored by Aycock et al. (2015), who
expressed that risk reduction interventions are often futile efforts within the African
American population, as lower perceived control of stroke is associated with lower
intentions to reduce modifiable risk factors.

Symptom-focused and delayed healthcare-seeking behavior pose further barriers
to stroke prevention in African American women. Shaw et al. (2017) emphasized that
some women present to a healthcare setting more than 12 h after the onset of symptoms,
and their prognosis becomes even more dire when they already have a high-risk clinical
profile. This is particularly evident in the southern region of the United States. For
example, Appel et al. (2005) purported that “the lived experiences of southern low-
income women have been to interact with the healthcare system only when experiencing
obvious pathologies, or when in some way incapacitated and unable to carry out their
activities of daily living” (p. 316). A symptom-focused, delayed process of seeking care

later rather than sooner is directly related to the poor cardiovascular health outcomes
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experienced by African American women (Banks & Dracup, 2007; Shaw et al., 2017).
Such outcomes are evidenced by the fact that African American women who reside in
rural southern geographic locations experience cardiovascular events, such as stroke, in a
greater proportion when compared to the African American population in its entirety and
other populations in general (Cornell et al., 2009). Additionally, rural medically
underserved southern regions yield higher rates of delayed healthcare provision (Rural
Health Information Hub [RHIhub], 2019).

There is ample evidence showing that belonging to one of the highest risk
populations for stroke and residing in a rural environment places young and middle-aged
African American woman in an unfavorable position regarding their health and well-
being. Thus, the relationship between rurality and health warrants further exploration for
greater clarity on how these combined elements heightens health risk.

Rurality and Health

Rural areas are generally low-income, medically underserved regions that provide
“limited opportunities to gain health information” (Appel et al., 2005, p. 316). Recent
research conducted by James et al. (2017) identified that rural communities generally
have worse health outcomes than their urban counterparts, which is attributed to
decreased access to health care, greater health and lifestyle challenges, and less diversity
among its members. The Behavior Risk Factor Surveillance System (BRFSS) data, upon
which the study was based, also revealed that racial/ethnic minorities in rural areas are
often younger individuals who are less likely to have a primary care physician (James et

al., 2017). Past research has largely attempted to gauge rural health risk and health status
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based on disparities between rural and urban populations; however, James et al. (2017)
suggested that more studies investigating health concerns pertaining to the intrinsic
characteristics of rural locations and the health disparities specifically among rural
communities alone are warranted. Furthermore, overall disparities in U.S. rural health led
to the Rural Healthy People initiative that prioritizes rural health (Bolin et al., 2015).
From among Healthy People 2020°s national priorities, rural stakeholders identified heart
disease and stroke as one of its top 10 priorities of Rural Healthy People 2020.

As a rural priority population, African American women account for the highest
stroke incidence and mortality among all racial/ethnic groups in the United States (CDC,
2017b). Since residents of rural communities experience the worst health outcomes, rural
African American women remain at a distinct disadvantage regarding the relationship
between their residential environment and stroke risk. Decreasing the likelihood of
rurality contributing to health disadvantage requires that determinants of rural health
status, such as geographical significance, lifestyle characteristics, health literacy, and risk
factor prevalence, are examined to assess their individual and collective effect on stroke
risk.

Geographical Significance (The Stroke Belt & Rural Delta)

Health disparities that exist in rural communities are entrenched in economic,
social, racial, ethnic, and geographic factors. Common challenges to health in US rural
communities include remote locale, poverty, high rates of uninsured residents, and sparse
availability of local doctors, which all contribute heavily to lack of access to care and

delays in healthcare-seeking behavior (Association of American Medical Colleges
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[AAMC], 2017). Although rural Americans comprise only 17% of the U.S. population,
Bolin et al. (2015) described its negative geographic footprint regarding health as vast,
attributed partially to the fact that only 9% of doctors and 16% of registered nurses
practice in rural areas.

Multiple states in the South have been referred to as the Stroke Belt due to the
elevated rates of age-adjusted hypertension and stroke deaths (Choi, 2012). The Stroke
Belt is a geographic region initially comprised of the following eight southeastern states:
Alabama, Arkansas, Georgia, Louisiana, Mississippi, North Carolina, South Carolina,
and Tennessee. Currently the Stroke Belt is an 11-state region consisting of the initial
eight states and the addition of Indiana, Kentucky, and Virginia. Within these states, the
risk of stroke is an estimated 34% higher than in other areas of the country (Heart Attack
and Stroke Prevention Center, 2019). A significant number of counties in Stroke Belt
states are rural, marginalized communities, of which African Americans constitute a large
proportion of the population.

There is also a portion of the United States that is classified as the rural Delta. The
Delta region includes 252 counties and parishes in Alabama, Arkansas, Illinois,
Kentucky, Louisiana, Mississippi, Missouri, and Tennessee. Notably, the rural Delta
experiences worse outcomes from all chronic diseases compared to rural areas
nationwide (RHIhub, 2017). Consequently, African American women who reside in
states that are both a part of the Stroke Belt and the rural Delta are at greater risk of

enduring the heavy burden of stroke.
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Lifestyle Characteristics

Lifestyle characteristics, such as diet, physical inactivity, obesity, and smoking,
account for approximately 78% of the variance in chronic disease risk and are among the
leading causes of premature mortality in Western populations (Adams et al., 2013). The
American College of Obstetricians and Gynecologists (ACOG, 2014) along with Ford et
al. (2009) explained that minority women residing in the rural underserved United States
have high self-reported rates of smoking, inadequate physical activity levels, and poor
diet, of which each risk behavior compounds hypertension severity. Additionally, this
same population has less access to health care, obtains fewer recommended preventive
screenings, and has higher self-reported rates of fair or poor health status (ACOG, 2014).
Furthermore, difficult social circumstances and social isolation have been shown to
impede access to healthcare information (Appel et al., 2005; Hovick et al., 2011).
Additional studies affirm that these cumulative lifestyle characteristics are widespread in
rural African American women, which helps to further explain why they experience the
highest prevalence of hypertension and cardiovascular disease deaths among all women
(Appel et al., 2005; Braun et al., 2016; Ford et al., 2009; Smith et al., 2008).
Health Literacy

According to the USDHHS-ODPHP (n.d.b), health literacy is “the degree to
which individuals have the capacity to obtain, process, and understand basic health
information and services needed to make appropriate health decisions” (para. 1). Heinrich
(2012) posited that health literacy is essential to health behaviors and health maintenance

and should be viewed as a sixth health vital sign. The importance of health literacy is also
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reflected in the foundational principles and overarching goals of Healthy People 2030
(USDHHS-ODPHP, n.d.b).

Rural populations have been identified as having lower levels of all forms of
literacy compared to their urban counterparts, and health literacy deficits are particularly
significant due to commonly associated poor health status (Zahnd et al., 2009). Riley et
al. (2012) emphasized that lower rates of health literacy among rural residents is
compounded by the burden of limited access to health care. The researchers further
described low levels of health literacy as a frequently overlooked barrier to preventive
health screenings among rural communities; subsequently, this issue of reduced
healthcare-seeking behavior is magnified for racial/ethnic minorities who tend to have
lower levels of education and reside in impoverished rural counties.

There is critical evidence that low or limited health literacy may be the entry point
in the chain of circumstances that lead to poor health outcomes (Adams et al., 2013;
Hoover et al., 2015; Osborn et al., 2011; Zahnd et al., 2009). Those outcomes include
higher mortality rates from heart disease, stroke, and all cancers combined, notably
among African Americans. This largely results from the fact that low or limited health
literacy is linked to lack of health knowledge, low self-efficacy, and decreased preventive
self-care behavior (Osborn et al., 2011). Given that African Americans are a prevalent
population in rural southern communities (Probst & Ajmal, 2019), these individuals can
be disproportionately burdened with low health literacy and experience disparities in

overall health and health outcomes.
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Risk Factor Prevalence

According to the CDC (2017b), rural Americans are more likely to die from heart
disease, cancer, unintentional injuries, chronic lower respiratory disease, and stroke than
their urban counterparts. Among rural residents, there are higher documented rates of
hypertension, tobacco use, physical inactivity, poor diet, and obesity, which, in turn, yield
higher incidence of heart disease and stroke and higher death rates from both diseases
(RHIhub, 2017). Such risk factors exist in higher proportion among rural racial and
ethnic minorities. For example, 54.8% of African American women in the United States
are obese (Hales et al., 2017), which is in part a major risk factor for many of the health
conditions plaguing this population. Furthermore, a study by Davis et al. (2014) revealed
that social determinants such as higher levels of chronic stress among African American
women can intensify existing risk factors, thereby increasing the risk of a cardiovascular
event. Additionally, family history is a significant non-modifiable risk factor that cannot
be overlooked as a key threat for stroke risk. Aycock et al. (2015) posited that due to
earlier stroke onset in African Americans and higher stroke death rates, it is imperative
that researchers examine whether there is a familial occurrence of stroke, and if so,
understand what that means as a source of potential health risk. The aforementioned
studies highlight continued concern surrounding the prevalence of numerous health risk
factors in rural populations without significant progress towards more control of those
risk factors. Subsequently, compared to urban counterparts, mortality and life expectancy
rates in rural populations are falling behind, particularly among females (Kapral et al.,

2019).
28



Stroke in Rural Arkansas

Arkansas is designated as one of the states in the Stroke Belt. Due to its elevated
stroke mortality, the state has been deemed to be in the buckle of the Stroke Belt where
the risk of stroke is even more pronounced (Shrira et al., 2008). Arkansas currently ranks
seventh in the nation for stroke mortality, and stroke is the fifth leading cause of death
among its residents (CDC, 2019c).

Although the percentage of Arkansans living in rural areas declined in recent
years, Arkansas is still considered a rural state. Approximately 41% of the population in
Arkansas currently resides in a rural county, which is much higher than the rural national
average of 14% (University of Arkansas System: Division of Agriculture, Research &
Extension [UAEX], 2019). Many of the risk factors that pose the greatest threat to health
are prevalent in rural Arkansas, particularly in Phillips County, which boasts the lowest
life expectancy of all 75 counties in the state. Phillips County is a county in the Delta
region where 45% of its adult population is obese (second highest in the state), which is
well above the Arkansas average of 35% and the national average of 39.8%.
Additionally, 36% of residents are physically inactive and 26% are smokers (County
Health Rankings, 2019). Each of these risk factors is a significant contributor to stroke
risk; however, the likelihood that a risk factor or health behavior will be changed is
considerably decreased if perceived threat is lacking.

According to recent data, 62.8% of Phillips County, Arkansas is African
American and 53% are female (U.S. Census Bureau, 2018). In addition to the excess rates

of obesity, physical inactivity, and smoking among these residents, hypertension is
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another prevalent risk factor among the African American women. Middle-aged African
American women (35-54-years) are important to examine because of the relative risk of
stroke for African Americans compared to whites occurs during younger and middle age
(Sallar et al., 2010). Aycock and Clark (2016) further emphasized the importance of
exploring stroke in midlife as younger adults may have a greater likelihood of inaccurate
perception regarding their actual stroke risk.
Risk Perception

According to Yang et al. (2018), risk perception is a valuable tool in the fight
against chronic diseases. In addition, accuracy in perceived threat awareness is necessary
for promoting healthy lifestyles and behavior modification that leads to health risk
reduction. Individual characteristics, general health perceptions, knowledge of
illness/disease, risk factor status, family history of disease, perceived control, personal
experience, and media exposure are among the myriad of variables affecting personal risk
perception (Fiant et al., 1999, as cited in Aycock et al., 2019). A common theme
regarding risk perception is that individuals and groups who are at greatest risk of
developing or experiencing a major health event, such as stroke, are often those with the
lowest perceived risk of a potential health occurrence (Aycock et al., 2015; Brawarsky et
al., 2018; Ferris et al., 2005; Ford et al., 2009). For example, despite an increased
prevalence of stroke risk factors, such as obesity, poor diet, and low physical activity
levels, many African Americans often underestimate their vulnerability to a health event
and perceive their risk of stroke and other negative health occurrences as being similar to

or lower than others. This appears true even in light of more pronounced stroke risk
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factors, such as hypertension and diabetes (Graham et al., 2006). Associated studies
provide insight into the inconsistent relationship between actual versus perceived health
threat and reveal the importance of reducing or eliminating this discrepancy.

Helou et al. (2018) conducted a retrospective cross-sectional study comprised of
5,863 participants (mean age 49.4 + 7.1 years) who received a routine health evaluation.
The goal of the study was to evaluate the possible relationship between clinical
characteristics (health conditions) and subjective estimation of cardiovascular risk.
Results of the study revealed that based on lifetime risk score (LRS), 45.7% of the
subjects were at intermediate risk for cardiovascular disease and 54.3% were at high risk.
Approximately 84% of the study participants underestimated their cardiovascular risk.
Furthermore, age range of participants, smoking, elevated cholesterol, physical activity,
and use of blood pressure medication and cholesterol—lowering medications were all
identified as contributors to risk underestimation.

In a study assessing weight perception and health threat, Moore et al. (2010)
identified a divergence between perceived versus actual health risk. Overweight African
American women in the study not only underestimated their true weight category but also
perceived that their risk for cardiovascular disease, high blood pressure, type 2 diabetes,
and elevated cholesterol was the same as women who were not overweight or obese.
Weight misperception remains a prevalent concern among African American women, due
in large part to the cultural norms that bolster the attractiveness of overweight or obese
females. This mindset is revealed in a quote from a qualitative study conducted with 50

African American women: “I think that as black women, we have been brought up to
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think that big is beautiful” (James et al., 2012, p. 667). Not only is this quote reflective of
the strength of cultural influence, it is also a distinct example of how risk perception
becomes and remains skewed, allowing weight-related health risks for stroke to continue
to persist at dangerous levels within this population.

An additional study by Brawarsky et al. (2018) investigated the accuracy of self-
perceived risk for developing the following health conditions: coronary heart disease
(CHD), diabetes, breast cancer, and colorectal cancer. Although results showed that both
low- and high-risk participants incorrectly estimated their risk for CHD, there was a
notable discrepancy in accuracy of perceived risk for diabetes, breast cancer, and
colorectal cancer. Specifically, 60-75% of high-risk participants underestimated their
risk, while approximately 13-40% of low/average-risk participants overestimated their
risk. These results further underscore that self-perception of risk is often not at an
accurate or acceptable level to stimulate lifestyle modifications and risk reduction
behavior.

Research also suggests that possessing health risk factors does not equate to
improved assessment of disease risk. Webster and Heeley (2010) explained that risk
factors do not operate independently; instead, they accumulate in such a way that minor
elevations in multiple risk factors can exponentially increase the likelihood of disease
occurrence. Rural African American women are among the most susceptible to health
events, such as stroke, due to their frequently elevated number of health risk factors,

which also includes familial predisposition and inaccuracies in risk perception.
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Family History and Risk Perception

Family history is a considerable risk factor for chronic disease development.
Wang et al. (2012) asserted that “the proportion of the population at elevated risk as a
result of their family health history is sizable” (p. 392). For specific conditions such as
diabetes and certain types of cancer (e.g., breast, ovarian, endometrial, prostate, and
colorectal), population-based studies revealed that those who had a moderate or strong
familial risk also developed diabetes 29% of the time and one of the aforementioned
cancers 22% of the time (Wang et al., 2012). Family history and perceived risk have also
been studied in regard to lung cancer (Chen & Kaphingst, 2011), prostate cancer (Bloom
et al., 2006), diabetes and depression (Vornanen et al., 2016), and cardiovascular disease
(Bloom et al., 2006; Imes & Lewis, 2014). The significance of family history (Aycock et
al., 2015; Chung et al., 2016; Kulshreshtha, 2015) and risk perception of stroke (Aycock
et al., 2015; Chung et al., 2016) have also been identified as critical areas for assessment
and intervention in the battle to improve population health. It is concerning that in many
of these studies, those with a family history of stroke did not perceive themselves to be at
any higher risk than those without a family history. Consequently, the identification of
the prevalence of family history in the development of major conditions, such as stroke,
has shown the need for greater exploration of the association between family history of
stroke and perceived risk of stroke occurrence.

Stroke is a life-altering health condition in which family history is a noted
contributor to the overall rate of occurrence. Aycock et al. (2015) deemed that family

history increases the risk of stroke as a result of genetic factors, culture, and/or shared
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environment. Specifically, “family members may have a genetic tendency toward
hypertension, diabetes, and obesity and common social behaviors that may influence
dietary habits, activity levels, and use of cigarettes and alcohol” (Aycock et al., 2015, p.
E1). Each of these variables tends to be present at elevated levels among rural African
American women (Davis et al., 2014), which further reveals the urgent need for the
targeted interventions that can be developed based on research specific to this
community.

Personal perspective is another factor that warrants consideration. Many diseases
may be viewed as more threatening than others, which can influence personal perspective
regarding the significance of family history and perceived threat of a health event
(Vornanen et al., 2016). For instance, cancer is generally viewed as a greater threat than
other health conditions (Beal, 2014); however, there is variability in the level of
perceived threat among those with a family history of cancer. A study by Chen and
Kaphingst (2011) revealed that a relationship between family history of lung cancer and
perceived risk was significant among those who had never smoked, but there was not a
significant relationship between family history of lung cancer and risk perception among
former or current smokers. Bloom et al. (2006) explored family history and risk
perception regarding prostate cancer within African American men who have a two-fold
risk based on ethnicity and family history. Results revealed that the hypothesis that
family history is associated with increased risk perception was not supported by the
study. Rather, it was younger, better-educated men and those with poorer mental health

who perceived themselves to be at increased risk. In an additional study examining how
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family history relates to diabetes, cardiovascular disease, cancer, and depression risk
perception, Vornanen et al. (2016) found that the highest level of risk perception was
among those with a family history of diabetes.

Despite its effect on population health, there is no clear evidence that suggests
that stroke is viewed as one of the more feared diseases, even among African American
women who are most susceptible. If stroke is possibly viewed as less threatening than
other adverse health conditions, there is an even greater need to explore factors such as
family history and perceived threat as means of facilitating preventive efforts.
Kulshreshtha et al. (2015) concluded that even though family history is a confirmed
stroke risk factor, more studies are needed to definitively verify its importance.
Additionally, Aycock et al. (2015) described the lack of research examining whether
family history of stroke affects stroke risk perception and possibly behavior change.
Behavioral Intention and Risk Perception

Perceived risk of a health event often precedes the adoption of healthy behaviors
and intent to implement behavior change, but lack of perceived threat or inaccuracies in
threat perception can hinder or reduce the motivation to enact needed change. A review
of the literature showed mixed results among four studies examining perceived risk and
health-related behavior change. Even among individuals with several modifiable risk
factors and a family history of cardiovascular disease, low risk perception resulted in
little to no risk reduction behaviors (Imes & Lewis, 2014). Similarly, a study by Alzaman
et al. (2013) revealed that behavior change is not rooted in risk awareness alone. This

discovery is supported by Warren-Findlow et al. (2012) who found that risk perception
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must often be supplemented by self-efficacy before African American adults implement
hypertension-reducing health maintenance behaviors.
Health Belief Model and Risk Assessment

Health threat awareness and risk perception comprise the core of many health
behavior models and theories. Knowledge, beliefs, and attitudes about health are
important to assess as they contribute to health-related decisions and behaviors. These
contributing factors can be addressed using theoretical frameworks to guide health
education interventions and foster health behavior change. The integration of health
education and health behavior theories and models can enhance the effectiveness of
stroke prevention strategies and programs within a priority population.

The health belief model (HBM) proposes that individuals who view themselves as
susceptible to a serious health threat will take corrective action. The HBM is widely used
to “predict whether and why people will take action to prevent, to screen for, or to control
illness conditions” (Skinner et al., 2015, p. 76). Key HBM constructs include:

e Perceived susceptibility — personal beliefs about the likelihood of contracting or
developing a disease or condition;

e Perceived severity — personal beliefs about the seriousness and consequences of
contracting or developing a disease or condition;

e Perceived threat — result of the combination of personal beliefs about
susceptibility and severity of contracting or developing a disease or condition;

e Perceived benefits — personal beliefs about advantages of taking action to prevent

or reduce the risk of contracting or developing a disease or condition;
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e Perceived barriers — personal beliefs about obstacles or negative consequences of
taking action to prevent or reduce the risk of contracting or developing a disease
or condition;

e Cues to action — internal or external triggers that influence or instigate behavioral
activity to prevent or reduce disease risk; and

o Self-efficacy — personal belief that a recommended health behavior change can be
successfully executed (Skinner et al., 2015).

The HBM helps to identify an individual’s awareness of a serious health threat
and perceived vulnerability to that threat, which is essential to motivating behavior
change and increasing health care-seeking behaviors (Anderson et al., 2011; Dearborn &
McCullough, 2009; Kleindorfer et al., 2008). Furthermore, risk perceptions impact
response to and processing of new health information (Wang et al., 2009), which can tip
the scales of an individual’s perceptions of benefits versus risks associated with adopting
a new health behavior or changing a potentially harmful one. Additionally, Skinner et al.
(2015) indicated that cues to action provide the impetus for the implementation of health
risk reduction strategies; and self-efficacy increases the likelihood that behavior change is
initiated and sustained.

Assessing stroke risk factors and beliefs about stroke risk can aid stroke
prevention efforts, particularly among those at greatest risk. Although researchers have
explored actual versus perceived health threat for multiple health conditions, none of the
studies have specifically assessed stroke risk perception in rural Arkansas middle-aged

African American females. In addition, accuracy of risk perception has not been as
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extensively investigated as level of risk perception, although both are important for the
initiation of preventive health behavior. Identifying individual risk is a prerequisite to
improved accuracy of perceived threat; therefore, the HBM is the theoretical framework
that is used in this study to examine: (1) perceived susceptibility to stroke, (2) perceived
severity of having a stroke, and (3) whether perceived threat results in 6-month intention
to change risk behaviors among rural middle-aged African American women in
Arkansas. Further, constructs of the HBM are assessed based on their central role as part
of the Cerebrovascular Attitudes and Belief’s Scale-Revised (CABS-R) survey
instrument (Sullivan & Waugh, 2007).
Summary

From the review of the literature, it is shown that stroke risk is high and risk
perception is low among African American women. The higher rate of stroke incidence
and mortality in African American women, coupled with the three-fold increase in stroke
prevalence among 35-54-year-old African American women, indicates the need for
additional studies to explore why the national decline in stroke mortality is not reflected
in this group. Furthermore, stroke health outcomes are markedly worse in rural counties
in the nation, particularly those that are geographically part of the Stroke Belt. Family
history, health behaviors/risk factor prevalence, and threat perception are also shown to
affect stroke risk among rural residents, but there is inconsistent evidence regarding a
clear relationship among these factors. No studies were found that examined the impact
of family history, risk factor prevalence, and risk perception on behavioral intention in

rural middle-aged African American women in Arkansas. Therefore, this study will be
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useful in helping to understand perceived threat of stroke based on self-identified risk
factors and future intention to change health risk behaviors in rural middle-aged African

American women in Arkansas.
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CHAPTER IlI
METHOD

For this study, the researcher used a cross-sectional and survey-based method to
acquire information about stroke risk factor prevalence, risk perception, attitudes and
beliefs about ability to control stroke risk, as well as benefits and barriers to stroke risk
reduction among rural Arkansas African American women aged 35-54. In addition to
investigating beliefs about stroke, the researcher examined differences in risk perception
in African American females with a family history of stroke compared to those without a
family history of stroke. Further, the relationship between the independent variables of
personal stroke risk factors and the dependent variable of perceived stroke severity were
explored. Finally, the predictive ability of selected personal stroke risk factors was
examined to assess whether 6-month intention to change personal stroke risk factors
predicts perceived severity of stroke.

Population and Sample

The researcher observed guidelines outlined by Alreck and Settle (2004) that
emphasized the importance of establishing inclusion and exclusion criteria for the study
population and specifying the study unit so that it is the smallest single entity from which
research data can be obtained. The study took place in the Delta region of Arkansas,
specifically Phillips County. According to the U.S. Census Bureau (2018), the estimated
population for Phillips County was 18,029; and the total population of women between

the ages of 35 to 54 years of age was 2,346. The percentage of the population in that
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region that is African American is 62%. Therefore, the total population of African
American females aged 35 to 54 is approximately 1,454.

It was important for a large enough sample size to be obtained in order to ensure
that the statistical procedures utilized were powerful enough to detect significance. Isaac
and Michael (1995) indicated that larger sample sizes result in “smaller sampling errors,
greater reliability, and increase the power of the statistical test applied to the data” (p.
101). The researcher conducted an a priori power analysis using G*Power 3.1.9 to
determine the minimum sample size required to find statistical significance using
Pearson’s correlation analysis. With a desired level of power set at .80, an alpha (a) level
at .05, and a small to moderate effect size of .20 (p), a minimum of 150 participants were
required to ensure adequate power. Additionally, a minimum of 128 participants were
required to ensure adequate power for an independent samples t-test with a small to
moderate effect size of d = .50 (Cohen, 1988). Finally, to ensure adequate power for a
multiple regression using a small to moderate effect size (f 2 = .10), a power analysis
indicated that a minimum of 151 participants were required (Ellis, 2010). Given these
analyses, the researcher sought to recruit a sample size of 165 participants to ensure
adequate power for all tests.

The researcher recruited participants through University of Arkansas for Medical
Sciences (UAMS) East Regional Campus (Phillips County) and the Arkansas Minority
Health Commission (AMHC). The researcher also considered the feasibility of access
and data collection, research relationships with study participants, and ethics. In this

study, potential sensitivity to the research topic (stroke risk factors) and confidentiality
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might have been influenced by the study setting. The aforementioned agencies granted
access to potential study participants and use of their facilities for the study to offset the
sensitive nature of the study topic. The researcher had increased access to rural African
American women who may have otherwise been difficult to access. The researcher used
criterion sampling to select the study participants. Criterion sampling is one wherein
participants meet some predetermined criteria to best serve the purpose of the study
(Leedy & Ormrod, 2013; Robert Wood Johnson Foundation, 2008). The criteria for
participants in this study were African American women 35-54 years of age who resided
in Phillips County, Arkansas. Recruiting participants in settings in which they already
have an established relationship promoted an additional level of comfort about
participating in research.
Protection of Human Participants

Risks associated with participation in this study were low. The researcher
attempted to allay the possibility of emotional risks by providing a list of local and online
stroke prevention resources to participants. Participation was voluntary, and participants
were able to discontinue the survey at any time without penalty. Every effort was made to
protect participant confidentiality throughout the survey process. The researcher obtained
permission for this study from the Institutional Review Board (IRB) of Texas Woman’s
University. The responses from the survey were kept private in accordance with the
Privacy Act (1974), and a data management protocol was in place to store completed
surveys in a separate file from the data file containing identifiable data. All completed

survey records were stored in a locked cabinet in the researcher’s private office.
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Participant Recruitment

The researcher worked with the current Phillips County health education
specialist and health program specialist who both have access to community residents. To
complete initial recruitment of study participants, the researcher collaborated with the
Director of Outreach for (UAMS) East Regional Campus (Phillips County) to obtain pre-
existing dates of nutrition and weight loss health coaching classes, monthly wellness
luncheons, along with dates of health fair events. There was also similar collaboration
with the AMHC health program specialist who coordinates their Faith Network health
events. Upon approval from Texas Woman’s University IRB, participants were recruited
in community partner locations during scheduled health coaching classes, wellness
luncheons, or health fair events. In the event that face-to-face recruitment did not yield
the desired number of respondents, the researcher worked with the UAMS Director of
Outreach to recruit routine clinic attendees via phone and email requests. The researcher
provided all potential participants an overview of the purpose of the study with the
specification that their participation was voluntary, and they could withdraw from the
study at any time with no penalty. Each woman who agreed to participate indicated if she
preferred to complete the Qualtrics survey onsite or at a later date via a web address
provided. Data collection via online survey administration is currently the most used
survey method (Johnson & Christensen, 2020). Several advantages of electronic surveys
include cost reduction, increased ability to reach a larger population, greater anonymity
of responses to sensitive topics, and immediate availability of responses for data analysis

(Cope, 2014). All the participants who chose to complete the survey onsite were provided
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a quiet, private area in which to complete the survey on an iPad or laptop provided by the
researcher. A paper-pencil option was made available for women who wished to
participate but were not comfortable using a computer. Participants who opted to
complete the survey online at a later time were given the web address for the Qualtrics
survey link, or they opted to receive it by email. The last page of the survey provided an
option for participants to enter their name and address for a prize drawing.

The researcher used a lottery incentive to recruit volunteers and enhance
participation within the survey. Porter and Whitcomb (2003) recommended the use of
lottery incentives to bolster recruitment and participation rates and as a token of
appreciation for those who subsequently participate. When utilizing incentives, the
researcher carefully considered the ethical implications of offering an inducement to
prospective participants to encourage study participation (Jacobsen, 2017; Resnick, 2015)
while also ensuring that the incentive did not constitute coercion or influence decision-
making and reporting (Resnick, 2015). According to Jacobsen (2017), it was appropriate
for researchers to enter everyone completing a questionnaire into a drawing to increase
the overall participation rate. Potential incentives included drawings for gift cards and
gift certificates. For this study, 25 Walmart gift cards, valued at $10.00 each, were raffled
to participants who provided their name and address on the final page of the survey. Once
all data collection activities had been terminated, an individual (other than the researcher)
randomly pull 25 cards from a container with participant entries. Additionally, one final

name was randomly selected for the grand prize Visa gift card worth $50.00. The gift

44



cards were then mailed to each individual at the address provided at the conclusion of the
survey.
Instrumentation

Survey research provides an opportunity for researchers to sample part of a
population to acquire information about characteristics, opinions, attitudes, and previous
experiences of the population as a whole (Leedy & Ormrod, 2013). Nardi (2018) pointed
out that surveys contain standardized questions, allow for respondent anonymity, permit
respondents to answer at their own pace, are better for sensitive and personal topics, and
are ideal for computer-based and online completion, which are described as some of the
most advantageous aspects in survey research. Identifying an appropriate survey tool to
accurately capture the context of research questions and generate appropriate results was
essential for conducting effective research. The self-report survey instrument for this
study was the CABS-R. The CABS-R is a comprehensive, validated survey instrument
developed by Debra Waugh in 2003 and later published by Karen Sullivan and Debra
Waugh in 2007. The survey, developed based on the constructs of the HBM, was
designed to assess four dimensions of stroke-related health beliefs among stroke/TI1A
survivors (Sullivan & Waugh, 2007). The instrument was also subjected to an expert
review by one clinician and four researchers who had an average of 7 years of stroke-
related professional experience. The CABS was later revised to test an expanded HBM,
which included new items for the assessment of self-efficacy and subjective norms and
resulted in the CABS-R. The expanded survey instrument was also validated in an at-risk

population in which those with a prior history of stroke were excluded (Sullivan et al.,
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2008). Factor analysis yielded strong results for perceived susceptibility, severity,
benefits, and barriers for exercise and weight control. The internal consistency verified
for the CABS-R (.65 to .94 for most survey items) and Cronbach’s coefficient alpha of
.89 for the three-item severity scale makes it a suitable tool for assessing stroke-related
health beliefs as well (Sullivan et al., 2010). For further reinforcement of content validity,
the researcher had two or three physicians who work with the target population review
the survey instrument prior to its administration. The researcher received permission to
use the CABS-R instrument for this study (see Appendix A).

The CABS-R comprehensively assesses four dimensions of beliefs about stroke
severity, susceptibility to stroke, perceived benefits of undertaking stroke risk reduction
behaviors, and barriers associated with undertaking such behaviors (Sullivan & Waugh,
2007). The survey consists of the following three parts: (a) personal information and
health behaviors, (b) questions about personal feelings/perceptions regarding stroke and
stroke risk factors, and (c) knowledge regarding stroke and stroke risk factors (see
Appendix B). The specific scale format contains 27 questions in Part 1 pertaining to
demographics, stroke health history, health conditions, and health behaviors. Blood
pressure and diabetes status were reported based on prior clinical diagnosis. Family
history of stroke, physical inactivity, height/weight, smoking status, alcohol consumption,
and lack of medication adherence were all self-reported. The Part 2 subscale items for
stroke beliefs and perceptions are comprised of three items assessing stroke severity. The
remaining portion of Part 2 consists of subscale items assessing susceptibility, general

intention, 6-month intention, benefits, barriers, ease, and subjective norms for the
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following health factors: exercise uptake, smoking cessation, diabetes, medication
adherence, high blood pressure, high cholesterol, weight status, and alcohol consumption.
The final portion of the CABS-R is comprised of 19 questions to gauge stroke
knowledge. Question 14 in Part 3 of the survey instrument was removed as it was not
relevant to the study population; otherwise, the CABS-R was not altered in order to
preserve its validity. Two items were added in a separate section (apart from the survey):
(a) a question concerning each participant’s age when they first learned a family member
had a stroke and (b) a question regarding participants’ current medications for reducing
health risks—specifically, blood pressure, cholesterol, and diabetes medications.

A portion of the CABS-R was utilized by Aycock (2012) to investigate stroke risk
factors in rural African Americans as well as the variables that influence exercise habits
for stroke risk reduction. Coupled with the existing literature, composition of the
instrument, and successful past usage of the CABS-R, there was substantive evidence that
the survey instrument could be effectively utilized to assess risk perception and
behavioral intention for reducing stroke in rural middle-aged African American women
in Arkansas.

Pilot Test

Johnson and Christensen (2020) stressed the importance of pilot testing a survey
instrument to assess whether it functions properly prior to collecting data. It is advised to
pilot test a survey questionnaire with the research study population (Johnson &
Christensen, 2020). Following this recommendation, the researcher pilot tested the survey

with 10-20 females in Phillips County, Arkansas who meet study parameters. The pilot
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testing took place at the UAMS East Facility (Helena Health Foundation site), and there
were iPads and laptops available for those preferring to take the survey electronically.
The pilot process allowed the researcher to test the survey protocol. For example, the
researcher used the pilot test to gain information on question clarity, concerns with
survey questions, appropriateness of instrument length and time budgeted, and usability
of the online Qualtrics survey set-up. No problems were reported regarding online survey
accessibility, question clarity, or completion time among pilot test participants, so the
CABS-R instrument was used in its original format. Additionally, the pilot test allowed
the researcher to conduct a preliminary test of data coding, data entry, quality control of
the data set, and data analyses procedures.
Data Collection

Data was collected during Spring and Summer 2021 with a goal of 165
participants, which was determined based on the power analysis conducted to estimate
the required sample size (n) necessary to draw accurate research conclusions. Edwards et
al. (1997) stressed the need for a structured introduction when administering surveys.
They suggested that the survey introduction include: an invitation to the participants to
complete the survey, a brief description of the survey topic, a description of why the
survey is being conducted, and an explanation of how the survey results will be used.
Edwards et al. (1997) also recommended that researchers inform participants regarding
the confidentiality and anonymity of responses and reduce apprehension among
participants that they are being evaluated. Following these suggestions, the researcher

implemented this format before beginning the data collection process. Additionally, the
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researcher informed participants how they could enter the lottery to win one of the survey
incentives.

Once the introductory script had been read to the participants, the researcher
verbally presented the informed consent forms, obtained signatures on the forms, and
provided directions for completing the survey instrument. The researcher then directed
participants to a separate room where iPads and laptops were available for completing the
survey instrument. If needed, writing utensils were distributed to the participants who
opted for paper-pencil completion. Participants who were ineligible to take the survey
because they did not meet the study parameters, did not wish to participate in the study,
or had previously completed the survey at another location were instructed not to
complete the survey and exited the room or event. Two sealed boxes were placed at the
front of the room where informed consent forms and paper-pencil surveys were
deposited. At the conclusion of every data collection session, the researcher transported
the boxes to a secure location.

Data Analysis

The researcher exported the data from Qualtrics into the Statistical Package for
the Social Sciences (SPSS) version 25 (George & Mallery, 2018). The researcher also
entered data from paper-pencil surveys into SPSS for data analysis. Demographic data
was reviewed to ensure that data analyzed was specific to rural African American women
who met the 35-54 age specification. Variables were appropriately coded in preparation
for statistical analysis. An analysis was conducted to obtain descriptive statistics of

participants’ beliefs about stroke. Responses for subscale items ranged from 1 (strongly
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disagree) to 5 (strongly agree). Average mean scores were utilized as the measure for
each area of perception assessed. This was the safer and preferred approach because if
some respondents failed to answer a question, the mean average could still be calculated.
In contrast, if sum scores are utilized, the overall range would be affected by unanswered
items (Filsecker, 2014). In addition, independent samples t-tests were conducted to
compare mean scores for the dependent variables (DVs) of perceived stroke
susceptibility, perceived benefits of stroke risk factor reduction, and perceived barriers to
stroke risk factor reduction in participants with a family history of stroke compared to
those without a family history of stroke (independent variables [1Vs]). Cohen’s d was
also examined to look for effect size. Cohen’s d was determined by calculating the mean
difference between the two groups, and then dividing the result by the pooled standard
deviation. Pearson’s correlation was used to analyze the relationship between the number
of personal stroke risk factors identified (1) and the level of perceived stroke severity
(DV) based on mean score. Hierarchical linear regression was conducted to assess which
personal risk factor (6-month intention to change - 1Vs) is a greater predictor of perceived
stroke severity (DV). Table 1 illustrates the research questions and hypotheses for this

study.
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Table 1

Research Questions, Hypotheses and Statistical Test

Research Question and Hypothesis Statistical Test

RQ1: Isthere a difference in rural Arkansas middle-aged African  Independent
samples t-test
American women with a family history of stroke compared
to those without a family history of stroke regarding
perceived stroke susceptibility, perceived benefits of stroke
risk factor reduction, and perceived barriers to stroke risk
factor reduction?
Hypothesis 1: There will be no statistically significant
difference in rural Arkansas middle-aged African
American women with a family history of stroke compared
to those without a family history of stroke regarding
perceived stroke susceptibility, perceived benefits of stroke
risk factor reduction, and perceived barriers to stroke risk
factor reduction.
RQ2: Are the number of personal stroke risk factors in rural Pearson’s
correlation
Arkansas middle-aged African American women (physical
inactivity, smoking, high blood pressure, diabetes, lack of

medication adherence, overweight, and alcohol

consumption) related to perceived stroke severity?
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Research Question and Hypothesis Statistical Test

Hypothesis 2: There will be no statistically significant
relationship between the number of personal stroke risk
factors in rural Arkansas middle-aged African American
women (physical inactivity, smoking, high blood pressure,
diabetes, lack of medication adherence, overweight, and
alcohol consumption) and perceived stroke severity.
RQ3: Does six-month intention to change a set of personal stroke Hierarchical
linear regression
risk factors (physical inactivity, smoking, high blood
pressure, diabetes, lack of medication adherence,
overweight, and alcohol consumption) predict perceived
stroke severity among middle-aged African American
women residing in rural Arkansas?
Hypothesis 3: Six-month intention to change a set of
personal stroke risk factors (physical inactivity, smoking,
high blood pressure, diabetes, lack of medication
adherence, overweight, and alcohol consumption) will not
significantly predict perceived stroke severity among

middle-aged African American women residing in rural

Arkansas.
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CHAPTER IV
RESULTS

Data was collected using Qualtrics as the platform for a web-based electronic
survey that contained demographic questions and the CABS-R. The same survey
questions were also administered through paper-pencil method with individuals who were
not comfortable completing the electronic version. Response data was exported from
Qualtrics to an Excel spreadsheet, and data from 101 paper-pencil surveys was manually
entered by the researcher into the same Excel spreadsheet to combine all submitted
participant responses. An identification (ID) variable was inserted into the spreadsheet to
provide each participant a unique ID number. The Excel file was then opened in SPSS
version 25. All data coding was performed by the researcher for consistency. Each
variable in the data set was checked for scores that were out of range and identified errors
were corrected. Responses from participants who completed the online survey too
quickly (less than 2 seconds per question) were removed as well as responses from
participants who completed less than half of the survey online or in paper-pencil format.
This process resulted in the elimination of 19 surveys from the data set.

Sample Characteristics

Demographics

The sample consisted of African American women aged 35-54 in the rural Delta

region of Arkansas, specifically Phillips County. A total of 171 women from Helena-
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West Helena, Lexa, Marvell, and Elaine participated in the survey; however, only 152
surveys were usable for data analyses. Based on the increased risk of stroke in women
aged 35-54, age was a specific requirement for inclusion in the study. Subsequently, all
responses analyzed were from women who self-identified their age in the range of 35-44
(51.3%) or 45-54 (48.7%). Education and employment were not variables used in the
study but were reported for demographic purposes. More than half of the sample had a
college degree (52.3%), and the majority of participants (69.7%) were employed full
time. Table 2 provides a summary of the demographic characteristics of the sample.
Table 2

Demographic Characteristics of the Sample (N = 152)

Characteristic Frequency %
Age
35-44 78 51.3
45-54 74 48.7
Education Level
Primary school 2 1.3
High school 66 43.4
GED certificate 4 2.6
University degree 79 52.0
Employment Status
Retired 9 5.9
Part-time or casual work 31 20.4
Full-time 106 69.7

Note. One participant did not report education level, and six did not report employment
status
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Family History, Behaviors, and Health

The CABS-R survey elicited information regarding family history of stroke,
lifestyle behaviors, and existing health conditions that have all been identified as risk
factors for stroke. Each of these measures represent a variable in the research questions.
Participants identified whether they have a family history of stroke and completed items
assessing exercise beliefs. Respondents also completed sections on risk behaviors that
applied to them specifically (e.g., smokers completed the smoking section). Less than
half of the participants reported having a family history of stroke. Approximately one-
third of the sample consumed alcohol on a regular basis, 20% reported smoking
cigarettes, and nearly two-thirds of the sample did not achieve recommended levels of
exercise for stroke prevention. The most common existing health conditions reported
were overweight status and high blood pressure. Table 3 presents a summary of
participants’ family history regarding stroke, personal behaviors, and health conditions
that contribute to stroke risk.
Table 3

Frequencies and Percentages for Family History, Behaviors, and Health

Risk Factor Frequency %

Inadequate Exercise 95 62.5
Overweight 90 59.2
High Blood Pressure 73 48.0
Family History of Stroke 68 44.7
Alcohol Consumption 50 32.9
Cigarette Smoker 30 19.7
Lack of Medication Adherence 25 16.4
Diabetes 19 12.5
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Data Analysis Results

Preparation of the data was completed to ensure normality. Reliability was
checked before any analyses were conducted to assess internal consistency of the HBM
constructs referred to as subscales for the purpose of data analysis. A Cronbach’s alpha
(a) score of .70 and above is generally considered acceptable to indicate internal
consistency of items on a scale (Field, 2013). All subscales had acceptable reliability
except the subscale items for diabetes perceived susceptibility (Cronbach’s a = .659);
perceived benefits regarding medication (Cronbach’s a = .025), overweight (Cronbach’s
a=.677), alcohol consumption (Cronbach’s a = .505); and perceived barriers regarding
medication (Cronbach’s a = .675). Results for these analyses might be a little less
reliable. Due to its markedly poor reliability, a decision was made to exclude Perceived
Benefits of medication adherence from the analyses. Full reliability results are presented
in Table 4.

One reason for the lack of internal consistency could be that some of the subscales
contained several items while others contained only a few; consequently, it is more
difficult to establish reliability with fewer subscale items. Another reason for the lack of
internal consistency within some of the subscales may be due to the small sample of
those who engaged in or possessed the risk behavior in this study compared to prior
studies (Sullivan et al., 2008; Sullivan et al., 2010) in which the CABS-R survey
instrument was utilized. Oversampling is required to obtain a large enough sample size

for each risk factor. In the current study, the researcher attempted to recruit as many
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participants as possible; however, COVID-19 restrictions placed limitations on data

collection beyond the researcher’s control.
Table 4

HBM and 6-month Intention Questions with Corresponding Cronbach’s alpha

HBM Subscale Cronbach’s a
Perceived Susceptibility
Exercise .848
Smoking 933
Diabetes .659
Medication adherence .852
High blood pressure 704
Overweight 77
Alcohol consumption .864
Perceived Severity 902
Perceived Benefits
Exercise 759
Smoking 876
Medication 025
High blood pressure 771
Overweight 677
Alcohol consumption 505
Perceived Barriers
Exercise .766
Smoking .857
Diabetes .881
Medication 675
High blood pressure 825
Overweight .819
Alcohol consumption 172
6-month Intention to Change
Exercise .807
Smoking 842
Diabetes 916
Medication 844
High blood pressure .881
Overweight .850
Alcohol consumption .898

Note: Cronbach’s a not shown for the 1-item Perceived Benefits subscale for diabetes.
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Research Questions and Results

This section addresses the research questions and the respective study findings.
Research Question 1 asked if there is a difference in rural Arkansas middle-aged African
American women with a family history of stroke compared to those without a family
history of stroke regarding perceived stroke susceptibility, perceived benefits of stroke
risk factor reduction, and perceived barriers to stroke risk factor reduction.

Independent samples t-tests were conducted to explore differences in risk
perception between participants with a family history of stroke and those without a
family history of stroke (IVVs). Mean scores for the two independent groups were
compared to show if they differed on the DVs of perceived susceptibility to stroke,
perceived benefits of stroke risk factor reduction, and Perceived Barriers to stroke risk
factor reduction for the following risk factors: physical inactivity, smoking, diabetes, lack
of medication adherence, high blood pressure, overweight, and alcohol consumption.

All tests were checked for equality of variances. Levene’s tests for equality of
variances demonstrated that equal variance could be assumed for all tests except
perceived susceptibility for medication (p = .041), perceived susceptibility for high blood
pressure (p = .029), perceived susceptibility for overweight (p =.029), and perceived
barriers for alcohol consumption (p = .048) dependent variables. Based on a significance
level of p < .05, the results of the t-tests indicated that there were no statistically
significant differences between those with and without family histories of stroke for
perceived susceptibility to stroke, perceived benefits of stroke risk factor reduction, and

perceived barriers to stroke risk factor reduction regarding exercise, smoking, diabetes,
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medication adherence, high blood pressure, overweight, and alcohol consumption.
Cohen’s d was also examined to look for effect size. A Cohen’s d result of -.47 indicated
a standardized mean difference for perceived susceptibility to stroke that was .47
deviations lower in participants with diabetes and a family history of stroke compared to
participants with diabetes and no family history of stroke. This was interpreted as a
medium effect size, which indicated that despite there being no difference in perceived
susceptibility to stroke, family history of stroke may still have some moderate effect on
perception of stroke risk in participants with diabetes. A Cohen’s d result of .76 indicated
a standardized mean difference for perceived susceptibility to stroke due to lack of
medication adherence that was .76 standard deviations higher in those with a family
history of stroke compared to those with no family history of stroke. This was interpreted
as a large effect size, which indicated that despite there being no difference in perceived
susceptibility to stroke, family history of stroke may still have a large effect on perceived
risk of stroke due to lack of medication adherence. A Cohen’s d result of -.74 indicated a
standardized mean difference for perceived barriers to stroke prevention due to lack of
medication adherence that was .74 standard deviations lower in those with a family
history of stroke compared to those with no family history of stroke. This was interpreted
as a large effect size, which indicated that despite there being no difference in perceived
barriers to stroke prevention, family history of stroke may still have a large effect on
perception of barriers to undertaking stroke risk reduction behaviors associated with lack
of medication adherence. Despite the lack of statistical significance noted earlier, the

medium and large effect sizes suggest that the results could be meaningful, but the
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sample was too small to obtain significance. Table 5 provides a full summary of the

independent samples t-tests findings.

Table 5

Independent Samples t-Test Comparing Family History of Stroke on Risk Perception

Risk factor

Exercise

Perceived susceptibility
Perceived benefits
Perceived barriers

Smoking

Perceived susceptibility
Perceived benefits
Perceived barriers

Diabetes

Perceived susceptibility
Perceived benefits
Perceived barriers

Medication
Perceived susceptibility
Perceived barriers

High BP

Perceived susceptibility
Perceived benefits
Perceived barriers

Overweight

Perceived susceptibility
Perceived benefits
Perceived barriers

Family No family

history history

M SD M SD

3.17 99 292 .98

239 82 226 .75

239 82 226 .75

310 96 348 1.09
363 .79 335 1.12
277 81 272 1.16
325 67 358 .71

400 .82 392 .79

203 .97 202 .64

383 .73 311 1.18
161 .61 202 .45

364 72 339 .97

427 .55 401 .68

185 .72 196 .76

322 93 317 .80

428 57 406 .64

3.00 1.03 297 1.00

60

df t
139  1.49
139 .96
139 .96
30 -1.03
32 .84
28 15
21 -1.12
20 24
20 .02
17.15 1.86
27 -1.96
60.72 1.19
65 1.73
65 -.64
80.62 .27
81 1.67
81 14

P

138
337
337

310
409
.885

274
811
987

079
.060

237
.088
525

791
.099
.889

d

25
.16
.16

-37
29
.05

- 47

01

76
-74

29
42
-.16

.06
37
.03



Alcohol

Perceived susceptibility 253 96 253 .85 46 00 1.00 .00
Perceived benefits 3.71 55 3.51 .58 46 1.21 232 .35
Perceived barriers 258 .87 231 .60 41.06 1.25 .217 .36

Research Question 2 asked if a relationship exists between the number of personal
stroke risk factors self-identified by each participant and perceived stroke severity.

A total stroke risk score variable was created to represent the cumulative number
of stroke risk factors identified by participants. Pearson’s product-moment correlation
was conducted to examine the relationship between total stroke risk and perceived stroke
severity. Results indicated that there was no statistically significant correlation between
personal stroke risk factors and perceived severity of stroke (r = .07, p = .421). There is
no support for the existence of a meaningful relationship between the two variables.

Research Question 3 asked if 6-month intention to change a set of personal stroke
risk factors (physical inactivity, smoking, high blood pressure, diabetes, lack of
medication adherence, overweight, and alcohol consumption) predicts perceived stroke
severity.

Hierarchical linear regression was conducted to explore the relationship among
these variables. Steps were taken to ensure the model made sense by assessing if the
personal stroke risk factors combined together work for predicting perceived stroke
severity. Descriptive statistics were run for each variable to check sample size. Diabetes,
medication adherence, smoking, and alcohol consumption were excluded from the

analysis because they made the sample too small for the model. Hierarchical linear
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regression analyses were run with the following remaining variables: exercise,
overweight, and high blood pressure. Results revealed that for exercise, F(1, 43) < .01, p
=.970, R? < .01, the regression model did not significantly predict perceived stroke
severity. For the combination of exercise and overweight, F(2, 42) < .01, p = .996, R? <
.01, the regression model did not significantly predict perceived stroke severity. For all
three predictors (exercise, overweight, high blood pressure), F(3, 41) = .07, p = .976, R? <
.01, the regression model did not significantly predict perceived stroke severity. These
results indicate that none of the independent variables in the model shared meaningful
relationships with the dependent variable. Therefore, the hypothesis was confirmed; and
no further analysis was warranted. Results of the study on the null hypotheses are

summarized in Table 6.

Table 6

Null Hypotheses Summary: Rejected or Not Rejected

Null Hypotheses Rejected or Not Rejected

1. There will be no statistically significant difference
in rural Arkansas middle-aged African American
women with a family history of stroke compared to
those without a family history of stroke regarding
perceived susceptibility, perceived benefits of stroke
risk factor reduction, and perceived barriers to stroke
risk factor reduction.

Physical inactivity

Perceived susceptibility Not rejected
Perceived benefits Not rejected
Perceived barriers Not rejected
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Null Hypotheses

Rejected or Not Rejected

Smoking

Perceived susceptibility
Perceived benefits
Perceived barriers

Diabetes

Perceived susceptibility
Perceived benefits
Perceived barriers

Lack of medication adherence
Perceived susceptibility
Perceived benefits

Perceived barriers

High blood pressure
Perceived susceptibility
Perceived benefits
Perceived barriers

Overweight

Perceived susceptibility
Perceived benefits
Perceived barriers

Alcohol

Perceived susceptibility
Perceived benefits
Perceived barriers

Not rejected
Not rejected
Not rejected

Not rejected
Not rejected
Not rejected

Not rejected
Not rejected
Not rejected

Not rejected
Not rejected
Not rejected

Not rejected
Not rejected
Not rejected

Not rejected
Not rejected
Not rejected

2. There will be no statistically significant relationship
between the number of personal stroke risk factors in
rural Arkansas middle-aged African American women
(physical inactivity, smoking, high blood pressure,
diabetes, lack of medication adherence, overweight, and
alcohol consumption) and their perceived stroke severity.

Total stroke risk Not rejected
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Null Hypotheses Rejected or Not Rejected

3. Six-month intention to change a set of personal stroke

risk factors (physical inactivity, smoking, high blood

pressure, diabetes, lack of medication adherence, overweight,
and alcohol consumption) will not significantly predict
perceived stroke severity among middle-aged African American
women residing in rural Arkansas.

Exercise 6-month intention Not rejected
Overweight 6-month intention Not rejected
High blood pressure 6-month intention Not rejected
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CHAPTER V
CONCLUSIONS AND RECOMMENDATIONS

The purpose of this quantitative study was to examine factors that influence stroke
risk perception among African American women aged 35-54 residing in rural Arkansas
using an expanded HBM. Primary data was collected by the researcher using the CABS-
R survey instrument for the purpose of exploring whether (a) family history of stroke
affects risk perception, (b) there is an association between personal stroke risk factors and
risk perception, and (c) whether 6-month intention to change risk factors is predictive of
perceived threat of stroke. The initial portion of the survey consisted of 27 questions
pertaining to demographics, stroke history, health conditions, and health behaviors. Part 2
of the survey contained Likert scale questions based on expanded HBM that examined
participants’ perception of stroke risk and intention to change risk behaviors. The final
portion of the survey consisted of 19 questions to assess stroke knowledge.

Research Questions and Hypotheses

The following discussion focuses on the study findings as they relate to the
research questions and hypotheses. There were three research questions addressed in the
study.
Research Question 1: Is there a difference in rural Arkansas middle-aged African

American women with a family history of stroke compared to those without a family
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history of stroke regarding perceived stroke susceptibility, perceived benefits of
stroke risk factor reduction, and perceived barriers to stroke risk factor reduction?

Kulshreshtha et al. (2015), Chung et al. (2016), and Ellis et al. (2019) described
the significant role that family history represents in overall cardiovascular health. Aycock
and Clark (2016) and Aycock et al. (2015) identified the importance of examining the
association between family history and stroke as well as the impact family history has on
risk perception. The CABS-R survey instrument used in this study allowed for the
warranted exploration of the relationship between family history of stroke and risk
perception based on the HBM constructs.

The literature is mixed regarding risk perception among those with a family
history of a health condition compared to those without a family history of the condition.
Some studies have indicated that individuals with a family history of a health condition
tend to have a higher level of perceived risk of developing the condition (Aycock et al.,
2015; Vornanen et al., 2016), while other studies revealed that those with a family history
of disease underestimate their risk when compared to participants without a family
history (Acheson et al., 2010; Brawarsky et al., 2018; Diaz et al., 2012; Wang et al.,
2012). In the current study, no statistically significant differences in risk perception were
identified between participants with a family history of stroke and those without a family
history of stroke. These results more closely align with the findings of a literature review
by Imes and Lewis (2014), which demonstrated that the underlying assumption of an
association between family history and increased risk perception is not always validated.

The current study affirms that being able to identify family members who have
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experienced cardiovascular events does not specifically equate to being aware of and
acknowledging personal risk.

The first research question in this study provided the basis for the following
hypothesis: Hypothesis 1: There will be no statistically significant difference in rural
Arkansas middle-aged African American women with a family history of stroke
compared to those without a family history of stroke regarding perceived stroke
susceptibility, perceived benefits of stroke risk factor reduction, and perceived barriers to
stroke risk factor reduction.

The results of the seven independent samples t-tests revealed no statistically
significant difference in risk perception in rural Arkansas middle-aged African American
women with and without family histories of stroke; therefore, the null hypothesis was not
rejected. Physical inactivity was the only variable in the study that was adequately
powered for the t-tests to accurately reveal if a difference existed. The medium and large
effect sizes detected for physical inactivity and lack of medication adherence emphasizes
that more definitive results might be obtained by reexamining this research question in a
larger rural population sample.

Research Question 2: Are the number of personal stroke risk factors in rural
Arkansas middle-aged African American women (physical inactivity, smoking, high
blood pressure, diabetes, lack of medication adherence, overweight, and alcohol
consumption) related to perceived stroke severity?

African American women possess a higher number of stroke risk factors than

other population groups. For example, African American women have high self-reported
67



rates of smoking, inadequate physical activity levels, and poor diet (ACOG, 2014; Ford et
al., 2009). Additionally, more than 50% of African American women are obese (Hales et
al., 2017). The USDHHS Office of Minority Health (2019) estimated that four out of five
(80.6%) African American women are overweight or obese. Further, a sizable number of
African American women have high blood pressure, diabetes, and high cholesterol (CDC,
n.d.c). Such risk factors are compounded among African American women who reside in
the rural south (Abbott & Slate, 2018; Miller & Vasan, 2020). These findings served as
the foundation for Research Question 2 due to the need to examine whether rural African
American women in Central Arkansas perceived that the number of risk factors they
possessed placed them at risk for stroke. The results of the current study indicated there
was no statistically significant correlation between personal stroke risk factors and
perceived stroke severity among study participants. These results align with the findings
of the study by Aycock and Clark (2016) that revealed incongruence between the
prevalence of stroke risk factors among rural African American women and perception
about future stroke. In addition, Helou et al. (2018) examined accuracies in perceived
versus actual risk of stroke, and findings indicated an underestimation of cardiovascular
risk. In another study, Vornanen et al. (2016) found evidence of stronger perceived risk
for diseases that are viewed as inheritable (e.g., cancer and diabetes) compared to risk
factors viewed specifically as behavioral with no link to genetics. Research by Booth et
al. (2019) demonstrated that African Americans are less likely than whites to maintain
optimal health behaviors and health biometrics until age 50, thus underscoring the

importance of the current study targeting African American women aged 35-54.
68



Moreover, the current study adds to the knowledge base as it is the first study specifically
investigating perceived stroke severity based on cumulative stroke risk in rural middle-
aged African American women in Arkansas. This study also adds to the body of work
indicating the continued need to address stroke risk perception in rural African American
women as a means of bringing perceived risk more in alignment with actual stroke risk.

Hypothesis 2: There will be no statistically significant relationship between the
number of personal stroke risk factors in rural Arkansas middle-aged African American
women (physical inactivity, smoking, high blood pressure, diabetes, lack of medication
adherence, overweight, and alcohol consumption) and perceived stroke severity.

The result of Pearson’s correlation analysis indicated that there was no
statistically significant correlation between the number of personal stroke risk factors and
perceived stroke severity. Based on this finding, the null hypothesis was not rejected. It is
important to note that due to the small sample size for some risk factors, the research
findings may not portray an accurate picture of the relationship between the number of
personal stroke risk factors and perceived stroke severity among rural African American
women. The sample size for women who were overweight was affected when the height
and weight measurements provided by participants indicated a clinical overweight status
but was not identified as such on the survey. Instances in which African American
women underestimate their weight and associated health risk is a common occurrence.
Moore et al. (2010) examined African American women’s perception of health risk
relative to their weight category and found that overweight and obese women

underestimate their weight categories. Furthermore, findings indicated that overweight
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women perceived the same risk of weight-related health conditions as normal-weight
women (Moore et al., 2010). Baruth et al. (2015) explored body size perceptions in
overweight and obese economically disadvantaged African American women and found
that 60% of participants thought they were smaller than the body size they believed
corresponded with health problems. These issues should be considered in future studies.
Research Question 3: Does six-month intention to change a set of personal stroke
risk factors (physical inactivity, smoking, high blood pressure, diabetes, lack of
medication adherence, overweight, and alcohol consumption) predict perceived
stroke severity among middle-aged African American women residing in rural
Arkansas?

Six-month intention to change pertains to people who plan to alter an unhealthy
behavior or initiate a healthy behavior in the foreseeable future (the next 6 months). Six-
month intention to change aligns with the contemplation stage of the transtheoretical
model (TTM). This intention is predicated on awareness that a behavior is problematic
and increases the chance of, but does not guarantee, healthy behavior change (Prochaska
et al., 2015). Six-month intention to change was a subscale on the previously validated
CABS-R survey instrument used in this study and therefore is the premise of the
independent variables for this research question. There is not much research that aligns
with the current study’s focus on 6-month intention. Sheeran et al. (2014) identified
perceived severity as one of four elements of risk appraisal and determined that
heightening risk appraisal increases potential for health interventions to change intentions

and behavior. Other studies have explored the impact of knowledge on or as a predictor
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of risk perception (Brawarsky et al., 2018; Dearborn &McCullough, 2009; Geraee et al.,
2015; Sharrief et al., 2016) or behavior change (Arlinghaus & Johnston, 2018; Ferrer &
Klein, 2015; Lacey & Street, 2017), but the researcher is not aware of any prior studies
that examined whether 6-month intention to change stroke risk factors predicts perceived
stroke severity. A primary aim of this study was to examine the extent to which intention
to change risk behaviors in the near future is indicative of perceived threat. The
hierarchical linear regression conducted in the current study indicated that 6-month
intention to change inadequate exercise, overweight, and high blood pressure did not,
collectively or individually, predict perceived stroke severity. Diabetes, smoking, lack of
medication adherence, and alcohol consumption were excluded due to lack of overlap
with the other variables, which would have made the sample too small for adequate
analysis.

Hypothesis 3: Six-month intention to change a set of personal stroke risk factors
(physical inactivity, smoking, high blood pressure, diabetes, lack of medication
adherence, overweight, and alcohol consumption) will not significantly predict perceived
stroke severity among middle-aged African American women residing in rural Arkansas.

In this study, the hierarchical linear regression analysis indicated that 6-month
intention to change physical inactivity, smoking, high blood pressure, diabetes, lack of
medication adherence, overweight, and alcohol consumption did not significantly predict
perceived stroke severity. Based on this finding, the null hypothesis was confirmed for
the variables included in the analysis (inadequate exercise, overweight, high blood

pressure). Only inadequate exercise met the number of participants required for the
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power analysis. Because the remaining risk variables were underpowered, the research
findings may not portray an accurate picture of whether 6-month intention to change
specific risk factors predicts perceived stroke severity among the target population.
Achieving a larger sample for each risk variable required oversampling in the target
population, which was not possible due to restrictions associated with COVID-19.
Limitations

Limitations of this study should be considered when evaluating the findings. A
limitation of this study is that it specifically targets stroke risk and risk perception in
middle-aged African American women residing in rural Phillips County, Arkansas;
therefore, results may not be generalizable to women who do not meet this eligibility
criteria. Similarly, recruitment of women solely from a rural Arkansas county with high
stroke mortality may not yield a sample that is representative of all rural counties.
Phillips County residents have one of the highest rates of cardiovascular risk factors and
the lowest life expectancy in the state (County Health Rankings, 2019), so results may
not translate to rural communities that do not possess similar health statistics.
Additionally, 52% of study participants had a bachelor degree or higher, compared to
15.9% of the Phillips County population as a whole. Thus, the results of this study may
not be reflective of health literacy levels of other county residents. Moreover, ability to
generalize results to non-rural communities would be moderately limited.

Another limitation involves the length of the CABS-R survey instrument, which
may have resulted in discontinuation of survey completion by some participants, failure

to answer some survey items, or the submission of uniform responses to subscale
72



questions to decrease time required to complete the full instrument. Average survey
completion time was 25-30 min, which might have been viewed as excessive by some
study participants. Revilla and Ochoa (2017) concluded that ideal survey length should
allow for completion within 10-20 min. The researcher used the survey instrument in its
original format with the exclusion of one item that was specific to the population for
which the survey was originally created. Additionally, during face-to-face administration
of the survey, some participants requested the researcher to clarify a couple of the
questions; for example, “What is a transient ischemic attack (TIA)?” Although this issue
did not occur during the pilot testing of the instrument, it may have affected some of the
participant responses in the study.

Another limitation of the study was the digital divide between urban and rural
communities. In addition to paper-and-pencil format, the survey instrument was offered
in an online format via a Qualtrics survey link. The link could be opened on a desktop,
laptop, or mobile device; however, less than one-third of participants completed the
survey online. This development could be attributed to lack of comfort using technology
that is not commonly available in rural communities or decreased digital adoption and
usage resulting from lower education levels and skills in rural areas (Salemink et al.,
2017). The digital inaccessibility in rural regions also poses a barrier to essential health
care options, such as telehealth (Probst & Ajmal, 2019; Rhoads & Rakes, 2020). These
factors should be taken into consideration in future studies conducted in rural settings.

The emergence of the COVID-19 pandemic resulted in the shutdown of face-to-

face activities that were intended sources of data collection (e.g., heath coaching classes
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and community health fair events). Online survey administration was the sole means of
data collection until face-to-face events were resumed.

This study also had strengths. For example, this study filled a noticeable gap in
the literature regarding African American women under 55 who have long been
underrepresented in research. As part of this research, the author gained valuable insight
into the ability of rural Arkansas middle-aged African American women to accurately
identify personal stroke risk factors. Study results contribute to the broader understanding
of stroke risk factor prevalence and stroke risk perception in rural middle-aged African
American women, which is essential to the success of educational and behavioral
interventions targeting risk factors and risk reduction behaviors among this population.

Implications of the Study

The availability of current literature specifically targeting rural middle-aged
African American women is sparse. Furthermore, the literature is mixed regarding the
association between stroke risk factors, stroke risk perception, and intention to change
risk factors within this population. A study by Warren et al. (2016) revealed greater
motivation and intention to lose weight among rural African American women compared
to their white counterparts. This is in contrast to other studies indicating that rural African
American women do not consistently recognize excess weight status as a risk factor and
subsequently do not initiate behavior change (Brawarsky, 2018; James et al., 2012;
Moore et al., 2010). The current study is important because it augments the sparse
existing body of research involving rural middle-aged African American women and

sheds additional light on their persistent health risk as a result of the incongruity between
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perceived and actual health threat. Additionally, findings from the present study can help
inform the development of culturally-tailored interventions and resources that health
educators and other health professionals can use to increase stroke risk factor awareness
and promote healthy behavior change among similar groups of African American women
and other rural populations.

For primary data collection to be successful, particularly in ethnic minority
communities, access to, acceptance by, and cooperation from the priority population is
essential (Awad et al., 2016). In the current/present study, the researcher facilitated this
process by working with stakeholders in the community to gain access to and acceptance
by the rural Arkansas middle-aged African American from whom data was collected.
This precluded some of the distrust and challenges researchers may encounter when
working with rural populations (Murry & Brody, 2004). Participants seemed more
accepting of the researcher because the researcher was the same age and race as the target
population. Findings from a systematic review of qualitative and quantitative studies by
George et al. (2014) identified a similar recruitment benefit wherein participants prefer
being recruited in their own community by research personnel who are culturally
matched. One participant specifically commented, “I am glad someone cares enough
about us to find out if we are taking care of ourselves.” The relationships the researcher
developed with participants led to an unplanned snowball sampling effect in which
participants shared information about the study with other women in the community who
met the study criteria; multiple women participated in the study as a result. The trust-

building process that evolved in the current study provides an example that can be used
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by other researchers seeking to gain access to rural communities for research and
program implementation purposes.
Implications for Health Educators
This study is significant for health educators in the planning and development of
health education interventions and resources to reduce stroke risk factors, as well as
stroke incidence and mortality among African American women, particularly those living
in rural areas. The current study also connects with the Areas of Responsibilities for
Certified Health Education Specialists as defined by the National Commission for Health
Education Credentialing (NCHEC, 2020). The Eight Areas of Responsibilities, along
with competencies and sub-competencies, outline roles to be carried out by Certified
Health Education Specialists. The Eight Areas of Responsibility are:
e Area l: Assessment of Needs and Capacity
e Area ll: Planning
e Area lll: Implementation
e Area IV: Evaluation and Research
e AreaV: Advocacy
e Area VI: Communication
e Area VII: Leadership and Management
e Area VIII: Ethics and Professionalism
(NCHEC, 2020, para. 6)
The current study aligns with multiple NCHEC Areas of Responsibility. As part

of the needs assessment process (Area I), the results of the study can help health
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educators identify social, cultural, political, and environmental factors that impact the
health of the priority population. Based on the current study, the researcher determined
that primary data collection was the best and most informative method for connecting
with the priority population and gathering meaningful data regarding stroke risk factors,
health behaviors, and perceptions. From this study, health educators can see the
importance of employing a data collection method that best fits the purpose of the study.
Based on primary data gathered from participants in this study, the researcher gained
insight into stroke risk factor prevalence affecting the health status of the priority
population. Health educators must be aware that such information is crucial when
planning and developing targeted health education and promotion interventions. The
study also informs health educators on the importance of working with community
stakeholders to gain access to and the trust of communities that have historically been
more difficult to reach (Armstrong et al., 2007; Hall et al., 2018). Establishing
communication with the target audience is a primary responsibility of health educators. In
this study, collaboration with stakeholders helped facilitate communication building with
the priority population. The current study revealed that face-to-face communication is
often preferred by rural audiences targeted for health interventions. Health educators
seeking to implement health behavior change programs for stroke risk factor reduction in
rural communities should recognize that technological sources of communication are
often scarce (Real et al., 2014; Salemink et al., 2017), and they should tailor the

intervention to the means available for program delivery.
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Health educators should also possess the capacity to identify or develop an
instrument that will be most appropriate for data collection. Pilot testing an instrument
with a sample that represents the priority population can lead to insights on question
clarity and appropriateness of survey length. This is also a point at which health literacy
levels can be assessed to determine if the accuracy of responses provided might be
impacted. A higher percentage of participants in this study possessed a bachelor’s degree
or higher compared to the county’s general population. The pilot test in this study did not
indicate the need for a cognitive evaluation prior to survey administration; however,
health educators should take steps prior to data collection to ensure such an assessment is
not warranted. For this study, the CABS-R survey instrument was used to assess the
knowledge, attitudes, beliefs, and behaviors regarding stroke in the priority population.
This reveals to health educators the importance of obtaining data that accurately captures
the context of research questions. Moreover, the current study conveys the importance of
health educators examining evidence-informed findings to determine what areas to target
with health promaotion interventions.

Mensah (2018) emphasized that health is “supported and protected or risked and
damaged,” based on characteristics of a community setting (p. S38). Findings from this
study accentuate the need to focus more research on rural African American women,
particularly those at risk for stroke due to family history, high blood pressure, obesity,
and inadequate physical activity. Paige et al. (2018) asserted that adequate knowledge of
risk factors helps shape threat perception and promotes engagement in protective health

behaviors. By working with rural African American women to improve their accuracy of
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risk factor identification, health educators can increase the chances that members of this
population will recognize their actual susceptibility to stroke and the seriousness of its
consequences and subsequently trigger risk reduction behaviors. Health educators are in a
principal position to reduce stroke prevalence via delivery of health education and
promotion programs developed based on the knowledge, public trust, and skills they
possess. Findings from a study by Jeihooni et al. (2018) revealed that implementation of
an education program based on the HBM resulted in meaningful enhancement of disease
knowledge, perceived threat, perceived benefits, and perceived self-efficacy, while also
decreasing perceived barriers to preventive behaviors. Results of the current study can be
used to develop an HBM-based stroke education program to promote increased stroke
knowledge, threat perception, and perceived benefits of reducing stroke risk, as well as
provide cues to action and increase self-efficacy regarding behavior modification. In
many instances, introducing a health intervention into a rural community requires
interdisciplinary collaboration via established relationships between health educators and
key stakeholders. In this study, stakeholders were involved throughout the recruitment
and data collection processes. The result of such collaboration can enhance development,
implementation, and evaluation of quality content to ensure that stroke health education
programs and health communication are educationally sound, culturally competent, and
culturally sensitive (Harvey & Afful, 2011). Essentially, health educators must recognize
that culture is a part of everyday life and should be incorporated at every step of the
program planning and development process. The culture associated with churches is

unrivaled in its influence within the African American community. A study by Rowland
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and Isaac-Savage (2014) revealed that numerous African American pastors reported
providing some form of health education and/or health screening opportunities for their
congregants. Whitt-Glover et al. (2016) reinforced that the central role of churches in the
African American community makes the church an ideal source for recruitment and
health promotion program delivery. As such, health educators should be intentional about
collaborating with African American church leaders when developing and delivering
health education programs. Additionally, results of this study can be used to advocate for
health, health education, and healthcare accessibility policies in rural communities that
can lead to increased awareness of stroke risk factors and stroke prevention. Findings
from this study can further be used as the basis for persuasive messages and materials to
support policy, environmental, and system changes inherent in the advocacy efforts
needed to reduce stroke morbidity and mortality in rural communities.
Implications for Other Health Professionals

Stroke in young and middle-aged adults is a growing public health issue (Jolly et
al., 2010; Kalinowski et al., 2019; Yahya et al., 2020). Stroke is the third leading cause of
death among African American women, and they are more likely to die from stroke than
white and Hispanic women (CDC, n.d.b). Additionally, rural African Americans are
exceedingly vulnerable (Davis et al., 2014, Ellis et al., 2019). Results from this study
indicated primary ways in which health care and other health professionals can help to
decrease stroke risk in rural African American women are by facilitating increased stroke

risk factor awareness and emphasizing the importance of risk reduction behaviors.
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The current study revealed that many participants had multiple stroke risk factors
such as being overweight, high blood pressure, alcohol consumption, and smoking. This
finding is supported by the results of a systematic review by Sakakibara et al. (2017) that
revealed it is common for individuals who smoke to have multiple unhealthy lifestyle
behaviors, such as unhealthy diet, insufficient physical activity, and alcohol consumption.
Physicians and/or physician assistants (PAs) working with rural African American
women can tailor education information and prioritize education efforts that will increase
stroke risk factor knowledge and awareness in this population. Inconsistencies in
participants’ ability to recognize overweight status was also revealed in this study.
Squiers et al. (2014) suggested that physicians “are in an excellent position to help align
patients’ weight perception with their actual BMI” (p. 807). Physicians, PAs, and nurse
practitioners can ensure that education efforts include BMI guidelines and stroke risk
associated with overweight and obese status. Furthermore, health and medical
professionals can educate patients on recommended physical activity guidelines and
discuss personal health risks associated with alcohol consumption. It is also important to
note that risk factor knowledge is associated with risk perception. A review by Aycock et
al. (2019) concluded that by assessing perceived stroke risk, more can be learned about
an individual’s thoughts and knowledge about stroke risk. This type of assessment can
inform the development of targeted education strategies to minimize differences in
perceived and actual stroke risk and increase the chance that risk reduction behaviors will

be implemented.
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Overweight and obese status are notable risk factors for stroke. The current study
revealed that 59.2% of participants were overweight, which may be partly attributed to
the documented frequency of poor dietary history among rural residents (Trivedi et al.,
2015). Registered dietitian nutritionists (RDNSs) can help promote weight loss among at-
risk individuals by educating them on the importance of making dietary changes and
teaching them healthy eating and meal preparation strategies. The Academy of Nutrition
and Dietetics asserts that medical nutrition therapy (MNT), administered by RDNs, is an
effective intervention for individuals with pre-diabetes or type 2 diabetes and should be
integrated into public health programs (Early & Stanley, 2018). RDNs can play a key role
in stroke prevention by educating clients and providing resources that reinforce the
association between weight loss and stroke risk reduction. In addition, RDNs can help
reduce stroke risk by employing MNT to promote weight loss and reduce high blood
pressure among at-risk rural African Americans. Access to healthy food options is
another barrier that must be addressed to help facilitate weight loss. Rural southern
residents are four times less likely to have access to healthy food retailers compared to
their urban counterparts (Edwards et al., 2011; Grimm et al., 2013). Therefore, RDNs can
educate rural residents on healthy food options and help them locate these foods from
farmers markets, local gardens, or other options available within their community
environment.

This study revealed that rural residents are often most comfortable working with
individuals with whom they feel they can relate and trust. Community health workers

(CHW) generally are trusted community members who have a thorough understanding of
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the community they serve (Schroeder et al., 2018). Community health workers can work
with health educators on the development and delivery of stroke risk reduction programs,
which can help increase dissemination and uptake of health programming initiatives. This
study also revealed that health coaching classes were a significant source of education
delivery in the priority population. CHWs can utilize their relationship with community
residents to encourage attendance at health coaching classes. Chances of sustained
participant attendance in health coaching classes could be improved if CHWs were also
active in helping to deliver the class content. These health coaching classes also point to
the positive impact that certified health and wellness coaches can have in terms of
fostering healthy lifestyle behaviors and helping individuals “mobilize internal strengths
and external resources for sustainable change” (Moore et al., 2016, p. 2). As Kivelé et al.
(2014) revealed in their systematic review, health coaching can assist individuals with
weight management and lead to increased physical activity and improved physical and
mental health status. Furthermore, certified health and wellness coaches are increasingly
viewed as an important component of the interprofessional lifestyle medicine team
(Arloski, 2014; Frates et al., 2019; Moore et al., 2016). Certified health and wellness
coaches can work collaboratively with health educators, physicians and/or PAs, RDNs,
and CHWs to raise stroke awareness among rural African American women through
health education, coaching, programming, and health communication messages. The
results of such collaborative efforts can tip the scales so that perceived benefits of

changing risk behaviors outweigh perceived barriers.
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Recommendations for Future Research

Future research opportunities examining stroke prevention are numerous, and
findings from this study offer direction for research promoting prevention of stroke
among rural African American women. Recommendations for research related to
improving the accuracy of stroke risk factor identification, reinforcing the significance of
family history in stroke risk, and the importance of increasing risk perception in relation
to risk factor prevalence will be discussed.

Participants in this study possessed a significant number of risk factors. Study
results reflected that 62.5% of participants identified inadequate levels of exercise, 59.2%
identified as being overweight, 48% had been diagnosed with high blood pressure, and
44.7% of rural Arkansas middle-aged African American women had a family history of
stroke. Numerous participants did not possess knowledge of risk factor criteria; therefore,
ability to accurately identify risk factors was hampered. One such instance involves
participants whose self-reported height and weight listings did not align with designation
of being overweight in their survey response. This finding is consistent with other studies
examining accuracy of overweight and obese status based on self-report versus body
measurement (Gregory et al., 2008; Robinson, 2017; Sutcliffe et al., 2015). Further
studies may improve accuracy of stroke risk factor identification by incorporating an
educational component that informs participants of modifiable risk factor criteria (i.e.,
BMI, blood pressure, adequate exercise levels) and by assessing ability to comprehend

the information prior to surveying participants as part of the study.
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Familial predisposition to cardiovascular disease (CVD) is a noted risk factor for
stroke (CDC, n.d.d; Imes & Lewis, 2014). Research indicates a higher incidence of high
blood pressure and overweight in individuals with a family history of these risk factors
(Vik et al., 2016). Findings from the Framingham Heart Study revealed that family
history of CVD in at least one parent increases general CVD risk among women by 70%
(Allport et al., 2016; Imes & Lewis, 2014; Kolber & Scrimshaw, 2014), while a history of
stroke in a first-degree relative increases stroke risk by approximately 12% (American
Heart Association, 2019; Pourasgari & Mohamadkhani, 2020). Results of the current
study indicated that stroke threat perception in rural African American women did not
differ between those with and without family histories of stroke. This mimics the findings
of a previous study by Lucas-Wright et al. (2014), which showed that African Americans
are less likely than other racial/ethnic groups to perceive increased risk due to family
history. Wang et al. (2012) theorized that increasing awareness of the elevated risk of
disease based on family history will inspire engagement in protective, risk-reducing
behaviors. Combined with the findings of the current study, this assumption suggests that
future research is needed to determine whether targeted educational interventions can
increase knowledge regarding the significance of family history in stroke risk and
stimulate a level of risk perception that leads to risk reduction behaviors.

Multiple studies have examined whether perceived risk predicts behavioral
intention (Alzaman et al., 2013; Imes & Lewis, 2014; Sheeran et al., 2014); however, this
is the first study the researcher is aware of that investigated whether 6-month intention to

change a group of risk factors is predictive of threat perception. Results from this study
85



indicated that intention to undertake risk reduction behaviors does not predict threat
perception. The quantitative study format did not lend itself to in-depth exploration of
how and why participants determine the need for behavior change if they do not perceive
the threat of a health event as personally relevant. Because participants preferred face-to-
face data collection methods in the current study, conducting a focus group could provide
a future research avenue to explore the psychological factors that underlie risk perception
and behavioral intention. Studies that involve the development of interventions that
incorporate the personal, behavioral, and environmental triadic of the social cognitive
theory (Kelder et al., 2015; McKenzie et al., 2016) could also help identify personal and
environmental influences on perceived threat and move participants towards sustainable
behavior change.
Conclusions

Stroke is a life-altering health event that is largely preventable. According to this
study of rural Arkansas middle-aged African American women, there is variable ability
to accurately identify stroke risk factors. Neither family history of stroke nor an
accumulation of personal stroke risk factors influenced risk perception among the study
population. Additionally, 6-month intention to change a set of stroke risk factors did not
predict perceived severity of stroke. There is a need for increased education regarding
stroke risk factor parameters to improve stroke knowledge and increase accuracy of risk
factor identification. Such efforts have the potential to bridge the gap between perceived
versus actual risk and stimulate essential risk reduction behaviors in this high-risk

population.
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Texas Woman's University

Institutional Review Board (IRB)
irb@twu.edu
https://www.twu.edu/institutional-review-board-irb/

August 10, 2020

Kristy Jamerson
Health Promotion & Kinesiology

Re: Exempt - IRB-FY2020-339 Dare to Be Aware: Examining Stroke Risk Perception in African American Women
Aged 35-54 in Rural Arkansas

Dear Kristy Jamerson,

The above referenced study has been reviewed by the TWU IRB - Denton operating under FWAQ0000178 and was
determined to be exempt on August 7, 2020.

Note that any modifications to this study must be submitted for IRB review prior to their implementation, including
the submission of any agency approval letters, changes in research personnel, and any changes in study
procedures or instruments. Additionally, the IRB must be notified immediately of any adverse events or .
unanticipated problems. All modification requests, incident reports, and requests to close the file must be submitted
through Cayuse.

On August 6, 2021, this approval will expire and the study must be renewed or closed. A reminder will be sent 45
days prior to this date.

If you have any questions or need additional information, please contact the IRB analyst indicated on your
application in Cayuse or refer to the IRB website at hitp://www.twu.edu/institutional-review-board-irb/.

Sincerely,

TWU IRB - Denton
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Institutional Review Board (IRB)
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https://www.twu.edu/institutional-review-board-irb/

May 24, 2021

Kristy Jamerson
Health Promotion & Kinesiology

Re: Modification - IRB-FY2020-339 Dare to Be Aware: Examining Stroke Risk Perception in African American
Women Aged 35-54 in Rural Arkansas

Dear Kristy Jamerson,

The modifications listed below have have been reviewed and approved on May 24, 2021 by theTWU IRB - Denton.
Modifications:

The executive director of the Boy, Girls, Adult Community Development Center - BGACDC will assist the PI

in recruitment for the study by facilitating meetings where scheduled events will take place. They will also share the

recruitment flyer with several church leaders to place on their bulletin board.

If you have any questions or need additional information, please email your IRB analyst at irb@twu.edu or refer to
the IRB website.

Sincerely,

TWU IRB - Denton
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Institutional Review Board (IRB)
irb@twu.edu
https://www.twu.edu/institutional-review-board-irb/

September 7, 2021

Kristy Jamerson
Health Promotion & Kinesiology

Re: Modification - IRB-FY2020-339 Dare to Be Aware: Examining Stroke Risk Perception in African American
Women Aged 35-54 in Rural Arkansas
Dear Kristy Jamerson,

The modifications listed below have have been reviewed and approved on September 3, 2021 by theTWU IRB -
Denton.

Modifications:
The wording in two research questions and hypotheses has been modified for more accurate identification that risk
factors are addressed in the study, not risk behaviors. The wording changes do not alter anything about the study

itself.

If you have any questions or need additional information, please email your IRB analyst at irb@twu.edu or refer to
the IRB website.

Sincerely,

TWU IRB - Denton

125



APPENDIX D

Approved Consent Form

126



TEXAS WOMAN’S UNIVERSITY
CONSENT TO PARTICIPATE IN RESEARCH

Title: Dare to Be Aware: Examining Stroke Risk Perception in African American Women
Aged 35-54 in Rural Arkansas

Investigator: Kristy Jamerson, M.S., C.H.E.S. kjamerson@twu.edu (501-852-2681)
Advisor: Marilyn Massey-Stokes, Ed.D. mmasseystokes@twu.edu (940-898-2863)

Purpose of the Research

You are being asked to take part in a research study for Kristy Jamerson’s dissertation at
Texas Woman’s University. This research study explores the relationship between the
personal identification of stroke risk factors, perceived risk of stroke, and the likelihood
that stroke risk factors will be reduced in rural African American women aged 35-54.

Procedures

As a participant in this study, you will be asked to answer a series of survey questions
that should take 20-25 minutes to complete. To protect your confidentiality, no
identifying information will be included in the presentation of this data. All data will be
securely stored and only accessible to the principle investigator.

Potential Risks

Participation in this study is not expected to cause any harm. However, some participants
may experience minimal discomfort. For example, it is possible that you may have an
emotional response to one or more of the questions on the survey. Other potential risks
are possible loss of anonymity if the survey is taken in person, feeling coerced if asked to
complete the survey onsite, or possible exposure to COVID-19 if completing the survey
in a face-to-face setting. Additionally, there is a potential risk of loss of confidentiality in
all email, downloading, electronic meetings, and internet transactions.

Minimizing Risks

If you experience any emotional distress during or after this study, you can contact the
local Phillips County Health Unit (870-572-9028) or East Arkansas Family Health Center
(870-735-3842). Additionally, you can access American Stroke Association stroke
prevention resources at https://www.stroke.org/en/professionals/stroke-resource-
library/prevention/prevention-materials.

To help maintain anonymity, data will only be collected at the end of any face-to-face
classes or events after non-participants have exited.

Participation is voluntary and you may withdraw from the survey at any time without
penalty.
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The following steps have been taken to significantly reduce the chances of exposure
COVID-19 if you are a participant completing the survey in a face-to-face setting:
prescreening to ensure that the researcher and all participants are asymptomatic, face
coverings are required, alcohol-based hand sanitizer must be used upon entry, social
distancing will be enforced, and electronic devices and surfaces will be disinfected after
each participant. However, TWU does not provide medical services or financial
assistance for illness or injuries that might occur as a result or your taking part in this
research.

Efforts will be made to maintain confidentiality by not requiring contact information
during survey completion. If you would like to enter the lottery gift card drawing, you
will be provided a separate web link to submit your name and address, which prevents the
information from being connected in any way to the survey you completed.

Potential Benefits of the Research

While no direct benefit from participation in the study is certain, if significant results are
found you will be influencing future stroke literature and health education, promotion,
and prevention programs regarding stroke. Additionally, at the end of the survey you will
have the opportunity to register for a drawing in which names will be randomly selected
for 25 Walmart gift cards worth $10.00 each and one grand prize Visa gift card worth
$50.00.

Questions Regarding the Study

If you have any questions about the research study please ask the researcher, Kristy
Jamerson, at kjamerson@twu.edu or by phone (501-852-2681). If you have questions
about your rights as a research participant, you may contact the Texas Woman's
University Office of Research and Sponsored programs at 940-898-3378 or via email at
irb@twu.edu.

Participant Agreement

| have read the information provided above and the research study has been explained to

me. | have been given the opportunity to ask questions and any questions | had have been
answered to my satisfaction. If I have additional questions, | have been instructed who to
contact. | agree to participate in the research study described above.

Completion of this survey constitutes your consent to participate in this research study.
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1393 Highway 242 South
Helena-West Heleng, AR 72342

870-572:2727 (phone)
870-572-6642 (fax)

http: //ruralhealth.vams.edu/

uamseast

UAMS

UNIVERSITY OF ARKANSAS
FOR MEDICAL SCIENCES

June 1, 2020

Texas Woman’s University IRB
304 Administration Dr.
Denton, TX 76204

Dear TWU IRB,

This letter is to support Kristy Jamerson’s research proposal entitled, “Dare to Be
Aware: Examining Stroke Risk Perception in African American Women Aged 35-
54 in Rural Arkansas.” We, University of Arkansas for Medical Sciences
(UAMS) East Regional Campus, agree to allow Kristy Jamerson to recruit
participants for her study from individuals participating in our health coaching
classes and other educational programs. [f any additional information is needed,
please contact me at 870-714-3036. :

Sincerely,

Stephanie Loveless, MPH
Director of Outreach
UAMS East Regional Campus
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4301 West Markham, #820

Little Rock, Arkansas 72205-7199 l l AMS
501/526-6600 i

501/526-6650 (fax) FAY W. BOOZMAN
www.uams.edu/coph COLLEGE OF
PUBLIC HEALTH

UNIVERSITY OF ARKANSAS
FOR MEDICAL SCIENCES

Friday, June 26, 2020

Texas Woman’s University
IRB 304 Administration Dr.
Denton, TX 76204

Dear TWU IRB,

This letter is to support Kristy Jamerson’s research proposal entitled, “Dare to Be Aware:
Examining Stroke Risk Perception in African American Women Aged 35-54 in Rural
Arkansas.” As a team leader of Arkansas FAITH Network, I agree to allow Kristy to
recruit participants for her study from members of Arkansas FAITH Network. Until it is
safe to resume face-to-face events (due to COVID-19), the survey questionnaire will be
predominantly made available via eNewsletter and email through our listserv.

If any additional information is needed, please contact me at 501-526-6698

Sincerely,

45y

Keneshia Bryant-Moore, PhD, APRN, FNP-BC
Director, Arkansas FAITH Network

Assistant Dean for Diversity, Equity and Inclusion
Associate Professor

Health Behavior and Health Education

Fay W. Boozman College of Public Health
University of Arkansas for Medical Sciences

“The UAMS College of Public Health is funded, in part, from Tobacco Settlement Funds”
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BOYS, GIRLS ADULTS COMMUNITY DEVELOPMENT CENTER, INC.
P.O. Box 1356 - 306 HWY 49

Marvell, Arkansas 72366

Phone (870) 829-3274 Fax (870) 829-2282
bgacdc@suddenlinkmail.com - www.bgacdc.com

April 23, 2021

Texas Woman’s University IRB
304 Administration Dr.
Denton, TX 76204

Dear TWU IRB,

This letter is to support Kristy Jamerson’s research proposal entitled, “Dare to Be
Aware: Examining Stroke Risk Perception in African American Women Aged 35-54
in Rural Arkansas.” As executive director of Boys, Girls, Adults Community
Development Center (BGACDC), | agree to allow Kristy to recruit participants for
her study from members of BGACDC community events. There will be
opportunities for the survey to be administered face-to-face as well as online. (Note:
The Arkansas mask mandate was lifted on March 31, 2021; however, BGACDC still
requires face coverings for safety at its events).

If any additional information is needed, please contact me at 870-829-3274.

Striving to make a positive difference,
Beatrice Sﬁe/@

Executive Director

“An Equal Opportunity Provider and Employer” “People United To Save Children”
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PARTICIPANTS WANTED
FOR RESEARCH STUDY:

Rk Perceptfion cn

African American Women

African American women who are 35-54 years
of age to participate in a study on stroke risk
perception

Participation in this study is voluntary

Please click the following link to participate in
the study: (Website)

*There is a potential risk of loss of
confidentiality in all email, downloading,
electronic meetings, and internet fransactions.

Please contact Kristy Jamerson at
if you have any
questions.
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Recruitment Script

Hello, my name is Kristy Jamerson and | am a doctoral student working on my Ph.D. in
Health Studies at Texas Woman’s University. [ want to talk to you about participating in
my research study. This study is about examining perceptions about the risk of having a
stroke among African American women in Phillips County, AR. You are eligible to be in
this study if you are 35-54 years of age and if you are a current Phillips County resident.

If you decide to participate in this study, you will be asked to complete a survey
questionnaire that asks basic questions about your health history, your feelings and
beliefs about stroke and, your knowledge of stroke and its risk factors. The survey will
take approximately 20-25 minutes to complete. After completing the survey, you will
have the opportunity to register for one of 25 Walmart gift cards worth $10.00 and one
Visa gift card worth $50.00.

Remember, this is completely voluntary. You can choose to participate or not. If you
choose to participate, you can complete the survey today on an iPad or laptop that will be
provided, or there is a paper-pencil version available. If you would like to participate but
you do not want to complete the survey here, | can provide you with the web address so
you can complete the survey at a later time.

Do you have any questions for me at this time?

Thank you very much.

138



APPENDIXJ

Lottery Raffle Drawing

139



Lottery Raffle Drawing

Q1 Please provide the requested information below for entry into the raffle for one of 25
gift cards valued at $10.00 and for a grand prize Visa gift card worth $50.00.

Name (1)

Address (2)

Address 2 (3)

City (4)

State (5)

Postal code (6)
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Re: Cerebrovascular Attitudes and Belief Scale

Inbox

jf.-ﬂ— _‘_H\L\x—;

f |

¢ 5

'|I I'

\q'l.\ _I.I'J
Duston Morris <dustonm@uca.edu> Sep 21,
2018, 11:00
AM

to Karen, me

Karen,

I met with my doctoral student (Kristy Jamerson) and we determined it would be
beneficial to see the full instrument in order to fully examine the survey items
assessing susceptibility, severity, and self-report risk factors. We are interested
in looking at middle age African American women who have two or more stroke
risks factors. Your article (Sullivan, White, Young, & Scott, 2009) outlines a
number of stroke risk factors. We believe it would be helpful for us to review and
possibly utilize your full instrument as we know from our literature review that
African American women tend to have numerous risk factors, however we
hypothesize that their perceived susceptibility and severity of stroke risk is low.
We want to determine if there is a relationship between the number of self-
reported stroke risk factors and perceived susceptibility and severity of stroke risk
for African American women. Thank you for allowing us the opportunity to build
from your work. Please let me know if you have any questions or suggestions
that might strengthen Kristy's project. We look forward to hearing from you.

My Best..

Duston

On Mon, Sep 17, 2018 at 10:47 AM, Duston Morris <dustonm@uca.edu> wrote:
Karen,

Thank you for being so kind and sharing your work. This is extremely helpful, and
I'm interested in learning more about your work. We are currently reviewing this
portion of your scale and the references you provided. Once we have completed
the review and determine if we need to use the full measure, | will be in contact.
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Thanks Again..
Duston

On Sun, Sep 16, 2018 at 7:13 PM, Karen

Sullivan <karen.sullivan@qut.edu.au> wrote:

Dear Prof Morris,

| do hope that this instrument may be useful for your study. Please find attached some
more information about this measure. This attachment is for a single behaviour (beliefs
about exercise for stroke prevention) and global beliefs about the severity of this
condition. If you would like to see the full measure (across numerous behaviours),
please let me know.

Good luck with your interesting study.

Karen Sullivan

From: Duston Morris [mailto:dustonm@uca.edu]
Sent: Saturday, 15 September 2018 3:26 AM

To: Karen Sullivan <karen.sullivan@qut.edu.au>
Subject: Cerebrovascular Attitudes and Belief Scale

Dr. Sullivan,

My name is Duston Morris and I'm an Associate Faculty in the Department of
Health Sciences at the University of Central Arkansas. | am working with one of
our PhD candidates who is interested in investigating perceived stroke risk and
stroke knowledge among rural middle-age African American Women. In the
United States, our state (Arkansas) ranks in the top five as it relates stroke
morbidity and mortality.

She has completed a review of the literature and located your instrument
(CABS). It is the only instrument we have been able to locate that uses the
Health Belief Model and its theoretical framework. My student is using the same
model for her dissertation and we were hoping that we might be able to get your
approval to use your instrument for her data collection.

If you have any questions or concerns, please feel free to contact me. We hope
to be able to use your instrument to replicate some of your work and determine
cerebrovascular attitudes and beliefs among African American women in
Arkansas.

We look forward to hearing from you.

Thank you...
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Duston Morris, PhD, MS, CHES, Faculty Senator
Associate Professor, Department of Health Sciences
University of Central Arkansas

Office: (501) 450-3194

Cell: (501) 504-5250

UCA: Academic Vitality, Integrity, & Diversity

Duston Morris, PhD, MS, CHES, Faculty Senator
Associate Professor, Department of Health Sciences
University of Central Arkansas

Office: (501) 450-3194

Cell: (501) 504-5250

UCA: Academic Vitality, Integrity, & Diversity
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Cerebrovascular Attitudes and Beliefs Scale-Revised (CABS-R)

Colour coding notes:
Susceptibility
6 month intention
Barmers|
Subjective norm
CABS-R subscale breakdown

Exercise uptake =

bty

*  Itis likely that I will have a stroke if I don’t exercise regularly

*  The likelihood of my having a stroke is high if T don’t exercise
chances of having a stroke are high if I don’t exercise regularly

e Itis likely that I will undertake regular exercise
*  Generally speaking, I intend to undertake regular exercise
o

e Itis likely that I will undertake regular exercise in the next 6 months
*  Tintend to undertake regular exercise i the next 6 months

*  Thavea lot to gam from exercising
*  Exercise will help me avoid stroke
*  Exercising makes me feel better

* Ienjoy exercising

e Iamafraid to exercise

e  Idon’t have time to exercise

*  Exercising interferes with my other activities

*  Ifeel too embarrassed to exercise

*  Exercising can be painful for me
Ease

* It would be easy for me to exercise regularly

* It would be hard for me to exercise regularly (reverse scored)
Subjective norm

*  Most people who are important to me would want me to exercise

*  Most people who are important to me would approve of me exercising

Smoking cessation —
Suscept]

bilty
*  The likelihood of my having a stroke is high if T don’t stop smoking
e Ithink it is likely I will have a stroke if I don’t stop smoking
. ﬁchmsofhavingasu&emhighiﬂdm‘tstwmmg

*  Generally speaking, I intend to stop smoking
_» Ttislikely that I will stop smoking
6 month intention

e Itislikely that I will stop smoking in the next 6 months
*  Timtend to stop smoking in the next 6 months

T have a lot to gain by giving up smoking

My nsk ofsﬂokewmﬂdbel&lflgawupﬂmkmg
Twould feel better if I stopped smoking

Giving up smoking will help my future

*  Ienjoy smoking too much to give it up

*  Giving up smoking would require too much effort

* Tamafraid to give up smoking

* My social life makes it hard to give up smoking

*  Twould find it distressing to give up smoking
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Ease
e It would be hard for me to stop smoking
* It would be easy for me to stop smoking
Subjective norm
*  Most people who are important to me would want me to stop smoking
*  Most people who are important to me would approve of me quitting smoking

Diabetes —
Susceptibility*
The chances of me having a stroke are high if I don’t have regular diabetes checks
I think it is likely I will have a stroke if I don’t have regularly diabetes checks
I think it is likely I will have a stroke if I don’t take my diabetes medications as prescribed
The likelihood of my having a stroke is high if T don’t have regular diabetes checks

e Itis likely that I will have regular diabetes checks
*  Generally speaking, I intend to have regular diabetes checks
6 month intention
* [lintend to have regular diabetes checks in the next 6 months
e Itis likely that I will have regular diabetes checks in the next 6 months

o I can benefit from regular diabetes checks

e I am affaid to check my blood sugar level

« Ifind it too painful to check my blood sugar levels

e [t takes too long to check my blood sugar levels for my diabetes

* It would be easy for me to have regular diabetes checks
e It would be hard for me to have regular diabetes checks
Subjective norm
* Most people who are important to me would want me to have regular diabetes checks
* Most people who are important to me would approve of me having regular diabetes checks

Medication—
o  The likelihood of mry having a stroke is high if I don’t take my medication
e My chances of having a stoke are high if I don’t take my medication
e Ttis likely that I will have a stroke if I don’t take niy medication

*  Generally speaking, I intend to take my medication as prescribed
_»  Ttislikely that I will take my medication as prescribed
SRR
e Itis likely that I will take my medication as prescribed in the next 6 months
I 'ntend to have take my medication as prescribed in the next 6 months

1 worry less if I take my medication
T have a lot to gain by taking my medication
Taking my medication will prevent me from having a stroke

1 am affraid to take my medication

1 am embarrassed to take my medication

It 1s difficult to remember to take my medication
Taking my medication can make me feel ill

I have to give up other activities to take my medication

It would be easy for me to take my medications
It would be hard for me to take my medication
Subjective norm
*  Most people who are important to me would want me to take my medication
*  Most people who are important to me would approve of me taking my medication

LI W |

! The calculation of the susceptibility subscale in previous research took into account 3 of the 4 items only

4

Office use only:
Centre
Code

147



High Blood Pressure —

bility
»  The likelihood of my having a stroke 1s high if T don’t have ny blood pressure checked regularly
= 1 think it 15 hikely I will have a stroke if I don’t have my blood pressure regularly checked
- W:hmesufhmﬁngaskokemhigbiﬂdm‘thwemyﬂnodpwsmeregﬂhﬂydwﬂkeﬂ

*  Generally speaking, I intend to have nry blood pressure checked regularly
» Itis likely that I will have my blood pressure checked regularly
6 month intention
»  Iintend to have regular blood pressure checks in the next 6 months
» Tt is likely that T will have my blood pressure checked regularly in the next 6 months

»  Thave a lot to gam by controlling my blood pressure
*  Checking my blood pressure regularly will help me prevent futwe stroke
»  Controllmg my bloed pressure is a good way to avoid stroke

+  Attending appomtments for blood pressure checks is time consuming for me
»  Ifindit difficult to attend appointments for blood pressure checks

* 1 am afraid to have my blood pressure checked

»  Having blood pressure checks are painfill

*  [Itis embarrassing for me to have my blood pressure checked

» It would be hard for me to have regular blood pressure checks
* It would be easy for me to have regular blood pressure checks
Subjective norm
*  Most people who are important to me would approve of me getting my blood pressure checked
*  Most people who are important to me would want me to get my blood pressure checked regularly

High Chaolesterol —

bility

= The likelihood of my having a stroke is high if T don’t have my cholesterol regularly checked
= My chances of having a stroke are high if I don’t have my cholestercl regularly checked

» I think it is likely I will have a stroke if I don’t have iy cholesterol regularly checked

+  Generally speaking, I intend to have miy cholesterol checked
= Ttis likely that T will have my cholesterol checked regularly
6 month imtention
=  Iintend to have regular cholesterol checks in the next 6 months
= It is likely that I will have my cholesterol checked regularly in the next 6 months

Having regular cholesterol tests will help me control n1y cholesterol levels
1 like low cholesterol food

Having nny cholesterol regularly checked will help me avoid future stroke
Lowering nry cholesterol levels is a good way for me to prevent stroke

I have a lot to gam by controlling my cholesterol level

Bamers

»  Iwould have to give up a lot to eat a low cholesterol diet

»  Ttis difficult for me to eat a low cholesterol diet

*  Itis pamful to have my cholesterol checked

*  Itis tome consuming for me to orgamise a low cholesterol meal
Ease

» It would be easy for me to have regular cholestercl checks
» It would be hard for me to have regular cholestercl checks
Subjective norm
*  Most people who are important to me would approve of me having my chelesterol checked regularly
*  Most people who are important to me would want me to have my cholesterol checked regularly

Overweight —
Susceptibility
»  The likelihood of having a stroke is high if T don’t lose weight
* My chances of having a stroke are high if I don’t lose weight
» Tthink it is likely I will have a stroke if T don’t lose weight

Offiice use only:
Centre
Code
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e Ttislikely that T will lose weight
*  Generally speaking, I intend to lose weight
6 month mtention
* Tintend to lose weight in the next 6 months
o Ttis likely that I will lose weight in the next 6 months

e Thave a lot to gain from losing weight
* My future will be healthier if T lose weight
*  Losing weight is a good way to prevent stroke

Losing weight takes too mmch effort

Losing weight would require starting new habits which I would find difficult
1 am afraid that I would not be able to lose weight

Iwould have to give up a lot to lose weight

» It would be easy for me to lose weight
e It would be hard for me to lose weight
Subjective norm
*  Most people who are important to me would approve of me losing weight
*  Most people who are important to me would want me to lose weight

Alcohol -

ibili
e Itislikely that I will have a stroke if I don’t reduce my drinking

* My chances of having a stroke are high if I don’t reduce my drinking

®  The likelihood of my having a stroke is high if I don’t reduce my drinking

*  Generally speaking, I intend to reduce my alcohol drinking
*  Itislikely that I will reduce my alcohol take
e Ttislikely that I will reduce my alcohol intake in the next 6 months
»  Tntend to reduce my alcohol intake in the next 6 months

*  Icanreduce my nisk of stroke by not drinking too nmch

*  Thave nothing to gam by drinking a lot of alcohol

*  The side effects from drinking lots of alcohol aren’t pleasant to me
o Idon’t enjoy drinking a lot of alcohol

g my alcohol intake would require too nmch effort
T like the effects of drinking alcohol too much to drnk less
1 enjoy drinking alcohol too much to drink less
My risk of stroke is not affected by how nmch alcohol I drink

Ease
e It would be hard for me to reduce my drinking
e It would be easy for me to reduce my drinking
Subjective norm
*  Most people who are important to me would want me to drmk less alcohol
*  Most people who are important to me would approve of me reducing my drinking levels

Office use only:

149



INFORMATION ABOUT THE QUESTIONNAIRE

Thank you for participating in this research.

Why does this questionnaire have parts and which ones should | complete?

There are three parts to this questionnaire:
« Part 1 asks you to provide some information about yourself;
* Part 2 asks specific questions about your feelings about stroke and it's risk factors;
+ Part 3 asks about your knowledge of stroke and it's risk factors.

Everyone should answer all of the questions in Part One and Part Three. You need to
answer only those questions that apply to you in Part Two.

When | get to Part 2, how will | know which questions to answer?

Part Two has questions about stroke risk factors that may apply to you. For example, if you
smoke, you should complete the smoking questions. If you do not smoke, you should skip
these questions. In Part Two, there are more instructions to help you decide which questions
apply to you. These instructions appear at the top of the page in blue writing.

What should I do if | have any questions or if | do not want to answer a question?

If you have questions about this survey or if you wish to discuss stroke risk factors, please
refer to the study information sheet accompanying this survey for contact details. If you do not
wish to answer a particular question, feel free to skip it.

What should | do when I have finished this questionnaire?

There is a checklist at the end of the survey to help you ensure you have filled in all relevant
parts. The checklist includes information about how to return your survey.

What should | do if | would like to be contacted in the future?

We would also appreciate the opportunity to contact you again in the future for follow up
purposes. If you would like to participate in future research, please include your name,
address and phone number. Your privacy is important to us, if you include your personal
details, these will not be kept with your questionnaire and only the researchers will have
access this information.

* Name:

+ Phone Number: Best time to contact you: am/ pm
* Address

Office use only:
Centre
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Stroke Risk Questionnaire; Part 1

Everyone should answer these questions. Please tick the box that applies.

1. Age: years

2. Gender: [ Male O Female

3. Highest level of education obtained?

O Primary school

O High school

O TAFE certificate

O University degree or diploma

4. Employment status:

O retired
O part-time or casual work
O full-time work

5. Main occupation (current or prior to retirement):

6. Is English a second language? OYes
7. Do you have family history of stroke? OYes
8. Have you had a stroke previously? [OYes
9. Have you had a transient ischaemic

attack (TIA) previously? OYes

. Have you been diagnosed with any of the
following?

Afrial Fibrillation (irregular heartbeat)? OYes
Cardiovascular (heart) disease OYes
Diabetes OYes
High blood pressure OYes
High cholesterol OYes
11. Are you overweight? OYes

. If you know your weight and height please
write these here:

ONo

ONo

OONo

OONo

ONo
ONo
ONo
ONo
ONo

ONo

weight (kilograms or stone)

height (cms or inches)

13. Do you take medication (e.g., aspirin) to reduce

your risk of stroke? OYes

14. Do you smoke? OYes

CONo

ONo

If Yes, how many cigarettes a day do you smoke?

15. Do you live:
O On your own
O With spouse or other family
O With assisted care
O In supported accommodation

16. If you live with others, do they smoke?
OYes ONo

17. Do you drink alcohol? OYes ONo

If Yes, how many days a week do you drink?
[0 Once a week
[ Twice a week
O 3 — 5 days a week
O 6 — 7 days a week

If Yes, On the days that you drink alcohol, how
many standard alcoholic drinks do you usually
have?
(One standard drink = 100mi wine, 285mf heavy beer, 425m/
light beer, one nip of spinit)

O One a day

O Two a day

O 3 — 5 per day

06 —7 per day

O More than 7 drinks per day

18. Do you see your GP regularly? OYes [CONo
In a six month period estimate how often you
would see your GP:

19. In a typical week, | eat a meal | would
consider high in fat:

O once a day

[ three times a day

O once a week

O more than once a week

O | don't typically eat high fat food
20. 1 exercise at least 30 minutes a day

O 7 or more times per week
[ 5-6 days per week

O 3-4 days per week

0 1-2 days per week

O Less than once a week
O | don't exercise
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Stroke Risk Questionnaire: Part. 1. Continued

Everyone should answer these questions.

21. Please list any other current illness you have:

22 Please list any medications you are currently taking.
If you are unsure of your medications, there is a list of common medications near the survey return box.

More often As often | Less often Not
lha!'l as than Mever applicable
23. How often do you do the following? prescibed R

| monitor my blood pressure O O O H O
| test my blood sugar levels O O = O O
| take or inject my diabetic medication O O O O O
| take my blood pressure medication = O O O O
| take my irregular heart beat medication(s) O O O O O
| take my heart disease medication(s) || O O [ O
| take medication(s) to reduce my risk of | O (| [ O
siroke

You are now beginning Part Two. please read the instructions to see if you

should answer each set of questions.

$Stroke Risk Questionnaire; Part.2

Everyone should answer these questions. Please tick the box that applies.

Strongly Strongly
disagree Disagree Neutral Agree agree
If 1 had a stroke the consequences would be
serious d O - a d
My life would be seriously affected if | had a
stgol-ce Y O = O = d
If 1 had a stroke, | would have to change a lot of
things in my life O = O = =
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Stroke Risk Questionnaire: Part 2 Continued

Everyone should answer these questions. Please tick the box that applies.

3'5;12 Disagree | Meutral Agree mﬁ

It would be easy for me to exercise regularly O O O O O
I have a lot to gain from exercising D|o|lo|o| o
gmm“m“ undertake regular exercise in the next O O O 0 O
D |5 |BEl o | O
It s likely that | will undertake regular exercise o= - =M=
Exercise will help me avoid stroke O | OomEl o3
rg}l&srii[;iople who are important to me would want me to O O O 0 O
Exercising makes me feel better D | O =l O[3
It is likely that | will have a stroke if | don’t exercise O O o O O
regularly

Generally speaking, lNntend foinderakeregularexeicse 0O | O | O | O | O
It would be hard for me to exercise regularly B O O O O
The Ii!(elihood of my having a stroke is high if | don't = O | O ]
exercise

| don't have time to exercise | O | O =
Most peo_pl_e who are important to me would approve of m| O O O |
me exercising

Exercising interferes with my other activities | O | O [l
1 enjoy exercising D | o [m=ll o | O
| feel too embarrassed to exercise m| | m| O O
| intend to undertake regular exercise in the next 6 months | O | O =
OD|o|Oo|o|o
My chances of having a stroke are high if | don't exercise B O O O =]
regularly
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Stroke. Risk Questionnaire; Part 2 Continued

If you SMOKE please complete the questions below. If not, please go to the next page.

Strongly Strongly
disagree | Disagree Meutral Agree agree
I have a lot to gain by giving up smoking == - ==

The likelihood of my having a stroke is high if | don’t stop O O O ] =
smoking

It is likely that | will stop smoking in the next 6 months

O
O
O
O
O

Most people who are important to me would want me to
stop smoking

O
O
O
O
O

My risk of stroke would be less if | gave up smoking O O il O [k
It would be hard for me to stop smoking m| O O m | ]
| enjoy smoking too much to give it up =) a O O O
| think it is likely | will have a stroke if | don't stop O a O O O
smoking

Generally speaking, | intend to stop smoking O O el o [Nd
It would be easy for me to stop smoking O O O O O
I would feel better if | stopped smoking m| O | o| o| o
Itis likely that | will stop smoking m| O NEN o | O
My chances of having a stroke are high if | don’t stop O O O O |

smoking

O
O
O
O
O

O
O
O
O
O

Most people who are important to me would approve of
me quitting smoking

O
O
O
O
O

| intend to stop smoking in the next 6 months

My social life makes it hard to give up smoking|

o|jo|o|g
ojo|jo|a
ojo|jo|o
ojo|jo|ag
ojo|jo|a

| would find it distressing to give up smoking
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stroke. Risk. Questionnaire;. Part.2 Continued

If you have DIABETES please complete the questions below. If not, please go to the next page.

Strongly I Strongly
disagree | Disagree Nﬂ.ﬁd : Agree agree
It would be easy for me to have regular diabetes checks [m| O | O O
Most people who are important to me would want me to O O O O O
have regular diabetes checks
The chances of me having a stroke are high if | don’t m| O | O O
have regular diabetes checks
I intend to have regular diabetes checks in the next 6 o | 2 [N o | =
| think it is likely | will have a stroke if | don’t have regular (m| O | O O
diabetes checks
Itis likely that | will have regular diabetes checks o m| m| m !
It would be hard for me to have regular diabetes checks m} | m| O O
1 can benefit from regular diabetes checks m| m| B O a
1 think it is likely | will have a stroke if | don’t take my O O O O O
diabetes medications as prescribed
The likelihood of my having a stroke is high if | don’t O a O | O
have regular diabetes checks
| am afraid to check my blood sugar level (| O O O O
| find it too painful to check my blood sugar level O O O O O
F = m| m] m| m
It takes too long to check my blood sugar levels for m O O O O |
diabete!
Most people who are important to me would approve of | O O O O
me having regular diabetes checks
It s likely that | will have regular diabetes checks in the m] O ] | m]
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.Stroke Risk Questionnaire; Part.2 Continued

If you take MEDICATION for diabetes, heart disease (including cardiovascular disease), irregular heat
beat (atrial fibrillation), or stroke please complete these questions. If not, please go to the next page.

Strongly Strongly
disagree | Disagree Meutral Agree agree

| am afraid to take my medication | m a (| O a

— olaola !l ol o

The likelihood of my having a stroke is high if | don't take
my medication

I worry less if | take my medication o | o | o |o| O

My chances of having a stoke are high if | don't take my O O O o o
medication

Most people :.-.rhq are important to me would want me to O o O o o
take my medication

| am embarrassed to take my medication O | O [=] =

I have a lot to gain by taking my medication o |o | ool

It is likely that | will take my medication as prescribed in

the next 6 months = =l E =) =
It would be hard for me to take my medication O | O O a
It is difficult to remember to take my medication 0 | | El ]
| intend to have take my medication as prescribed in the = O O o o
next 6 months
Most p_eople who are |mponant to me would approve of O o O o o
me taking my medication

aking my medication can make me feel ill O | O | m)
| have to give up other activities to take my medication O a O a ]
It would be easy for me to take my medications E | O | a
It is likely that | will have a stroke if | don't take my O o o o o

medication

Itis likely that | will take my medication as prescribed
— o lalol ol o
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Stroke. Risk Questionnaire; Part 2 Continued

If you have HIGH ELOOD PRESSURE, please complete these questions. If not, please go to the next

page.
Sh 5
disr:;i; Disagree Meutral Agree :::::’
Most people who are important to me would approve of me O O O O O
getting my blood pressure checked regularly
F O o 0 o 0
I have a lot to gain by controlling my biood pressure o m] a o =
The likelihood of my having a stroke is high if | don't have my O o 0 o O
blood pressure checked regularly
| intend to have regular blood pressure checks in the next 6 U a U O L
months
It would be hard for me to have regular blood pressure checks O O = O O
| think it is likely | will have a stroke if | don’t have my blood O C U O U
pressure regularly checked
— O = - O -
It would be easy for me to have regular blood pressure checks O O O O O
Attending appointments for blood pressure checks is time O ) O O O
Controlling my blood pressure is a good way to avoid stroke ) O o o O
My chances of having a stroke are high if | don't have my blood O 0 0 O O
pressure regularly checked
Itis likely that | will have my blood pressure checked regularly 0 0 0 O O
in the next 6 months
Most people who are important to me would want me to get my O o O O O
blood pressure checked regularly
| find it difficult to attend appointments for blood pressure] O o O o o
| am afraid to have my blood pressure checked O O O [zl 1
Having blood pressure checks are painful O a =) [ | O
Itis likely that | will have my biood pressure checked regularly | m| | m| 0
It is embarrassing for me to have my blood pressure checked O (m] O (] O
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If you have HIGH CHOLESTEROL, please complete these questions. If not, please go to the next page.

Strongly - Strongly
disagree | Disagree w Agree agree

| would have to give up a lot to eat a low cholesterol diet} (| O O (| O
The likelihood of my having a stroke is high if | don’t have my o O o o O
cholesterol regularly checked

O O O (| O
It is difficult for me to eat a low cholesterol die (] O O O O
My chances of having a stroke are high if | don’t have my =) O O O O

cholesterol regularly checked

]
]
(]
O
O

Most people who are important to me would approve of me

having my cholesterol checked regularly - - 3 . 3
It would be easy for me to have regular cholesterol checks (] O O O O
m = | O i
Itis likely that | will have my cholesterol checked regularly m} m| m| O ]
it would be hard for me to have regular cholesterol checks (m| O O O O
L i ok e o o o P lEl o [Ba
| think it is likely | will have a stroke if | don’t have my
cholesterol regularly checked s = = = o
It is time consuming for me to organise a low cholesterol meal a a O O O
Most people who are important to me would want me to have
my cholesterol checked regularly d O = o =
) O | O O
) O O O O

O
]
O
(|
]

O
O
O
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Stroke Risk Questionnaire: Part.2 Continued

If you are OVERWEIGHT, please complete these questions. If not, please go to the next page.

Strongly
disagree

Disagree

&
3

!

It would be easy for me to lose weight

O

O

O

Losing weight takes too much efford]

Most people who are important to me would approve of
me losing weight

o oojo

o ojojo

o Dl:lml:l?;

O |ojojo|jo

o oojo

Losing weight would require starting new habits which |
ould find difficul

It would be hard for me to lose weight

am afraid that | would not be able to lose weight

Itis likely that | will lose weight in the next 6 months

The likelihood of having a stroke is high if | don’t lose
weight

Oo|ooojojo| O

Oo|ooojojo| O

Oo|ooojojo| o

o |ooojojo| o

o |ooojojo| o

Most people who are important to me would want me to
lose weight

| would have to give up a lot to lose weight}

My chances of having a stroke are high if | don’t lose
weight

I think it is likely | will have a stroke if | don’t lose weight

ool o | ojo| o

ool O ojo| O

ool o |ojof o

ool o ojo| o

ool o | ojof o
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Stroke. Risk Questionnaire; Part 2 Continued

If you drink ALCOHOL, please complete these questions. If not, please go to the next page.

Strongly
disagree

Disagree

Strongly

agree

My risk of stroke is not affected by how much alcohol |
drin

O

Reducing my alcohal intake would re

O

Most people who are important to me would want me to
drink less alcohol

It is likely that | will reduce my alcohol intake in the next 6
months

O

O

O

O

O

It is likely that | will have a stroke if | don't reduce my
drinking

| like the effects of drinking alcohol too much to drink less

|

O ool o

O ool O

O ool O

o ool O

Oo(ojo| g

Most people who are important to me would approve of
me reducing my drinking levels

It would be hard for me to reduce my drinking

My chances of having a stroke are high if | don’t reduce
my drinking

The likelihood of my having a stroke is high if | don’t
reduce my drinking

alcohol too much to dnink less

It would be easy for me to reduce my drinking

| intend to reduce my alcohol intake in the next 6 months

|

Oo|ojojojg(o| o ol o |oj O

o ojoo/ojlo| ool o |of 0

O ojoojojlo| oo o |of O

o ojoojojlo| oo o |of O

O  ojojooo| o o] o |of g
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You are now beginning Part Three
Stroke Risk Questionnaire: Part 3

Everyone should answer these questions. Please tick the box you think is correct.

. The most common type of stroke occurs when

O The blood supply to the brain is blocked
O You are having a heart attack

O There is bleeding in the brain

O You've had too much sun

O Idon't know

. Which of the following will double your risk of
stroke?

O If you are asthmatic

O If you are diabetic

O If you exercise too much
O All of the above

O I don't know

. A type of imegular hearibeat known as Atnial
Fibrillation (AF)

O Decreases the risk of stroke

O Doubles the risk of stroke

O Increases the risk of stroke by more than 5
nmes

O Is not a nsk factor of stroke

O 1 don't know

. Which age group 1s more at risk of stroke?

020-30
031-50

0 51-60
61+

O Idon't know

. The warning signs of Transient Ischaemic Attack
(TIA) disappear

O Within 24 hours

O Within 48 hours

O After several days

O After several years
O Idon't know

10

Which of the following 1s a warming sign of
stroke?

O Sudden blurred vision

O Paralysis on one side of the body
O Severe headache

O All of the above

O 1 don't know

For someone who has had a stroke, the main
purpose of rehabilitation is to

O Make sure they don’t take drugs

O Keep them in hospital as long as possible
O Improve their level of daily functioning
O Keep their mind off it

O1T don’t know

Taking aspirin assists in preventing stroke by

O Stopping the formation of blood clots
O Getting rid of a headache

O Settling your stomach

O Relieving stress

O 1 don’t know

You are at greater risk of stroke 1f

O You are obese

O You exercise regularly
O You give up smoking
O All of the above

O1 don't know

Once you have suffered a Transient [schemmc
Attack (TIA)

O You are less likely to have a major stroke
O You are more likely to have a major stroke
O You are less likely to have a heart attack
O You are more likely to have a heart attack
O 1 don't know
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Stroke Risk Questionnaire; Part.3. Continued

Everyone should complete this section. Please tick the box you think is correct.

11. Surgery can sometimes help to prevent another
stroke by
O Giving a transfusion
O Cutting off the supply of blood to the brain
O Unblocking the arteries mn the neck
O Removing the arteries
O Idon't know

12. What method of treatment is available for people
who have had a stroke?
O Medication
O Rehabilitation
O An operation
O All of the above
O Idon't know

13. The most important known risk factor for stroke 15
O Genetic
O Heart attack
O High blood pressure
O Old age
O 1 don't know

14. Approximately how many Austrahans are
affected by stroke every year?

O 500

01, 000

O 10, 000

O 50, 000

O Idon’t know

15. If you dnnk alcohol excessively you are

O Less likely to have a stroke

O Twice as likely to suffer stroke

O Three times as likely to suffer stroke
O Four times as likely to suffer stroke
O 1don’t know

16.

Which of the following is an example of a physical

disability caused by stroke

17.

18.

19.

20.

O The right arm is paralysed

O There are problems with memory

O Unable to speak properly

O Having trouble doing things in the correct order
O I don't know

To reduce the nsk of stroke you need to

O Eat well and exercise regularly

O Ensure your blood pressure is not too high
O Monitor your cholesterol levels

O All of the above

O 1 don't know

Smoking 20 cigarettes per day increases the nisk of
stroke by

O 2 times
O 4 times
O 6 times
O 8 times
01 don't know

If someone has a stroke, when should you ning for
an ambulance?

O Only ning if the symptoms stay after 24 hours
O Always ring for an ambulance straight away
O Just see your doctor when you can

O You don’t need to ring an ambulance

O 1 don't know

Rehabilitation can assist someone who has

O Loss of movement

O Loss of speech or language
O Loss of balance

O All of the above

O1 don't know
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Survey Completion Checklist

Thank you for completing this survey.

We welcome any comments you have about this study. If you have any comments, please add them
below:

When you have finished the questionnaire, please:

* Check you have answered all questions in Parts 1 and 3, and those questions that
apply to you in Part 2.

Complete questions Part 1
Complete questions Part 3

Complete sections of Part 2 that pertain to me

B B E O

Include your name, address and phone number if you would like help us by being
contacted in the future.

» Return your survey to us:

o by mail to Dr. Karen Sullivan School of Psychology & Counselling, Queensland
University of Technology, Carseldine, 4034, QLD, OR

o by leaving your survey at the collection box at your Senior Citizens Club.

Again, we sincerely. thank you for your time.and thouahtful responses.
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