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ABSTRACT
Cardiovascular disease (CVD) 1s the primary killer of men and women. Mortality rates in
Northwestern Ontario (NWO) continue to be higher than the provincial average. Current
trends suggest that cardiac-related deaths for women in Canada will increase by 28%
between 1995 and 2016, whereas deaths for men will slightly decline. The effects of
CVD in women within a gender context have been understudied. There is a need to
understand women’s lived experience with CVD to help determine more effective health-
promoting strategies for women. A qualitative and quantitative descriptive and
exploratory study was designed to examine women’s lived experiences with CVD. A
structured gender health questionnaire was developed as part of the study. Taped-
interviews were conducted with 30 women (15 rural, 15 urban) with established heart
disease living in NWO. Quantitative and qualitative data were analyzed from transcripts.
Through the process of sharing their experiences, the women articulated how the disease
impacted their life, what lifestyle adaptations they have made, and what psychological
and psychosocial interventions have been or would be beneficial to them. Heart disease
appears to have a lasting negative influence on how a woman rates her health in relation

to others in her age group.
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Knowledge, Experience, Perceptions, and Beliefs of Women with Cardiovascular Disease
in Northwestern Ontario
Introduction

Cardiovascular disease (CVD) is the primary killer of both men and women in
Northwestern Ontario (NWO), and mortality rates continue to be higher than the
provincial average (NWO District Health Council, 2003a). Residents of NWO have
higher rates of many of the risk factors for cardiac disease than people in the rest of the
province, and individuals are presenting younger with multiple risk factors (NWO
District Health Council). A needs assessment of NWO identified delays in care because
of long travel distances, inadequate health human resources, an aging population, higher
number of families living in poverty, increased lifestyle risk factors, and higher mortality
rates due to CVD than elsewhere in the province (Lacroix, 2003). Epidemiological
studies and clinical trials have identified gender differences in the incidence and risk
factors for sudden death. “Current Canadian trends in age-specific mortality rates suggest
that the number of cardiac related deaths for women will increase by 28% between 1995
and 2016 while deaths for men will slightly decline” NWO District Health Council,

p. 7).

Cardiovascula.r health interventions specific to women are limited. In a literature
review of 65 population-based studies, Krummel et al. (2001) reported that “the effects of
cardiovascular interventions in women have been inappropriately understudied” (p. 117).
Overarching recommendations made by Krummel et al. were to:

e Conduct qualitative research to determine the kinds of interventions women want.

e Examine relapse, prevention, motivation, and maintenance of change behaviour.
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o Tailor programs to the stage of the life cycle; a woman’s readiness to change; and
subgroups (i.e., minority, low socioeconomic status [SES], and obese women).

e Evaluate policy and environmental interventions.
King and Arthur (2003) also pointed out the need to:

Develop a clearer understanding of (a) the mechanisms that underlie people’s

choices to manage their CHD [coronary heart disease] risk, (b) whether

mechanisms exist that are truly gender-specific, and if so (¢) the influence that

these mechanisms have on management of CHD risk. (p. 278)

In their search of the literature, Benson, Arthur, and Rideout (1997) were able to
locate only four qualitative studies (1984 to 1993) that had a major focus on women’s
experience with CVD. To address gaps in this area of research, Benson et al. conducted
focus group sessions with 14 women, 1 to 6 months following a myocardial infarction.
Their data supported the emergence of four major themes: “validation; perceived gender
differences; role expectations/role tensions; and helps and hindrances to recovery”

(p. 16). The participants suggested a number of strategies that would be helpful to them,
including in-home support, follow-up contact, resource availability, and a support group.
K. McCormick and Bunting (2002) conducted an extensive review of the

literature to identify all qualitative nursing research from 1981 to 2000 that examined
women living with cardiovascular-related concerns. Nine studies were selected and
further examined through feminist theory to assess their benefit to women, representation
of values, recognition of oppressing conditions, commitment to social change, awareness
of human diversity, and presentation of women’s strengths. The researchers reported that

the weakest components of this research were in the areas of commitment to social
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change and presentation of women’s strengths, two important dimensions in women’s
health studies.

In their study of 13 women who had experienced an acute cardiac event, Fleury,
Sedikides, and Lunsford (2001) collected qualitative data on a weekly basis within a
group format over a period of 9 months. The primary purpose of the group was to provide
support for the women. Findings of these data emphasized the psychosocial adjustment
following diagnosis of a chronic illness as a process of acknowledgement and self-
reformation. The researchers suggested that ongoing research is essential “to further
explain the process of recovery as well as increase quality of life after a cardiac event,
adherence to health behaviour change, and positive rehabilitation outcome” (p. 80).

Statement of Purpose

The incidence of CVD is higher in NWO than the rest of the province, and
cardiac- related deaths for women are increasing. There is a need to develop a clearer
understanding of the mechanisms that underlie women’s choices to manage their CVD.
The purpose of this research was to assess the knowledge, attitudes, beliefs, and
perceptions of women ages 45 and older living with CVD and residing in NWO.

Goals and Objectives of the Study
e To critically examine published literature, reports, and other documentation
related to gender health and women’s perceptions of CVD and health-promoting
behaviours.
o To develop a gender health questionnaire to be used in conjunction with
structured researcher-to-participant interviews. The questionnaire will assess the

participants’ lifestyle choices, coping styles, and lived experiences with CVD.
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* To assess the types of physical and psychosocial interventions that women believe
have been or would be of benefit to them in their recovery and in risk factor reduction

and promotion of healthy behaviours.

e To explore the differences and similarities between women who live in an urban
area (Thunder Bay) and those who live in a rural area {communities within a 2-hour drive
of Thunder Bay). These differences include service utilization, age demographic, beliefs,
knowledge about CVD, coping styles, and self-perceived health. The examination of
women’s experience with CVD will inform health care providers to develop gender-
specific strategies for the health promotion, treatment, and management of this chronic
and often disabling disease.

Significance of the Study

The findings from this study of gender health in women with CVD will contribute
to the knowledge of health professionals when planning and developing targeted
programs in health promotion, treatment, and secondary prevention strategies for women
in NWO. This research will provide further insight into women’s perceptions, beliefs,
and health-seeking behaviours in relation to CVD, a life-threatening and chronic illness.
The process of eliciting and documenting women’s lived experiences within a gender-
health sociocultural construct will inform nursing research. Lastly, this study will engage
women in the identification of their relatedness with other women, validate the essence of
their lived experience, impart the value of gender-sensitive health care, and rekindle an

awareness of shared experience and knowledge.
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Pender’s Theory of Health Promotion

Pender’s health promotion model (HPM) first appeared in the nursing literature in
the 1980s and was “proposed as a framework for integrating nursing and behavioural
science perspectives on factors influencing health behaviors” (Pender, 1996, p. 51). The
model provides a depiction of the multidimensional nature of people as they interact with
environmental influences to attain health, which allows for the examination of gender-
sensitive health-promoting behaviours. In a competence or approach-oriented model such
as Pender’s HPM, fear or threats as sources for motivation are not seen to be long lasting
and thus lack the same motivational strength as threats in the distant future. Pender
suggested that because the model does not rely on personal threat as the primary source
of health motivation, it has potential applicability across the life span. However, Pender
also suggested possible disease avoidance as a prime motivator for lifestyle change
following a catastrophic illness such as CVD.

The HPM integrates constructs from expectancy-value theory and social learning
(i.e., social-cognitive) theory within a nursing perspective of holistic human functioning.
The HPM has been revised to include three new variables: “activity-related affect,
commitment to a plan of action, and immediate competing demands and preferences”
(Pender, 1996, p. 66). Individual characteristics and experiences (i.e., prior-related
behaviour and personal factors) interrelate with behaviour-specific cognition and affect
(i.e., perceived benefits, barriers, self-efficacy, activity-related affect, and interpersonal
and structural influences), which initiates a commitment to a plan of action. This
commitment will move an individual into and through the desired behaviour, either

hampered or helped by competing demands or health-promoting behaviours. The paper
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includes a summary of expectancy-value theory and social-cognitive theory, as well as
assumptions of the model (see Appendix A).

Pender (1996) described research studies that she and her colleagues had
undertaken to evaluate the HPM inl5 Phase II and Phase Il cardiac rehabilitation
programs in a Midwestern state in the United States. The purpose of this study was to
determine the usefulness of the model in explaining occurrences of health-promoting
lifestyles among rehabilitation participants and predicting lifestyle at a future time. Data
questionnaire booklets were completed by a total of 576 pairs of participant-significant
other duos from a predominantly European-American ethnicity, ranging in age from 30 to
84 years. Four of the seven cognitive-perceptual variables were selected for analysis (i.e.,
importance of health, control of health, definition of health, and health status). Self-
motivation, not in the model, was entered into the regression analysis.

Study findings suggested that the cognitive-perceptual and modifying factors
explained 21% of the variance in lifestyle, with self-motivation contributing an additional
6% of the explained variance. “Significant HPM predictors for lifestyle scores were
definition of health; control of health; demographics (age, education, gender);
interpersonal influences (lifestyle of significant other); and behavioural factors (phase of
cardiac rehabilitation)” (Pender, 1996, p. 57). The total set of variables predicted 25% of
the variance in health-promoting lifestyle 3 months later. Modifying factors were age and
SES, which had direct pathways to lifestyle. Perceived control of health did not have a
direct pathway to lifestyle, which raised the question of the utility of the HPM to predict
health-related lifestyles among cardiac rehabilitation populations. Pender agreed that

although some participants had reported a shift in their motivation from fearing
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recurrence of a coronary event to a desire to optimize their personal health, it is possible
that disease avoidance may continue to be a prime motivator. If this is so, other
avoidance models or a mixed model may be a more appropriate framework for explaining
and predicting variance in lifestyle for groups “in whom a recent occurrence of
catastrophic illness may make avoidance motives predominant™ (Pender, p. 58).
Literature Review
A literature review 1s “an extensive examination of sources to generate a picture
of what 1s known and not known about a particular situation” (Steven, 2003b, p. 3). A
search was conducted of published literature, reports, and electronic information from
selected Web sites using the key words of gender health, women and cardiovascular
disease, health promotion, and Northwestern Ontario. This paper will present findings on
the evolution of the women’s movement with respect to gender health, an overview of
CVD, primary prevention and risk factors for the disease, current diagnostics and
treatment strategies, rehabilitation and secondary prevention, and quality-of-life issues.
Gender Health
Historically, women have been defined in relation to men. In earlier times, this
relationship was seen to be hierarchical, with women situated on the lower level. The
1800s brought enlightenment to this debate when women were seen to be a new species
whose biology was deemed to be destiny, and women’s destiny was one of fear and
weakness (Krieger & Fee, 1994). Gender health, within this context, evolved to one of
reproductive health and “women’s genitals began to be ‘observed’ by physicians in the

mid-nineteenth century” (Harrison, 1992, p. 102).
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The perception of women’s health as secondary to men’s persisted until the mid-
1900s, when the feminist movement countered these beliefs of inferiority status. Women
were inspired by insights gained through shared experience and knowledge (Fee &
Krieger, 1994). The simultaneous focus of the feminist movement and the women’s
health movement was to help women gain control over their own bodies. Among their
goals of unrestricted access to birth control, the prevention of domestic violence and rape,
and support for rights of equality, the movement focused society’s attention on
formalizing the distinction between sex and gender (Fee & Krieger).

Avgar (1997) suggested that the women’s health movement would emerge as a
new discipline within health care. This new movement would have the potential to
develop a model of primary care for women based on wellness and health promotion, in
addition to disease prevention and treatment. The model would look beyond biological
characteristics to “a view of the whole person and one that is based on partnerships and
links across health-related disciplines” (Avgar, p. 58). Gender-sensitive care, however, is
complex and continues to evolve as relationships between men and women change and
develop. Miers (2002) reviewed seven key features of gender concept and purported that
the possibilities for gender-sensitive care may be supported through feminist approaches
and a postmodern understanding of social discourse in shaping our understanding of
gender relations.

Early activists of the women’s health movement spoke and wrote as though
women were a homogeneous group with the same interests (Fee & Krieger, 1994). “The
predominantly white [sic] middle class women active in the feminist movement in the

early 1970s privileged patriarchy over race, class, and sexual orientation in theorizing the
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subordination of women” (J. McCormick, Kirkham, & Hayes, 1998, p. 497). Subgroups
of women such as visible minorities, aged women, lesbians, disabled women, and women
living in poverty were underrepresented (Janzen, 1998; Olson, 1994). This locus of
influence shifted with the emergence of active organizations such as the National Black
Women’s Health Project, the National Latina Health Organization, and the National
Asian Women’s Health Organization (University of California, San Francisco, 2001).
The women’s movement has maintained continuity through gender and economic
development within the wider context of global intellectual and activist trends. The
United Nations Development Fund for Women in the 1970s united women through
economic improvement and helped the movement evolve as a catalyst for global change
(Snyder, 2003).

A resurgence of interest in the women’s movement in the 1990s resulted from the
growing impact of women in health professions and the establishment of organizations to
oversee health and social policy change (Day, 2002; Donner, 2003; Health Canada,
2000b; Lacroix & Pascoe, 2003; Women’s Health Bureau, 2003b; World Health
Organization { WHO], 2002). In 1990, the United States enacted the Women’s Health
Equity Act to address deficiencies in women’s health research, services, and prevention
strategies (University of California, San Francisco, 2001). Canada followed in 1996 with
guidelines for pharmaceutical companies to include women in clinical trials in the same
proportion as they would be expected to benefit from the research (Begin, 1999;
Women'’s Health Bureau). In 2000, the International Heart Health Community reaffirmed

the Victoria Declaration with a new focus on heart disease and stroke among women,
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bringing together two important international movements: heart health and women’s
health (Health Canada).

Lockyer and Bury (2002) examined the implications for women of a gendered
construction of coronary heart disease. Nursing, medical and social science literature
from 1969 to 2002 were reviewed to explore women’s experiences with heart disease.
Findings supported the construction of a disease of affluence that affects high-achieving
men, which has influenced not only health professionals’ perceptions but also lay theories
of who may be at risk to develop the disease. This has led to a service provision to meet
men’s needs, resulting in women being diagnosed further along the disease trajectory and
less often referred for investigation, treatment, and rehabilitation. The researchers
suggested that the implications of this construction for the care of women with coronary
heart disease may result in “gender-neutral” care (Lockyer & Bury, p. 432).

One of the primary issues with the concept of gender health within research 1s that
“it 1s impossible to be both inside culture and outside it at the same time; [thus,] sexual
differences are always already informed by gender” (J. McCormick et al., 1998, p. 498).
In response to the debate that feminist theory is essentialist in the use of sex and gender,
many positions have been advanced to further define the categories or provide constructs
for interpretation. J. McCormick et al. concluded that feminists and researchers in
women’s health need to continue using these categories in a “conscious and deliberate
way to achieve desired political ends for women and women’s health” (p. 503).

To assist in gender research, the Women’s Health Bureau, a division of Health
Canada (2000a) developed the gender-based analysis (GBA) analytical tool, which uses

sex and gender to conceptualize information and clarify differences between men and
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women (Health Canada). The GBA will support policy, program, and research staff
within the bureau. Donner (2003) further developed the tool as a guide for practical
application by regional health authorities.

As a sociocultural construct, gender does not fit well with research clinical trials
that are held as the benchmark for providing definitive evidence in clinical efficacy and
which are highly favored by medicine (Grant, 2000). Feminists have challenged these
claims of “positivism, particularly the notions of objectivity and value-freedom in
research [and] this has led to support for research models that tap into lived experiences”
(Grant, p. 10). The debate should not be about qualitative versus quantitative research,
but focus instead on ways in which different types of data may be utilized in
understanding health care. The paucity of research into women’s health and the lack of a
GBA led Grant to conclude that women are invisible.

Although the research community acknowledges the need for a greater
understanding of the influence of gender in relation to health, inequality continues to
exist between women’s and men’s health outcomes. The lack of understanding of gender-
based differences is, in part, a legacy of research clinical trials that included only White
males (Women’s Health Bureau, 2003b). Flaskerud and Nyamathi (2000) studied issues
in the recruitment of women and ethnic people of colour in health intervention research
from two conceptual approaches to inclusion: cultural responsiveness and resource
provision. Their findings suggested that researchers should consider such factors as

participants’ cultural values, ethnicity, and language when developing recruitment

strategies.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



12

Equally important, the provision of resources such as financial support, skills, and
knowledge is fundamental to empowerment for women and ethnic people of colour to
affect their own lives and health. Gender differences in research, even in other countries,
continue to refer to biological differences and do not take into consideration sociocultural
factors (Ahmad, Stewart, Cameron, & Hyman, 2001; Lear, Chen, Birmingham, &
Frohlich, 2003; Nishijo, Satarug, Honda, Tsuritani, & Aoshima, 2004).

Meinert and Gilpin (2001) examined the estimation of gender bias in clinical trials
that have traditionally favored male participation. The researchers found that differentials
from studies conducted from 1976 to 1995 favored females, noting sizeable excess in
female-only trials in recent years compared to only a slight excess of male-only trials in
the decade prior. Harris and Douglas (2000) examined research funded by the National
Heart, Lung, and Blood Institute between 1965 and 1998 and found an overall female
enrollment rate of 54%, which exceeded the 49% prevalence of CVD in women in the
general population. These findings led Harris and Douglas to conclude, “Federal efforts
to increase the representation of women in clinical trials have been moderately successful
primarily because of the institution of a small number of large, single-sex trials involving
coronary artery disease” (p. 475). Although this type of equality may demonstrate
progress with respect to examining biological differences, the value of the findings, such
as why women respond differently to treatments than men, may have more significance if
viewed within the sociocultural context of gender health.

Women and CVD
Mortality rates for all CVDs declined during the 1990s. The number of deaths

remained steady at approximately 40,000 males and 39,000 females in 1999, a reflection
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of the increasing population over age 65 (Heart and Stroke Foundation of Canada, 2003).
Based on population projections, the number of deaths for women will increase until
2015, surpassing deaths among men, because women tend to live longer than men and the
CVD mortality rate increases with age (Heart and Stroke Foundation of Canada).

Mortality rates provide only part of the picture. Of the 5.7% of Canadians with
heart disease, nearly a quarter of this cohort aged 70 plus reported feeling less healthy
than the rest of the Canadian population, have restricted activities, and may need help
with activities of daily living (Heart and Stroke Foundation of Canada, 2003). CVD,
including stroke and heart disease, continues to be a major cause of disability among
women (Women’s Health Bureau, 2003b; WHO, 2005b). “Across all age groups, women
are more likely than men to report chronic conditions, comorbidity, and severe and
moderate disability” (Health Canada, 2003, p. 66). Therefore, even though women have a
projected life expectancy of 6.3 years more than men because of a compression of
morbidity in their later years, women as a group only enjoy 1.5 more disability-free
years, “often characterized by isolaﬁon, disability and health problems” (Women’s
Health Bureau, p. 6). The Heart and Stroke Foundation of Canada reported that in 2000,
90% of Canadians without heart disease self-reported their quality of life as being good,
very good, or excellent. By contrast, people with self-reported heart disease or stroke
reported a much lower quality of life (51% and 36.8%, respectively).

The presenting symptoms of heart attack are significantly different for women
than for men (DeVon & Zerwic, 2002). Atypical symptoms for heart disease are part of
the reason more women (37%) than men (35%) die from CVD (Heart and Stroke

Foundation of Canada, 2003). Women themselves are either unaware or do not
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acknowledge that CVD carries a greater risk for them than breast cancer. This general
lack of awareness puts women at greater risk for stroke and heart disease (Women's
Health Bureau, 2003b). In helping to address this increased risk for women, the Women's
Health Bureau concluded, “Prevention, diagnosis and treatment must reflect an
understanding that the symptoms, the course of the illness, the effect of medications and
the suitability of certain surgical procedures are different for women and men” (p. 7).

“Adult onset diabetes is a significant risk factor for the development of high blood
pressure, stroke and heart and vascular disease, particularly in women” (Heart and Stroke
Foundation of Canada, 2003, p. 30). Diabetes not only increases the incidence of CVD
but is also related to higher rates of mortality. The prevalence of diabetes increased
between 1994 and 2000 to rates of 4.6% of males and 3.6% of females in Canada, and the
prevalence rises with age (Heart and Stroke Foundation of Canada). Issues of
underreporting and non-diagnosing, due mainly to an avoidance of medical attention,
cloud the true prevalence rate for women (Health Canada, 2003). Aboriginal Canadians
have a higher rate of diabetes (4.9%) when compared to 4.7% for all Canadians (Heart
and Stroke Foundation of Canada). High-risk factors for developing diabetes include
excess weight and lower SES, especially for women.

Psychological disorders, specifically depressive disorders, which are diagnosed in
up to 10% of the general population, have a higher prevalence (up to 22%) in people who
have experienced a myocardial infarction (WHO, 2003a). Women with heart disease
experience depression 4 times greater than women without heart disease (Hansen, 2003).
Grace, Abbey, et al. (2005) conducted a longitudinal study of 913 unstable angina and

myocardial infarction patients from 12 coronary care units (590 males, 323 females; M=
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61.9 +/- 12.00 years; 69% response rate) who were followed at 6 and 12 months
postcardiac event. Three quarters of the participants were married, 53% had a confirmed
myocardial infarction, and 47% were diagnosed as having unstable angina. The
researchers reported rates of depressive symptomatology of 31.3% at baseline, 25.2% at 6
months, and 21.7% at 12 months. Approximately 5% of the participants were taking an
antidepressant, and 20% attended cardiac rehabilitation during their first recovery year.

The participants with greater depressive symptomatology attended fewer
rehabilitation sessions, and women who attended were significantly more depressed than
their male counterparts (Grace, Abbey, et al., 2005; p = .01). Minimal psychosocial
interventions were offered to the participants. Younger participants with unstable angina
and with lower family income fared worse (p = .0001). Only 24.7% reported being asked
by a health care provider over the past year, most frequently their family physician, if
they had been depressed. The most dominant factor causing persistent feelings of
depression or discouragement was attributed to uncertainty about the future because of a
heart condition.

Depression is also highly prevalent among people with diabetes (up to 27%), and
women with diabetes experience depression twice as often as women without diabetes
(WHO, 2003a). This evidence led Health Canada (2003) to recommend that research be
conducted to determine if aggressive treatment of depression improves diabetes
metabolic control, which could have a significant impact on health outcomes. There are
no national data available on the prevalence of depression among Aboriginal women both

on and off reserve (Health Canada).
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Johansen, Nargundkar, Nair, Taylor, and ElSaadany (1998) analyzed 1994-1995
National Population Health Survey data and found that a gradient existed between CVD
and SES. People in Canada who are the most at risk of developing heart disease have a
low SES and a low level of education (less than high school), smoke, and are physically
inactive. The researchers concluded that “people with multiple risks tend to be older,

have less education and low income, and live in the Atlantic Provinces, Quebec, or
Ontario” (p. 270).
Primary Prevention

Primary prevention is the attempt to reduce the likelihood of disease developing
in an individual through risk reduction or lifestyle modification. Strategies are directed at
individuals with a high risk for disease or at the population as a whole (Majumdar,
Tsuyuki, & McAlister, 2001).

For almost a half century, starting when the Framingham Heart Study first
published information about major cardiovascular risk factors, epidemiological, science,
and clinical studies have confirmed the causal roles of hypertension, smoking, diabetes,
and dyslipidemia in the generation and progression of atherosclerotic vascular disease
(Canadian Association of Cardiac Rehabilitation [CACR], 2004). Since then, other major
risk factors have been identified, including physical inactivity and obesity. Family history
of early coronary disease also is an important risk factor for CVD and may be an
independent risk factor for stroke. Factors contributing to the association between family
members include familial dyslipidemias, lifestyle, and molecular defects in vascular
physiology (Heart and Stroke Foundation of Canada, 2003). In addition, risk factors

differ between men and women. Men are more likely to smoke, consume fewer fruits and
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vegetables, and be overweight; women tend to be more physically inactive and more
often report having high blood pressure (Heart and Stroke Foundation of Canada).

A report developed by the Heart and Stroke Foundation of Canada (2003)
predicted an increase in the number of cases of CVDs over the next 20 years because of
an aging population and the prevalence of risk factors for the disease. Eight out of 10
Canadians (80.2%) have at least one risk factor for heart disease: smoking, physical
inactivity, overweight, high blood pressure, or diabetes. This risk is compounded for
39.1% of Canadians who have two risk factors and 11.1% for those who have three or
more risk factors. When assessing the economic and health burden of heart disease in
developed countries, the WHO (2005b) has identified tobacco use, high blood pressure,
alcohol consumption, high cholesterol, high body mass index, low consumption of fruits
and vegetables, and physical inactivity as risk factors for the disease (Heart and Stroke
Foundation of Canada). Although not a major independent risk factor, the consumption of
fruits and vegetables below the recommended daily amounts of 5 to 9 servings would
increase the prevalence of one or more combined risk factors in the Canadian population
up to 90% (Heart and Stroke Foundation of Canada).

An examination of the 1994-1995 National Population Health Survey data was
undertaken by Johansen et al. (1998) to determine the relative risk of recurring cardiac
events. These data showed that despite the proven benefits of exercise, 70% of Canadians
with heart disease are not physically active and a higher proportion of women than men
are inactive. Over one third of men and women between ages 35 and 64 who had been
diagnosed with heart disease reported that they continue to smoke, and 48% of people

with heart disease have high blood pressure. Although limitations to these data include
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the non-validation of self-reported incidence, this prevalence of risk factors raises
concern about a general lack of knowledge of potential consequences. Risk reduction
needs to be further examined relative to gender. Perhaps with a better understanding of
the interplay of sociocultural influences on both men’s and women’s health, intervention
strategies can be more specifically tailored.

Coping with stress and life events is very different for men and women. These
differences in coping styles for women have been associated with higher levels of
depression, increased rates of low self-image, and more suicide attempts than men
(Statistics Canada, 2001; Women’s Health Bureau, 2003b). Many of the psychological
assessment methods were constructed to capture gender differences and often apply male
standards and definitions as norms. The awareness of this gap by the Women’s Health
Surveillance Network in Canada has resulted in the national monitoring and reporting of
three additional gender-sensitive priorities for women: mental health, chronic pain, and
violence (Women’s Health Bureau).

In a study of prevalence and profiles of behavioural and biomedical risk factors of
heart disease in 843 Canadian women (M = 39.1 years), Plotnikoff, Hugo, and Cousineau
(2001) examined sociodemographic characteristics and primary risk factors. Women who
reported having less education, lower SES and employment levels, and more likely to be
living alone had a greater proportion of high-risk factors for heart disease when compared
to women who had no risk factors. The major high-risk factors identified were smoking,
poor dietary habits, and lack of physical activity. Based on these findings, Plotnikoff et
al. suggested targeting more focused health promotion efforts to socioeconomically

disadvantaged women ages 25 to 45. They also recommended that risk assessment for
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heart disease include sociodemographic characteristics for tailoring heart health programs
in the community.

More recently, large research studies, such as the Women’s Health Initiative
(WHI) and the Heart and Estrogen/Progestin Replacement Study (HERS), showed
unexpectedly adverse risks of conventional hormone replacement therapy, which created
a heightened awareness for a critical review of heart disease prevention strategies for
women (Day, 2002; Mosca et al., 2004). One of these initiatives was the development of
a collaborative expert panel with a mandate to develop the first ever evidence-based
guidelines for CVD prevention in women (Mosca et al.). This undertaking included the
review of nearly 7,000 titles and abstracts to arrive at a meta-analysis of 92 articles,
supported by evidence from a further 399 articles. The guidelines cover a continuum of
risk assessment for CVD, which defines risk groups by their absolute probability of
having a coronary event in 10 years, according to the Framingham Risk Assessment tool
(Cleveland Clinic, 2006; Mosca et al.). The recommendations in the guidelines are
designed to assist health care providers in optimizing cardiovascular preventive care for
all women ages 20 and older.
Diagnostics and Treatment

Evaluating women with chest pain or other symptoms indicative of heart disease
poses a challenge when choosing appropriate diagnostic tests. Pretest risk is classified as
low, intermediate, or high. “Clinical practitioners often consider intermediate risk to be a
pretest probability of 15% to 85%. This large group of intermediate-risk women is the
one for whom the most clinical uncertainty and the greatest need for diagnostic

noninvasive testing exist” (Deaton, Kunik, Hachamovitch, Redberg, & Shaw, 2001,
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p. 41). Decisions regarding revascularization and clinical management are frequently
based on noninvasive test results, which have been found to vary by gender. Deaton et al.
conducted a comparative analysis of test statistics on diagnostic test accuracy in women
and found that sensitivity ranged from 62% to 98% and specificity ranged from 48% to
78%.

Collins, Clark, Peterson, and Kressin (2002) examined patients’ perceptions of
their interaction with health care providers regarding cardiac testing in relation to racial
variations in the use of cardiac procedures. The researchers convened four focus groups
of 13 patients who had a recent positive stress test; the participants were stratified by race
(White vs. Black). Verbatim transcripts were analyzed qualitatively by a team of
behavioural scientists and general internists to identify significant dimensions of
communication and patient-health care provider relationships. Four domains of

communication were identified:

e Substance of the information was described as incomplete, vague, ambiguous, and

unclear.

e Recommendations were inconsistent with expectations or awakened fears based
on distressing previous experiences.

e Patients had to be convinced of the need for additional invasive tests and
procedures.

e Patients highlighted the importance of trusting their health care providers.
The researchers suggested that although patients desire clarity from providers, they are

often confused regarding information received. “Both a lack of substance and vagueness
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of the information received may be linked to feelings of mistrust toward physicians when
considering further diagnostic testing” (Collins et al., pp. 1-27).

In the Women’s Ischemia Syndrome Evaluation (WISE) study, Reis et al. (2001)
examined chest pain in the absence of obstructive coronary artery disease, which is
common in women and frequently is associated with debilitating symptoms and repeated
clinical evaluations. The researchers measured coronary flow velocity reserve to evaluate
microvasculature and risk factors for arteriosclerosis in 159 women (M = 52.9 years),
which led to a recommendation that a diagnosis of coronary microvascular dysfunction
be considered in these cases.

Ahmed, Bairey Merz, and Sopko (2006), investigators with WISE, further
examined the spectrum of angina symptoms, diagnostic strategies for micro- and
macrovascular coronary disease, and the role of psychosocial and hormonal influences in
ischemic heart disease presentation. Using coronary vasomotor testing during
angiography, the investigators observed prevalent abnormalities in coronary flow reserve,
suggestive of microvascular coronary dysfunction in relation to adverse morbidity and
mortality among the women in the study.

Leinwand (2003), a molecular biologist at the University of Colorado, reviewed
rodent studies with regard to sex-dependent differences in cardiovascular systems of
laboratory animals. A major limiting factor, namely, the predominance of male rodents in
these past studies, is changing; consequently, more female rodents are now being
analyzed. Leinwand purported that sex is an extremely potent modifier of the
myocardium, and there are basic structural differences in male and female cardiovascular

systems, such as degree of hypertrophy of cardiac muscle and differences in diastolic and
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systolic function. Future studies may determine how the expression of genes on the Y and
X chromosomes contributes to differences in risk for heart disease.

Current treatment options for CVD include medications; surgical interventions
(Percutaneous Transluminal Coronary Angioplasty [PTCA] and Coronary Artery Bypass
Graft [CABG]); and lifestyle changes (i.e., diet, exercise, smoking, and stress
management; Genest, Frohlich, Fodor, & McPherson, 2003; Heart and Stroke Foundation
of Canada, 2003). Recommendations for the management of dyslipidemia and the
prevention of CVD were updated in 2003 to include three levels of risk and two treatment
targets (Genest et al.). These revised guidelines have attempted to harmonize
cardiovascular risk assessment across North America, and models for estimating the risk
of coronary artery disease have been developed for both men and women. Provoking
evidence from clinical trials is encouraging in the prevention and, in some cases,
regression of atherosclerosis (Brown et al., 2001). However, the nondifferentiation of
results for women from men in relation to biological and gender differences raises
unnecessary barriers on subsequent research in this area.

Women are not consistently provided with the same diagnostic and treatment
options as men, including diagnostics, revascularization, surgical intervention, or even
appropriate pain management for angina (Bengtson, Karlsson, & Herlitz, 2000;
Humphries et al., 2001; Miller et al., 2001; Williams, Bennett, & Feely, 2003). Women
are also less likely to use preventative measures such as acetylsalicylic acid (ASA), even
though Canadian and American preventive guidelines support this therapy for people
with CVD or at high risk (CACR, 2004; U.S. Preventive Services Task Force, 2002).

Evidence has suggested that decisions by medical practitioners may be influenced by
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women’s reporting symptoms of heart disease on average 10 years later than men,
seeking medical assistance for cardiac symptoms later than men, and having lower rates
of participation in cardiac rehabilitation programs (Bengtson et al.; Heart and Stroke
Foundation of Canada, 2003; Humphries et al).

In an analysis of clinical data from 1995 and 1996 for 12,271 patients hospitalized
in Nova Scotia, Saskatchewan, Alberta, and British Columbia for acute myocardial
infarction, Johansen, Nair, Mao, and Wolfson (2002) found that a year after their heart
attacks, only one quarter of patients admitted to hospital (18.1% women and 28.6% men)
were revascularized. The researchers reported that the mortality rates of patients
following a myocardial infarction were lower for males (5% vs. 25%) and females (9%
vs. 33%) who had been revascularized when compared to patients not undergoing these
treatments.

Revascularization was less likely for both men and women with multiple
comorbidities (Johansen et al., 2002). A woman’s age at time of onset of cardiovascular
symptoms was thought to be a factor in treatment options, as data showed that for both
genders, rates were higher for patients in their 40s and early 50s, and then declined with
older ages; each additional year represented a 2% reduction for men and a 3% reduction
for women. Regional variations within the provinces were calculated by mortality rate,
which ranged from 15% to 31% in Alberta and 14% to 29% in British Columbia, and
may be related to hospital admission policies. Rates for Nova Scotia (18%-22%) and
Saskatchewan (23%-24%) had less variation (Johansen et al.). Although there was no

consensus on the optimal rate of revascularization, these findings supported the need to
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inquire why outcomes differ between men and women, and to ensure that
revascularization is a viable option for people of all ages.

Mehilli et al. (2003) examined the impact of gender on restenosis in a large cohort
of consecutive patients undergoing coronary stenting, systematic angiography, and
clinical follow-up at 6 months (N = 1,024 women and 3,349 men). Clinical events were
assessed for a period of one year after the procedure. The findings suggested that
compared to men, women have a lower risk of restenosis after coronary stenting, despite
the preponderance of two major risk factors for restenosis: diabetes and small vessel size.
Secondary Prevention

Secondary prevention refers to slowing the progression of CVD, reducing
disability, and prolonging life in individuals with the disease. The main barrier to
secondary prevention is the inadequate implementation of treatment that has a proven
effect (Majumdar et al., 2001).

Cardiac rehabilitation, a secondary prevention strategy developed in the 1970s,
provides early rehabilitation and risk factor management, which are essential to regaining
function postcardiovascular event and reducing future cardiac events (Lear &
Ignaszewski, 2001). A study by Niebauer et al. (1997) on the long-term effects of
physical exercise and a low-fat diet on the progression of coronary artery disease in 113
male patients determined that moderate to aggressive lipid lowering and regular exercise
slowed the progression and, in some cases, led to a regression of the disease. Johansen et
al. (1998) reported that “relatively little is known about the effectiveness of risk

modification for the secondary prevention of heart disease among older people, and
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evidence indicates that they tend to enroll in rehabilitation programs at substantially
lower rates than do younger patients™ (p. 27).

Women with CVD benefit equally or better than men from regular physical
activity and a lipid-lowering diet (Lichtenstein et al., 2002; Speck & Harrell, 2003). Men
and women differ in their patterns of physical activity, “suggesting the importance of
gender-specific research and interventions” (Speck & Harrell, p. 282). In a study of 40
women who had experienced a myocardial infarction, Moore, Ruland, Pashkow, and
Blackburn (1998) found that the women exercised an average of 5.2 sessions within their
target heart rate during the entire 3-month study period, well below recommended
physical activity guidelines. The attrition rate from the rehabilitation program was 50%
by the end of the third month; 73% of women did not exercise the recommended average
of three or more times a week.

Evenson and Fleury (2000) surveyed 72 rehabilitation programs in North Carolina
(response rate of 85%) to identify barriers to participation and adherence to outpatient
rehabilitation programs. Their analysis did not differentiate between male and female
participants. The results showed that the most common barrier was financial, followed by
lack of patient motivation, patient work or time conflicts, and lack of physician support or
referral. Wiles and Kinmonth (2001) conducted in-depth interviews with 25 patients
(49% women) postmyocardial infarction living in Britain. Their findings suggested that
information received from health care professionals encourages patients to regard their
heart attacks as acute events rather than a symptom of a chronic disease. This
understanding is thought to contribute to the low motivation to make long-term lifestyle

changes.
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Cooper, Jackson, Weinman, and Horne (2002) undertook a systematic review of
15 studies conducted between 1978 and 2001 to investigate the factors associated with
cardiac rehabilitation attendance. The researchers noted that an assessment of the possible
impact of ethnicity could not be done because “mainly homogeneous patient groups were
recruited within the studies despite the fact that patient populations, especially those in
large cities, are often culturally diverse” (p. 550). The predictor varables identified with
nonattendance were patients who were older (undefined), had lower income/greater
depravation, were in denial of the severity of their illness, and had less belief that they
could influence the outcomes. One important factor, namely, physician endorsement of
cardiac rehabilitation programs, was found to independently influence attendance, but the
researchers also noted that elderly and female patients may have been subject to referral
bias.

Attendance was also affected by the view that patients held of their exercise
capability, illness beliefs, and degree of control over health. Job status, gender, and health
concerns also played a role in attendance behaviour. Cooper et al. (2002) found that
patients were more positively influenced to attend a rehabilitation program if they were
married; however, the married women in the study were less likely to attend because of
conflicts between attendance and family responsibilities. This difference may have been
attributable to gender roles that assign women the double loads of work and family,
which can impede recovery over the long and short term. “In fact, the NPHS [1996-1997
National Population Health Survey] data showed that women with heart disease were just

as likely to be caring for their family as were women without heart disease” (Johansen,

1999, p. 43).
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In a prospective study of 1,902 patients (20% women) in a cardiac rehabilitation
program conducted over 6 years, Turner, Bethell, Evans, Goddard, and Mullee (2002)
measured the participants for pre- and postprogram physical fitness, hospital anxiety, and
depression. For the 76% of patients who completed the program, anxiety and depression
decreased, but physical fitness increased. The participants were twice as likely as
nondepressed participants to default if they suffered depression. Likewise, participants
with a diagnosis of angina or PTCA had a default ratio of 2:1 when compared to
participants with a diagnosis of myocardial infarction or CABG.

Moore (1996) interviewed 10 women (M = 72 years) who had recently
participated in a cardiac rehabilitation program and found that the women valued feeling
safe, responded well to pleasant and encouraging staff, enjoyed the social interaction,
needed emotional support from staff, and responded more favorably to exercise options
other than cycle and treadmill. Prior to participation, the women indicated they had no
idea what to expect from the program.

Logsdon, Usui, Cronin, and Miracle (1998) conducted a correlational,
longitudinal study of a convenience sample of 86 women who had undergone CABG
surgery; 58 (M = 60.5 years) completed the three interviews. The majority of the women
had a marked limitation of physical activity prior to surgery. Two aspects of social
support were measured: (a) expected support, and (b) discrepancy between support
expectancy and support received. At the first interview, the women were asked to predict
the amount of social support they expected (M = 149.6, SD = 22.1, range = 73-180). The
differences were not significant, and self-esteem remained the same over the three time |

intervals. Depression and tension scores were low at all three interview points. The
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researchers concluded that social support may influence outcomes through an
enhancement of self-esteem. Higher self-esteem was associated with lower depression
and tension, leading to less disruption in social interaction and recreation.

Fridlund (2000) postulated that today’s cardiovascular rehabilitation programs are
not female adapted and, further, that health care professionals involved are not aware of
this fact. The findings of a study of 240 women attending multidisciplinary
cardiovascular rehabilitation programs in 18 hospitals in Sweden showed that only 53%
of them actually participated. Approximately half of the women reported hypertension
and angina at the onset of their myocardial infarction, and some of the participants had
received CABG/PTCA. Twelve months later, the women who had participated in a
rehabilitation program reported a statistically significant increase in angina, surgical
procedures, and rehospitalizations when compared to the women who did not participate
in the program. Fridlund suggested that a more female-adapted cardiovascular
rehabilitation program should be considerably longer than the traditional 3 months, which
is based on men’s informational needs, and would provide an environment of emotional
support and belonging.

In a literature review of studies relative to women with CVD and their response to
health interventions, Krummel et al. (2001) examined home-based programs and found
that tailoring activity materials to women’s readiness results in increased physical
activity. Telephone contact on a regular basis increases long-term adherence in both high-
Iintensity and moderate intensity training more than a group-based format. Women
respond better to lifestyle physical activity recommendations than structured exercise.

Behavioural strategies that effectively increased the study participants’ physical activity
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were daily self-monitoring, feedback, contracts, and incentives. It is interesting to note
that only small changes and adaptations to traditional programming are necessary to
facilitate long-term adherence and behavioural changes.
Quality of Life

Compared to 28% of men diagnosed with heart disease, 48% of women with heart
disease have at least two other chronic comorbid conditions (Johansen, 1999). Women
suffer chronic pain more often, have more disability days, have fewer employment
opportunities, live in low-income households, and have generally poorer health and a
lower quality of life than men. Two of the reasons suggested for this difference are that
the diagnosis of heart disease is more complicated in women than men and there is a
higher rate of mortality for women during the first year postacute myocardial infarction.

Bennett, Baker, and Huster (1998) examined a group of 30 hospitalized,
chronically ill women diagnosed with heart failure, a disease often associated with
impaired quality of life. The women who had lower quality of life scores reported greater
physical symptom impact and poorer perceptions of their physical health status. In a
study on gender differences in one-year survival and quality of life for patients with
congestive heart failure, Chin and Goldman (1998) reported that 24% of the patients died,
regardless of gender. Among the survivors, health-related scores for quality of life had
improved from admission a year earlier but were still generally low, particularly for
women. This trend held even when adjusting for clinical and socioeconomic variables as
well as baseline quality-of-life scores. “Women rated the quality of inpatient care lower

than men and also tended to rate the quality of follow-up outpatient care lower” (Chin &

Goldman, p. 1033).
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Shephard and Franklin (2001) noted that in the past, there was an excessive focus
on longevity rather than the quality of the cardiac patient’s life. The researchers reviewed
publications within a 10-year period to examine the various techniques for measuring
quality of life. They found potential options included a Gestalt-type instrument; a
disease-specific instrument; a function-specific instrument; and a detailed, generic
questionnaire. A gender-specific instrument is desirable because of the differences
between men and women in psychosocial functioning and emotional behaviour. The
researchers postulated that quality of life is decreased 30% for the first 3 months
following a nonfatal myocardial infarction and that a remaining residual effect of about
10% remains over the individual’s life span when recovery has stabilized.

In a meta-analysis of 84 studies of quality of life in cardiac patient populations
published between 1987 and 1991, Kinney, Burfitt, Stullenbarger, Rees, and DeBolt
(1996) found a small but significant positive effect of pharmacological, mechanical,
surgical, nursing, or other treatment on quality of life. The mean age of the participants
was 57.1 vears. Males represented 68% of the sample, a “gender distribution...expected in

s population” (Kinney et al., p. 4). One of the major concerns arising from this analysis
was the failure to define quality of life as a concept in 46.4% of the studies examined.
This deficiency may be a barrier to providing a blueprint for measurement of dimensions
indicative of the concept. The researchers pointed out that a similar systematic review of
clinical trials in oncology had illuminated patterns, trends, and gaps that led to the
recommended policies for the inclusion of quality-of-life endpoints in oncology trials.

Their goal was to effect health and social policy change in research for people with CVD.
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“Improvements in quality of life (QOL) and high levels of patient satisfaction are
associated with cardiovascular risk reduction (CRR) programs” (Berra, 2003, p. 319), a
fairly new prevention strategy. Determinants of quality of life were identified in clinical
trials of CVD as physical, emotional, intellectual, economic, social, and self-perceived
health status. Berra suggested that the continuum of quality of life be determined by the
dynamics among social relationships, financial situations, work-related issues, physical
limitations, and intellectual challenges. The task for health care professionals is to
improve their understanding of patients’ beliefs, values, and life goals in order to promote
quality of life through choice in selecting health promotion options.

Summary of Literature Review

“In many respects, the consequences of heart disease appear to be particularly
severe for women” (Johansen, 1999, p. 42). As a group, women receive less targeted
primary and secondary prevention initiatives, are treated less aggressively for coronary
artery disease, and continue to have higher rates of disability. The socioeconomic
circumstances of women with heart disease are less favorable than their male
counterparts, and women are just as likely to be caring for their families during their own
recovery. Even though women have an increased presence in clinical research studies, the
mechanisms underlying the influence of gender have not yet been fully examined or
explained. “Funding agencies need to advance a research agenda aimed at prospectively
examining the issues surrounding gender and development of coronary heart disease, as
well as developing and testing practical and sustainable gender-specific interventions™

(King & Arthur, 2003, p. 274).
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Needs Assessment — Northwestern Ontario

A needs assessment is “a systemic procedure for determining the nature and
extent of problems experienced by a specified population that effect health either directly
or indirectly” (Nalezyty, 2003, p. 3). Health problems are described within
environmental, social, economic, and behavioural determinants. Therefore, health care
needs are identified in a comprehensive, unbiased, and organized way. A needs
assessment for NWO was developed from a synthesis of information derived from
various sources that have highlighted issues related to CVD in women. (Heart and Stroke
Foundation of Canada, 2003; Heart Health Resource Centre, 2004; Mosca et al., 2004;
NWO District Health Council, 2000, 2001, 2003a, 2003b; Romanow, 2002; Steven,
2001b). An NWO environmental scan and supplemental information are provided in
Appendices B and C.

In his report, Romanow (2002) concluded that health reformation in the 1990s led
to many provinces rationalizing the delivery and administration of health care, resulting
in different approaches to improving access. In rural and more remote areas, these
approaches included outreach programs, financial assistance for travel, and Telehealth
services. Although acknowledging that these efforts may have helped, Romanow pointed
out:

The problem is far from solved.... People in rural communities have poorer health

status and greater needs for primary health care, yet they are not as well served

and have more difficulty accessing health care services than people in urban

centres. (p. 162)
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Lower educational attainment, higher unemployment, and poorer access to health
care influence the health status of people in smaller communities, yet the impact of these
factors has not been studied in a comprehensive way. One of the guiding principles for a
vision of health for residents of rural communities is the development of policies,
strategies, and programs based on evidence that is informed by research (Romanow,
2002). In keeping with this principle, this study provided further evidence for gender-
sensitive health promotion and prevention programs for women at risk for CVD living in
Thunder Bay and the surrounding rural communities.

Methodology

The study of the human experience of health, a central concern of nursing, is
particularly well served by both quantitative and qualitative research methods.
Qualitative research is a naturalistic methodology that examines a phenomenon within a
textual form, that is, narratives or written words from interviews that are recorded and
transcribed for analysis. The goal of qualitative methods is “to be able to see the world as
those who are having the experience you are studying see it” (Cohen, 2002, p. 126). The
WHO (2003b) supported qualitative research as complementary to quantitative strategies,
giving researchers insight into the physiology of a system.

Within philosophical research paradigms, “ontology...is the science or study of
being or existence and its relation to nonexistence” (Cohen, 2002, p. 128). Therefore, the
philosophy of ontology supports that multiple realities exist, and that culture and
environment may exert an influence. Qualitative studies guided by the ontological view
allow the researcher to critically examine a phenomenon, such as CVD, within the

context of gender health.
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Gurbutt and Gurbutt (2002) explored the issue of women researching other
women 1n practice-based research and distilled two issues: the effect of the context on the
data collected and the effect of self in the interview. Implications for qualitative
researchers include the need to demonstrate transparency in the data collection process.
This transparency provides objectivity and ensures that the researcher has taken into
account personal bias or blindness and the nature of the relationship. One way to
accomplish transparency is to use a structured questionnaire to guide the interview. By
providing consistent application of the questions, the researcher minimizes interviewer
bias. As part of this research study, the researcher developed a gender health
questionnaire that builds on work previously completed by Steven (2001a).

Research Questions

1. What is the human experience of women in NWO with CVD?

2. What types of physical and psychosocial interventions do women believe would
be/have been beneficial to their health experience?
Study Design and Sample

A qualitative and quantitative descriptive, exploratory study was designed to
examine women'’s lived experiences with CVD. An interview questionnaire (see
Appendix D) and formal research proposal were developed and submitted to Lakehead
University for ethics approval (Steven, 2003a; Young, 1999). The letter of ethics
approval for the research study was granted October 12, 2004 (see Appendix E). An oral
presentation of the research proposal was completed in February 2005.

The study required a sample of 30 participants (15 urban, 15 rural) recruited

through purposive sampling methods from a list of patients receiving medical care at a
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cardiology clinic in Thunder Bay, Ontario. With the assistance of the academic advisor,
permission was granted by a cardiologist for the researcher to conduct purposive
sampling. The women were selected using the following criteria:
o Ages 45 to 80 years.
¢ Documented diagnosis of CVD within the past 6 months to 3 years, including
angina, ischemic heart disease, acute myocardial infarction, and arrhythmaias.
e Living in Thunder Bay or the surrounding rural area within a 2-hour drive.
Purposive sampling is increasingly common when selecting potential participants
who are considered to be typical of the population and can illuminate the phenomenon
being studied. Although this nonprobability sampling strategy restricts generalization,
Haber (2002) suggested several instances when a purposive sample may be appropriate,
including “the collection of descriptive data (e.g. as in qualitative studies) that seek to
describe the lived experience of a particular phenomenon” (p. 247). In qualitative studies,
sample size is not predetermined and tends to be small because of the large volume of
verbal data that must be analyzed and the prolonged contact with the study participants.
The researcher travelled from Vancouver to Thunder Bay, arriving October 24,
2004. Sampling and scheduling of the participant interviews were completed over 3 days.
The researcher contacted each prospective participant by telephone, informed her of the
study, and invited her to participate. A total of 31 people agreed to be in the study. One
extra participant from the rural group was recruited as a potential replacement, which

proved to be prudent because a prospective participant from the rural group was suddenly

hospitalized and unavailable to participate.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



36

Interview dates, times, and locations were arranged for the convenience of the
participants and scheduled within a 9-day period from October 28, 2004, to November 5,
2004 (M= 3.3 interviews per day). All interviews were conducted in the participants’
homes. Prior to the participant signing an informed consent (see Appendix F), the
researcher read to the participant both the contents of the consent and the researcher’s
agreement form and cover letter (see Appendix G). The researcher answered any
questions, witnessed the participant sign the consent, and signed the cover letter and left
it with the participant.

Although unstructured person-to-person interviews may allow for the collection
of richer and more complex data when compared to survey questionnaires, there exists a
sampling bias that the researcher should be prepared to minimize. “Interviewer bias
occurs when the interviewer unwittingly leads the respondent to answer in a certain way”
(Sullivan-Bolyai & Grey, 2002, p. 304) and is especially problematic in studies with
unstructured interview formats. In this study, a structured questionnaire was used to guide
the researcher in the interview, provide consistency in the collection of discrete content,
and minimize interviewer bias. The interviews lasted between 1 and 1.5 hours and were
tape recorded for later transcription and analysis.

Each participant was assigned a unique alphanumeric, which was noted on an
individually assigned audio tape and an interview questionnaire. Signed consents and
other identifying information were kept separate from the tapes and completed
questionnaires to maintain confidentiality during the transcription process. Extra care was
taken to ensure that all documentation, including the tapes, was kept confidential and

secure throughout the process, for example, transported from Thunder Bay to Vancouver
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as take-on baggage. Security and confidentiality of the transcribed documents, tapes,
questionnaires, electronic database, and supplemental information were and continue to
be maintained in strict accordance with Lakehead University’s regulations and the
Canadian Nursing Association’s Code of Ethics (2006). Funding for the study, including
travel, accommodations, and printing supplies, was provided by the researcher.
Reliability and Validity

Research instruments with acceptable reliability or validity to measure the
variable(s) of interest are not always available or applicable. Testing the concepts of
validity, that is, measuring what should be measured, and testing reliability, namely,
yielding the same results on repeated measures, are established parts of the process of
instrument development (Lobiondo-Wood & Haber, 2002). However, instrument
development is complex and time-consuming, and requires a level of expertise (Sullivan-
Bolyai & Grey, 2002). Liehr and Marcus (2002) commented that qualitative research
should combine the scientific and artistic natures of nursing to enhance understanding of
the human health experience. Ergo, the capacity of qualitative methods help to guide
nursing practice, contribute to instrument design, and foster the development of nursing
theory. One of the outcomes of this research was the development of an interview
instrument, the Women’s Knowledge, Experience, Perceptions, and Beliefs of CVD
Questionnaire,
Questionnaire Development

The researcher was given permission to use and modify a similar questionnaire,
Breast and Cervical Cancer Screening. Knowledge, Attitudes, Beliefs and Practices in

Selected Ethno-Cultural Groups. Northwestern Ontario, previously developed by Steven
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(2001a). This tool was used to examine cardiac and oncology services in rural
communities in NWO, the results of which were published by Steven et al. (2004). For
this study, questions pertaining to demographics, general health, smoking, eating habits,
and exercise were retained and minimally changed. Development of questions related to
heart disease was guided by the literature and in discussion with the academic advisor.
Questions were arranged to facilitate logical discussion in an interview format, guiding
the participant from diagnosis to treatment and concluding with their current health
status.

Data Analysis

Quantitative data in this study were categorized, clustered, and coded, and
qualitative data were analyzed for content. Steps to analyze the content generally include
a thorough reading of and a sensitivity to the entire transcription, identification of shifts
in participant thought, specification of significant phrases that express the central
meaning of a segment, grouping of similar segments, and synthesis of the essence in all
participants’ descriptions (Liehr & Marcus, 2002; LoBiondo-Wood, 2002).

The researcher developed a database in the Statistical Package for the Social
Sciences software (SPSS) for quantitative data elements. These included demographics;
general health; lifestyle habits; and selected steps in the lived experience such as
symptoms, supportive information, medications and medical follow-up, and perceived
health. These data were analyzed using frequency, descriptive, correlation, and Pearson
chi-square tests. Microsoft Excel software was used to examine qualitative data

categorized into themes and to provide context for the quantitative findings.
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Technical error occurred in three interviews when the tape recorder was turned off
midway through the interview and turned on later in the interview. The transcriptions in
these cases were supplemented with notations made on the questionnaires during the
interviews, which provided sufficient information to complete the analysis.

Results
Demographics

Participants in the study ranged in age from 46 to 81 years (M = 66, SD = 11.2).
Urban residents were a few years older (M = 67.2, SD = 12.1) than their rural
contemporaries (M = 64.8, SD = 10.4). When the ages of the participants were grouped
into 10-year categories, the sample was representative of the increased incidence of heart
disease with age, a nonmodifiable risk factor: ages 46 to 50 (13.3%), 51 to 59 (16.7%),
61 t0 69 (26.7%), 70 to 79 (36.7%), and 80 to 81 (6.7%). Two thirds of the women in the
study identified themselves as Canadian; the others picked a specific ethnicity, such as
Dutch, Finnish, English, Ukrainian, East Indian, and Spanish. None of the women self-
identified as Aboriginal. Women in both the urban and the rural group were educated at
least at the grade school level (26.6%), with the majority attaining high school (46.6%) or
higher (college 16.7%, university undergraduate 10%). Levels of education were fairly
equivalent between urban and rural participants.

Less than a quarter (23.3%) of the women worked outside the home either in
full-time or part-time occupations such as bookkeeper, retail, house cleaner, delivery
driver, and laundry worker. Two of these women were waiting to return to work. Five
women aged 48 to 61 (M= 55.6, SD = 5.03) were unemployed: 3 were on long-term

disability; one had quit her job; and one had not worked since arriving in Canada. Age at
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diagnosis for these 5 women ranged from 40 to 59 (M = 49.6, SD = 6.88). Four (80%)
lived in the rural area, and all had comorbidities such as fibromyvalgia, diabetes, cancer,
hypertension, and high cholesterol. Over half of the women in the sample (60%) were
retired. There were no observable differences regarding type of occupation or place of
residence.

Thirty percent of the women lived alone, having been widowed or divorced,;
63.3% were married; and 6.7% lived in common-law relationships. Many of their
husbands were retired (66.7%), whereas some other husbands worked at either full-time
(28.6%) or part-time (4.8%) jobs. Over three quarters of their spouses/partners had
completed either grade school (36.6%) or high school (40%), and the others had
completed either college (6.7%) or university studies (16.7%), one at a doctorate level.
Their husbands’ occupations varied from professor to farmer, with approximately 60%
having occupations that required physical labour, such as trades, construction, elevator
workers, and papermakers. No observable difference was noted between type of job and
urban or rural living. The length of marriage in a first relationship ranged from 7 to 59
years (M =36.1, SD = 17.8 for urban; M = 36.6, SD = 16.1 for rural). Nine spouses were
deceased (7 urban, 2 rural). Reasons for death were heart disease (78%), respiratory
disease (11%), and cancer (11%). Four of the women had remarried. Length of these
second relationships ranged from 7 to 29 years; 2 of these spouses were deceased from
cancer.

Twenty-eight participants (93.3%) had borne one to 9 children (M = 2.6, SD =
1.9), with the oldest ranging in age from 11 to 60 years (M =42.7, SD = 13.4). Twenty-

one of these mothers (70%) had from 2 to 22 grandchildren, with the oldest ranging in
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age from 3 to 35 years (M = 20.5, SD = 10.2). All but 3 of the grandmothers reported
regularly visiting with their grandchildren; exceptions were due to distance.

All of the participants in the study had family doctors, 83.3% of whom were male.
Their choice of physician, based on gender and/or ethnicity, was not apparent except for
one woman who went to a doctor who could communicate in Spanish. She required the
help of an interpreter, her husband, at interview.

The participants were asked to confirm if they were diagnosed with five chronic
diseases that are common in midlife (i.e., 45 to 65 years): hypertension, high cholesterol,
heart disease, diabetes, and cancer (WHO, 2005a, 2005b). Four of the participants
reported they did not have heart disease, and 2 did not know if they had heart disease.
Further discussion on the diagnosis of heart disease is provided in the Symptoms and
Diagnosis section.

FExperience with CVD

The questionnaire was constructed to ask the participants to confirm their self-
reported diagnosis of heart disease before describing their experiences. The reason for
this was to change the focus of the interview dialogue from general health and lifestyle to
the participants’ experience. It is interesting to note that 4 of the 6 women who formerly
reported not having heart disease, now affirmed that they either did have or might have
heart disease.

One reported she had coronary artery blockages and had received angioplasty.

A second woman, who reported having a silent heart attack, said, “The doctors say they

can’t figure me out.” A third woman, diagnosed with a coronary artery blockage by
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nuclear stress test, was unsure of her status. A fourth woman, who had two coronary
artery blockages, was unsure of what this meant and was quite anxious. She asked:
What does 70 and 40% mean to me? Nobody has ever specifically said, “Okay,
this is really what it means. This is what you can do. This is what you can’t do.”
As far as I'm concerned, | am a waiting, ticking time bomb, and they’re [the
doctors] just waiting for it to get up so that I can get into pain, and then when I get
into pain, then I’m going to go and have an angiogram and then I'm going to be
fine.
Of the two women who reported they did not have heart disease, one was being
investigated for “excruciating” chest pain and had experienced a transient ischemic attack
earlier that summer; the other had been hospitalized for a possible heart attack. This last
woman recalled that she had experienced a dizzy spell the week of the interview and said,
“I had to holler to her [daughter] to come and help me to get back to bed. Then it passed.”
The participants described 14 different types of heart-related symptoms that
mdtivated them to seek medical attention. All 30 women reported having experienced
symptoms (M = 2.8, SD 2.3, range = 1 to 8). Nearly half of the women (46.7%) reported
experiencing only one symptom (see Appendix H), 13.3% had 2 symptoms, 16.7% had 3
symptoms, and 23.3% experienced between 4 and 8 symptoms. As shown in Figure 1, the
most common symptoms reported were chest pain (46.7%), shortness of breath (43.3%),

fatigue (33.3%), and pain down left arm (33.3%).
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Figure 1. Heart disease-related symptoms.

Women who did not experience the classic or typical symptom of midsternum
chest pain expressed confusion, and this seemed to make their diagnosis of heart disease
less real to them. One of these woman reported going to an emergency department
because of pain in her throat that choked her when she lay down. After a quick
examination, she stated that the doctor told her,  ‘You’re going to stay in the hospital,
you have [had] a heart attack.’ I say, ‘I do what?’ I say, ‘Oh come on, don’t be stupid.’
He said, ‘No, I'm not’.” She reported, “Still today, I keep saying I cannot figure it out. I
always believe you have pain in your chest and that was my thought.” A second woman
with extreme fatigue, shoulder pain, and anxiety, who had suffered a heart attack,
reported reading about atypical symptoms for women in literature put out by the Heart
and Stroke Foundation of Canada (2003). She said:

You know, it’s funny because if I had realized that you could have a heart attack

without chest pain.... There was a vision that I had, first of all, that before you’d

have a heart attack, I figured they were all like you see on TV. I didn’t think I had
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a heart attack, that’s what it boils down to, so [ waited. [ didn’t even go to the

doctor.

Age at diagnosis for the 28 women who confirmed they had heart disease ranged
from 31 to 78 years (M = 56.8, SD = 11.6). The most common diagnosis was acute
myocardial infarction (46.7%), followed by ischemic heart disease (16.7%), angina
(13.3%), and arrhythmias (13.3%). There was one case of congestive heart failure. Nine
out of 14 women (64.2%) diagnosed with acute myocardial infarction lived in the rural
area. Initial medical assessment of the women’s symptoms was provided in one of three
places: the physician’s office (50%), hospital emergency department (46.7%), or in an
ambulance (3.3%). At interview, the husband of the woman transported by ambulance,
and acting as her interpreter, reported a delay in the ambulance attendants’ response to
his 911 call. He reasoned that this delay occurred because he had placed the call from a
rural telephone number, asking to have his wife attended to at a city address. This woman
reported she vaguely recalled being put into the ambulance. Later, it was confirmed that
she had suffered a serious heart attack, reportedly later assessed by a specialist from
Hamilton to have 20% functioning heart muscle remaining. Her husband stated, “Another
10 minutes more, and it would have been too late.”

In addition to the usual diagnostic testing for heart disease provided to all of the
study participants, such as electrocardiograms (ECG), chest X-rays, echocardiograms,
stress tests, and nuclear stress tests, 23 (76.6%) also had received an angiogram. As a
result, 14 (60.8%) of the women having had an angiogram were subsequently referred to

Eastern Ontario hospitals for angioplasty or bypass surgery.
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Diagnostic strategies for women with suspected coronary artery disease can be
very challenging for many reasons, including limited test specificity and sensitivity, and
the women’s physical abilities and degree of tolerance (Arruda-Olson et al., 2002; Deaton
et al., 2001; DeCara, 2003). One woman, aged 77, undergoing assessment for atrial
tachycardia with a 24-hour Holter monitor, described the device as “heavy and they drag
on you” and found that her activities were limited by the monitor. She stated:

You can’t really be doing everything that you usually do. You can’t go out and
garden with that thing and you don’t want to get anything wrong with it. I tried to
as much as [ can, but it is not always the same.

Another woman with extreme fatigue reported that she had a chest X-ray and
ECG monitored by a cardiologiét, and both were normal. Her symptoms persisted. She
stated, “I never had this pain in my back like this. It’s different than what I have all the
time [from a back injury]; it goes down, not up.” While waiting for an angiogram, the
woman said she collapsed at work with a heart attack. She reported being hospitalized
“for quite a while,” and “when they saw the angiogram, Dr... sent me to London as
quickly as she could get me [there].” A woman who had a heart attack while at home was
subsequently tested by angiogram, which, she reported, showed “a couple of really, really
small blockages, but it was fine.” She stated, “I did not have the heart attack because of
the blockages.”

The experience of undergoing treadmill or bicycle stress testing can be very
stressful and physically demanding. For 2 of the participants, lack of information about
the test and misinterpretation of results led them to avoid subsequent testing. One of the

women stated, “It was easier to change doctors than go back for a stress test when I was
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to go back. I haven’t been through the first, you know, that first minute and a half thing?
[ was dying back then.” Another, who had been hospitalized for a transient ischemic
attack, knew that her doctor wanted her to have another stress test, but she said, “It’ll be
just about the money for me to have another stress test on the treadmill, because I can’t
do that. T just get all tuckered out. ...you know the legs are just all weak.”

There were also different perceptions of discomfort related to stress testing,
especially if the experience precipitated symptoms. One of the participants, who was
undergoing testing for ischemic heart disease, said, “Occasionally, [I will] get a tightness
in my chest...and heartburn. Twice on the treadmill, I've gotten heartburn, and I've gotten
off. The one time it was enough they had given me this spray.” Another women with
chest pain “more so from the angina than I did from the actual heart attack” described her
experience with a nuclear stress test as relaxing while the pictures were being taken. She
also stated, “I couldn’t stay on the treadmill long enough because [ couldn’t breathe.”

Dobutamine-atropine stress echocardiography is an alternative method of
stressing the cardiovascular system, similar to treadmill stress tests. More recently, this
methodology has been assessed for accuracy in prognostic evaluation. In a study of 300
women (M = 61 years), Cordovil et al. (2004) found drug-induced stress echocardiology
to have a probability of 96% of a cardiac event during follow-up with a positive stress
test and 18% probability of a cardiac event (false positive) with negative tests
(p = .0001). In the interview, one of the women, who was prescribed a stress test before
she had knee replacement surgery, reported her experience with the dobutamine-atropine
stress echocardiography as “that awful drug-induced one. I found that very, extremely

uncomfortable. [ wasn’t happy with that at all. My heart was palpitating.” This participant
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had angina at age 32; triple bypass at 39; and had had not visited her cardiologist in 2
years, which was just prior to the drug-induced stress test. She said:

I guess I’ve been putting it off. I guess I’'m afraid of getting on that treadmill and
not being able to do it. And I want to do the best I can. I want to be able to go for
the longest I can.

Whereas many of the women did not provide detailed results of their tests, 2 of the
women, aged 69 and 71, were very specific when reporting results from their stress tests.
One woman “lasted about 3% minutes, which wasn’t enough for them to really tell
anything too much.” The second woman described her results from two subsequent
nuclear stress tests, 2 years apart, as “one was 5.5 minutes and 19 seconds, and the other
was 5 minutes and 21 seconds.” She said that her doctor had concluded that the closeness
of the two performances over a 2-year interval indicated that things were fine.

The women in this study reported that their doctors had found them to be a
“mystery” or a “puzzle” because testing results were not definitive. In one case, a woman
in her mid-40s who was planning a trip overseas asked her doctor for “something to take
away the angina.” She had been through noninvasive testing over a 5-month period, and
her internist “didn’t want me to go, but yet he wasn’t willing to give me all the
information that he knew.” She reported having a very difficult time on the trip, with her
breathing being especially laboured at higher elevations. Two months after her return
home, an angiogram showed three blockages; she saw a surgeon within 2 days after the
test. “As soon as it was confirmed.. ., after examining me and after looking at everything
[the internist stated] ‘T don’t believe you have heart disease’.”” Another woman, aged 62,

was being tested for shortness of breath and chest pain upon exertion. She was prescribed
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heart medication including nitroglycerine spray. She said her doctor used the word
“atypical.” “So then, when I go to the cardiologist, and he says, ‘What are you here for?
You look pretty good; you can’t be a heart patient,” [ said, ‘I’m here because my doctor
sent me here because I failed two tests.” He said, ‘We get people who have a positive
cardio-lite test, and they’re okay.” Then he read [the report] further, and he saw that it
actually said on there that I had a blockage.”

Medical Care and Treatment

When the type of treatment the 30 women received was divided into two
categorizes of intervention, that is, invasive (angioplasty and bypass surgery) and
noninvasive (medication therapy), the study sample was nearly divided in half. Invasive
procedures were performed on 14 women (46.7%), 7 had angioplasties, and 7 had bypass
surgery. Noninvasive treatment was provided for 53.3% of the women.

In two cases where bypass surgery was performed, the participants reported being
told that their arteries were very tiny. One woman who had a triple bypass, said that she
had been taken to a prominent Centre of Excellence in the United States, where a “whole
heart team” performed surgery with instruments designed especially for her small
coronary arteries. She said, “They gave me a 30% chance of surviving [the surgical
procedure].” When the surgery was over, she recalled hearing cheers from the gallery
where people had been watching the groundbreaking procedure. The 7 women who
experienced an angioplasty either had a relatively pain-free procedure or a very painful
course of action. One woman reported the last 2 to 5 minutes were the worst.

It really hurt and [ told...them I really feel it, it 1s hurting. The nurse said, “Well

you think that you’re coming on a heart attack or something?” I said, “I don’t
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know, I don’t know what heart attacks are supposed to be like.” She said, “Can

you hang in there?” Then the doctor said, “Can you just hold on for a while?” I

said, “T’1l try.” But it was just real piercing.

Another woman reported that when the stent was being put in place, she thought she was
going to die on the table.

I'll never forget this; it felt like he had an elephant foot on my chest. I didn’t want

to cry, but the tears were coming down, and I kept saying to him, “Is it almost

over?” I can take pain, but that was horrendous.

The recommended standard therapy for pharmacological management of patients
with documented atherosclerotic ischemic heart disease is the prescription of beta-
blockers, statins, and ACE inhibitors, supplemented daily with a nonprescription ASA
tablet (CACR, 2004). Medication therapy was assessed for the 14 women, aged 48 to 78
(M= 64.9), who had experienced an acute myocardial infarction. As shown in Apnendix
I, only 4 of the women (28.5%) were prescribed all four of the recommended drug
classifications. A fifth woman, early postoperative, had been prescribed a beta-blocker; a
statin; an ACE inhibitor; and Plavix, a platelet aggregation inhibitor. Two other women
were taking non-ASA platelet aggregation inhibitors but were deficient in other drug
categories.

When the women were asked if their doctors had explained their treatment to
them, 66.7% of the 28 women who responded stated that they had received information
about their treatment and were completely satisfied with the explanation. Another 3.3%

were only somewhat satisfied, and 23.3% were not satisfied.
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One woman, when told she had two blockages of 40% and 70%, respectively,
disclosed that she had questioned the doctor about having an angiogram. “He says, ‘Oh
well, you don’t need that until you have chest pain’.” The message she internalized was
that she was a “train wreck waiting to happen.” She stated, “That’s how you feel because
you’ve been given no other information other than it’s going to happen.” Another woman
described her doctor as “very business-like.” “Some doctors show a little more comfort.
She just says, ‘Well, we’ll take your blood pressure, or why are you here?’”

One of the participants, who reported taking Lasix for fluid retention in
menopause, stated that she suffered a cardiac arrest because of low potassium. She said
that she was in hospital at the time of the arrest, having gone in because she was “feeling
rotten.” Subsequent testing reportedly showed no blockages in her coronary arteries. Her
explanation for why the arrest had occurred was that she had gone for her annual medical
and “nobody ever told me to come after that.” She concluded, “Look, if the doctor ives
it out, I don’t know that I have to take another pill with it.”” She now obtains
pharmaceutical abstracts for each medication that she takes.

One of the women, when asked what she would change about her experience,
summed it up in a “wish list™

You could have the fanciest hospitals. vou =ould have everything, but if there was

a way that things were more coor . :gs were explained better and

things were followed throu: ., you know, the follow through. T ive Dr..., 'm

positive that he think, that somebody else told me, so he doesn’t have o tell me.

Emotional support while in hospital is an important adjunct to care, especially

when patients are experiencing an acute cardiac event or undergoing invasive procedures.
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The 17 participants (56.6%) admitted to hospital in their course of treatment reported that
they had mainly received emotional support from their family or friends (54.5%) and less
from nurses (27.2%) or doctors (18.1%). As one woman put it, “I think they [the nurses]
were sensible, but they are so busy. So I was sort of like the kid down the hall.” When
asked what type of support she might have found helpful, another woman scheduled for
bypass surgery replied, “I think there could have been some type of counselor there
because, you know, [ was pretty anxious there the night before and, you know, a little
weepy, and I probably could have used somebody to talk to.” A third woman commented
that there was no support for her family member when they went to Hamilton; he had
been there for her but, “when he left me in the hospital, there was no one for him.” These
women also relied heavily on their spouses and other family members to provide support
when they came home from hospital.

Help with postrecovery activities of daily living and medication management by
spouses, daughters, sons, other relations, and friends was credited by 52.4% of the 14
women who had had bypass surgery or angioplasty. Professional home care services
were provided in 3 cases (14.2%) and 2 other women reported having received a
telephone call from the hospital where they had their surgery.

One of the women, hospitalized following a heart attack, said that when she came
home:

You felt like you were kind of in limbo. You didn’t know for sure. You knew

what you wanted to do, you just didn’t know if you couid do it....It took quite

some time before you could do some of the things you wanted to do without

ending up with chest pain, and that was scary.
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Two of the women who had bypass surgery talked about washing floors, doing
laundry, cooking, and even shopping within 2 days of arriving home postoperative. One
woman said she felt “great” but had a setback the second night she was home when she
hallucinated about a lady with knives. She said that she told her doctor the next day and,
“He said, ‘It’s very normal...because they give you so many drugs.”” Then after that,
was kind of scared to go back to bed because I didn’t want to sleep because I didn’t want
this lady to come back.” The second woman stated, “I just