Grand Valley State University
ScholarWorks @ GVSU

Masters Theses Graduate Research and Creative Practice

Knowledge about Stroke in Adults from Rural
Communities

Julie Billett
Grand Valley State University

Follow this and additional works at: http://scholarworks.gvsu.edu/theses
b Part of the Nursing Commons

Recommended Citation

Billett, Julie, "Knowledge about Stroke in Adults from Rural Communities" (2001). Masters Theses. S82.
http://scholarworks.gvsu.edu/theses/582

This Thesis is brought to you for free and open access by the Graduate Research and Creative Practice at ScholarWorks@GVSU. It has been accepted
for inclusion in Masters Theses by an authorized administrator of ScholarWorks@GVSU. For more information, please contact

scholarworks@gvsu.edu.


http://scholarworks.gvsu.edu?utm_source=scholarworks.gvsu.edu%2Ftheses%2F582&utm_medium=PDF&utm_campaign=PDFCoverPages
http://scholarworks.gvsu.edu/theses?utm_source=scholarworks.gvsu.edu%2Ftheses%2F582&utm_medium=PDF&utm_campaign=PDFCoverPages
http://scholarworks.gvsu.edu/grcp?utm_source=scholarworks.gvsu.edu%2Ftheses%2F582&utm_medium=PDF&utm_campaign=PDFCoverPages
http://scholarworks.gvsu.edu/theses?utm_source=scholarworks.gvsu.edu%2Ftheses%2F582&utm_medium=PDF&utm_campaign=PDFCoverPages
http://network.bepress.com/hgg/discipline/718?utm_source=scholarworks.gvsu.edu%2Ftheses%2F582&utm_medium=PDF&utm_campaign=PDFCoverPages
http://scholarworks.gvsu.edu/theses/582?utm_source=scholarworks.gvsu.edu%2Ftheses%2F582&utm_medium=PDF&utm_campaign=PDFCoverPages
mailto:scholarworks@gvsu.edu

KNOWLEDGE ABOUT STROKE IN
ADULTS FROM RURAL COMMUNITIES

By

Julie Billett

A THESIS PROPOSAL

Submitted to
Grand Valley State University
in partial fulfillment of the requirements for the
degree of

MASTER OF SCIENCE IN NURSING

Kirkhof School of Nursing

2001

Thesis Committee Members:
Cynthia Coviak, Ph.D., R.N.
Maureen Ryan, R.N., M.S.N_, FN.P.
Theresa Bacon-Baguley, Ph.D., R.N.



Table of Contents

LISt OF TADIES ...cvovevevcerieeerersireeisnsisesacesssssnssstssesssbessssesesnesssassesesensnsnssenssensses
LSt Of FIGUEES.....veuevereverereretseeecrsieseisssesssssesssstsasssssssssssssssssesessssaessssnstsnssessssnesens
LiSt Of APPENAICES.....coovruriercrcririeiiriiiriscreassinessiressnsnesssassessssssassasssssssnsssassnnaos
CHAPTER
1 INTRODUCTION.......oueeirerenenremrereensseseecssseesssesenssssessmesesesesemcsenss
2 LITERATURE AND CONCEPTUAL FRAMEWORK....................
Conceptual framework................... revasssreserenens cesenssssesanes
Review Of terature.........coeeveveueeerveermiscsnssnsisnsssssneesesnenns
Stroke risk factors, signs and symptoms of stroke.................
Knowledge and behavior............ccocruvevevrurcemrecivvennncrncnnnians
Interventions for changing stroke behavior............ccccccunue.
Definition 0f termsS.......cocovvreercrrneccreriressienrtsisseseaeesenane
3 METHODS.........cccoevirunnee veeeeseenes verveneasteasast bttt n e s
DESIGN......ceeceeerreeirenserssse ittt ns
Sample and SEttng........coereereevreecnesrnnisesiireesensieiesssasaens
INSIIUMENL......ccvieecrenririeetcecststrees e sssn e sesessassesnens
Validity and reliability of the
Framingham Risk Model..........c.covienmnnninnnencnnicccnnnnes
Stroke risk knowledge........cocecverrnenercnnncniinenenceneeeennen
SEIOKE FISK. ...ocmeeeerecemeeeereniesscereneseesssscssnsssseseneassssssasess
Validity and reliability of instrument.............cooeeercererennne.

Procedure

............................................................................

v

11
11

18

23
32

34

34
35
39

39
41
41
43



4 DATA ANALYSIS......tineetrrerenne

Statistical techniques.........c.coeevveercrennien. reerreasresnsssannenes veues

Research questions........... veeeeaeaens cerrereeesaesananes creerenresnrenees
Other findings.......... creveennns revesesteseaeasesesnereshesssrsssssssasnasens

5 DISCUSSION.....ccvuinrriirencrnnenisnnennrsnrasssnisennas ceersesinessrernesnens

Discussion of findings.........ccceeveeeeerreesereerieesrirnnsensssesnsesnns
Fit of framework.......... erereeresseseeaeserbeseteraasbteesresrasbtenasntes
Limitations.......c.oceeersuenen reerterssessessessaesnsersisnaneraaseerasaeestans "
Implications.........ccocevervirinrneirrecncenenes rereeereeaserentesenesesnestes
CONCIUSION. ..cvereeeeerrireecreneeeeeeraereaasnesesanessessaesssernesesasnses

APPENDICES..........ccceevereenennee. seersensreencecnes cesrecesrses ceorsreenens ceesererenetrsenernorereseces aers

REFERENCESn.u.u. ...... ssesseressre T T P T R T D T L Y seesesesecsscrecnttesessotasnne

48

48
51
54

58
58
61
62
63
64
65

92



List of Tables

Table | Demographics of Rural Adult Population..............eeeeeeveenecvevcnerceerereneenenee 37
Table 2 The Ability to Identify the Signs and Symptoms of a Stroke.............cccucueunen. 49
Table 3 The Ability to Identify Risk Factors for Stroke.........cccccouemveeurirrnvrerernnerccnrennncacs 50
Table 4 Significance of Age and Gender on Knowledge of Signs and

Symptoms Of Stroke and Knowledge for Risk Factors for Stroke..................... 52
Table 5 American Heart Association Risk Scores for Age and Gender.......................... 53

Table 6 Gender Differences in Identifying Signs and Symptoms of
Stroke and Risk factors for stroke............... reevesssseeneraetr st besaasranaeassesasens 55

Table 7 Age Group Differences in Selection of Signs and Symptoms of
Stroke and Risk Factors for Stroke..........ccceeeeeeevncenvrcssneenecenccersceeecscranenene 57




List of Figures

Figure 1 Revised Health Promotion Model............ooueemeeininiecirc i



List of Appendices

A QUESLIONNAITE. ........covereeeeerecnrceuereenenracncesessessansesssarsesersossassssseresssssssssnsesesessassssssssssnes 65
B E-mail correspondence from AHA.............ooeivcnninnierniei e rensesesenes 70
C  AHA StroKe MiSK tOOL......occvimirmveeieinniisintisicnictrnnecsesinesnenstsssaseresssss s ssnessasanssens 71
D Feedback from physicians caring for stroke patients...........ccoeceucvereervirricrccecseennens 73
E Verbatim instructions for preliminary samphing...............ccoeveeuverirererecrcsereensucncrcsereennes 78
F Pilot study explanation lEtter............c.ovcveveuereerencncsverssesisunsensmsiersseevesessessnesesessnss 79
G Pilot study consent fOrmL........co.coeveeeeereescccivencnnnnrrnssssssestesssesssessssesnssesens 81
H Formal study explanation letter trereeesteneenseaertestestete s aresane e se st e asetesaaararstsasases 82
[ Formal study cOnSent fOrML..........coevererererrercreriseetrnerecnesessaesesssssnsassescessssnsasasnensacose 84
J Patient information from AHA.... reemsaseteneas s s ben et st b be bbb eb st saa b 85
K Verbatim instructions for testing procedure. 87
L Correspondence with Carson City Hospitals.........c.cccoevcevernrnicrsnnenninnicccnncnenne 88
M Permission from Nola Pender ...........oecceueemomciiccriieceniinescesnenssensnsacanens 89
N Permission from Appleton & Lange . 90
O Permission from American Heart Association 91
P Index card indicating interest in study results...........cccccevrnerrrinvrrercnnne. . R



ABSTRACT
KNOWLEDGE ABOUT STROKE IN
ADULTS FROM RURAL COMMUNITIES
by Julie Billett
Fifty middle to low-income adult clients of a rural family care center were surveyed in a
descriptive correlational study in order to determine their abilities to identify the signs and
symptoms of a stroke and their knowledge of stroke risk. Additionally, Pearson’s Correlation
Coefficient was used to ascertain whether the participants’ level of knowledge was related to their
actual stroke risk, as identified by the American Heart Association’s Stroke Risk Tool.
Descriptive analysis of the item responses revealed that the percentage of the sample correctly
identifying individual signs and symptoms ranged from 44 to 77%. When actual stroke risk was
correlated with knowledge of stroke risk and knowledge of stroke signs and symptoms, no
relationship was found.
This sample’s knowledge regarding stroke, representing a personal factor in Pender’s
(1996) Health Promotion Model, was low. Educational intervention is recommended to enhance

overall health.
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CHAPTER 1

INTRODUCTION

Stroke, or a cerebrovascular accident (CVA), is the irreversible damage caused to
the brain from a thrombotic, embolic or hemorrhagic event. Strokes are the third leading
cause of death in the United States (U.S.) and represent the number one cause of serious
long-term disability (American Heart Association, 1998). Fortunately, the risk factors for
a stroke are preventable and/or controllable. Unfortunately, public awareness of these risk
factors is low. Only 3% of respondents, in a Stanford University poll, could define what a
stroke was. Thirty-eight percent did not know what region of the body caused a stroke
and 60% were not aware of the need for immediate treatment (Mahady, 1998).

Tissue plasminogen activator (TPA) is a thrombolytic agent that will expedite clot
lysis and restore normal blood flow, thereby limiting brain injury. In 1996 the Food and
Drug Administration (FDA) approved TPA for the treatment of an ischemic stroke. The
treatment needs to be initiated within the first three hours of the onset of stroke signs and
symptoms (Starkman, 1997). Unfortunately, 75% of patients are not aware of the need
for immediate treatment.

In addition to their lack of awareness of treatment, many patients are not even

aware of the risk factors of a stroke (Medical Tribune Cardiovascular Disease, 1998).



Examples of risk factors are hypertension, smoking, heart disease, high cholesterol, excess
alcohol intake, obesity, sedentary lifestyle, diabetes, use of oral contraceptives, and stress.
Many of these controllable risk factors of a stroke can be eliminated by simple lifestyle
changes. These changes include monitoring blood pressure, abstaining from smoking
cigarettes, recognizing and treating diabetes, keeping an alcohol intake at a moderate
level, eating a diet that is low in fat, cholesterol and sodium, having regular medical
checkups and maintaining a physically active lifestyle (American Heart Association, 1998).

It is well within the scope of practice of nurses to educate patients to these lifestyle
changes. Advanced practice nurses (APN) services include emphasis on health promotion
and disease prevention (Ditillo, 1998). The APN role enables nurses to educate and
coordinate efforts that promote change in the patient population. In addition to educating
the patient, family and extraneous influencing factors must be considered, by the APN, to
effectively make a difference in the heaith and overall well-being of patients. To develop
an effective education plan for the patient, the current knowledge base must first be
determined. Patients who are lacking in knowledge regarding stroke signs, symptoms and
risk factors are at higher risk for a stroke.

Susan Reece (1998) outlines the need for community analysis before developing
an intervention. She defines community as “a dynamic interdependent system
characterized by norms, roles, and established methods of resource allocation. A
community could include student, faculty, or staff of a school; patients, providers, or staff

of a health care system; employees of a business; and inmates or staff of a prison.” (p. 49).



A seven-step process is utilized to develop a community analysis:

1. Identify the community or target group.

2. Establish the purpose of the assessment.

3. Determine the scope of the assessment.

4. Gather data on the community or target group by defining:

- community
- the people
- the health issues of concern.

5. Analyze the data.

6. Validate the findings.

7. Develop a community diagnosis. (Reece, 1998 pp.49, 53-56)

In closing, Reece summarizes that a community analysis and health planning offer
exciting opportunities for practitioners who want to broaden their practice role and
become involved with health promotion and risk reduction of entire groups as well as their
individual patients. This article clearly outlines the process for gathering data and
developing an intervention for a target population. Reece’s article parallels well with the
intentions of this research study on stroke knowledge and risk factor awareness.

The purpose of this study was to identify patients’ knowledge of their risk for
stroke and their ability to identify the signs and symptoms of a stroke. Additionally, the
American Heart Association’s stroke risk tool was used to identify the patients’ actual
stroke risk. This information will be used later in an educational program to increase

patient knowledge regarding stroke risk factors and the signs and symptoms of a stroke.



CHAPTER 2

LITERATURE AND CONCEPTUAL FRAMEWORK

Conceptual Framework

The Health Promotion Model (HPM) provided the framework for this study
(Pender, 1996). The HPM is a framework developed to assist in the exploring of the
correlation between variables involved in the performance of health promoting behaviors.
Nola Pender first started developing this framework in the early 1980s. It has since
evolved and was revised in 1996. The HPM incorporates constructs from expectancy-
value theory and social cognitive theory.

Expectancy-value theory was described by Feather (1982). It states that a person
will engage in a given action and persist in it until () the outcome of taking action is of a
positive personal value, and (b) based on available information, taking this course of
action is likely to bring about the desired outcome. Also, most persons will not persist at
an action if it is felt to be unattainable.

Social cognitive theory by Albert Bandura (1986) places major empbhasis on self-
direction, self-regulation, and perceptions of self-efficacy. Behavior is not strictly driven
by internal factors nor controlled by external factors. It is a combination of both, which

help to determine choices regarding health promoting behaviors.



In order to assess or predict a patient’s desire to actively change his/her behaviors
and/or environment, we need to understand what mfluences the desire to make changes.
The HPM (see Figure 1) identifies 10 categories of variables that can be influencing
factors on health promoting behaviors.

The variables of prior related behavior and personal factors fall under the broader
category of individual characteristics and experiences. Prior related behaviors can
potentially influence future behaviors based on the frequency of the prior behavior.
Personal factors can be biologic, psychologic and sociocultural. Even though personal
factors can affect and predict health behaviors, they are seldom included in intervention
strategies because some personal factors cannot be modified.

The variables of perceived benefits of action (plans to act are based on the
perceived benefits of that action), perceived barriers to action (plans not to act are based
on perception of barriers to the action), perceived self-efficacy (the belief in oneself to
achieve), activity-related affects (feelings that occur from the given activity), interpersonal
influences (the influences of family, peers, providers who can influence a person’s choice of
activities), and situational influences (personal perception of the situation can effect the
behavior), all fall under the category called behavior-specific cognitions and affect.

All the above-mentioned variables potentially can lead to the behavioral outcommne.
Immediate competing demands (low control) and preferences (high control) and the
commitment to a plan of action directly influence health promoting behaviors. Health
promoting behaviors can be defined as behaviors that lead to achieving full health potential

(Pender, 1996).



Pender (1996) proposes that prior related behavior has direct and indirect influences
on behavior. Perceptions of self-efficacy, benefits, barriers, and activity-related affects exert
indirect as well as direct influences on behavior.

In the revised HPM (Pender,1996) the personal factors have been classified as
biologic, psychologic and sociocultural. Because there are so many different possible
personal factors, it is recommended that only the personal factors relevant to the research
study be utilized. Personal factors are proposed to have direct influences on behavior
cognitions and affect as well as on health promoting behaviors.

Behavior cognitions and affect are a group of variables that are extremely influential
to a person engaging in health promoting behaviors. This group of variables is also viewed
as the prime area for nursing intervention to aid the client in change. These variables
consist of perceived benefits of action, perceived barriers to action, perceived self-efficacy,
activity related affect, interpersonal influences and situational influences. The variable of a
commitment to a plan of action will lead directly to the proposed behavioral outcome only
if the variable of immediate competing demands and preferences does not interfere in the

desired behaviors.
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In this research study, information was gathered on patient knowledge of their risk
for stroke, as well as their awareness of the signs and symptoms of a stroke (personal
factors in the HPM).

Other data gathered include demographic data, family history of strokes, personal history
of stroke and other personal heaith data, such as history of, or currently being a smoker,
hypertension, cardiac disease, and physical activity levels. These gathered data represent
the HPM concepts of personal factors and prior related behaviors. The framework to this
study, provided by the HPM, then illustrates possible ways to intervene to increase health
promoting behaviors that can reduce the risk of a stroke.

The first step in developing any intervention is to gather data and to assess the
patient’s knowledge base. This study used a descriptive, non-experimental design to gather
self-reported data within the framework of the HPM. In future work the data can be
utilized to strategically develop an education program designed to address the specific

areas of knowledge deficits.
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Review of Literature

Many studies have been published on various stroke topics. Specifically, studies
were considered that have dealt with the topics of stroke risk knowledge, and the signs
and symptoms of a stroke. How knowledge influences behavior was also explored;
specifically, how knowledge can or cannot change the behaviors that can lead to increased
risk for stroke. Finally, interventions that may or may not have influenced the factors
related to stroke risk were examined. Each area is summarized below.

Stroke Risk Factors . Signs and Symptoms of a Stroke

A review of the literature was done on the topics of public awareness of stroke risk
factors and the signs and symptoms of a stroke. A varied group of studies were reviewed.
Some studies excluded those with stroke risk factors and some included those with stroke
risk factors. In one study, ethnicity and gender was a factor and in another study only
smokers were assessed. Overall, a diversified sampling of literature was reviewed.

Public knowledge of stroke warning signs and risk factors were assessed in a study
done by Panciol, et al. (1998). The design of this study was a population based telephone
interview survey using random digit dialing. It was conducted in Cincinnati, Ohio in a
metropolitan area felt to be similar to the United States overall in age, sex, percentage of

black Americans, and economic levels.
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The effects of demographics and the presence of risk factor influence on the
respondents’ knowledge of stroke warning signs and risk factors were evaluated using
logistic regression. Variables considered were age, race, sex and level of education, as
well as self-reported risk factors of current smoking, past smoking, hypertension, diabetes,
and history of stroke or transient ischemic attack. The authors used criteria from the
National Institute of Neurological Disorders and Stroke to define five warning signs of a
stroke:

1. Sudden weakness or numbness of the face, arm, or leg

2. Sudden dimness or loss of vision

3. Sudden difficulty speaking or understanding speech

4. A sudden severe headache with no known cause

5. Unexplained dizziness, unsteadiness or sudden falls.

With only these warning signs to choose from, 57% correctly listed one sign, 28%
correctly listed two or more signs, and only 8% correctly identified three signs of a stroke.
The age of the participant was significantly related to knowledge about the warning signs
of a stroke. In the group aged 75 years and younger, 60% could identify at least one sign
of a stroke. For the group of participants over the age of 75 only 47% could identify a
sign of a stroke.

The participant’s age was also linked to the ability to identify risk factors of a
stroke. In the group aged 75 and under, 72% identified at least one risk factor for stroke.
In the group older than 75, only 56% of participants could identify at least one risk factor

for a stroke. Overall, using logistic regression Panicioli et al. (1998) found that age

12



(OR= 0.6), female sex (OR= 1.5), higher levels of education (OR= 1.4), past history of
smoking (OR= 1.3), history of hypertension (OR= 1.2), and history of previous stroke
(OR= 1.9) were significantly associated with knowledge of stroke risk factors.

Despite current educational campaigns, public knowledge regarding the signs,
symptoms and risk factors of a stroke is inadequate. Surveys of the general public suggest
that up to 27% of the adult population do not know a single sign or symptom of a stroke
and up to 25% do not know a single risk factor (Kothari et al., 1997). Kothari et al.
(1997) interviewed people presenting to an emergency department (ED) with potential
stroke to determine their knowledge at the time of symptom onset regarding the signs,
symptoms, and risk factors of a stroke. Of the 163 potential stroke patients, 36% thought
they might be having a stroke before ED arrival. Of these patients, 49% realized that a
stroke was due to an injury to the brain. Of the 163 patients, 39% could not identify a
single sign or symptom of a stroke. Knowledge regarding the risk factors for a stroke
were no better than that for the signs and symptoms of a stroke. Of the total patients, 43%
did not know a risk factor for a stroke and only 26% could identify more than one risk
factor. Even in the 124 patients with a history of hypertension, only 31% identified
hypertension as a risk factor. The authors also found that the elderly participants, who are
at highest risk for stroke, were the least knowledgeable regarding a stroke.

Samsa et al. (1997), assessed awareness of stroke risk in patients who were at
increased risk for stroke. The criteria for inclusion in the research study were a history of a
stroke, transient ischemic attacks (TLAs) or exhibiting conditions that would predispose

them to a stroke, such as atrial fibrillation, hypertension, and heart disease. Three different
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sites were used for data collection. One site used in-person interviews while the other two
sites used phone interviews.

Frequencies and cross-tabulations were used to report descriptive results. The
relationships between knowledge of stroke risk and age, race, sex, income, education,
marital status, symptom status (stroke, TIA, asymptomatic), physical function, disability,
and depression during the last six months were evaluated. Chi-square was used to assess
univariate associations between each variable and the knowledge of stroke risk. A
logistic regression model that included all variables was then utilized to examine
variables’ relation to knowledge.

The univariate statistics indicated symptom status, age, current health, physical
function, and depression as being strongly associated with the knowledge of stroke risk
(p < .01 for each comparison). Logistic regression indicated symptom status, age, and
current health status as the strongest predictors of knowledge of stroke risk (p <.001).
Depression was also statistically significant (p = .01) for knowledge of stroke risk
(individual statistics not provided in the article) (Samsa et al., 1997).

The authors aiso compared knowledge by age group and perceived health status.
They found that 50% of patients less than 65 years were aware of their risk for stroke but
only 30% of patients more than 65 years were aware of their risk. In total, 41% of those
studied were aware of their risk for stroke. Patients who reported that they had poor
health were more aware of their risk for stroke (66%) compared to those who self-
reported excellent health (31%) (Samsa, et al., 1997). These findings can lead one to

assume that those who believe they are in good health may underestimate their risk for
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stroke. Thus, there is a need for increased public awareness of stroke risk.

A limitation to this study was the sampling design, as it does not reflect a random
sample of those at risk for stroke. Participants tended to have high levels of education
(49% had some college) and income (median income was $30,000). Also, another
limitation is that the participants were only asked if they were at risk for stroke. They were
not asked to provide details about the degree of their risk for stroke. Some may have
answered yes or no depending on their perception of risk. For example they may
acknowledge, on questioning, that high blood pressure is a stroke risk but their high
blood pressure is not high enough to be a stroke risk.

Making patients better aware of their increased risk for stroke is a first step toward
improving stroke prevention practice. Health care providers can play a crucial role in
providing the necessary information to help increase patient awareness of stroke risk
factors. From there, the patient education and stroke prevention can be put into practice.

Ayanian and Cleary (1999) examined smokers’ perception of their risk for heart
disease and cancer. A total of 3031 adults from age 25-74 years were interviewed. Of
these, 737 were smokers, 868 were former smokers, and 1426 were non-smokers. Of the
smokers, only 29% perceived that they were at increased risk for heart disease. Of the
former smokers, only 15% perceived any increased risk. This percentage was the same for
non-smokers. Among heavy smokers (> 40 cigarettes in a day), 39% perceived that they

were at increased risk of heart disease.
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Ayanian and Cleary, (1999) pointed out three limitations to this study. First,
questions regarding health risks were asked separately from the questions about smoking,
so the data may reflect overall risks of heart disease and cancer as opposed to risks
directly related to smoking. Second, cancer risk was assessed for all types of cancer and
not for cancer specifically linked to smoking. Thirdly, patients may have varying degrees
of risk for heart disease because of risk factors for heart disease other than smoking.

Despite attempts to educate smokers about their risk for disease, most do not
perceive themselves to be at risk. Smoking remains the most important preventable cause
of cardiac disease. Health care providers need to assess patients’ perceptions of personal
risk in order to be able to intervene and provide smoking cessation counseling.

Stroke risk factor knowledge was assessed in Hispanic and non-Hispanic women in
New Mexico. This study was done by Kattapong, et al. (1998), in part to determine why
Hispanic women in New Mexico had recently experienced an increase in cerebrovascular
disease mortality as compared to non-Hispanic white women. The authors were trying to
determine if stroke knowledge is affected by ethnicity, having had a stroke, or having one
or more risk factors.

A stroke risk factor knowledge survey was administered to 215 hospitalized
women, 40 years and younger. [tem responses were compared among groups based on
ethnicity, stroke or non-stroke diagnosis, and having or not having history of
cardiovascular risk factors. Spontaneous reporting of stroke risk factors was poor among

Hispanic and non-Hispanic groups. Stress, not a risk factor for stroke, was reported most
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often as a stroke risk. Fifty percent of the total respondents reported stress as a risk
factor. Age, a risk factor for stroke, was only reported by 3% of the respondents as a risk
factor. Patients in all groups were able to correctly identify stroke risk factors, from a
given list, better than being able to spontaneously report the risk factors. Ninety-seven
percent identified hypertension as a stroke risk factor while diabetes mellitus, at 63%, was
the least recognized risk factor. Patients did less well at identifying factors not related to
stroke.

Two-way analysis of variance was used to determine whether composite
knowledge scores differed among patient groups. For stroke and non-stroke patients, the
mean score determined from the ANOVA for stroke patients was 6.7 and the mean for
nonstroke was 6.8, which is not a significant difference (p =.74,). Combining stroke
diagnosis with ethnicity, they found no significant difference (p = .21) between non-
Hispanic whites (M = 6.9) and Hispanics (M = 6.4). For risk factor knowledge scores,
women with prior history of cardiovascular disease risk (M = 6.6) did no better than
women without cardiovascular disease risk (M = 6.5). No significant interaction was
found between risk factor status and ethnic group (p =.36) This study did not provide
standard deviations in the given data. (Kattapong, et al., 1998).

Limitations of this study include uncertain validity of the questionnaire, since no
standardized stroke risk factor knowledge assessment tool exists. Additionally, the results
of this study are not assumed applicable to other groups, such as men, other ethnic
groups, other age groups, or healthy community members. In conclusion, the authors

state that they found stroke risk factor knowledge to be inadequate in all groups of women
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interviewed. They determined that there is a need for education on the risk factors for a
stroke, and that education programs specific to a given population are needed.

In this review, one study found that increasing age, female gender, white race,
higher education levels and a history of hypertension increased awareness of stroke risk
factors and signs and symptoms of a stroke (Pancioli et al., 1998). But these findings did
not hold up in the other studies reviewed (Ayanian and Cleary, 1999; Kattapong, et al.,
1998; Kothari et al., 1997; and Samsa et al.,1997). In research involving Hispanic and
non-Hispanic women, both were found to have knowledge deficits regarding stoke. The
elderly were found to be the least knowledgeable, even though they were at greatest risk.
Finally, smokers were found to be very poor at perceiving their increased risk for stroke.
Overall, the reviewed data suggest that much education needs to be done to increase

awareness of stroke risk factors and the signs and symptoms of a stroke.

Knowledge and Behavior

Studies on human behavior and the effects of knowledge on some behaviors were
reviewed. Through education, knowledge can be gained. When this knowledge is applied,
behaviors can be influenced. This premise was investigated by Wray, Herzog, Willis, and
Wallace, (1998) in a study from the field of sociology, researching the effects of education
on health behaviors. Specifically, the authors were considering whether education affected
smoking cessation. The incident of having a heart attack was viewed as a crisis situation,
and a potential trigger for change in behavior. The hypothesis being tested was that

“middle-aged adults with more formal education will stop smoking more readily than
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middle-aged adults with less education following the experience of a heart attack.” (Wray,
Herzog, Willis, & Wallace, 1998).

Wray, Herzog, Willis, and Wallace (1998) examined many variables in this study,
but this review will address only the ones pertaining to the effects of knowledge on
behavior. This study was conducted between 1992 and 1994 and included 2,391 adults
between the ages of 51-61 who had suffered heart attacks and who were smokers. They
were interviewed in 1992 and again in 1994. Data regarding their smoking status were
gathered. A larger sample of 8,656 adults who had histories of heart attacks but were not
all smokers was used to gather demographic data and to be used as a comparison group.

Logistic regression was used to examine relationships among the variables.
Middle-aged adults without any smoking history had fewer risk factors for heart disease
and had higher education levels. Highly educated people were less likely to have started
smoking (p <.001).

In 1994, the data gathered on smokers who had a heart attack in 1992 were
analyzed to evaluate who had stopped smoking and who continued to smoke. Heart
attack alone was found to be a significant (odds ratio = 1.412 ) predictor of smoking
cessation, but education alone was not a significant (odds ratio = 1.007 ) predictor of
smoking cessation. The effects of education and heart attack together were essentially the
same as heart attack alone (odds ratio = 1.436 ). An interaction term for education, heart
attack and smoking cessation was introduced into the analysis (Wray, Herzog, Willis, &

Wallace, 1998). The interaction term was significant and positive (odds ratio = 1.442).
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A limitation to this study was that the data regarding history of heart attack was
self reported, and therefore can only be as accurate as the person’s knowledge or recall of
his/her heart attack status. Another limitation, is that the data on smoking cessation
between 1992 and 1994 were gathered without asking when the person quit, so
theoretically they could have quit for as little as one day. Also limiting this study was that
other long-term health problems were not controlled for as potential influences on
smoking cessation.

In conclusion, the authors state that they expected to confirm other studies
showing increased levels of education leading to enhanced health. But they were surprised
by the finding that a life-altering event such as heart attack, in conjunction with increased
levels of education, would lead to greater positive health choices such as smoking
cessation. Overall, this study supports the idea that increased knowledge does have a
positive effect on limitation of adverse health behaviors. This suggests that the people who
have had life altering events will be more susceptible to interventions to decrease stroke
risk factors. This would be an area that would benefit from further research.

A brief report in the MMWR (1999) reviewed the prevalence of physician
counseling about behavioral modifications to reduce risk for heart disease and stroke.
Specifically, dietary advice and exercise advice were assessed. A phone survey was
conducted in seven states and Puerto Rico involving 20,847 people, aged 18 years or
older. They were questioned regarding a history of dietary and exercise advice from their
physician. They also reported if they were then following the advice, and what their heart

disease prevention behaviors were.
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Overall, 41.5% (95% CI = + 0.9) of the respondents reported receiving dietary
advice from their physician. Of these 66.9% (95% CI = +0.9) were engaged in healthy
eating habits to decrease their risk for heart disease. Of the respondents, 42.3% (95% CI =
+ 0.9) reported receiving physician advice on exercise to reduce their risk for heart
disease. Of these, 60.7% (95% CI = + 1.0), reported an increase in their exercise habits.

The number of respondents reporting a history of heart disease or stroke was 7.5%
(95% CI =+ 0.5). Ofthese, 73.8% (95% CI = + 2.8) reported receiving advice from their
physicians regarding dietary changes to decrease further risk of heart disease. Also, 70.3%
(95% CI = + 2.9) reported receiving exercise advice. In people who did not have a
history of heart disease or stroke, the percentage who received dietary counseling was
38.9% (95% CI =+ 1.0) and exercise advice was 40.0% (95% CI =+ 1.0).

Of the persons who reported receiving physician dietary advice, 82.8% (95% CI =
+ 1.1) reported changing their dietary habits as compared to 55.6% (95% CI = + 1.3) of
persons, who did not report receiving this advice. Of the persons who reported receiving
physician exercise advice, 74.7% (95% CI = + 1.3) reported that they were exercising
more as compared to 50.5% (95% CI = + 1.3) who did not receive this advice.

This study was limited however, in that the gathered data did not reflect the depth
or quality of the counseling. Also, there is bias because the data were self-reported and
are subject to recall bias and over reporting or under reporting of behaviors and existing
disease. Nevertheless, a higher percentage of persons who received physician counseling
on diet and exercise reported engaging in the respective risk-reduction behavior. This

emphasizes the importance of education for reducing risk factors for stroke and heart
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disease. Health care providers should counsel all their patients on prevention measures of
heart disease and stroke (MMWR, 1999).

This study demonstrates the importance of counseling patients regarding diet and
exercise regardless of their risk for stroke. It appears that patients respond favorably to
interventions from health care providers stressing the importance of diet and exercise.
Health care providers need to be educated regarding the importance of their influence on
their patients, so that they may provide the appropriate counseling.

Daley et al. (1997) reported on the delay of the public in seeking treatment for
stroke and on delays in the medical community in initiating treatment for stroke. The
paper described the education programs developed at the eight centers of the National
Institute of Neurological Disorders and Stroke. A community needs assessment was the
initial step in preparing a community education program. Later, basic strategies were
individualized to fit each community. The basic strategies were identified as:

* Promotion of recognition of stroke onset, emergency response, and risk factor
reduction

* outreach to a wide range of audiences of all educational and economic levels

* development of cost-effective, broad-based educational opportunities
throughout the community and more remote referral areas using a variety of
media and methods

* maximization of available resources to obtain these goals (Daley et al., 1997).

The authors (Daley et al., 1997) state that there were no standardized approaches

to evaluate quality and effectiveness of education efforts at the eight study centers.
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Anecdotal observations suggested a trend toward increased knowledge. The various
different communities assessed the response to education in different ways. One
community did an informal telephone survey which did indicate an increase in awareness
of stroke risk and signs and symptoms. Another community indicated that they were
seeing an increase in awareness as more education programs were developed within the
community.

Overall, the authors conclude that further exploration and refinement in the stroke
education process is needed. In order to change behaviors that lead to stroke, education
needs to be tailored to the individual as well as to the community as a whole and not only

the lay community but the medical community as well.

Interventions for ing Stroke Risk Behaviors

Studies that addressed interventions for changing stroke risk behaviors were
investigated. These interventions consisted of dietary changes and various physical activity
programs, as well as a combination of both. Also, education as an intervention was
investigated. Individual patient education was explored and an entire community education
project.

A study done by Edmundson et al. (1996) examined the effects of an intervention
on the personal determinants of diet and physical activity behaviors. The data used were
obtained from the Child and Adolescent Trial for Cardiovascular Health (CATCH) study

(Perry et al., 1990). The CATCH study was conducted at 96 schools at four study sites in
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California, Louisiana, Minnesota, and Texas. It involved a school-based intervention to
decrease or prevent the formation of habits that lead to the development of cardiovascular
disease.

The techniques used in the intervention included behavioral modeling, skills
training, practice, reinforcement, eliciting social support, goal setting, social norm setting,
and improved access to the needed resources to put the desired behaviors into action. The
intervention was designed to examine the personal, environmental and behavioral factors
that had been identified as possible determinants of diet choices and physical activity
levels. The intervention was delivered through education programs in the school. This
consisted of a health education program, a physical education program, a school wide
non-smoking policy and a school food service program.

Testing of the intervention was done via a questionnaire given to 6,956 students at
the beginning and the end of the third grade. The questionnaire was also administered in
the two subsequent years. The questionnaire measured dietary intention, which is defined
as the intention to choose heart healthy foods. An account of usual food choices was
obtained. Dietary knowledge for heart healthy food was assessed. Perceived support for
physical activity was measured as either negative or positive. Social reinforcement for
healthy food choices was assessed. Dietary and physical activity self-efficacy were
measured to determine how confident the children were in being able to make the right
choices. A positive effect of the intervention on diet choices was observed, with
improvement in knowledge, intentions, self-efficacy, usual behaviors and perceived social

reinforcement for healthy food choices (p < .0001) for each of these five personal
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determinants. The improvements in physical activity were not sustained throughout the
testing period, after the first year. Various theories as to why were addressed in this
study. Possibly, this was related to the study being done in the classroom and not in the
gym. Also, adequate resources available to participate in organized physical activities was
not looked at (Edmunson, et al, 1996).

Overall, this intervention was successful in changing the psychosocial variables
that might influence the formation of risk factor behaviors for cardiovascular disease.
Since risk factors for cardiovascular disease starts early in life, interventions begun with
school age children can have far reaching positive outcomes. This study demonstrated that
by using the CATCH model, the psychosocial determinants of behavior could be
addressed and altered in a positive way.

A limitation of this study was the expense and time involved in such a lengthy and
involved intervention. Possibly, by modifying this study and incorporating education
about healthy food choices, adequate activity levels and non-smoking policies to our
schools curriculum, we could have a positive influence on our children’s long term risk for
stroke. Also, parental support data was not gathered so there is no way to discern if
parental influence was a positive factor in this study.

Dietary interventions were the topic of a meta-analysis done by Brunner et.al.
(1997). Seventeen studies on dietary interventions of at least a 3-month duration, were
reviewed. The dietary intervention consisted of dietary advice. This advice was given by
dieticians and/or health care providers during patient care visits. The data that were

measured from these studies were self-reported changes in fat consumption and the
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biophysical measurements of blood cholesterol, urinary sodium, and blood pressure
parameters. The scores from the contro! group were then subtracted from the intervention
scores obtained at 3 to 6 months and 9 to 18 months. Results from the 9 to 18 month
groups showed a change of -.22 (p <.01) for blood cholesterol and a change of -1.2 mm
Hg (P =.09) for diastolic blood pressure (Brunner, et al., 1997). All results supported
dietary interventions as a means to decrease risk for heart disease.

Physical activity was the behavior studied in a clinical trial conducted by Dunn et
al. (1997). Two types of physical activity interventions were compared to determine if one
was more beneficial than the other in improving cardiovascular risk factors. The first
intervention was a lifestyle physical activity counseling intervention, and the other was a
gym-based intervention. Both lasted for six months. At initiation of the study and at six
months, blood cholesterol, blood pressures, and body fat composition, as well as cognitive
and behavioral measures were assessed.

The Centers for Disease Control (CDC) and the American College of Sports
Medicine (ACSM) have guidelines that recommend 30 minutes or more of moderate
intensity physical activity 5-7 days a week in order to decrease risk for cardiovascular
disease. After six months both groups (p < 0.05) were meeting or exceeding the
recommendations of the CDC and the ACSM. Both groups showed a significant change
in blood cholesterol, blood pressure and body fat composition (p_< 0.05 for all three
measurements). (Dunn, et.al. , 1997). There were significant (p < 0.05) relationships

between achieving the CDC/ACSM criteria and use of the behavioral/cognitive measures
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(self-efficacy, benefits and barriers, substituting, enlisting, rewarding, committing and
reminding). This was true for both groups.

The authors indicate theirs was the first randomized clinical trial demonstrating
that a lifestyle approach to increasing physical activity is effective among adults (Dunn, et.
al., 1997). They conclude that counseling for physical activity is as effective as a gym-
based program in reducing the risk for cardiovascular disease. Further, this type of
counseling intervention may be more cost effective than a gym-based program.

Twao other studies investigated the link between physical activity and stroke. The
Harvard Alumni Health Study (1998) by Lee and Paffenbarger and The Northern Manhattan
Stroke Study (1998) by Sacco et al. both gathered data regarding physical activity. The
Northern Manhattan Stroke Study utilized a broader population base which included men,
women, people of different races and a wider range of ages. The mean age was 69.9+ 12
years. Of these, 57% were women, 18% whites, 30% African American, and 52% Hispanic
(Sacco et al., 1998). The Harvard Alumni Health Study specifically looked at men only. The
average age of the men was 58. Race was not mentioned in the Harvard Alumni Health
Study but was presumed to be primarily white.

The Harvard Alumni Health Study was a prospective cohort study of 11,130
Harvard University alumni. Data were gathered via a questionnaire in1977 and again in
1988. Death certificates were obtained through 1990 to determine if cause of deaths were
stroke related. Cox proportional hazards of regression were used to estimate the relative
risks (Lee & Paffenbarger, 1998). The Northern Manhattan Stroke Study, was a population

based incidence and case control study. The case subjects had first time strokes and the
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control subjects were randomly digit dialed with 1:2 matching for age, sex, and race.
Physical activity was recorded through in person interviews. Conditional logistic regression
was used to calculate odds ratios (Sacco, 1998).

Although different methods were utilized to analyze the data the conclusions were
essentially the same; physical activity was found to be associated with lower risk for stroke
in both studies. In addition, both studies found that higher expenditures of energy
corresponded to decreased risk for stroke. In the Northern Manhattan Stroke Study this also
held true for all participants and not just the men. These two ex post facto studies allow us
to conclude that physical activity is a constructive intervention to reduce the risk for stroke.

Stroke risk factor modification was examined in a study done by Joseph, Babikian,
Allen and Winter (1999). Data were reviewed over a two-year time span from the Stroke
Clinic of the Boston Veterans Hospital, to see if patients were following the
recommendations of their health care providers to stop smoking, lose weight, control
hypertension, control hyperlipidemia, control diabetes, and increase activity levels. Sixty-
one patients were followed for a total of 341 clinic visits. Data from the first and last visits
were compared to see if interval changes had occurred.

Of'the 61 patients, 83% had hypertension. Of these patients, 90% were on anti-
hypertensive medications at the first visit and 86% were on medications at the last visit. The
other hypertensives were not on medication. Regardless of the diagnosis of hypertension,
blood pressure readings were elevated in 58% of the patients at the first visit and in 50% at

the last visit.
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Weight measurements were obtained indicating that 67% of the sample population
was overweight at their first and last visits. Of these patients, 26% reported altering a
lifestyle practice in order to try to lose weight. Charts of 20 overweight patients were
reviewed for documentation of advice given on diet and exercise to improve body weight.
Of these 20 patients, only one achieved significant weight loss going from severely
overweight to moderately overweight. Blood glucose measurements indicated that 32% of
the patients had elevated blood sugars at the first visit and 30% at the last visit.

The majority of the patients studied, 65%, were not smokers. Smoking cessation
advice was documented in the charts of the smokers. During the study period none of the
patients quit smoking. Hyperlipidemia was found in 47 patients during the study period.
Fewer than half of these patients had target cholesterol levels at first and last visits. The
number of patients treated with lipid lowering agents during the study period was 15.

In a 24 months follow up period, 3% of the patients had a stroke and 25% had
transient ischemic attacks. One patient had a retinal artery occlusion. Manifestations of
heart disease were observed in 13% of the patients. These included ongoing/episodic
congestive heart failure, angina, coronary artery bypass surgery, or the development of atrial
fibrillation. There were no documented cases of myocardial infarction (Joseph, et al., 1999).

In conclusion, the authors (Joseph et al., 1999), state that although most patients
were asked to quit smoking, received advice regarding diet and exercise, and were
medicated for hypertension, elevated glucose, and cholesterol levels, their risk factor profiles
showed little improvement during the 2-year time period. They suggest that more effective

methods of controlling stroke risk factors are needed. A limitation to this study was that it
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was retrospective, and done on a veteran population, which may not be applicable to a
general population. More research into why this study was unsuccessful would need to be
done. Verification of why the education and pharmacological interventions for this
population did not work would be beneficial.

Another study on community education was conducted by Stern et al. (1999). This
study investigated the effectiveness of a community education program, consisting of a
slide/audio presentation alone or in conjunction with dialog from a trained individual. The
target population was 657 adults living in the community.

Knowledge of stoke risk factors and signs and symptoms were assessed using pre-
and post- testing. The results indicated that adding the dialog to the slide/audio showing did
not increase the knowledge any more than the slide show alone. Paired ¢ tests of persons
receiving both the pre- and post-test showed significant improvement in knowledge (p <
0.001). ANCOVA demonstrated that the knowledge improvement was similar across the
variables of sex, race, age, and education level.

In conclusion, Stern et al. (1999) state that there is a demonstrated need for
increased public understanding of stroke risk factors, signs and symptoms and the need for
rapid response to stroke symptoms. The slide/audio program appears to offer a brief,
effective, and easily used educational tool to increase stroke awareness and knowledge.

In summary, the review of the literature predominantly points to a need to increase
the public’s awareness of stroke risk factors and the signs and symptoms of a stroke. Some
of the literature reveals that increases in knowledge through education can lead to changes

in behaviors that influence the risk of a stroke. Also, different interventions, including diet
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programs, exercise programs, combinations of both, and education regarding a stroke, have
been successful in decreasing the risk for stroke. Health care providers are in a unique
position to be able to positively influence the behaviors of their patient population through
various education and intervention strategies.

Interventions specific to a patient population can be developed by investigating the
current level of knowledge on stroke risk factors and signs and symptoms of a stroke. By
utilizing the predetermined knowledge deficits the intervention can be made to address the
identified problem area. By using an such an intervention the chances of success will be
greater. This information will also be useful baseline data for comparisons of pre- and post-
intervention testing.

The questions to be investigated with this research study were: What are the given
patient population’s abilities to identify signs and symptoms of a stroke? What is the given
patient population’s knowledge of stroke risk factors? What is the patient population’s risk
for stroke? Does gender or age have an influence on these questions? Stroke risk was

determined using the American Heart Association’s stroke risk assessment tool.
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Definition of Terms
Stroke risk factors- as outlined by the American Heart Association include modifiable
(smoking, obesity, activity levels, control of diabetes, and hypertension) and non-modifiable
(gender, age, and race) risk factors. Throughout this study reference to stroke risk factors
refers to the modifiable risk factors.
Knowledge- (operational) knowledge was measured in this study via a questionnaire. A
checklist format was used to show recognition of risks for a stroke and the signs and
symptoms of stroke.
Knowledge- (conceptual) can be defined as “what one knows; the body of facts, etc.
accumulated over time; fact of knowing; range of information or understanding; the act of
knowing.” (Webster, 1993).
Stroke risk knowledge- the amount of information or understanding that a patient has
regarding the risk factors for a stroke.
Stroke risk- (operational) stroke risk was measured in this study via a questionnaire.
Demographic and factual data was gathered utilizing the American Heart Associations
stroke risk assessment tool. This tool weights the given answers in accordance to their effect
on stroke risk.

Personal stroke risk- a person’s risk for stroke based on how many stroke risk factors a

person has.
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Signs and symptoms of stroke- as identified by the American Heart Association include:
* sudden numbness or weakness on one side of the face or body,
*sudden confusion, trouble speaking or understanding
*sudden trouble seeing in one or both eyes
*sudden trouble walking, dizziness, loss of balance or coordination
*sudden, severe unexplained headaches
Stroke risk assessment tool- a mini questionnaire developed by the American Heart

Association to help determine a person’s risk for stroke.
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CHAPTER 3

METHODS

Design

This research study used a nonexperimental descriptive correlational design.
Independent variables were assessed utilizing a developed questionnaire. This study design
is the appropriate choice because there is no manipulation or control of the variables. Data
were gathered, then relationships among the variables were identified.

The challenge of interpreting correlational data is that, in the real world the many
different variables can be interrelated in many, very convoluted ways. What may seem
obvious on the surface may have many different causes on further inspection. Because of
this, the conclusions of correlational research are not as strong, as other types of research
designs, at predicting cause and effect relationships (Polit & Hungler, 1995).

Advantages to this type of research design, is that it is amenable to use in
circumstances when an experimental design would not be ethical. Correlational research is
an effective means for gathering large amounts of data in a given topic area. From this
gathering of data, correlations can be made to assist in finding solutions to the given

problem.
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In a correlational design study, external validity needs to be addressed. The research
results need to be applicable to an extended population. By gathering demographic data, as
well as the data needed for the study, we will be able to compare the study group to the
general population by using similar demographic data. The sample size and characteristics
cannot be so narrow that they are not applicable to the general population. The Hawthorne
effect is one threat to external validity. If a person answers the questionnaire in a certain
way because they think they know what is expected of them, the data gathered is not a true
reflection of the patient knowledge base. This can be avoided by not using leading
questions.

An example of interaction of history and treatment effect in this research study
would be if the gathering of information was done during “Stroke Awareness” month. The
gathered data may reflect the new knowledge learned during the recent stroke education in
the community and not offer a true reflection of the patient knowledge base. Data for this
study was not gathered after recent stroke education events.

Also, the way that the data are gathered needs to be addressed. Data need to be
gathered in the same manner as previous studies throughout all ensuing studies to decrease
the chance that the results could vary. In this case, the American Heart Associations stroke
risk tool was used to maintain a continuity of data gathering for comparison of current

results to previous studies.
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Sample and Setting
Data for this study were collected from a rural family practice clinic in north central

lower Michigan. The population in this clinic was predominantly middle to low-income,
Caucasian, men and women. Patients are cared for from the newborn period to death in this
clinic.

The original intention was to distribute questionnaires to 25 men and 25 women
within each age grouping. Due to fewer men willing to participate in the study, the
questionnaires were distributed to willing participants regardless of gender. Ultimately,
there were 31 male and 67 female respondents.

A convenience sample of 52 men or women between 25 and 50 years of age and 46
men or women between the ages of 51 to 75 were selected from the patients scheduled to be
seen during the designated weeks of the data collection. The original goal was to have
equal numbers of participants from each age grouping but after data collection it was
discovered that the younger group had six more participants. The patients who were eligible
for entrance into the study were offered the opportunity to participate. Prior history of
stroke was a reason for exclusion from the study. It is felt that prior history of a stroke
would bias patient answers, as theoretically they should have more stroke risk knowledge
and awareness, because of their treatment for this condition.

The sample size of the studied population was 98. One hundred questionnaires were

distributed with 98 returned. The demographics of this population are outlined in Table 1.
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Table 1

Demographics of Rural Adult Population

Demographics n (%)
Geader

male 31 31

female 67 68
Age

25-50 years 52 53

51-75 years 46 47
Race

White 95 97

Hispanic/Latino/a 2 2

African American 1 1
Marital status

married 80 82

divorced/separated 10 10

widowed 5 5

never married 3 3
Live Alone

no 90 92

yes 8 8
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Demographics of Aduit Rural Population - continued

Family income

Under 10,000
10,001-20,000
20,001-30,000
30,001-40,000
40,001-50,000
over 50,000

Perceived health status

excellent
very good
good

fair

poor

Education level

Work status

did not finish high school
did finish high school
some college

2 year degree

4 year degree

masters or PhD

not working
yes-working
retired

12
22
17
11
26

20
50
15

15
45
21
10

15
65
17

12
22
17
11
27

20
51
15

15
46
21
10

15
66
17

Note. Ninety-eight (98) total questionnaires were returned providing this data.
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Instrument

A questionnaire was developed to gather demographic data as well as pertinent
medical history data (see appendix A). Incorporated into this questionnaire is the American
Heart Associations “Stroke Risk Assessment Tool”. According to George Hademenos (e-
mail correspondence, August 2, 1999, appendix B ), an American Heart Association
representative, the “Stroke Risk Assessment Tool” was developed using data from the
Framingham Heart study. This study was begun in the 1950s and spanned over 50 years.
The validity and reliability of these data have been established by the many studies
(Anderson, Odell, Wilson, & Kannel, 1991; Brand, Rosensman, Shoitz, & Friedman, 1976;
Chambless, Dobson, Patterson, & Raines, 1990; Leaverton, et al., 1987; Levy, Wilson,
Anderson, & Castelli 1990; Liac, McGee, Cooper & Sutkowski 1999) that have been done
replicating the original findings from the Framingham Heart study.
Validity and reliability of the Framin; Risk Model

In the study by Liao, McGee, Cooper & Sutkowski, (1999), the conclusions state
that the Framingham risk model for the prediction of coronary heart disease mortality rates
provides a reasonable rank ordering of risk for individuals in the United States white
population for the period of 1975 to 1990. This conclusion was reached by comparing the
Framingham study with two more recent national studies, the First and Second National
Health and Nutrition Examination Survey. The coronary heart disease risk in the newer
studies was close to what was predicted from the Framingham study. This demonstrates

validity of the Framingham Risk Model.
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In the study by Leaverton et al., (1987), data from the First National Health and
Nutrition Examination Survey were utilized and compared to the Framingham Study. The
generalizability of the Framingham risk model was assessed. Validity was established when
the authors found the Framingham Study to be very predictive of risk for the United States
white population.

In a study done by Knuiman and Vu (1997) the stroke assessment tool was used
along with two other instruments to analyze data gathered from Busselton, Australia. The
findings demonstrated that the relative risk predictive scores for stroke were all very similar
among the three instruments. It was concluded the Framingham assessment is useful in a
white Australian population. This demonstrates that the tool can predict stroke in specific
populations.

In an article from France on assessment of cardiovascular risk ( Mahe and
Bergmann, 2000) the authors state,” the most widely used assessment method is the
Framingham formula which integrates age, sex, blood pressure, smoking habits and presence
or not of diabetes. This formula gives an objective, reproducible estimation of the
cardiovascular risk and is a useful tool for therapeutic rationale and primary and secondary
prevention.”(p. 49) This observation implies validity of the Framingham stroke assessment
tool by it being the most widely used assessment method for cardiovascular risk factors.

Reliability was not specifically addressed in regards to the Framingham stroke
assessment tool. Since there is limited data specifically outlining reliability for the
Framingham stroke risk assessment tool, test/re-test reliability studies were conducted with

the new instrument, as outlined in the procedure section of this paper. Also, content validity
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was obtained by establishing agreement from a panel of experts on their evaluations of the
stroke risk assessment tool. The experts included five physicians who care for stroke
patients and three nurse researchers. The collective agreement was that the tool would
accurately measure patient stroke risk factor knowledge and their knowledge of signs and

symptoms of a stroke (see Appendix D).

Stroke risk knowledge

Knowledge of signs or symptoms of a stroke and knowledge of risk factors for a
stroke were measured from the instrument, adapted from the AHA Stroke Risk Assessment
Tool. A total of 25 choices, with 14 correct answers interspersed among 11 wrong answers,

was given to determine a persons ability to identify the correct answers.

Stroke risk

Actual patient risk for stroke was identified utilizing the American Heart
Association’s stroke risk assessment tool (appendix C). This tool gathers data and
calculates risk from a weighted scale. The tool and scales were adapted from data from the
Framingham study. Each risk factor is weighted according to its influence on potential
stroke. The AHA Scientific Statement (Grundy et al., 1998) gives rational for the weighted
scales. Hypertension was found to a powerful risk factor for stroke from the Framingham
data. Hypertension is charted according to the degree of severity. Increasing blood pressure
numbers carry a greater weight to correspond to the increase risk of a stroke with elevation

of blood pressure. Gender differences were found in the Framingham data, and men’s
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hypertension scores are weighted heavier than those of women. This is due to larger
physical size as well as because of men’s gender being a risk factor heart disease and stroke
(Grundy et al.,1998).

In a study reviewing the Framingham data, Wilson, (1998), found that diabetes
carried an increased risk for cardiovascular disease. The risk of cardiovascular disease is
typically increased twofold in diabetic men and threefold in diabetic women (p. 91).
Because of these findings from the Framingham data, women with diabetes are weighted a
three and men a two on the assessment tool.

Smoking of tobacco products has been found to be a significant risk factor for heart
disease and stroke on the assessment scale, persons identified as smokers are weighted
heavily as opposed to non-smokers. This is due to the overwhelming data demonstrating the
adverse effects of smoking on cardiovascular health, as well as on multiple body systems
(Grundy et al., 1998).

A prior history of cardiovascular disease (heart attack, chest pain, narrowed
coronary blood vessels, narrowed arteries in the legs or congestive heart failure) is a risk
factor for stroke that is weighted heavier in men. Women tend to have a 10-15 year lag
behind men in their onset of cardiovascular disease (Grundy et al., 1998), therefore, male
gender itself is a risk factor for cardiovascular disease. Because men have a higher
cardiovascular disease risk already, a prior history of cardiovascular problems were

weighted as a higher risk score in men than in women.
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Atrial fibrillation is identified as being a very strong risk factor for stroke. Lin et al.,
(1996) conclude that ischemic stoke related to atrial fibrillation was nearly twice as likely to
be fatal as non-atrial fibrillation stroke. Atrial fibrillation is associated with the release of
emboli (blood clots) into the blood stream which can go to the brain resulting in stroke.
Stroke is the primary presentation of embolism to the brain in atrial fibrillation. Because of
this known result of atrial fibrillation, this category is weighted heavy on the stroke risk
assessment tool.

Physical inactivity was found to be a significant risk factor for stroke in men.
There were no statistical differences in stroke risk for women due to physical inactivity
(AHA,1998). Therefore, in the scoring for the risk scale, men are given a score of one for
inactivity, while women are not given additional scores. These data come directly from the
American Heart Association, (1998). More recent data, from Hu, Stampfer, & Colditz
(2000), demonstrated that increased physical activity correlated strongly with a lower risk
for total stroke. All women should be encouraged to engage in physical activity.
Unfortunately, for this study the stroke risk assessment tool does not recognize sedentary
behavior in women as a risk.
Validity and reliability of instrument

To establish content validity for the proposed study, six physicians who care for
stroke patients were asked to evaluate the appropriateness of the questions in the new
instrument in relation to the subject matter. They were also asked to suggest additional areas
that should be addressed. Five responses were received (appendix D). These suggestions

were then used in the questionnaire.
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Reliability analysis utilizing Kuder-Richardson 20 (KR20) demonstrated a
coefficient of .66 for internal consisiency of the stroke risk factor knowledge instrument. A
coefficient of .63 was found for internal consistency of the signs and symptoms of stroke

knowledge scale.

Procedure

After approval was obtained from the Grand Valley University Human Research
Review Committee, a pilot study was conducted to determine the stability of the knowledge
questionnaire. Thirty questionnaire packets were distributed to the investigator’s co-
workers, friends, and family members who were of similar backgrounds to the clients of the
clinic where recruitment would occur for the formal study. A verbatim was used to recruit
the pilot study participants (see Appendix E) either in person, or by mail. Packets included
a letter explaining the study and a consent form (Appendices F and G), as well as a stamped
envelope for returning the questionnaires to the investigator. Of the 30 participants invited
to participate, 18 provided usable data. Participants completed the questionnaires twice,
two weeks apart, and the data from each completion were compared using Pearson’s
correlation coefficient and t-tests for dependent samples.

Scores on the risk factor knowledge instrument for time 1 and time 2 were
significantly correlated ( r = .56, p = .016), but the strength of the correlation was not as
great as anticipated. Therefore, a t-test for dependent samples was used to further explore
the data. The scores for each time period were found to be significantly different

(t=-2.204, df=17, p = .042). Each individual’s raw scores at time 1 and time 2 were
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examined, and it was determined that every participant had increased their score at the
second administration period, sometimes by as much as 50%. This suggests that the
disparity in scores was because of actual efforts by the respondents to increase their
knowledge of stroke risk prior to completing the assessment tool a second time. However,
instability of the instrument cannot be ruled out.

The signs and symptoms scores obtained by the test-retest procedure were not found
to differ significantly ( t =-.741, df =17, p = .469), and the correlation of the scores was
stronger than that obtained for the risk factor items ( r = .64, p =.004). However, as in the
case of the risk factor items, participants’ scores increased for the second testing period.
This presents further evidence that the respondents made efforts to increase their knowledge
before completing the questionnaire a second time. This is encouraging from the standpoint
of indicating the respondent’s motivation to learn about strokes. However, it leaves question
as to whether the correlation obtained is a low estimation of the stability of the instrument,
or an accurate measure of this characteristic.

After stability of the instrument was determined, subjects for the formal study were
recruited when they presented to the Care Center for non-emergent/non-acute visits. The
receptionist handed out the questionnaire packets to patients of the proper age range, who
were interested in participating. In each room, there was a basket for packets and a sealed
box with a slit in the top for a post card requesting study results (Appendix P). Once the

packet envelope was sealed, completed questionnaires were placed
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in this basket or handed to the office staff. Persons who choose not to participate were also
instructed to place their unused packets in the baskets. If someone chose to take home the
questionnaire, the receptionist provided them with a self addressed, stamped envelope to
facilitate returning of the questionnaire. Questionnaire packets that were not used were
checked for completeness and recycled back to the receptionist who continued distributing
packets until they were all used.

The questionnaire packet included the questionnaire, a letter explaining the
research study (appendix A and H), a consent form (appendix I) and an index card for
identifying who has requested study results . The letter explaining the study also alerted
participants to a packet of information from the American Heart Association (AHA) that
was to be made available after all data were collected. The AHA informational packet
outlines risk factors for stroke, signs and symptoms for stroke and helps the subject
calculate their own risk for stroke (appendix J). This packet of information was made
available in the waiting room area of the clinic for anyone to review after data collection
was finished. Patients were able to call the office, unidentified, and ask any questions they
may have had regarding the interpretation of the questions. Office staff members were
directed to ask the researcher for clarification of the question. Staff members then relayed
the information to the patient. The office staff were also trained to answer any questions
that patients in the office may have had. Subjects were assured that if they chose not to
participate it would not have any bearing on the care that they received at the clinic

(verbatim instructions are given in appendix K).



There were not any potential hazards involved in the gathering of these data to the
pilot study subjects or the research study subjects. Responses were anonymous and
privacy was maintained by the lack of identifying features on the questionnaire. The
questionnaire contained a code number for tracking of statistics only. The cost to the
subject related to participation in this study was the time involved in answering the
questions, which was estimated to take approximately 15 minutes. The benefits to the
participants included learning about stroke signs and symptoms, the risk factors of a stroke
and what their own personal risk for stroke is. This information was made available to the

participants after all data were collected.
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CHAPTER 4

DATA ANALYSIS

Statistical Techniques
The ability to identify risk factors for a stroke and the signs and symptoms of a
stroke were evaluated utilizing descriptive analysis. The statistical program used was SPSS
version 10 for microcomputers. Frequency distribution tables were used to generate
Tables 2 & 3. Patients’ knowledge of the risk factors for stroke was correlated, using
Pearson’s r, with their actual risk based on the American Heart Associations risk
assessment tool. Age and gender influences on the calculated risk score was established by

utilizing the ¢-test for equality of means

Research Questions

The questions to be investigated with this research study were: What were the
given patient population’s abilities to identify signs and symptoms of a stroke? What was
the given patient population’s knowledge of stroke risk factors? What was the patient
population risk for stroke? Does sex or age have an influence on these questions?

The ability to identify signs and symptoms of a stroke are summarized in Table 2.

48



Slurred speech was the most identified sign at 78% and severe headache was the least
often identified sign at 45%. The ability to identify risk factors for stroke are summarized
in Table 3. The most identified risk factor was hypertension at 94%. The least often
identified risk factor was alcohol abuse at 31%.

The significance of age on knowledge of risk factors was analyzed utilizing a ¢-test.
Age was divided into two groups consisting of participants 25-50 years of age and 51-75
years of age. The results of the ¢-fest demonstrated that there was no significant difference
in the age groups in ability to identify signs and symptoms of a stroke or in the ability to
identify risk factors for stroke. Additionally, there were no differences between genders in
ability to identify signs and symptoms or risk factors of a stroke (see Table 4). AHA risk
scores were significant between sexes with men at increased risk for a stroke ( see Table
5). As expected, AHA risk scores were significantly greater in the older age group than in

the younger age group (see Table 5).
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Table 2

The Ability to Identify the Signs and Symptoms of a Stroke

Stroke Signs and Symptoms n (%)
weakness 65 66
severe headache 4 45
confusion 61 62
dizziness 59 60
slurred speech 77 78
numbness 64 65
visual changes 64 65
loss of coordination 65 66
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Table 3

The Ability to Identi

Risk Factors for Stroke

Stroke Risk Factors n (%)
diabetes 47 48
hypertension 9 94
obesity 59 60
inactivity 55 56
alcohol abuse 30 31
smoking 76 78
heart disease 56 57
elevated cholesterol 78 80
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Table 4

Significance of Age and Gender on Knowledge of Signs and Symptoms of Stroke and
Knowledge of Risk Factors for Stroke.

Group M SD

Age

risk factor knowledge scores

ages 25-50 4.94 2.12
ages 51-75 5.13 1.97
signs & symptoms knowledge scores
ages 25-50 5.15 2.18
ages 51-75 5.02 2.08
Gender
risk factor knowledge scores
male 4.52 2.10
female 5.27 1.98
signs & symptoms knowledge scores
male 4.58 2.03
female 5.33 2.09

Note. A total score of eight was possible for each category.



Table 5

American Heart Association Risk Scores for Age and Gender.

Group M SD t p
AGE
ages 25-50 440 2.74 -4.65 .00
ages 51-75 8.00 4.07
Gender
male 7.52 441 231 .02
female 543 341

Note. Total range of scores 0- 11 or greater.

Patients’ knowledge of the risk factors for a stroke were correlated, using
Pearson s r, with their actual risk based on the American Heart Association’s risk
assessment tool. There was no relationship found ( r=-.10; p=.38). Of the 98
questionnaires returned, only 79 of them were complete enough to determine the
participants’ actual stroke risk. According to the AHA Stroke Risk Assessment tool a
score of 0-4 is low risk, a score of 5-10 is moderate risk and scores above 11 are
considered high risk. The majority (57%) of the respondents fell in the moderate- to high

risk range. Low risk comprised 43% of the sample.
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Other Findings

Gender differences in ability to identify the individual signs and symptoms of a
stroke were assessed. Eight signs and symptoms were intermingled with six distractors.
Participants needed to identify which of the 14 listed symptoms were signs or symptoms
of a stroke. Overall, the mean percentage of total responses was better from women than
from men (men, M = 57%; women, M = 67%). The same format was used to assess
gender differences in ability to identify the individual risk factors for a stroke. Again,
women’s total mean percentage of correct answers were better than that of the men (men,

M = 56%; women, M = 66%) (see Table 6).
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Table 6

Gender Differences in Identifying Signs and Symptoms of Stroke and Risk factors for
stroke
Male Female
n (%) n (%)
Signs and Symptoms
weakness 24 (77%) 41 (61%)
severe headache 12 (39%) 32 (48%)
confusion 15 (49%) 46 (69%)
dizziness 19 (61%) 40 (60%)
slurred speech 21 (68%) 56 (84%)
numbness 16 (52%) 48 (72%)
visual changes 17 (55%) 47 (70%)
loss of coordination 18 (58%) 47 (70%)
Risk Factors
diabetes 12 (39%) 35 (52%)
hypertension 28 (90%) 64 (94%)
obesity 14 (45%) 45 (67%)
inactivity 14 (45%) 41 (61%)
alcohol abuse 7 (23%) 23 (34%)
smoking 24 (7M%) 52 (78%)
heart disease 19 (61%) 37 (55%)
elevated cholesterol 22 (M%) 56 (84%)
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In this study participants were divided into two age groups consisting of 25-50
years of age and 51-75 years of age. Age group differences in selection of the individual
signs and symptoms of a stroke were assessed, as well as the age group differences in
ability to identify individual risk factors for a stroke ( see Table 7).

There was no significant difference in the ability of the different age groups to
identify the signs and symptoms of stroke (ages 25-50, M = 64%; ages 51-75, M = 63%).
In the ability to identify risk factors for a stroke the younger age group scored slightly
better than the older age group ( ages 25-50, M = 62%; ages 51-75, M = 59%) but these

findings were not statistically significant.



Table 7

Age Group Differences in Selection of Signs and Symptoms of Stroke and Risk Factors
for Stroke

Ages 25-50 Ages 51-75
n (%) n (%)
Signs and Symptoms
weakness 36 (69%) 29 (63%)
severe headache 20 (39%) 24 (52%)
confusion 34 (65%) 27 (59%)
dizziness 31 (60%) 28 (61%)
slurred speech 41 (79%) 36 (78%)
numbness 34 (65%) 30 (65%)
visual changes 36 (69%) 28 (61%)
loss of coordination 36 (69%) 29 (63%)
Risk Factors

diabetes 26 (50%) 21 (46%)
hypertension 47 (90%) 45 (98%)
obesity 29 (56%) 30 (65%)
inactivity 28 (54%) 27 (59%)
alcohol abuse 15 (29%) 15 (33%)
smoking 41 (79%) 35 (76%)
heart disease 31 (60%) 25 (54%)
elevated cholesterol 40 (77%) 38 (82%)
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CHAPTER 5

DISCUSSION

Discussion of Findings

According to the data gathered, this population could identify a sign or symptom
of stroke on average 63% of the time, with slurred speech being identified by a total of 77
people (78%) and severe headache being identified less frequently by only 44 people
(45%) (see Table 2). The ability to identify the risk factors for stroke ranged from a low of
30 people (31%) identifying alcohol abuse and a high of 92 people (94%) identifying
hypertension (see Table 3). These results are very similar to findings of other studies.
Pancioli et al.(1998) cited that only 57% of their sample could correctly identify a warning
sign of stroke. Kothari et al. (1997) stated that up to 27% of the adult population did not
know a sign or symptom of a stroke and up to 25% did not know a single risk factor for
stroke. Kattapong et al. (1998) stated that 97% identified hypertension as a stroke risk
factor while diabetes mellitus, was only identified by 63%.

In the current study, these data were hard to compare to other studies because of
the way the signs and symptoms and risk factors were distinguished. From a list of 14

topics the 8 signs and symptoms were to be identified. This same format was used for
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identification of risk factors for stroke. In contrast, Panicioli et al. (1998) presented five
actual signs and symptoms of stroke to study participants to assess how many could be
identified while Kothari et al. (1997) asked people who presented to an emergency room
with stroke symptoms if they could identify any signs, symptoms or risk factors for stroke.
Samsa et al. (1997) assessed awareness of stroke risk in patients who were at increased
risk for stroke via in-person interviews and phone interviews. Kattapong et al. (1998)
assessed stroke risk factor knowledge in women in New Mexico. It was found there that
spontaneous reporting of risk factors for stroke was poor but participants did much better
when given a list to choose from. The current study, as well as these studies, obtained
similar end results even though the methods of obtaining the data were different.

In this study, gender and age were not significant in relation to being able to
identify stroke risk factors or knowledge of stroke signs and symptoms. Only one study
reviewed (Pancioli et al., 1998) found gender to be significant. But these findings did not
hold up in the other studies reviewed (Ayanian & Cleary, 1999; Kattapong, et al., 1998;
Kothari et al., 1997; Samsa et al., 1997). Framingham data (Grundy et al., 1998)
demonstrated that men are at higher risk for stroke than women. Unfortunately, in this
population the men had the least knowledge regarding strokes. Even though the older age
group is at higher risk they are the least knowledgeable about stroke. This was
demonstrated in studies done by Kothari et al. (1997), and Samsa et al. (1997) . These
prior studies revealed that the older participants were the least knowledgeable about

stroke risk factors. This reveals that current education regarding stroke is not adequate.
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Many studies are available that have reviewed the gender differences in health
behaviors. Different theories are being evaluated to try to determine why men have less
health knowledge than women. ‘“Men in the United States suffer more severe chronic
conditions, have higher death rates for all 15 leading causes of death, and die nearly 7
years younger than women. Health related beliefs and behaviors are important contributors
to these differences.” (Courtenay, 2000). Courtenay, (2000) proposes a relational theory
of men’s health from a social constructionist and feminist perspective. The theories of
planned behavior and self regulation were utilized by Taylor, Bagozz and Gaither, (2001)
to understand gender differences in management of hypertension. The study results
confirmed that there were differences in perceived health maintenance between the
genders. The need to address gender differences in health perceptions of heart disease was
underscored in a study done by Evangelist, Kagawa_Singer, & Dracup, (2001). The
results of the study demonstrated that women had a better understanding of their health
risks than men did and that they also demonstrated better psychosocial adjustment to
illness. The authors stress the need for gender specific teaching and counseling in patients
with heart disease to improve patient outcomes. There is a need for further research in this
area.

This study examined the knowledge of risk factors for stroke and the knowledge of
the signs and symptoms of stroke in a rural population. This knowledge base was
correlated with the actual risk for stroke. No significant correlation was found between
ability to identify signs and symptoms of a stroke with the actual stroke risk. Also, there

was no statistically significant correlation between ability to identify stroke risk factors
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with the actual stroke risk. None of the studies reviewed prior to the current study
specifically compared knowledge of stroke risk factors with the actual risk for stroke. The
current study is felt to be a unique contribution to the area of research studying public
awareness of stroke.

Even though there was no positive or negative correlation with ability to identify
signs and symptoms of stroke or the ability to identify the risk factors for stroke, the given
population is at risk for stroke. Fifty eight percent (58%) of the sample were either at
moderate risk (n = 45) or high risk (n = 13) according to the AHA stroke risk assessment
tool. Interestingly, the sample population rated themselves to be very healthy. Seventy
eight participants (79%) felt that their health status was good to excellent. This
discrepancy indicates that client perception of health status does not reflect on the actual
number who are at risk for stroke. These findings are comparable to findings of Samsa et
al. (1997) in that patients who believe they are in good health may underestimate their risk
for stroke. This reinforces the need for better patient education programs to increase
public awareness of personal risk for this health problem. The existing educational
programs need to be evaluated and refined so as to address these identified discrepant
areas.

Fit of Framework

The Health Promotion Model (HPM) provided the framework for this study
(Pender, 1996). The HPM is a framework developed to assist in the exploring of the
correlation between variables involved in the performance of health promoting behaviors.

The HPM (see Figure 1) identifies 10 categories of variables that can be influencing
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factors on health promoting behaviors. In this research study, information was gathered on
patient knowledge of their risk for stroke, as well as their awareness of the signs and
symptoms of a stroke (personal factors in the HPM). Other data gathered included
demographic data, family history of strokes, personal history of stroke and other personal
heaith data, such as history of, or currently being a smoker, hypertension, cardiac disease,
and physical activity levels. In the reported study, the variables represent the HPM
concepts of personal factors and prior related behaviors.

Behavior cognitions and affect are a group of variables within the HPM that are
extremely influential to a person engaging in health promoting behaviors. These variables
consist of perceived benefits of action, perceived barriers to action, perceived self-efficacy,
activity related affect, interpersonal influences and situational influences. These areas also
need to be assessed in order for an intervention to be successful. If a person does not
perceive a need for change or perceives barriers to making a change, then an educational
program will not be successful. Interpersonal as well as situational influences also need to
be assessed before developing an intervention.

The framework to this study, provided by the HPM, then illustrates possible ways
to intervene to increase health promoting behaviors that can reduce the risk of a stroke.
The first step in developing any intervention is to gather data and to assess the patient’s
knowledge base. Then appropriate interventions can be developed accordingly.

This study used a descriptive, non-experimental design to gather self-reported data
within the framework of the HPM. In future work the data can be utilized to develop an

education program designed to address the specific areas of knowledge deficits.
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Limitations

This study had several limitations. First, since no standardized stroke risk factor
knowledge assessment tool exists, there are issues related to validity of the questionnaire.
Second, as this sample population was predominately Caucasian the results of this study
may not be applicable to a more diverse population. Mahady (1998) reports that according
to the AHA, black males are 94% more likely to die of stroke than their white
counterparts. It would be important in a different ethnic population to target specific
knowledge deficits influenced by ethnicity. Third, because the data were self-reported, the
answers are subject to recall bias and over-reporting or under-reporting of behaviors and
existing disease. Fourth, this was a small sample size. There was a predominance of
women so these findings may not be applicable to a larger population with more men in it.
Grundy et al. (1998) refer to the Framingham data as demonstrating that women lag
behind men 10-15 years in onset of heart disease. This makes men at higher risk for
stroke. In the study of a population with more men the results may reflect this higher risk
as indicated by an increased number of AHA risk scores in the elevated ranges.
Implications

Areas for future research include identifying why people don’t accurately estimate
their own risk for stroke. An education model needs to be developed to educate the public
to increase awareness of stroke risk factors, signs and symptoms of stroke as well as help
people better determine and be aware of their own risk for stroke.

The Advanced Practice Nurse (APN) is in a key position to be able to educate

patients about their risk for stroke. The APN can identify and educate specifically to the
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given patients identified risks for stroke. In patients not yet at risk, the APN can stress a
preventive lifestyle. Nursing education can include teaching nurses how to identify stroke
risk in their patients. Even nurses without advanced training can be taught to recognize
and educate their patients in regards to stroke risk and to encourage a more healthy

lifestyle.

Conclusion

Overall, this study demonstrated gaps in patient knowledge regarding stroke risk
factors and the signs and symptoms of stroke. Even though no relationship was found
between stroke risk knowledge and the actual stroke risk, as identified by the AHA stroke
risk assessment tool, there is a definite need for education of this population in regards to
their personal risk for stroke.

This study’s results were fairly consistent with other studies that looked at patient
knowledge of stroke risk factors and knowledge of signs and symptoms of a stroke and
found that knowledge is poor among the lay public. This study’s results demonstrated
that people tend to underestimate their own actual risk for stroke. This, also, is consistent

with other studies reviewed.
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APPENDIX A

Questionnaire

STROKE
KNOWLEDGE

ID# DATE

—— —

Please answer the following questions by checking the correct box.

1.What is your age in years?
Q 25-50
Q51-75

2. What is your marital status?
O married
Q divorced/separated
Q widowed

Q) never married

3. Do you live alone?
Q yes

QO no
Who lives with you?

4, What is your gender?
Q Male
Q Female



5.What is your race?

O White

Q Hispanic/Latino/Latina
Q African American

Q Asian

Q Other

6. What is your highest level of education?

7. Are you employed?

Q did not finish high school

Q did finish high school

0 some college

Q 2 year degree at Community College
Q 4 year degree at an University

Q masters or PhD

O yes
O no
Q retired

8. What is your household income?

9. How do feel your health is?

O under 10,000
 10,001-20,000
0 20,001-30,000
Q 30,001-40,000
Q 40,001-50,000
Q over 50,000

0 excellent
Q very good
3 good

O fair

O poor

66



10. Who in your family has had a stroke?

( Check all that apply).

Q mother

Q father

Q sister

Q brother

Q aunt

Q uncle

Q grandmother
Q grandfather
Q other- who

11. Which of the following ailments are signs or symptoms of a stroke?

QO weakness

Q severe headache

O confusion

Q dizziness

O sweating

Q slurred speech

Q infection

Q vomiting

O numbness

O fatigue

Q fainting

Q body aches

Q visual changes (blurry, or blindness)
O loss of coordination or balance

Reproduced with permission. What's Your Risk of Brain Attack. 1996. Copyright

American Heart Association.
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12. Which of the following health problems or habits are risks for a stroke?
Q diabetes
Q high blood pressure
Q smoking
3 cancer
Q broken bones
Q heart disease
Q lung disease
Q high cholesterol
Q obesity
Q inactivity
Q thyroid disease
Q alcoholism
Q skin disease
Q alzheimer’s

13. How tall are you?
What is your weight?

14. Have you ever had a stroke?
Q yes
QU no

15. Have you ever had a TIA (transient ischemic attack) or mini-stroke?
Qno
Q yes
16. Have you ever taken a blood thinner medication?
QO no
Q yes
Q currently

Reproduced with permission. What’s Your Risk of Brain Attack, 1996. Copyright
American Heart Association.
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17. Your blood pressure reading had two numbers. For example 120/80. The
number 120 is the highest number. It is called the systolic blood pressure.

Do you take blood pressure medication?
Qno
Q yes
Circle the (highest) number from your most recent blood pressure
measurement
Use these numbers if you do not take blood pressure medication.

ONO 97-105.....cvnen.. 0)
Medication  106-115.............. (1)
116-125...cuneeee. (2)
117-135.ieeeee 3)
136-145.............. (4)
146-155.............. (5)
156-165.............. (6)
166-175.....cu.u.n.. ¥))
176-185.............. (8)
186-195.............. 9)
196-205............. (10)

Use these numbers if you do take blood pressure medication.

OYES

Medication 97-105............... (0)
106-112............... (1)
113-117.ceenee. 2)
118-123..c.ocunnen. 3)
124-129............... 4)
130-135....ceceeeeee. &)
136-142............... 6)
143-150............... @)
151-161............... ®)
162-176............... )]
177-205.............. (10)

Reproduced with permission. What’s Your Risk of Brain Attack, 1996. Copyright
American Heart Association.
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Check the statements that are true for you-
18. Diabetes...

Q I do have a history of diabetes (0)(0)
Q I do not have a history of diabetes (2)(3)

19. Cigarette smoking...

Q I do not smoke (0)(0)
QI do smoke (3)(3)
20. Do you use other tobacco products?
Q cigars
Q chewing tobacco (snuff)
21. Did you ever smoke?
Q yes
Qno
(1 how long?
Q how much?

22. Cardiovascular disease...

Q I have never had the problems listed below (0)(0)
QI do have a history other than stroke of coronary or cardiovascular disease
(listed below) :
heart attack,
chest pain,
narrowed coronary blood vessels,
narrowed arteries in the legs,
congestive heart failure (4)(2)

Reproduced with permission. What’s Your Risk of Brain Attack, 1996. Copyright
American Heart Association.
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23. Atrial fibrillation...

( a specific kind of rapid, irregular heartbeat)
QO I do not have a history of atrial fibrillation (0)(0)
QO I do have a history of atrial fibrillation (4)(5)

24, Physical activity...

QI do live an active life (0)(0)

QI am inactive (my job requires me to sit at a desk most of the day and I spend
much of my leisure time in sitting activities
[watching TV, reading, etc.]).(1)(0)

Reproduced with permission. What’s Your Risk of Brain Attack, 1996. Copyright
American Heart Association.
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APPENDIX B

E-MAIL correspondence from AHA

Greg & Julie Billett .

From: George Hademenos <GeargeH@heart.org>
To: <bubba@pathwaynet.com>
Sent: Monday, August 02, 1698 3:00 PM

Subject: Response to inquiry

Thanks for vour message. I am not sure if and what steps were done regarding
the validiry studies of the Risk Assessment Tool. The tool was develooed
based on data from the Framingham Study. [ might suggest that vou perirom a
MedLine search to see if any pubiished papers exist regarding this tool.

Dr. George Hademenos


mailto:GeorgeH@heart.org
mailto:ubba@patfiwaynet.com
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AH2A stroke risk tcol
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systalic biccd 131-14 3 cet your total scora.
aressure 1s: 143155 3 -
158-187 3 If your total score is: Your stroke risk is:
188~18C 7
181-182 8 : 2 Eow D Tns
163-204 g . . —
205-2i5 10 5t0 10 Moderate
akin 85-81
are taking bicod 85-33 ‘3 11 or more m
prassure lovanng  $5-105 :
medications and  107-113 2
your systolic 14-119 3 Your scere 1s just an estimate cf yeur
ciccd pressure st 120125 4 - s .
125-131 35 possible risk. A high scor2 doesnt
132-132 § mean you'll surely have a brain atiack,
140-148 7 : ) .
133-180 8 and a iow score doesn't mean you're
151-204 ] completely safe.
205-215 10
. Check your incrvidual category scores o
2. Diabetes h'j  tact ‘ :.s'] N :k
. see which fa re iNCrsasing vour n
ityeu... do not have a hisiery of diabates 0 €8 ors are 9y '
. of stroke the mast. Then rzad the next
hawva a history of ciazetas
. . . thrae pages and make changas 0
3. Cigarette Smoking develop a mere heafthful lifastyle.
ifyou... da nat smoke
smcke 3
4. Cardiovascular Disease
lfycu... havaneverhadanyc!ihe
crablems listed belcw o
hava 3 histery of coronary or
cardiovascular disease (hean
attack, chast pain., narrgwed
corcnary tlocd vessels, rarrowed
artanes in the legs cr congastive
fieart taiiure) sther than stroke 2
3. Atrial Fibrillation
A specific type of rapid, ireguiar heartbeat
itycu... donothaveahistoryct
atrial fibrillation o]
<o have a histery of
atrial fibrillaticn 5
ticte: in (ne Framingham Heart Stucy, nsk resuction
for stroke 25sOCAtes wR physical acnity is net The American Heart Associaticn grateiully
statsticaly significant ‘er wemen ackncwiadges the help of (he Framingham

Hean Stuay in develeging this nsk assessment.
TOTAL SCORE [

Siroxe Connzesion informanon & Referral [-800-353.5321
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APPENDIX D

Feedback from physicians caring for stroke patients

Phgre $17-33
Fax 517 -831 <3G
Smal CEC DRATHWAY

Cr VWakaleld

Stamzn Farmly

fpteerey

Caar Chuck.

} am curranty werking on complating my mastzr's thasis, The topic of this research stucy 1s 12
assess patiant knowiedge of sircke risk, sirch2 sizns ang symciams and ‘.‘.e atients awarenass oftrer
Swn persanal nsk for strche. Part of (s projact i../:.ves 3 quasticnnara that | ntend to usa 12 cather
cata lam asxirsicr your haiz nvahdating the quastionnaira.

in veur apiien, €3 the Guesticns acequataly rafiact currant knowlecge on stroke wgns 2nd symEtems,

and the nisis for straza?

YES

37

Are thars cther quastions that mucrt be incluzad iz achigve a mora thorough opic cavera

e
- 2 :
et T P4 ;e Sy
LI 3] . // i
s
v

Thank you far vour assistance 1 this matter Please return inis page in tha enzicsagd envalope.

Juile Billett, NP
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Jutie Billett, NP
545 N. State Street
20 Becx833
Stanton, M 38858
Phone 517-831-8301
Fax 517-231-4303
Smail CFC ZPATHWAYNET.CCM

. -

January 13, 22CC
Or Summt
Cardiclegy

D2ar Dr Summat,

} am a Nursa Practitiorer wonking for tna Carson Heaalth Natwera. | am in cractice with Or.
Wahafizle | am currently werking ¢n comgieting my masier's thesis The iopic of this resaareh stuy (s 12
assess catent kncwiadge of sireke sk, SUcke Signs and symptoms and e patients awareness of tha:r
cwn parsanal risk far strgke. Fan of s proract invelvas 2 quasticnnaire hat | intend tg usa to gathar

ceta lam asking for your relp 'n vaiizaling he questionnarrs.

Inyour coimien, €0 ihe questicrs ataquataly reflact current xncwiadge on siroka signs ans symgsoms
and 1ha risks for sircke? D
/‘ ‘q('}l N J'
e ’—_'“/’T-—*\ iy )
< /- ; ;
/ ko &/M-N«I‘f/

\

Trhank you ‘or your assistancs in this mater. Fi2ase raturm this page in the anzicsad snvaicoe.

Sinzersaly.

Julie Billatt, NP
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Julie Billett, NP
£35 N. State Stre2!
2 0. Box 233
Stantan, A1 $358¢
Shone 517-831.834¢
Fax 517-821.4303
Email CFTRPATHWAYNET CTHt

v Amn
32230

Or. Sea:s
srarnat Macicine

Dzar Raov.

tam curranuy woring on semclating my mesiar's thasts. Tha topie of this rasaarceh study 1s ts
2ssass patent knowiadge of stroke nisk, sireke signs anc symetems ara the patients awaranasss cf ther
cwn persenat nsk for s:fcke Part of tis proect invzives a quastiannarre that | niand ic use o gather

ca2 | am aswing for your halz 10 validaing the questenrars.

Im your cpinien. ce tne questicns adeguataly rafiect current kowiedga ¢ strcka signs and symptams
and ‘ne fsks fer sircke?

. YES NO
Az tnera etnar guestions hat might b2 inciuged 1o achieve a more therzign lccic Soverage”

A } 3 1 \ 11 BN
"‘fb« ',..‘«_'n“t’ (g ®) })v‘ww‘v\- GL‘C'JV G 1A i H"“ 15 it (L,’;,d

. -J
to CJ<5\"'D/\- *14

QLQLL..'\ 33 ._u‘»m::.\r‘-i cog\c \b\:.% e s C\v—:.\v-.\5 s

i /' N\
‘ AT l ,é-_d or [ou .V\QA\ ~

S [

Tia o

R R TPV WA /2 G
;Z{'/ v\

Thank you ‘or your assistance in s matier. Plaasa raiurn this page in 2 encicsed emalope.

Inl,
4

o

ulie Biilest. NP
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Julie Billett, NP
545 N. State Street
#O Box =38
Stanten, M 48833
Prone $17-831-8300
Fax 517-831.4308
Emal CFCIZPATHWAYNET CTM

22260

January 13, 2220

Or. Moens
Asnigy/Eisie Clinics
Oear Reger,

I am currantly werhing on campiating my mastar's thesis. Tha topic of this rasearcn stuby 1512
assess patant knewleags af strcke nsk. sirche signs ans symgicms ane the catients awarensss of tner
cown perscral risk for strox2. Par of thus prejest invelv@s a questicnnaire that 1intand ' usa te gather
2ata | am asking far your n2izin valicatng the quastionnaira

In your sgimicn. €o tne questions adequately raflect current Kowiadge an swroke signs ana §ympisms.
anrgd the nsks for strone?

YES NQ

Az thara otner GuUasSLGNS that mighnt 52 inclucad to acnieve a mars InCrougn tooic converage”

v

[ Pss o han .-/40/7 7’7-—-{5}/:«7/G —
77 7 ) ermp

Thank vau far your assistance 5 tmis matter Plaase raturn this page in the anglesad anveicy
Sincaraiy

Tuliz Billers, NP

78


libristu
Text Box


APPENDIX E

Verbatim instructions for preliminary sampling



APPENDIX E

Verbatim instructions for preliminary sampling.

Thirty tests will be distributed to friends, family and co-workers of J. Billett. [ will
explain “ This test is the tool I will use to gather the data that is needed in my research study. I
need to have it tested first by people who are not in the research study. This will help to
determine if this questionnaire is truly measuring what it is supposed to™. I will say “This test
will need to be taken two times. Once today and again two weeks after the first test”. [ will
explain * Taking this test two times will help to establish stability of the testing instrument. This
means that we will be able to tell if the instrument is measuring what it is supposed to™.

The test will be either hand delivered or mailed. Mailed tests will have included, a self-
addressed stamped envelope to facilitate retuming of the testing material. Included, also, with
the test will be a consent form, a letter explaining the nature of the study and phone numbers of
J. Billett and the GVSU representative so that any potential questions or problems can be

addressed.
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APPENDIX F

Pilot study explanation letter

ID#_

Julie Billett, NP
545 N. State St.
P.O. Box 638
Stanton, Mi 48888
Dear participant,
| am working on my thesis for my Master’s degree in Nursing. This
questionnaire is part of my research study for my thesis. When | am finished with the
study | will have useful information on how we can lower the number of strokes in
our community.
This pilot study is designed to test the accuracy of the questionnaire to test
stroke knowledge. The test will be taken a total of two times, once today and again
in two weeks. This is part of Test-Retest reliability. Test-Retast reliability is a

statistical measure for accuracy and reliability of questionnaires.

This information will be gathered with complete confidentiality. This means

that | will not discuss these resuilts with anyone outside of the university, and will
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keep your identity secret. You will never be identified by name when data from the
study are reported for my thesis or professional publications.

Participation in this pilot study is completely voluntary. Your relationship with
Julie Billett, graduate student will not be affected by whether or not you choose to

participate in this research study.

Thank you for your help,

Julie Billett, NP Professor Paul Huizenga
(616) 895-2472

(517) 831-8301 Chair of Human Research

Grand Valley State University
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APPENDIX G

Pilot study consent form

Stroke Knowledge

[ understand that the following questionnaire is pilot study for a research project
investigating the awareness of stroke risk factors and of the signs and symptoms of a
stroke. This pilot study will help to determine the reliability of this questionnaire. |
understand that [ will be asked to retake this test in two weeks.

| also understand that:
1. My answers will be kept confidential.
2. have been selected to fill out this questionnaire based on being an
acquaintance of Julie Billett, graduate student.
3. I will be given material from the American Heart Association after
filling out the second questionnaire to help me identify my own
awareness of stroke.
4. A summary of all results will be made available on request.
5. No individual information will ever be made public.

[ agree that:
I have been given an opportunity to ask questions about this pilot study and they

have been answered.
At any time during filling out this questionnaire [ may decide to quit and not be

involved in this pilot study.
If I quit this study it will not effect the relationship with Julie Billett, graduate

student.
[ have been given phone numbers of the researcher and the Grand Valley State

Chair of Human Research.

I have read and understand the above information, and [ agree to participate in this
pilot study.

Signature: Date:
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APPENDIX H

Formal study explanation letter

Julie Billett, NP
545 N. State St.
P.O. Box 638
Stanton, MI 48888
Dear participant,
| am working on my thesis for my Master's degree in Nursing. This
questionnaire is part of my research study for my thesis. When | am finished with the
study | will have useful information on how we can lower the number of strokes in
our community.
This research study is designed to gather information on stroke knowiedge.
Specifically, awareness of stroke signs and symptoms, stroke risk factors and
knowledge of personal risk for stroke. You are being asked to complete this

questionnaire during your visit to the clinic today and to deposit your finished survey

in the baskets | have provided in the exam rooms or at the front counter, for this

purpose.
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This information will be gathered with complete anonymity. This means that |
will not know who did or did not fill out a questionnaire. You will never be identified
by name when data from the study are reported for my thesis or professional
publications.

Participation in this pilot study is completely voluntary. Your relationship with
Julie Billett, graduate student will not be affected by whether or not you choose to
participate in this research study.

Any questions that you have about this study can be asked of Julie Bilett,
graduate student or the staff of the Stanton Family Care Center. Any questions that
you may have about your rights as a research participant that have not been
answered by Julie Billett, graduate student, may be answered by contacting the
Grand Valley State University, Human Subjects Review Committee Chair. (Phone

numbers provided below)

Thank you for your help,
Julie Billett, NP Professor Paul Huizenga
(517) 831-8301 . (616) 885-2472

Chair of Human Research

Grand Valley State University
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APPENDIX I

Formal study explanation letter

Stroke Knowledge

[ understand that the following questionnaire is part of a research project studying the
awareness of stroke risk factors and of the signs and symptoms of a stroke. The
information gathered from this study may help health providers plan an educational
program for stroke prevention.

[ also understand that:
1. My answers will be anonymous.
2. [ have been randomly selected to fill out this questionnaire.
3. I will be given material from the American Heart Association after
filling out this questionnaire to help me identify my own awareness of stroke.
4. A summary of all resuits will be made available on request.
5. No individual information will ever be made public.
6. If I participated in the pilot study [ may not participate in this
research study.
7. If I have a prior history of stroke I will not be eligible to participate.

[ agree that:
{ have been given an opportunity to ask questions about this
research study and they have been answered.
At any time during filling out this questionnaire [ may decide to quit and not be
involved in this research study.
If I quit this study it will not affect the care that [ receive at this clinic.
[ have been given phone numbers of the researcher and the Grand Valley State
Chair of Human Research.

I have read and understand the above information, and that I agree to participate in
this study.

Signature: Date:

Please, keep this consent form after signing it. By turning in your completed
questionnaire without this form you are giving me your consent anonymously.
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APPENDIX J

Patient information from AHA

Stroke Is a Medical Emergency— Call 811! American Stroke
Association.
-

A QBras.en et Amencan
riexst Azscciitcn

% € WHAT
4 - EVERYONE
~ SHOULD KNOW
ABOUT

Y Y ™ STROKE

A Stroxa - also calfed a brain attack — occurs when a blood vessel carrying oxygen (o
the brain ruptures oris blacked by a blecod clot.

Stroke can strike anyane. ..

» About 500,000 Amerncans a year sutier a strcke.

o Stroka staxas somecne 2very 53 seconds... and hils sameene evary S 3 minutes.
« In cne stucy, 2875 of siroke vicims wara undar age 55.

...butthe eiderly and Atrican Americans are at greates! risk.

o Siroke nisk mere than doutles i 2ach decade after 2ge 55.

« Blacks have a 2-3 nmes greatzr nsk ot sirok2 caused by a blead clat, and they are 0.5 umeas mere
ikely to qre of stroke.

Strokeis 43 killer in America.

o Strake kilied nearly 180,000 Amencansin 1656

« 319% of p2opla who have ther first streke die within a year.
o Stroka kills more wamen than men.

Stroke is a ieading cause of serious disability inthe U.S.

« About £ rmuilion stroke suravors are alive today.

» Stroke survivars often need essisiance after they leave the hespital. Inone stucy, 31% neaced haln
canng for themselvas, 20% needed help walking and 713 had an impaired ability I work an aver-
age of seven years later.

Stroke - like heart attack —is a medical emergency. Call 911.
* Leam the waming signs and get help immaaiately if any waming signs cceur.

A stroke is not a hopeless situation.
« Trzalment and renasilitanen can halp siroke serdvers and their fzrniliss recover and cope.

Call the AHA Stroke “Warmiine”
at 1-800-553-6321
for information on stroke prevention and recovery.
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American Stroke
Associmion..

A Uivision of Amarncan
Hean Assutiavon o

WHAT
EVERYONE
SHOULD KNOW
ABOUT
STROKE

A stroke - afso caffed a brain attack - occurs when i blood
vessel bunging oxygen lo the brainvuplures or is blocked

« Stroke can strike anyone, bul the elderty and Aliican
Americans are at greatest tisk,
- Iystnkes someoneinthe U S every 53 secands and hills
someone every 3.3 minules,
- Siroke nsh doubles in each decade after age 55
- Backs are 2 5 imes more likely to die of sighe.

* Stroke is #3 killer in America.
Nearly alwrd of hest-time stroke vicluns die within a year

« Stroko is aleading cause of serious disability. About 4
mithon stroke survivors are alive taday but many need
assistance with datly ving activibes.

» Siroke is a medical emergency —~ call 911, Leanthe
warning signs and get help immediately W any occur

« Stitoke is not a hopeless situation. Trealmentand
rehabibtation can help imany survivors and thex famihes
tecover and cope

Remember the 3 R's of Stroke:
* Reduce Your Risk.
* Recagnize the Waring Siyns
* fespand immediately -- Cait 914
(over)

American Stroke
Associanon.

A Divisson of Amarican
Heart Associahun ()

¢ WHAT
" EVERYONE
K SHOULD KNOW
i ‘g(— ABOUT
— T

— STROKE

A slioke - also called a bram attach - occurs when a blood
vessel bunging oxygen 1o the braun ruptures or s blocked

* Stroke can strike anyone, but the elderly and African

Americans are at greatest fisk.
- Wstikes someoneinthe U.S every 53 seconds and hills
someone every 3.3 minules.
- Stroke risk doubles in each decade aller age 55
- Blachs are 2.5 times more ikely 1o die of stioke.

* Stroke s #3 killer in America.
Nealy athitd of {irst-ime stioke vichms die wilhin a year.

* Suroke is a leading cause of seriqus disability, About4
multion strohe survivors are alive loday but many need
assislance with daly ving aclivibies.

* Stroke is a medical emergency --call911. Learnthe
warning signs and gel help immediately if any occur.

* Swoke is pot a hopeless situation. Treatment and
rehabiation can help many survivars and their farmibes
recover and cope.

Remember the 3 R's of Stroke:
* Reduce Your Rish

* Recognize the Wating Signs.

* Respond Immedhalely -- Cali 913

{over)

Amecrican Stroke
Association..

A Divisson of Amencan

tleart Assacishiun

WHAT
EVERYONE
. SHOULD KNOW
< ‘& ABOUT
W X " STROKE

Aslroke - also called a bramn altack - occurs when a blood
vessel bringing oxygen to the brain ruplures ot is bloched.

* Stroke can sitike anyone, but the elderfy and African
Americans are at greatest risk.
+ lislikes sameone i the U S. every 53 seconds and kills
someone every 3.3 minules.
- Stroke risk doubles in each decade after age 55.
- Blachks are 2.5 imes moie hkely to die of stroke.

* Stroke Is #3 killer in Ametica.
Hearly a third of fust-time stioke vichms die within & year.

« Stroke is a leading cause of serlous disability. Aboutd
million shoke survivors are alive today bul many need
assistance with daily hiving activities.

» Stioke is a medical emergency ~ call §i1. Leainthe
warning signs and gel help immediately il any occur

« Strake is not a hopeless situation. Trealment and
tehabiltation can help many survivars and thew families
1ecover and cope.

Remember the 3 R's of Stroke:
* Beduce Your Risk.
* Recognize the Warning Signs
* Respopd immediately -- Calt 914
{over)
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APPENDIX K

Verbatim instructions for testing procedure

Site: Stanton Family Care Center

Description: A family practice clinic with two health care providers serving a range of patients.
The predominant race is white. The family income levels are classed as predominantly middle to
low income with some families at either end of the spectrum of income. Heelth care is provided
from birth through death.

Time: A two week period in the fall of 2000.

Sample: 25 men and 25 women between the ages of 25-50.
25 men and 25 women between the ages of 51-75.

Contained in a large envelope wiil be the questionnaire, consent form, and letter
explaining the study. These packets will be kept at the receptionists work area. They will be
coded on the exterior with M2539, F2539, M4075, and F4075. This will designate the gender
and age groupings. The receptionist will hand the packets to the appropriately aged men and
women. Receptionist will say ** This a packet of information on the research study that J. Billett
our Nurse practitioner is doing to complete her Master’s degree. Please, look it over and decide
if you like to be involved in this project. It involves filling out a short questionnaire. If you
decide not to participate vou can place the packet in the designated basket in the exam rooms. If
you do decide to participate you can seal the envelope after filling out the questionnaire and
leave it in the basket in the exam room or vou can hand it to any staff member. Also, you may
take it home with vou and I will provide you with a self-addressed stamped envelope so that you
can mail it back to us. Any of the staff will be able to help vou fill out the questionnaire if
needed”

The receptionist will be instructed not to hand out packets to acutely i1l patients who will
not want to be bothered with anything other than feeling better. Also, patients with known
history of previous stroke will not be included. The office manager, clinical and clerical staff
will also, be able to hand out the packets if they are at the front window.

All staff will be inserviced in the use of the questionnaire. The consent form, and letter
explaining the study will be reviewed. Each question will be reviewed to ensure that everyone
understands the question and the answers. Staff will understand that if patients choose not to
participate it will not reflect on the care that they receive in the clinic. Staff will understand that
if they can’t answer a patients question they can go to J. Billett at any time to get the answer.
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Clinical staff will return the unused packets to the receptionist hourly. The packets will
be checked for completeness before being returned to the stack of unused packets. If any part of
the packet is missing or damaged it can be replaced with the extra material that will be laid out
on the extra desk in J, Billett’s office.

Completed packets will be placed in a box in J. Billett’s office marked “completed
packets”. If the number of required questionnaires are not completed in a two week time frame
the data gathering period will be extended.
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Correspondence with Carson City Hospitals
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APPENDIX M

Permission from Nola Pender

THE UNIVERSITY OF MICHIGAN
SCHOOL OF

NERSING

72y have ay peraiss to use the Health ?:o-:o:ion Model in ysur thesis. Thank

fcr your interest in zw work and geood luc your Tesearzh.

Nela J. Peadsr, PhD, RN, Faall
Associate Dean fcr Researcch

UME

CENTER FCR NURSING RESEARCE

200 Motk incalls Sida. e

;m.
I..
|||
u'

Ann Arber. Michican 28108.C382
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APPENDIX N

Permission from Appleton & Lange

9/9/99
To Whom it may concerr,

lam currently writing my master’s thesis utilizing Nola Pender’s
Health Promotion Model as the theoretical framework.,
Appleton and Lange is the publisher for the book titled “Hezlith
Promotion in Nursing Practice”. Copyright 1996.

| am requesting permission to use a copy of the diagram of the
Health Promotion Mocel. This is figure 3.1 on page 32.

Thank you,

Octcber 14, 1%93
Permission granted to include this
mataial in ycur thesis.

(lie Billett, RN, BSN, NP, MSNc.
. Michelle Jchnsod

PO Box 638 Pernissicns Zditar
Stanton, MI 43888 Prentice Fall
517/831-8301
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APPENDIX O

Permission from American Heart Association

Ameccan Heart
Associationa
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materials appear:
Regzrcduced with permission.
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Sgyright American Heart Asscciaticn.
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