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Abstract 

Cardiovascular disease (CVD) is the leading cause of death among African American 

(AA) women in the United States. While there have been advances and more widespread 

use of peer-to-peer (P2P) support strategies to improve self-management skills among 

CVD patients, these approaches have not affected AA women, who continue to die from 

heart disease at significantly high rates. The purpose of this study was to examine real-

life experiences of AA women with hypertensive heart disease who receive P2P support 

and the effect of that support on self-efficacy and cardiac health. The health belief model 

and social cognitive learning theory were the theoretical framework for the study. A 

qualitative phenomenological approach with semi-structured recorded video conference 

interviews was used to explore lived experiences and perceptions of a purposeful sample 

of AA women between 20 and 61 with hypertensive heart disease who have participated 

in online peer support groups. Thematic analysis revealed AA women welcomed and 

appreciated P2P support groups, felt empowered due to benefits obtained from these 

groups, perceived a reduction in cardiac episodes and hospital admissions with the 

addition of P2P support, and received guidance from primary care providers that 

supplemented benefits from P2P support groups. These findings indicate that P2P support 

groups for AA women suffering from CVD may help improve their self-care management 

and lead to positive social change for this population. Recommendations include more 

P2P support, both in person and online formats, with guidance from primary care and 

mental health providers to positively affect lives of AA women afflicted with CVD.   
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Chapter 1: Introduction to the Study 

Heart disease or cardiovascular disease (CVD) is a major cause of death for 

Americans, and the African American (AA) population is disproportionately affected by 

the disease (American Heart Association [AHA], 2023; Centers for Disease Control and 

Prevention [CDC], 2021, CDC, 2022). Specifically, AA women face disproportionately 

higher risk of death and disability due to heart disease compared to other groups (AHA, 

2023; Carnethon et al., 2017; CDC, 2022). Hypertensive heart disease is a frequent 

complication among hypertensive African Americans because of inadequate high blood 

pressure control in this group (National Institutes for Health [NIH], 2021), which can 

lead to weakening and failure of the heart’s function over time. Hypertensive heart 

disease refers to heart conditions caused by high blood pressure and includes heart 

failure, thickening of the heart muscle (cardiomyopathy), and coronary artery disease, 

(NIH, 2021).  It is the leading cause of illness and death from high blood pressure (NIH, 

2021), and AAs have the highest incidence and prevalence of high blood pressure and 

heart failure when compared with other races and ethnic groups. AAs also show the worst 

clinical outcomes with CVD and heart failure (NIH, 2021). The AHA (2019) reported 

cardiovascular (CV) diseases kill nearly 50,000 AA women annually, most over 20 years 

of age, and 49% of this population is afflicted and high blood pressure is a significant 

contributor to heart disease, which results in this population developing CVD earlier in 

life compared to Whites. Peer support can be further evaluated to determine its benefits in 

terms of developing the most effective means for optimal CV health care. More AA 

women die of heart disease than White women (20% more in 2017), as well as women 

from other racial/ethnic groups (CDC, 2020; Green, 2017). AA women in the U.S. also 
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have the highest prevalence rate of hypertension (HTN) and are 60% more likely to have 

it than non-Hispanic whites (U.S. Department of Health and Human Services [DHHS], 

2020), as well as higher rates of obesity (Abel et al., 2018), which is a significant 

contributor to higher risk and rates of CVD, organ damage, morbidity, and mortality. 

Background of the Study 

 Peer support originates from the mental health consumer movement of the 1970s 

(Boothroyd & Fisher, 2010; Tang, 2013). It has grown in terms of its applications to 

chronic disease management and diseases such as diabetes, heart disease, cancer, asthma, 

and HIV/AIDS, as well as substance abuse, screening and prevention with cancer, 

infectious diseases, and in maternal and child health (breastfeeding, nutrition, post-

partum depression Boothroyd & Fisher, 2010; Tang, 2013). CVD remains the top cause 

of death for both males and females in the U.S. Consumers can be educated and assisted 

in terms of their health and wellness, yet value of these varying resources may be 

uncertain and depend on individual interpretations, perceptions, and preferences (Singh et 

al., 2019).  Studies done on other chronic diseases, such as diabetes, hypertension, and 

cancer, can be replicated to address heart disease as well as education, information 

sharing, social support, and health prevention strategies and interventions. AA women are 

at an increased risk for diabetes and heart disease. Many in this group are unaware of this 

high risk (CDC, 2022). Changes in terms of cardiac profiles (blood pressure, cholesterol, 

body mass index, diet, and physical activity) can drastically impact daily living and 

quality of life (Patil et al., 2018). Additional studies continue to be recommended to 

further understand effects of peer support interventions on high-risk CVD factors among 

adults with diabetes, which remains an ongoing high-risk complication for AA women. 
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This proposed qualitative research study with AA women participants was intended to 

help to determine other significant contributing factors leading to control and reduction of 

heart disease in the AA female population based on their direct experiences using 

informational and educational guidance as well as emotional support from peers.   

Dong et al. (2017) addressed racial and ethnic disparities in terms of CVD outcomes 

regarding provision of quality inpatient care and urgent care services. The authors noted 

that there remain disparities involving cardiac treatment and procedures for minority 

groups, with cardiac interventions such as medical imaging and specific clinical 

measurements such as blood pressure, being more effective in terms of best quality 

healthcare service provision. These are not always offered to vulnerable groups in 

outpatient care. Improved quality of care and service provision in outpatient settings may 

help to improve self-efficacy and cardiac health for AA women by reducing use of 

emergency services and health care costs, which are ongoing barriers and challenges for 

AAs. Peer support strategies can also significantly reduce progression rates and 

complications of heart disease.  

 Kingod et al. (2017) explored experiences of individuals using online peer-to-peer 

(P2P) support and found that helpful knowledge sharing, social support connections, and 

having a collective voice and awareness influenced their daily lives markedly. Online P2P 

communities provided a platform for support and sharing of daily self-care concerns and 

activities. However, traditional forms of support are not always adequate in terms of 

providing individuals with skills required to navigate challenges of daily life involving 

chronic illnesses (Kingod et al., 2017). AA women face challenges and barriers with 

respect to gaining and sharing knowledge, obtaining and strengthening social 
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connections, and developing awareness of diseases and preventive strategies. These areas 

of concern were explored during this qualitative assessment of AA women with 

hypertensive heart disease. 

 Chronic diseases place an extraordinary burden on individual’s lives due to long-

term care required, and lifestyle changes necessary for adequate self-management and 

disease control. Cultural relevance, ongoing support, and use of advanced tools (such as 

electronic medical assistance with telecommunications) were identified as key for rural 

peer support programs to enhance self-efficacy and empowerment in terms of managing 

chronic diseases (Lauckner & Hutchinson, 2016). Minority populations that reside in and 

out of rural locations could benefit from recommended support programs to assist in 

easing burdens due to psychosocial pressures and unnecessary traditional care 

interventions, as well as understanding specific needs to enhance positive social change 

in terms of population health.  

 Okoro et al. (2018) studied 20 AAs with type 2 diabetes who said they were 

interested in attending support groups. Many were also interested in online message 

boards, support groups with medical expert facilitator, and groups with women diagnosed 

with the same condition (Macario et al. 2017).  Similar interventions and strategies can be 

used to improve other chronic diseases such as heart disorders. 

Evidence mapping is used to guide research, inform the setting, and help with focused 

evidence-based decision-making (Saran & White, 2018). Evidence-based practice and 

results benefit all stakeholders and help in terms of providing confidence and motivation 

for populations being served. In this study, evidence mapping was used with targeted 

goals such as establishing or maintaining normal blood pressures, normal glycemic levels 
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in the targeted cardiac population, and positive social engagement and program 

compliance with other community members.   

Problem Statement 

Although heart disease remains a significant cause of death for Americans, AAs 

are disproportionately affected (AHA, 2017; CDC, 2020; CDC, 2021). AA women face 

extremely high risk of death and disability due to heart disease (Carnethon et al., 2017; 

CDC, 2018), but many in that population are unaware of the high risk. The AHA (2019) 

reported CVD kills nearly 50,000 African American women annually, most over 20, with 

about 49% of this population afflicted, and more than 40% of non-Hispanic blacks have 

high blood pressure, which is more severe in Blacks than Whites, develops earlier in life, 

and is a significant contributor to heart disease. Among public health interventions 

addressing CV health among minority women with chronic health conditions, peer 

support is one strategy that appears promising and should be further evaluated to 

determine benefits and most effective means for CVD care. There remains ongoing and 

challenging CVD morbidity and high mortality among this group (Brown et al., 2017; 

Carnethon et al., 2017). Literature regarding use and effect of peer support on AA women 

with CVD remains limited. Frequency of CVD in this group continues to be 

disproportionately higher and a concerning public health challenge.   

Further exploration is required to understand contributing factors involved with 

this phenomenon. Stressors among AAs lead to high risk and prevalence of diabetes in 

this group (Patil et al., 2018), as well as high risk and prevalence of hypertension, obesity, 

high cholesterol and smoking (CDC, 2019), lack of access to adequate and higher quality 

health services, emergency, and medical care (Dong et al., 2017), comorbidities, social 
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determinants involving poverty and discrimination (CDC, 2017), poor cardiac literacy, 

lack of social support, decreased cardiac awareness, and knowledge sharing within group 

members (Kingod et al., 2017). 

Peer support interventions have been recommended as a promising healthcare 

strategy to help manage CVD (Lauckner & Hutchinson, 2016; Sokol & Fisher, 

2016).Self-efficacy is based on individual belief in abilities to address and adequately 

manage behaviors to successfully meet set goals, including treating and controlling 

underlying contributing factors (such as a diet for diabetes and hypertension), reducing 

progression of heart disease, and managing daily living activities (Bandura, 1982). 

Literature has been limited and unclear in terms of benefits of and barriers to peer support 

for AA women who are disproportionately affected by CVD morbidity and mortality, 

according to the women themselves. As a result, there exists a need for a qualitative 

research study involving this gap in literature and determine key characteristics required 

for peer support assistance with this population based on their lived experiences 

involving CVD and self-efficacy when addressing health challenges. Individuals with 

lower levels of self-efficacy may experience decreased confidence in terms of making 

healthcare decisions, as well as actively engaging in public health programs and adjusting 

lifestyle behaviors (Imes et al., 2016; Xu et al., 2017). These individuals could benefit 

from peer support interventions and guidance that is provided via an appropriate format 

with a focus on improved self-care skills and behaviors, as well as gaining confidence 

and empowerment in order to manage their cardiovascular health.  

Positive social change implications for this study include helping to raise 

awareness of CVD and its management through evaluating impact of lived experiences 
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on AA women. Barriers identified as contributing to lower cardiac health and benefits due 

to peer and social support among AA women with chronic heart disease are explored, 

leading to public health opportunities. 

Purpose of the Study 

The purpose of this qualitative phenomenological study is to gain a realistic 

understanding of real-life experiences and the impact of peer support on self-efficacy 

among AA women with heart disease seeking improved cardiac health, self-efficacy, and 

better quality of life. The study involved addressing the phenomenon of ongoing 

challenging CVD morbidity and high mortality among this group literature regarding 

uses and effects of CVD on AA women remains limited. The state of CVD in this group 

continues to be disproportionally higher compared to all other minority populations, and 

this remains a concerning public health challenge. Many people in vulnerable minority 

groups are often alone without adequate resources and support to manage their daily lives 

and challenges due to chronic illnesses such as diabetes and heart disease. Persons in 

different stations in life likely experience peer support strategies differently and are able 

to share valuable information if given the opportunity. Younger and older cardiac 

patients, the employed and retired, and those with and without health insurance and 

healthcare access have different perspectives. These perspectives were addressed using a 

phenomenological research design. Results from this study will help in terms of planning 

and designing more effective peer support programs, training educators, counselors, and 

volunteers, and raising awareness of CVD disparities and informing providers about 

intervention modifications that may be used to better address female AA cardiac 

populations and their health preferences. The study was conducted online and involved 
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gaining AA women’s perspectives regarding peer support interventions, health beliefs, 

and effects on their skills, abilities, and self-care confidence that is needed to manage 

their diagnosed chronic heart disease. Obtaining direct responses from participants with 

health challenges and barriers can lead to implementing appropriate and relevant 

programs and strategies to assist with developing long-term sustained lifestyle change 

strategies and improved cardiac health. 

Research Questions 

RQ1: What are lived experiences of AA women with CVD who are receiving peer 

support? 

RQ2: How do AA women with CVD experience effect of peer support on their 

self-care?    

Theoretical Framework 

The health belief model (HBM) and social learning theory (or social cognitive 

theory) served as theoretical framework for this study. These frameworks informed and 

guided my research and helped to direct study design decisions. The HBM is a model that 

is used to explain and predict health-related behaviors, with cues to action and self-

efficacy as major elements driving behaviors, especially when relating to provision of 

health services (Rosenstock, 1974). The HBM suggests that individuals change behaviors 

if they receive appreciate information and guidance targeting perceived threats, barriers, 

benefits, and self-efficacy related to their health challenges and quality of life (Jones et 

al., 2015). Based on the HBM, perceptions involving participants’ lived experiences were 

identified. Motivation to act and participate in peer support interventions involves social 

engagements, educational sessions, lifestyle changes with diet, exercise, and medication 
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adherence when a threat due to disease is perceived and health benefits are identified 

(LaMorte, 2019). Additionally, female victim of heart disease may develop confidence in 

their ability to maintain quality of life after receiving cardiac health education, lifestyle 

skills training, social engagement, and self-management training via peer support 

programs and interventions. Also, perceived susceptibility to disease, perceived severity 

of disease, perceived benefits of behavior change, perceived barriers to acting, and self-

efficacy are important factors used to provide an understanding of participants’ 

experiences involving peer support strategies.  

Since knowledge, skills, and confidence obtained via peer support increase self-

efficacy, asking about behavior choices, making decisions about treatment strategies, 

coping mechanisms, and expected outcomes and goals will help in terms of providing an 

understanding of level of self-efficacy among individual using peer-support. Jones et al. 

(2015) demonstrated the HBM can be used as an effective tool in terms of 

communicating prevention and modifying behavior that perceived benefits, threats and 

self-efficacy may influence in individuals and communities within the context of peer 

support programs. Also, this model can be helpful in terms of prescribing strategies for 

educating and empowering individuals and enhancing social change among populations.   

The social learning theory or social cognitive theory is one of the most influential 

theories of learning and human development. People can learn new information and 

behaviors from observing, imitating, and modeling others (LaMorte, 2019). The theory 

was introduced in the 1960s by Albert Bandura and developed into the social cognitive 

theory in 1986. It is sometimes referred to as the social cognitive learning theory. It posits 

that learning occurs in a social context with dynamic and reciprocal interaction involving 
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people, their environment, and their behaviors. The unique feature of the social 

learning/cognitive theory is its emphasis on social influence as well as external and 

internal social reinforcement (LaMorte, 2019). The theory involves emphasizing learning 

from social environment in direct (personal experiences with differential reinforcement) 

and indirect (modeling of others) forms, with dynamic and reciprocal interactions 

between individual, environments, and behaviors (LaMorte, 2019). People can learn and 

perform behaviors from observing and sharing with others, which is consistent with the 

concept of peer support. Receiving and giving support, guidance, education, rewards, 

encouragement, and reinforcement from family members, friends, teachers, healthcare 

professionals, and communities at large can lead to rewards for those seeking guidance. 

Moreover, as part of the learning process, individuals evaluate effects of behaviors they 

have observed and shared with others. Specifically, A positive consequence resulting 

from a learned behavior may encourage one to model it, whereas a negative consequence 

or outcome resulting from that behavior may lead to the refusal to model (Hunter-Reel, 

2013). Additionally, level of self-efficacy is an essential consideration in terms of this 

model of observational learning since social relationships can significantly affect physical 

health and psychological wellbeing, which in-turn may affect self-efficacy (Macario et 

al., 2017; Wright, 2016). Such social relationships, formed and nurtured in the social 

environment of a peer support group, can provide rich learning and non-threatening 

spaces for receiving and accepting new information related to health and wellbeing.  

In this study, participants learned about healthy behaviors that were facilitated via 

cultural, social, educational, and emotional connections shared during peer support 

engagements. These social connections and relationships that were established and 
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maintained via peer support programs assisted in promoting effective health behavior 

changes that were motivated by perceived disease threats and benefits. 

Nature of the Study 

Data for this study was collected from participants’ direct statements and 

responses to interview questions based on the HBM and on elements based on self-

efficacy (such as having comfort with self-care and particular skills). I conducted 

interviews following approval by the Walden University Institutional Review Board 

(IRB). Self-efficacy questions involved presence or absence of confidence that 

participants had in the ability of others such as family, friends and peers to help with  

solutions to health-related problems, identifying the presence or absence of confidence 

that they could locate friends or family members to confide in when they felt lonely or 

depressed, identify the presence or absence of confidence that friends, family, or peers 

would be able to help with medical care when needed, presence or absence of confidence 

they could handle health problems as well as others, presence or absence of confidence 

that participants have in others’ ability to provide them with advice. AA women cardiac 

patients in community groups, primary care clinics, local churches, and online 

networking women heart groups, as well as individuals with cardiac and health providers 

in online communities were interviewed to obtain their lived experiences involving 

coping with heart disease and using peer support to enhance beliefs, thoughts, and 

confidence in themselves, leading towards better self-care and cardiac health. Informed 

consent was obtained for participation in interviews. Participants received details 

regarding the proposed study, as well as knowledge about their rights. Primary data were 

obtained from direct interviews via Zoom and telephone interviews. Interviews were 
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tape-recorded, and open-ended interview prompts were used to allow participants to feel 

comfortable with the process so they could be empowered to share their issues of interest, 

point of views, and experiences. 

Definitions of Terms 

Cardiovascular Disease (CVD): Disorder of the blood vessels of the heart that 

can cause a heart attack (AHA, 2019). The most common form of CVD is coronary heart 

disease, but it includes other circulatory system diseases. Diseases that have been 

classified as CVD include high blood pressure, coronary heart disease, heart attack, 

angina pectoris/chest pain, heart failure, arrhythmia (heart rhythm disorders), heart valve 

problems, and stroke (AHA, 2020).  

Comorbid: The presence of one or more additional conditions occurring with a 

primary condition, having two or more diseases at the same time (National Cancer 

Institute, 2023).  

Heart Attack (Myocardial Infarction): Death of the heart muscle (myocardium) 

caused by a blockage and loss of blood supply (Mayo Clinic, 2020) 

Heart Failure: This is sometimes called congestive heart failure (CHF) and 

occurs when the myocardium fails to pump blood effectively (Mayo Clinic, 2019). 

Conditions such as narrowed arteries (coronary artery disease) and high blood pressure 

may leave the heart too weak or stiff to fill and pump efficiently (Mayo Clinic, 2019). 

High Blood Pressure (Hypertension): State of having force of blood flowing 

through the arteries being consistently high (AHA, 2020). 
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Obesity: Excessive fat accumulation up to the point of which a person’s body 

mass index (BMI), which is the parameter used to indicate the level of overweight and 

obesity in adults, is 30 or greater (World Health Organization, 2020).  

Overweight: BMI of 25 or greater. It is also considered a precursor to obesity 

(World Health Organization, 2020). 

Peer Support: Peer support involves activities and interactions between people 

who share similar conditions and experiences. People with a common illness can share 

knowledge and experiences. Peer support can take many forms, including phone calls, 

text messaging, group meetings, home visits, going for walks together, and grocery 

shopping (Tang, 2013).  

Self-Efficacy: Belief in one’s capabilities to organize and execute courses of 

action required to manage and succeed situations (Bandura, 1977). 

Assumptions 

One assumption of this study is that participants had the desire to enhance health, 

wellness, and quality of their lives as well as those who they could positively influence. 

Likewise, I assumed participants learned how to prevent or reduce cardiovascular risks 

such as high blood pressure through making lifestyle changes, such as changing diets, 

exercising more, and adhering to medications. Participants can also enhance their CVD 

prevention skills by getting their blood pressure checked frequently to detect and respond 

to cardiac events early and know what actions to take if blood pressure readings are high. 

I also assumed participants were able to recall their participation in peer support 

programs to the best of their ability to enhance public health programs and healthcare. 

Also, I assumed participants were able to share and respond to research prompts in the 
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English language, with varying abilities and capabilities for recall as unbiased and 

reliable data were gathered. Lastly, since the study involved relying on sharing details 

and responding to my prompts, I assumed participants provided honest and truthful 

responses. 

Scope and Delimitations 

Data was collected from participants’ responses to interview questions based on 

questions related to self-efficacy. I conducted interviews following Walden University 

Institutional Review Board (IRB) approval. This was done to explore the phenomenon of 

ongoing poor and substandard CV health among AA women despite peer support 

strategies. The phenomenological research design was used to description firsthand 

directly lived experiences and stories of participants. In qualitative phenomenological 

studies, experiences involving thoughts, perceptions, memories, imaginations, and 

emotion are described for researchers to address participants with an open mind and 

without bias (Rodriquez & Smith, 2018). Self-efficacy-related questions were asked. AA 

women who were as cardiac patients associated with local community groups, local 

churches, online networking women heart groups, and associated cardiac and health 

providers in an online setting were interviewed to obtain their lived experiences involving 

living with hypertensive heart disease and using peer support to enhance beliefs, 

thoughts, and confidence in themselves in terms of better cardiac health. Informed 

consent was obtained for participation in interviews, indicating participants received full 

details regarding the proposed study, and knowledge of their rights. Primary data were 

obtained from Zoom or telephone interviews with participants. 
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Participation was limited to AA women who were 20 and older. The study was 

conducted online and may also be relevant to AA women in other locations in the U.S. 

who have shared similar experiences and diagnoses. 

Limitations 

 Possible limitations, challenges, and barriers included the following: Only women 

of AA descent who reported a diagnosis of heart disease using peer-to-peer support were 

interviewed, and therefore generalizations involving results for all Americans AA or other 

cultural groups in the U.S. cannot be made. Conducting interviews at the convenience of 

participants was time-consuming and difficult. Volume of data collected required 

laborious work for transcription and analysis. Also convenient date and times for both 

interviewer and participants required much flexibility and consideration. 

The recruitment process was initially aimed at a vast pool of participants from 

different areas of the northeastern U.S., then focused on online peer interactions due to 

COVID-19 to provide a large enough population sample, wider diversity of AA women 

of various ages, income levels, marital status, employment status, family responsibilities, 

and educational backgrounds.  

Researchers must learn skills to address personal biases perceptions (Patton, 

2015). Maintaining a balance between avoiding biases and being empathetic towards 

participants should be a goal. As a healthcare professional with knowledge of chronic 

diseases, I was careful not to influence the interview process unduly.  

Significance of the Study 

This study will help fill a gap involving higher incidence of heart disease among 

AA communities compared to other groups. This study may be significance in terms of 
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self-care and control of chronic diseases among AA women, health promotion and 

preventive care, self-efficacy involving heart disease, and continued public health 

interventions which promote positive cardiac care and outcomes. Data from participants 

were used to inform public health providers about their experience involving peer support 

and heart health, as well as relevant empirical evidence-based interventions which 

involve incorporating peer support and best strategies that can be most helpful in terms of 

improving CVD outcomes in this minority group. This could lead to increased use of peer 

support programs in minority communities and overall improvement of CVD outcomes 

including improved quality of life and decreases in rates of cardiac morbidity and 

mortality. The study will lead to positive social change and help promote use of targeted 

peer support interventions among AA women and minority women groups. 

Implications for Positive Social Change 

Insights gained from this study will be used to inform healthcare and public health 

professionals about gaps involving current clinical plans of care and guidelines, thus 

promoting positive social change in the form of practice recommendations. Social change 

implications from this research study may include increasing awareness and 

understanding regarding cardiac care and peer support needs of AA women that could be 

used to improve culturally appropriate program interventions. These findings may also 

serve to enhance self-efficacy and self-care in terms of managing chronic diseases among 

this population. It may also provide significant data that could help in terms of 

developing a culturally relevant process for addressing healthcare needs of AA women 

with heart disease, especially those who may not be able to access medical and healthcare 

services. The study could also equip clinicians and public health providers serving 



17 
 

 
 

minority women with culturally effective education and supportive tools and highlight 

perspectives of this group involving heart disease and unhealthy cultural practices.  

Summary 

Use of P2P to enhance and sustain treatment and control chronic diseases in the 

U.S. has become popular and recommended by public health practitioners; however, 

there are issues mainly for minority populations with increased morbidity and mortality 

due to chronic disorders such as heart disease. Peer support involves enhancing 

emotional, educational, and healthcare assistance as well as managing specific situations 

such as chronic diseases (Munce et al., 2017). Heart disease remains the leading cause of 

death for women globally, with minority groups such as AA women more likely to have 

chronic diseases, which are complicated by additional challenges and daily stressors, as 

well as financial, educational, and social disparities. In this research, I reviewed 

information concerning heart disease and use of peer support to enhance self-efficacy and 

self-care in terms of improved cardiac and health literacy and reduced morbidity and 

mortality due to heart disease, especially for AA women. Understanding specific beliefs, 

attitudes, perceptions, and opinions related to peer support and its impact on self-efficacy 

regarding heart disease will lead to prepare health providers and community care workers 

understanding real-life experiences and cardiac care needs, as well as delivering optimal 

support to cardiac-afflicted individuals. 

In this study, I aimed to record information, listen to participants about their real-

life experiences, and identify culture-specific perceptions, attitudes, beliefs, and opinions 

among this inclusive minority group involving hypertensive heart disease. The HBM and 

social cognitive learning theory were the theoretical framework for this qualitative 
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phenomenological research study involving peer support and its effect on AA women 

with heart disease. This study includes information about culture-specific perceptions 

relating to this topic via personal experiences and opinions regarding use of P2P support 

in self-managing heart disease and improving self-efficacy to achieve optimal cardiac 

health in AA females. 
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Chapter 2: Literature Review 

This literature review includes information about serious chronic disease of the 

heart and blood vessels that affects AA women in a disproportionate way. This group is 

affected by challenges stemming from complications of heart disease and heart failure 

and may benefit from peer support. This is a versatile care intervention strategy which 

can provide patients with guidance and disease control strategies to improve self-efficacy, 

self-care, and self-management. Via a phenomenological research design, data for this 

study were collected using semi-structured interviews and analyzed using qualitative 

techniques to derive insights involving improving public health.  

Heart disease is the most prevalent cause of death for both males and females in 

the U.S. (CDC, 2020). It is also a challenging medical issue globally. Due to historical, 

social, and cultural factors, minority populations in the U.S. such as AA are particularly 

vulnerable to this disease and its associated challenges. Specifically, AA women 

experience higher morbidity and mortality due to heart disease than any other ethnic or 

gender group (Office of Minority Health, 2017; Zhao et al., 2019). In addition to 

managing heart disease while maintaining multiple responsibilities, they face multiple 

comorbidities. The chronicity of the disease and daily requirements of self-care demand 

additional resources and social support to make a difference in terms of management and 

quality of life that can be realistically expected and accomplished. 

AA women experience cultural, behavioral, educational, health provider, 

environmental, and systemic health disparities (Shepherd et al., 2018). Since access to 

public health resources has been less than expected for ethnic minorities, advocacy from 

public health researchers and practitioners is needed to ensure these resources are 
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effectively directed toward the health and welfare of these underserved communities. 

This proposed research study involved recording and reporting perceptions, beliefs, and 

experiences of AA women living with heart disease who use P2P support. Findings from 

this study include insights about peer support in terms of participants’ quality of life as 

well as motivation for self-care and self-efficacy regarding daily challenges brought on 

by disease-related complications. 

Chapter 2 includes the literature search strategy, theoretical and conceptual 

frameworks related to use of P2P treatment with heart disease, current information on 

peer support interventions involving chronic diseases, past and current literature available 

on peer support among women in the U.S. as well as AA women with heart disease, 

rising costs and other barriers associated with managing heart disease among minority 

groups, and implications for future care in terms of peer support and social engagement 

and networking. 

Literature Research Strategy 

A thorough research of databases was conducted using the following databases: 

PubMed, EBSCOH, Google Scholar, CINAHL, and ProQuest. An estimated 300 peer-

reviewed articles were reviewed relating to hypertensive heart disease, CVD, heart 

disease in women, peer support, CVD disparity, the HBM, social learning/cognitive 

model, social support model, self-efficacy and qualitative phenomenological research 

design. Multiple Government and private organization websites were also explored. 

These organizations include but were not limited to the AHA, APA, American College of 

Cardiology, CDC, USDHHS, and NIH. Based on results from this initial exploration, a 

targeted search was conducted using these keywords: heart disease and peer support, 
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peer-to-peer support and heart disease, heart disease in women, heart disease in minority 

women, heart disease in African American women, heart disease in African Americans, 

peer support in minority groups, heart disease disparity, peer support with heart disease, 

peer support and self-efficacy, health belief model and self-efficacy, social support and 

social network concepts, and self-efficacy in disease management. Most selected review 

articles were directly related to the topics of peer support and heart disease among AA 

women. Reviews, research articles, and case reports were dated between 2015 and 2022. 

The Walden University Library was extensively used on an ongoing basis. 

Theoretical Framework 

 A theoretical framework helps in terms of understanding and obtaining guidance 

for a research project in a particular field of study (McGaghie et al., 2001). It is used to 

identify key concepts or variables that influence the phenomenon in question. The HBM 

and social cognitive learning theory were the theoretical frameworks for this study. 

Concepts informed and guided research and helped direct study design decisions.  

HBM 

 The HBM was used to identify perceptions and lived experiences of participants. 

Self-efficacy refers to confidence in one’s ability to behave in a way to produce desirable 

outcome (Bandura, 1977). Self-efficacy makes a difference in terms of how people feel, 

think, and act (LaMorte, 2019), and may determine eventual disease control and state of 

morbidity. Low levels of self-efficacy are directly associated with depression and anxiety, 

which is 20% higher in the AA community compared to other groups (Association of 

America [ADAA], 2018). An average or higher level of self-efficacy indicates better 

ability to handle uncertainty, distress, and conflict (LaMorte, 2019). In terms of 
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cognition, having a sense of self-management capability and a higher level of self-

efficacy, will facilitate better creative thinking and faster decision-making processes 

involving disease control, in the face of demands imposed by related lifestyle changes 

(Bandura, 1977). Self-efficacy, perceived susceptibility to ill-health, perceived severity of 

disease, perceived benefits of behavior change, and perceived barriers to acting are 

critical elements of the HBM and were used to provide an understanding of participants’ 

experiences involving peer support strategies. 

 When there is a perceived disease threat and possible health benefits are 

identified, participants may become motivated to act and engage in peer support 

interventions such as socioeducational sessions involving exchange of information about 

diet and exercise or other practical information (LaMorte, 2016). These may help 

participants maintain motivation and dedication required for ongoing empowerment-

based activities that are needed to cope with their chronic disease.  

 In the context of patients living with CVD, level of cardiac self-efficacy can help 

determine impact of the disease and its associated complications on health-related quality 

of life factors. Barham et al. (2019) found lower levels of self-efficacy and poorer 

patient-provider interactions are predictors of poor health-related quality of life. Since 

quality of patient-provider interactions depends on both frequency of access and content 

of interactions, political and social isolation can have a significant impact on patients’ 

health-related quality of life. Specifically, AA women’s health needs may not be 

sufficiently addressed by the U.S. public health system due to election of key government 

decision-makers voting on key public health policy decisions. Political isolation can have 

a direct negative impact on their health-related quality of life. Also, AA women can 
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become socially isolated due to a disproportionate share of family and professional 

responsibilities in the absence of a social support system. 

 The HBM can also help health professionals devise strategies for educating and 

empowering individuals, as well as promoting social change in a wide variety of 

populations (Jones et al., 2015). Patients’ empowerment and self-efficacy have shown a 

positive association with the restoration of functionality in the acute sense, especially 

during the rehabilitation period following a cardiac event (Kohler et al., 2018). However, 

there is a lack of research on the role of patient empowerment in heart disease 

management in the chronic sense such as in the case of those living with coronary heart 

disease (Kohler et al., 2018). This is even though self-efficacy appears to be a universal 

construct that has a positive impact on health behaviors intended to address risk factors 

such as those included in Life’s Simple 7 Habits (AHA, 2020) and other factors directly 

affecting heart disease. The proposed qualitative phenomenological study aimed to 

contribute to closing the gap in research on factors impacting behavior change in AA 

women as they participate in cardiac peer support intervention. 
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Figure 1  

Overview of HBM 
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Social Learning Cognitive Theory 

 The social learning cognitive theory involves personal, behavioral and 

environmental factors, such as the safety net of family, friends, and community from 

whom learning, observation, imitation, and modeling of behaviors can occur (LaMorte, 

2019), and have a significant impact on individuals and groups who are challenged with 

ill health and diseases.  Since human behavior is regulated by internal factors (thoughts, 

feelings, motivation, actions) as well as the external environment, actual behavior change 

can vary in respect of timing for behavior change or gaining confident decision-making 

abilities to produce actual change. Peer support provides the environment in which 

observation, sharing, social support, lived experiences, empathy, and other similar 

circumstances to those of the individual with CVD can help mitigate negative effects 

from the disease or from other barriers such as poor patient-provider relationships. This is 

especially important since a poor patient-provider relationship can have a cascading 

negative effect as the patient’s trust in the health care system, in health institutions, and in 

public health may deteriorate. Social connections with peers or community members will 

also provide the likelihood of frequent engagement with, and encouragement from others, 

improving motivation and avoiding isolation (Wright, 2016).  

 LaMorte (2019) reinforced the applicability of the social learning/cognitive theory 

in focusing on internal and external reinforcement, past experiences, self-efficacy, and 

reciprocal determinism helping to shape and be shaped by their environment for ongoing 

motivation and improved disease outcomes. Email messages designed to target social 

cognitive theory constructs of self-efficacy, goal setting, self-monitoring, and social 

support were used by a community walking program and evaluated by Richards and 
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others (2020). Research findings indicated that the adoption of the program was high, 

with self-efficacy directly influencing interactive behavior between personal factors and 

the social environment (Richards et al., 2020).  The program’s effectiveness, reach to the 

community, adoption, implementation, and maintenance were assessed in a pre-post 

program design, with an emphasis on self-efficacy. This was seen as critical to the 

initiation and maintaining behavior change, with connections to both internal and external 

factors such as thoughts, feelings, motivation, and taking actions with an awareness of 

disease's impact on loved ones. Increases in self-efficacy were also maintained three 

months following the program during the maintenance assessment and update reviewed 

(LaMorte, 2019). 

 As a result of the knowledge, skills, and confidence gained from peer support 

groups with this proposed research study, a change in self-efficacy may be detected from 

participants’ stories and interview responses.  Within the framework of a semi-structured 

interview, study participants’ behavior choices, decisions about treatment regimen, 

coping mechanisms, and expected outcomes and goals will provide insights into the 

extent of their self-efficacy in the context of peer-support involvement.  Since 

improvement in self-efficacy can help maintain the corresponding change in behavior, 

theoretical frameworks that encompass health-related behavior change and self-efficacy 

can help better understand the role of peer-support in improving disease management. 

Specifically, Jones et al. (2015) found that the health belief framework can be used as an 

effective tool in understanding the patient’s health-related decisions from diagnosis to 

disease management that encompasses perceived benefits, threats, and self-efficacy in the 

context of peer-support.  
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The social learning/cognitive theory posits that individuals initiate behaviors on 

learning from shared and reciprocal social relationships and support, explained by 

continuous interaction between cognitive, behavioral, and environmental determinants to 

which all are exposed (Bandura, 1977). Schunk and DeBenedetto (2020) demonstrated 

that the social learning theory/social cognitive theory (SLT/SCT) can play vital roles in 

motivation for individuals initiating, processing, and maintaining behavior changes 

towards improved health outcomes. Along with social supporters in the form of friends, 

family, and community stakeholders helping to organize, mobilize and reinforce wellness 

activities (Forthofer et al., 2016), the SLT/SCT propels internal motivational processes 

leading to decision-making, self-regulation, making choices, and self-management for 

underserved African American women. 

Optimistic peer support interventions may motivate behavior change, may 

reinforce health prevention and promotion practices, can enhance awareness and actions 

toward disease prevention, can maximize adaptation and recovery from illness (White, 

2016), can help to maintain an individual’s identity, can enhance one’s self-esteem and 

coping mechanisms, and can help in protecting people’s health against CVD and mental 

disorders. In contrast, negative consequences can undermine health behavior change, 

such as providing false, misguided, or incomplete support to someone struggling with a 

health issue (White, 2016). Factors such as cultural influences, people’s perceptions, past 

experiences, and other environmental factors and life events, may affect the impact of 

peer support at times when it can be most helpful. African American women may be 

among the most vulnerable groups who may retreat inwards due to fear and anxiety in the 
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face of uncertainty brought on by a new medical diagnosis, a worsening of illness, or 

unwanted disease-related advice. 

Fisher et al. (2015) found that most peer support studies are based on selected 

samples of participants, which conceal some groups or populations and the challenges 

and barriers they may have encountered in reaching them, and adequately addressing the 

effect of social support on health and non-communicable diseases, which are more 

predominant groups. Outcomes from past studies (Ananian et al., 2018; Fisher et al., 

2015; Kong, 2019) indicate that peer support may benefit populations with chronic 

disorders such as diabetes, heart disease, stroke, and other health problems. These 

improvements in health metrics in the past including blood pressure, glycemic levels, and 

frequency of hospital admissions can help reduce cardiac insults or events (such as heart 

attacks) toward improvements in quality of life and overall cardiac health (Ananian et al., 

2018; Fisher et al., 2015; Kong et al., 2019). These findings provide support for the utility 

of peer support strategies in helping patients create tailored self-care plans toward 

promoting better heart health outcomes, especially for African American women who 

tend to have greater disease burdens such as hypertensive heart disease. Being able to 

directly engage in candid and robust disclosures of participants’ life experiences in the 

context of peer support strategies will help provide insights toward improving cardiac 

disease management. Specifically, gaining participants’ perspectives on their engagement 

with peer support will help inform public health providers in devising effective 

interventions for the management of chronic diseases. 
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Figure 2  

Interacting Factors 
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Perceived Susceptibility and Threats 

Based on the HBM, an individual is likely to act for behavioral change if there is 

a perceived threat or susceptibility to disease, perceived barriers, perceived benefits, self-

efficacy, and threat to disease or severity of disease (LaMorte, 2019). The individual may 

adopt the new behavior or make changes to behavior if along with her belief in the 

effectiveness of the recommended health behavior or action, benefits can be achieved (for 

example in responding positively to cardiac symptoms and maintaining compliance with 

medical treatments, disease complications and disease progression can be mitigated). 

Utilizing peer support has shown improvement in outcomes such as improved quality of 

life, increased capacity to process and handle cancer-related stress, and improved 

wellness parameters (Nicks et al., 2018). Cancer survivors who received peer support 

reported greater access to, and utilization of alternative support sources, had more 

capacity to process cancer‐related stress, and had improved quality of life and adjustment 

to life as survivors, compared with those who did not receive peer support (Nicks et al., 

2018). This evidence suggests that survivors helping each other, based on sharing similar 

experiences in susceptibility to the disease, the perceived threat of the seriousness of the 

disease and their vulnerability, and the perceived benefits of following recommended 

treatment strategies and cues to taking desired actions, can find strength and motivation 

in encouraging and supporting others with their health belief towards improvement. AA 

women can benefit from the provision of practical, social, and emotional support from a 

peer supporter, a service she would likely not be able to access or afford in normal states 

of living alone, being with family members who are unable to assist effectively, or 
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lacking the knowledge, access, and confidence to seek and accept the better quality of 

care.   

Cultural appropriateness in peer support delivery and interventions and their 

influence on AAs with chronic disorders is especially important in public health programs 

to prevent and control heart disease and other chronic disorders.  Semi-structured 

interview responses from qualitative interpretive descriptive research conducted by 

Okoro et al. (2018), using a sample of twenty African Americans with type 2 diabetes 

who were participating in a peer support program, highlighted 3 main themes including a) 

healthy behaviors with cooking, eating and exercise, (b) frequent regular telephone 

contacts, and (c) emotional support with required activities, as most significant to 

participants. The study participants benefitted from the peer support intervention because 

it was culturally appropriate with respect to the use of language, advice on cultural diet 

habits, the emphasis placed on social practices, and incorporation of cultural health 

beliefs (Okoro et al., 2018).  Minority women with CVD indicated interest in support 

groups. They may benefit from referrals to tailored support group types, including online 

platforms facilitated by medical experts, and to cardiac rehabilitation and clinical trials. 

Macario et al. (2017) found that most women with CVD in minority groups showed 

interest in attending peer support groups, but indicated preferences for the formats, 

frequency of meetings, group facilitator, group make-up and information delivery format. 

Culture and race played important roles in helping others understand the unique CVD-

related support needs of women in minority groups such as AA women. 

In managing CVD and hypertensive heart disease, the expectation is that affected 

individuals learn and understand the diagnosed disease, be able to identify worsening 
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symptoms, and know when to seek medical attention. All these responsibilities, as well as 

their daily tasks, can be assisted and supported with the engagement of people in similar 

situations with similar needs. With the proposed research study and inclusion population, 

the researcher is aware that culturally relevant peer support interventions can influence 

the perceptions of the population being studied, and therefore be conscious of using 

cultural sensitivity with questions, prompts, and details sought, and also in the 

interpretation of responses provided. The researcher will obtain and record experiences 

relating to constructs such as disease literacy, perceptions of peer support strategies and 

activities, beliefs, and acceptance of health interventions and impact on self-efficacy, as 

they attempt to self-care with confidence, and achieve stable cardiac health and better 

quality of life. 

Perceived Barriers 

This refers to a person's feelings or belief that there are obstacles preventing her 

from adopting or performing a particular health action (LaMorte, 2019). Suppose the 

individual weighs the benefits of acting, against barriers such as incurring expenses to 

participate in the peer support program, or in purchasing healthy meals required. In that 

case, she is less likely to participate in the program activity. The perceived benefits to be 

derived from acting is weighed against the perceptions that the required action may be 

dangerous, expensive, unpleasant, time-consuming, or inconvenient (LaMorte,2019). The 

daily challenges and duties of being head of household, having multiple jobs, having poor 

health literacy, being unable to afford care items, and fear of rejection and discrimination, 

may place added strain and may lead to failure in program participation with an AA 

woman suffering from heart disease.   



33 
 

 
 

The use of online peer support has grown significantly, but some negative 

responses and challenges with computer access, affordability, literacy, and educational 

levels may be seen in this group (Palant & Himmel, 2019). This means that 

generalizations about individual or groups’ responses and behavior change must be 

cautiously made regarding the use of online peer support format.  Many patients or 

individuals must learn to manage multiple comorbidities, so the task of self-managing 

chronic disorders can prove to be challenging for many (Farley, 2020).  This can lead to 

discouragement, demotivation, and a feeling of failure and depression in cardiac-afflicted 

individuals who are attempting to self-care and manage the disease with numerous 

additional social, medical, and financial barriers.  

Perceived Benefits of Peer Support Programs 

When an individual can identify benefits from the act of making a behavior 

change, they are more likely to engage in the behaviors for attaining goals. Peer support 

programs, and especially online groups and team networking have become more 

prevalent in the United States society. Apart from the regular benefits from both in-person 

and online forums, there are additional advantages to utilizing online peer support, 

including, a) providing an opportunity for maintaining anonymity, gaining personal 

empowerment, helping with the breakdown of any barriers caused by race, cultural 

differences, physical disabilities, and age differences, the advantage of having absent 

dues or fees for health guidance/education, having relief from emotional isolation, and 

obtaining promotion of self-esteem (Okoro et al., 2018; Peers for Progress, 2019). 

Accessibility is one of the most positive features of online support, and Okoro and others 

(2018) have asserted that the aspect of introspection is greatly assisted in individuals who 



34 
 

 
 

struggle with complex thoughts and emotions. This informs the public that online 

resources promote personal empowerment because informed patients, such as heart attack 

and cancer survivors with good social support can be more active and optimistic in their 

treatment and recovery. Individuals and groups benefit from more personal support and 

information, for sharing, talking, venting, and crying (Parrish & Cornelius, 2015).  

The CDC and other health institutions such as the Cleveland Clinic, the Mayo 

Clinic, Electronic Health businesses, and others demonstrate their abilities to adjust, 

upgrade and cater to the populations at risk, as well as to health care providers, regarding 

interventions such as using mobile apps, email, and text contacts, to help in reducing re-

admissions, reduce complications from chronic diseases, and enhance learning and 

opportunities to prevent diseases or worsening of chronic diseases. Literature reports 

have indicated that peer and social support from laypersons such as trained community 

health workers who share a socioeconomic background with patients, can effectively 

improve chronic disease outcomes in minority groups (Kangovi et al., 2017). Community 

health workers who share cultural, ethnic, and language similarities with patients, can 

significantly contribute to the patient’s recovery, health maintenance, shared learning 

experiences, as well as health disease prevention and improved outcomes. Research 

participation has been hostile or questionable in the AA community, so an endeavor that 

attempts to elicit their participation and potential benefit may also prove challenging. 

Sensitive and culturally appropriate strategies are most desired to relieve and improve 

disparities, improve cardiac literacy, quality of life, and outcomes. Community and group 

networking has also shown a positive correlation with improved health outcomes, 

promoting collaboration among older adults, promoting self-efficacy, and healthy aging 
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resources with access to support systems for guidance, information sharing, counseling, 

and psychological and physical support (Kim et al., 2015; Marquez et al., 2019, Wu & 

Sheng, 2019).  

Participating in a group allows individuals an opportunity to be with people who 

are likely to have a common purpose, have similar issues and needs, think in similar 

ways, understand each other, and possibly share similar language and belief systems. 

Group strength, community ties, and reciprocity help to foster improved health status for 

ill health, especially chronic illnesses that challenge vulnerable minority groups such as 

African American women with multiple issues including depression, feelings of isolation, 

poor motivation, and low self-efficacy (Kingod et al., 2016; Macario et al., 2017; Okoro 

et al., 2018).  Being able to identify and share similar needs and beliefs, being able to 

share experiences, having their voices heard, and having others agree with each 

participant will help in confidence building and motivation towards self-care and self-

management with an AA woman involved with peer-to- peer support or peer group 

strategies.   

Women in multiple minority groups, including AA women, favored support 

groups with specific tailoring based on their unique cultural preferences such as having a 

peer support health worker providing guidance (Macario et al., 2017), based on a survey 

in 2017. The support and assistance of a peer who has had cardiac symptoms and has 

managed to gain effective self-care and confidence with their CVD and daily challenges 

on a long-term basis, is likely to be accepted and appreciated by an AA woman who can 

better identify with her situation. The minority women participants that were studied by 

Macario et al.(2017), also responded favorably to requests for online peer support, text 
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alerts, webinars, live chats, blogs, mobile counseling, wearable devices and different 

apps, medical expertise with a hotline, meeting with peers or experts with the same CVD 

condition and some preferred engaging with peers from the same race and culture 

(Macario et al., 2017).  

Identifying and focusing on meeting the specific unique needs of AA women is 

likely to result in added knowledge and awareness for providers, towards program 

implementation for self-care skills, particularly with others who can identify with similar 

history, experiences, and perspectives of ethnic groups with most vulnerabilities. AA 

women showed peer support preference for attending support groups with women of 

similar race, had higher levels of social support and self-efficacy, and did better with 

physical activity as compared to others in the research study conducted with participants 

from multiple cultural groups (Macario et al., 2018). Many women surveyed were also 

never asked or invited to participate in clinical trials (Macario et al., 2017). The low 

participation level in research studies is an opportunity being missed by the public health 

and scientific fields, as most of the study’s participants in the named research on women 

with heart disease (Macario et al., 2018), as well as with other disorders, have never 

participated in clinical trials where they could benefit from practical clinical 

interventions, CVD, and other health education, and possibly make community 

connections. Female groups participating in minority heart-related research studies could 

benefit from clinical trials but are unable to participate due to multiple reasons, such as 

the systemic historical mistrust of the medical and health system by minorities, persistent 

disparities, lack of or absent healthcare access and information, lack of social and 

community support, and other factors.  
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Electronic applications, social media connections, and online forums have 

become more prevalent in society and may have better responses and possible successes 

in health care and other areas of societal concern (Jones, 2018; Singh, 2018). The uses 

and applications of this media will need follow-up studies to determine the access and 

effect on minority groups with CVD and hypertensive heart disease. The changes and 

benefits brought to healthcare by technology will undoubtedly provide patients with more 

access to health education, some of the best diagnostic tools, new and cutting-edge 

treatments, and multiple minimally invasive procedures resulting in less pain, quicker 

healing, and shorter hospital stays as supported by Jones (2018). Despite this new access 

and perceived benefit of technology, some in the vulnerable population as the AA women 

being studied, are without access and have limited access and affordability, which pose 

additional challenges. Direct cardiac peer support interviews with AA women in this 

research study have helped to elicit specific perceptions, beliefs, types of peer support 

used, preferences desired and obtained, and understanding of how peer support affects 

their daily lives, coping mechanisms, heart health, and self-efficacy with the AA minority 

female group participants.  

Review of the Literature 

Overview of CVD and Heart Disease 

CVD refers to conditions of the heart and blood vessels, including structural and 

functional abnormalities (American Heart Association, 2019), such as coronary heart 

disease (CHD), hypertensive heart disease, congestive heart failure (CHF), atrial 

fibrillation (A Fib) and other disorders (CDC, 2020). CVD is one of the most prevalent 

and severe chronic diseases in the US, with coronary artery disease (CAD) or coronary 
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heart disease (CHD) as the most common type of CVD (CDC, 2020). The AHA (2019) 

measures ideal cardiovascular health by the absence of clinically manifest CVD 

symptoms, together with the simultaneous presence of optimal levels of 7 metrics for 

health behaviors and health factors (Life’s Simple 7), including smoking avoidance, 

healthy diet pattern, sufficient physical activity (PA), abnormal body weight, abnormal 

blood cholesterol, abnormal blood pressure, and fasting blood glucose in the absence of 

drug treatment. Some minority groups, such as African American (AA) women, are 

challenged with achieving and sustaining optimal levels of cardiac health regarding the 

above metrics.  

Ideal cardiovascular health is defined by the AHA (2019) as the absence of 

clinical manifestation of CVD signs along with the simultaneous presence of optimal 

levels of each of Life's Simple 7 factors. Studies have shown that individuals who 

maintain the optimal ranges of these seven health behaviors and factors have a lower risk 

of heart disease compared to those with poor ranges in these risk factors (AHA, 2019). It 

has been shown that AA women have had challenges with maintaining adequate physical 

activity levels (Roberts-Kennedy, 2017), having optimal blood pressure (AHA, 2020), 

engaging in a healthy diet and nutritional practices, having higher incidences of diabetes 

and maintaining ideal body weights (Brewer et al., 2017; CDC, 2019; Richard, 2016), all 

as high-risk factors for CVD, with the African American population experiencing the 

most disproportionate illness burden when compared to other race/ethnicity/cultural 

groups.  The research focused on race, gender, and cultural practices has sometimes 

underscored the damaging experiences and mental toll of living in low socioeconomic 

resourced communities for African American families (Turkson-Ocran et al., 2020).  
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Thorpe and others (2016) reinforced that African American women bear the 

heavier burden of the mental, social, financial, and medical toll that is seen in 

disadvantaged groups, making them most vulnerable to other forms of long-term 

disparities. Also, the health of African Americans begins to deteriorate earlier and 

prematurely compared to whites because of long-term exposure to social and 

environmental risk factors compared to the white population (Thorpe et al., 2016), thus 

rendering them more vulnerable to those challenges. This is an ongoing public health 

issue that requires attention, as CVD disparity persists, and as public health attempts to 

focus on reducing disparities in health care that are contributing to morbidity and 

mortality in the population.  

Prevalence of CVD and Public Health Awareness 

In the United States, CVD affects more than half the population of adults, killing 

over 400,000 Americans per year (AHA, 2019).  Heart disease is also the leading cause of 

death for people of most racial/ethnic groups in the United States, including African 

Americans, Hispanics, and Whites (CDC, 2017).  In the United States, someone has a 

heart attack every 40 seconds, yet many are unaware of their risk for the disease (CDC, 

2018). Each minute, more than one person in the United States dies from a heart disease-

related event (CDC, 2017).  The Centers for Disease Control and Prevention (CDC, 

2019) has continued to endorse preventive measures of a healthy diet and engagement in 

regular physical exercise to enhance cardiac health and overall wellness, still the barriers 

and challenges within vulnerable groups are not adequately addressed to meet those 

goals. These basic practices can significantly impact morbidity and mortality levels even 

in individuals with high risk for heart disease, with risk factors including diabetes, high 
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blood pressure, and high cholesterol levels (AHA, 2020a).  Rodriguez & Harrington 

(2016) suggest that heart disease and other challenging public health disorders will 

require creative peer-based interventions targeting individuals in their communities, and 

maybe the most promising solution to creating positive lifelong health behavior practices 

as are needed in managing chronic diseases. AA women possess unique needs and 

challenges as previously discussed (Chinn et al., 2021), and require specific attention and 

interventions to be drivers towards changes in perceptions, behaviors, and acceptance of 

programs and interventions designed to affect health outcomes and quality of life.  

Prevalence of CVD Among Women in the U.S. 

CVD is the leading cause of death for AA women and white women in the United 

States, killing more than 300,000 women in 2017, or about 1 in every 5 female deaths 

(CDC, 2020). The most common form of Heart disease, coronary artery disease is found 

in 6.2 percent of women -white women (6.1%), black women (6.5%), Hispanic women 

(6%), and Asian women 3.2% (1 in 30 women).  Women tend to present differently with 

CVD symptoms, have less awareness of CVD and its complications, and often experience 

CVD episodes in a different way. As a result of this fact, heart disease diagnosis can be 

missed early on, with delay in treatment and prevention of disease progression and 

complications. The general misconception of CVD being a man’s disease remains 

prevalent despite being false.  Women may present differently with acute CVD episodes 

(such as a heart attack). As a result, they may be misdiagnosed or fail to receive timely 

treatment due to little or misguided concerns for a medical emergency. Some women 

have mild or absent expected symptoms with heart disease (CVD) presentation (CDC, 

2020), and some may have atypical symptoms which can lead to confusion and a lack of 



41 
 

 
 

appropriate and timely treatment. Almost as many women as men die each year of heart 

disease in the United States, enforcing that the myth of the disease being a man’s disease 

is without credibility (CDC, 2020). Women do have unique presentations and needs, 

indicating that healthcare providers and the public health system have more significant 

opportunities to reassess and educate the public toward better awareness and prevention 

strategies. 

CV Health Disparities 

Heart disease causes more deaths in the United States than any other disease. It 

accounts for a disproportionate toll on many racial and ethnic minority groups that are 

inflicted with higher rates of heart or cardiovascular disease (CVD) and associated risk 

factors (CDC, 2017). CVD accounts for about one-third of the disparity in potential life 

years lost between African Americans and White populations (AHA, 2018). Also, racial 

and ethnic minority populations confront more barriers to CVD diagnosis and care, 

receive lower-quality treatment, and experience worse health outcomes than their white 

counterparts (AHA, 2018). These disparities are reportedly connected to factors such as 

income, education, genetics, physiological issues, access to care, and communication 

barriers (Brown, 2018), with an expectation that the trend will continue in the United 

States. Public Health practitioners remain tasked with the responsibility of relevant and 

appropriate health care for the public, especially in assisting with the reduction and 

control of morbidity and mortality rates. Zhao and others (2019) also note that Blacks 

(more than women) have a higher incidence of sudden cardiac death (SCD) out of the 

hospital in comparison with whites, with contributing factors of income (50.5%), 

education (19.1%), hypertension (22.1%), and diabetes mellitus (19.6%) explaining the 
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differences between the two groups, seen in a cohort research study (Atherosclerosis Risk 

in Communities Study) (ARIC) done with Black and White participants. The persistent 

high burden of CVD and hypertensive heart disease, sudden cardiac deaths (SCD) and the 

racial–gender disparities documented in studies such as that above, continue to represent 

a significant public health and clinical challenge. 

There is a marked disparity in the incidence, prevalence, morbidity, and mortality 

of heart disease in African American women with causation linked to multiple factors, 

barriers, and challenges (Ananian et al., 2018). Nationally, African American women die 

of heart disease more than White women, Native American, Hispanic, Asian, and Pacific 

Islander women (Green, 2017), which has remained an ongoing disparity for years. This 

disparity is attributed mainly to the higher rates of diabetes, high cholesterol, high blood 

pressure, obesity, poor cardiac literacy, and in general, being less likely to receive 

appropriate preventive care than their White counterparts (Havranek et al., 2015; Hurtado 

et al, 2014; Pullen et al., 2014).  Inequity with CVD treatment strategies, services, and 

availability persist (AHA, 2018; Ferdinand, 2016), with the AA group facing a fifty 

percent greater risk of developing heart failure than their white counterparts.  As heart 

disease typically presents earlier in life with this vulnerable group, there are more 

associated hospitalizations, earlier disability, and higher rates of premature death before 

the age of 65 for many AA women (AHA, 2017), despite the availability of multiple more 

advanced treatment modalities. The ongoing environment of stress and strain that are 

experienced daily by many AA women combined with social, genetic, and socioeconomic 

disparity places them at a continuous disadvantage to women in other ethnic groups, and 

especially to their white counterparts.    



43 
 

 
 

The expectation from public health currently is that more healthcare interventions 

and programs to treat and support all vulnerable communities are active and operational. 

African American women are less likely than Caucasian women to be aware of the facts 

and statistics relating to heart disease and of related challenges in their own group (AHA, 

2017). There is a solid historical misconception of heart disease being a man’s disease, 

contributing to a false perception of less need for closer attention to cardiac risk factors 

and preventive measures. It is known that African American women have a higher risk 

for CVD than Caucasian women, and are more likely to die at an earlier age when 

compared to women of other ethnicities (Carnethon et al., 2017; National Heart, Lung 

and Blood Institute, 2018), yet the advances and treatment modalities reported as 

effective with an overall improvement in other groups, have not translated into better 

results for CVD statistics in African American women.  Disorders including diabetes, 

smoking, high blood pressure, high blood cholesterol, physical inactivity, obesity, and a 

family history of heart disease are all powerfully prevalent among African American 

women as major risk factors for heart disease (AHA, 2019; Kalinowski et al, 2019).   

Prevalence of CVD Among AA Women 

AA women are affected disproportionately (AHA, 2016; Macario et al., 2017), 

and experience higher CVD sudden deaths as compared to white women (Zhao et al., 

2019). They are also in the larger group of African Americans with the highest prevalence 

of hypertensive heart diseases, heart failures, and mortality from these cardiovascular 

diseases (NIH, 2021). The marked disparity in the incidence, prevalence, morbidity, and 

mortality of heart disease in the AA group has causation linked to multiple factors 

(Ananian et al., 2018; CDC, 2019) including low educational levels, lower health literacy, 
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lower socioeconomic status, lower of social support, lower employment states, financial 

challenges, and other unexplained factors.  These social determinants of health are 

necessary considerations in discussions and plans for addressing the emerging chronic 

disease toll and burden globally (Kumar, 2017), especially, among vulnerable 

populations. Studying the status of CVD in the AA minority group has both clinical and 

theoretical significance as the gaps in research relating to directly lived experiences of 

this population linger, and there lingers an ongoing misconception that heart disease is a 

man’s disease, which is also a false belief. The results of this research study will help to 

fill the existing gap and deficiency of lived experiences for the AA-inclusive minority 

group and will inform public health practitioners and increase awareness among 

healthcare and public health practitioners regarding social interventions for improving 

cardiac outcomes in the AA women population. AA women also experience higher rates 

of obesity and do have challenges with unhealthy eating habits and inadequate physical 

activity (CDC, 2017) as other contributing cardiac-related risks. Educating on diseases, 

on healthy nutritional practices and physical activity, on self-care skills such as learning 

to understand and identify vital signs and symptoms of CVD, all will strengthen disease 

management and eventual CVD and health outcomes. McEvoy and others (2018), 

advocated for culturally tailored, specific, and relevant interventions such as health 

education and dietary behavior change as attempting the Mediterranean diet with peer 

support intervention, to address the biological, cultural, feasibility, and socioeconomic 

risk factors contributing to heart disease in African American women.  

The AHA (2019) said CVD accounts for close to 50,000 African American 

women annually; AA women 20 years and older, experience a 49% heart disease rate. 
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One in five AA women believe they are at high risk for heart disease and only 52% of AA 

women are aware of the signs and symptoms of a heart attack, and e) 36% of AA women 

know that heart disease is their most significant health risk. Decreased or absent health 

and cardiac literacy are challenges for the group (Dunn et al., 2017; Magnani et al., 

2017), and peer-to-peer support could bridge these gaps with the provision of informal 

health education for better understanding of heart disease, learning self-management 

skills to live and cope with heart disease, engaging in better-informed lifestyle choices, 

obtaining guidance in making better healthcare decisions, sharing similar experiences 

with peers, and receiving support to influence behavior change needed to adequately self-

care and manage their heart disease. 

Fisher et al. (2015) provided findings from a Diabetic peer support program that 

serves as a valuable self-management model for controlling and preventing the 

challenges of chronic diseases and demonstrates that evidence supports key peer support 

functioning and encourages flexibility in implementation and tailoring to meet local 

needs. Research studies were conducted in four countries, all projects focused on 

diabetes, and each was established in a way that allowed continuing evolution and 

intended to assist participants indefinitely (Fisher et al., 2015).  The funded projects 

attempted to build an evidence base for peer support and develop models of how peer 

support programs might be implemented in multiple settings such as in managing chronic 

disorders, while maintaining vital critical functions of ongoing provision of social and 

emotional support for daily self-management, and linkages with community resources for 

prevention and care with chronic disorders (Fisher et al., 2015). The lower significance 

given to CVD programs means that less funding may be allotted to this service in 
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minority communities. As a result, the needs for local businesses such as hairdressers and 

tailors have been encouraged in partnership to drive changes in community health care 

with chronic diseases. 

Determinants of Heart Disease Severity 

Disease severity is determined by multiple factors, and the severity will determine 

the treatment and outcome of the disease or disorder. The severity of chronic heart 

disease or cardiovascular disease (CVD) and heart failure is normally measured by 

cardiac health professionals based on the presenting symptoms and a specific 

classification measure, commonly the New York Heart Association (NYHA) Functional 

Classification, which places patients in one of four categories based on how much they 

are limited during physical activity (AHA, 2017). Disease severity also considers the 

intensity, acuity, and persistence of the disorder in question. Specifically, CVD in the 

acute state (such as following a heart attack) can lead to persistent chronic or long-term 

symptoms and could deteriorate into more severe states, affecting the heart’s functional 

ability and consequently, the patient’s physical mobility and activity tolerance level. In 

fact, CVD is one of the more common chronic diseases and is the top global cause of 

death for both males and females, with more than 17 million deaths in 2016 and a 

projected growth rate of about 34 million deaths per year by 2030 (AHA, 2020).  

Social determinants of health such as ongoing daily stress, lower rates of formal 

education, poor living and working conditions, unemployed status, poor health literacy, 

and limited or lack of access to healthcare are more prevalent in minority populations 

such as the African American group, placing them at higher risk of disease progression, 

more severe disease states and higher morbidity levels.  African American women face 
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higher risk and prevalence of heart disease than Caucasian women and possess higher 

risk conditions than their white counterparts (Department of Health and Human Services 

(DHHS), 2018) including high-risk conditions such as hypertension, obesity, diabetes 

mellitus, and smoking. AA women are also more likely (35% more) to die of heart 

disease than other groups (DHHS, 2018). They tend to have less controlled disease states 

due to less healthcare access, less health literacy and skills, less financial resources, and 

less social support. AA women in the US also possess the highest prevalence rate of 

hypertension (HTN) and obesity (Abel et al., 2018), contributing to higher risk and rate 

of CVD, organ damage, morbidity, and death. Others are reminded that as the 

cardiovascular risk and trend persist, strategies like community support and interventions 

such as the Shape program that encourages healthy practices from childhood into 

adulthood and more widely held community-based interventions that can leverage social 

networks and provide motivation for behavior change towards healthier CV status and 

reduced CVD risks and threats, are more critical and more desired (Abel et al., 2018) by 

vulnerable groups such as this one. 

Contributing Factors and Barriers to CV Health 

 The existing literature reinforces that vulnerable groups such as African American 

women face many daily barriers and challenges to maintaining cardiovascular health, 

including poor health literacy, stigma, health care costs, access to care, and lack of social 

support (Brown et al., 2018; Carnethon et al., 2017). This fact makes it clear that having a 

chronic disease or multiple diseases, combined with such challenges, places vulnerable 

individuals at an even greater disadvantage in obtaining and maintaining support and 

guidance to prevent ill health, disease progression, and complications. These challenges 
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are even more burdensome for AA women who are tasked with multiple additional duties, 

responsibilities, barriers, and risk factors to cope with, daily. Healthy People 2020 (2020) 

stressed the importance of contributing factors (such as access to social and economic 

opportunities; resources and supports available in homes, neighborhoods, and 

communities; the quality of schooling; the safety of workplaces; the cleanliness of water, 

food, and air; and the nature of our social interactions and relationships, as well as 

maintenance of basic needs (healthy diet, exercise, health care), smoking avoidance and 

cessation, all needed for the maintenance of wellness states. The use of peer support has 

been shown to fill the gap in deficient and challenging areas of care as listed above 

(Erwin et al., 2018; Fisher et al., 2017; Goldstein & Odonne, 2018; Mayo Clinic, 2019; 

Patil et al., 2018).  Studies on social support have demonstrated a positive correlation 

with improved health outcomes as in diabetes self-management, proactive approaches, 

and attention to emotions (Fisher et al., 2017); in non-hierarchical, flexible, accessible 

veterans’ needs and care (Goldstein & Odonne, 2018); in assistance with daily disease 

management, providing emotional support, linkage to clinic care and community 

resources, and ongoing support (Okoro et al., 2018); and in glycemic and blood pressure 

control (Patil et al., 2018) with the general population, and with specific cultural 

references. 

The burden of cardiovascular disease is also said to be growing faster than the 

ability of public health to combating the disorder due to the obesity epidemic, preference 

for less healthy diets, high blood pressure, and a dramatic rise in Type 2 diabetes – all 

major risk factors for heart disease, as well as high-risk factors for the African American 

women population (AHA, 2019). The major contributing factors attributed to sudden CV 
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deaths in recent research for AAs and AA women, were income, education, hypertension, 

diabetes, and race (Zhao et al., 2019), suggesting the continued need for ongoing 

aggressive preventive and supportive measures such as peer support and more 

responsible individual self-care. The high burden of CVD and cardiac mortality, as racial 

and gender disparities, indicate that a major public health problem persists, requiring 

much attention from public health and from healthcare practitioners (CDC, 2018), with 

peer support as a promising and feasible recommended solution. Calls for creative peer-

based interventions targeting individuals in their communities, as well as an 

understanding of culture-specific needs have been made and recommended by 

researchers (Rodriquez & Harrington, 2016). The AHA recommended education, 

guidance, and culturally relevant social support for behavior changes and improved 

outcomes (AHA, 2020). 

Access to Quality CV Care 

 AA women are also known to seek medical and urgent care less than the white 

population, possibly from having less awareness of diseases, less health and disease 

literacy, less access to health care, from financial challenges that come with poverty, and 

from known mistrust of the medical institutions (AHA, 2020c; Noonan, 2016).  Dong et 

al. (2017) offered their perspectives on the quality of care delivered during visits to 

Urgent Care outpatient settings by racial and ethnic groups with cardiovascular disease 

(CVD).  The reviewed studies highlighted the ongoing racial and ethnic disparities in the 

process, quality of outpatient care and outcome measures related to CVD care (Dong et 

al., 2017), and the systemic impact on vulnerable individuals. African American females 

encounter challenges in primary and preventive care, treatments offered, service quality, 
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and disease outcomes in urgent and ambulatory care settings, as they are socially and 

financially disadvantaged in dealing with the existing healthcare system (Dong, 2017; 

Noonan, 2016), and many in the group are without support and advocates helping with 

the known barriers and challenges.  This proposed research study will aim to explore the 

experiential aspects of understanding, accepting, believing, adjusting, and implementing 

treatment strategies, as well as gain insights into the abilities of participants to embrace 

the principles of coping and adaptive skills, as they share their stories and experiences.  

Multiple peer and community support groups are available as offline and online 

networking groups (e.g., Women Heart, Heart Sisters, Mended Hearts, Support Network, 

and Mayo Clinic). Primary care, Outpatient, and urgent care services are also now 

available for the general population in an online format.  The extent to which these 

resources are available and accessible to minority groups is uncertain.  AA women 

research participants will be questioned regarding the care received in these service areas, 

as well as with primary and preventive care, to help determine appropriate interventions 

or lack of actions that could affect the maintenance of cardiac health and prevention of 

cardiac complications (Dong et al., 2017). Some individuals may fail to observe 

significant clinical differences with the sharing and understanding from using peer 

support (Patil et al., 2018), but if services are not offered, not provided, nor clearly 

understood, then progressing with life’s simple seven measures and overall wellness will 

be difficult. Both chronic conditions of Diabetes and hypertension are high risk factors 

for heart disease, and AA women are at very high risk for both disorders which often lead 

to heart disease diagnosis and cardiac complications (Kalinowski et al., 2019). This 

makes them more vulnerable and even better candidates for peer support interventions, 
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which can be more cost effective, and can help to mitigate multiple social challenges, 

such as being able to use anonymity, carrying systemic legacies from racial and social 

injustices, having poor representation in health policy decision-making, having poor 

access to health services, influenced by social determinants of health, as well as physical 

and economic environments, and health disparities (Noonan et al., 2016).  Understanding 

and appreciating the dilemma regarding increased frequency, prevalence, behaviors, and 

health risk factors involved with African American women, will assist health providers in 

planning and implementing culturally appropriate programs to enhance self-efficacy and 

optimal cardiac self-care while gaining the knowledge and ability to become more 

confident with the ability to identify and interpret medical issues in a timely way to 

prevent cardiac complications. 

Peer support interventions were compared with a control condition with risk 

factors of Body Mass Index (BMI), smoking, diet, physical activity, cholesterol level, 

glucose control, and blood pressure (Patil et al., 2018). They resulted in a small positive 

effect on participants’ systolic blood pressure. Even with a minor change in biophysical 

signs like blood pressure, an accumulative effect on the cardiac patient can translate to 

slower progression or worsening of disease and complications. Researchers also 

recommend using Peer support interventions as possible sustainable community-based 

strategies for behavioral counseling in people with CVD risk factors such as 

hypertension, and other Life’s simple seven metrics. Despite small changes that may be 

observed with participants, researchers can agree that ongoing periods of peer support 

interventions, can translate to improvement in health (such as weight loss, improved 

blood pressure readings, and decreased stress levels) for AA women if other factors are 
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controlled (Patil et al., 2018), and if the perceived threats from the disease motivate 

action towards long-term behavior and lifestyle changes.  

Support and Management of CVD in the U.S. 

Each year, the AHA, CDC, NIH, and other government agencies compile up-to-

date statistics on heart disease and other vascular diseases in the US. The AHA (2019) 

reports that heart disease or cardiovascular disease (CVD) affects about half of the US 

population and remains the leading cause of death in the US. Heart disease remains the 

leading cause of death of women in the United States, with 1 in every five women 

affected by the disorder, and only about 56 percent are aware of this fact (CDC, 2020). 

African American women have the highest rates of obesity or being overweight compared 

to other groups in the United States, placing them at elevated risk for diabetes, 

hypertension, and high cholesterol levels, all risk factors for heart disease (Ananian et al., 

2018; OMH, 2020).  These risk factors are also chronic illnesses that may accompany 

heart disease and require optimal self-management skills that could be provided with 

peer-to-peer support, to achieve maximum quality of life. Poor cardiac literacy, decreased 

cardiac awareness from historical perspectives with a societal misconception of heart 

disease being a man’s disease, lack of social support, and lack of access to health care and 

public health services and funding are some factors contributing to the reach and 

effectiveness of traditional public health promotion, interventions, long term ongoing 

care, guidance and educational support. 

The burden of cardiovascular disease is now growing faster than the ability of 

public health to combating the disorder due to the obesity epidemic, preference for less 

healthy diets, high blood pressure, and a dramatic rise in Type 2 diabetes – all significant 
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risk factors for heart disease, as well as high risk-factors for the African American women 

population (AHA, 2019). The major contributing factors attributed to sudden CV deaths 

in recent research for AAs and AA women, were income, education, hypertension, 

diabetes, and race (Zhao et al., 2019), suggesting the continued need for ongoing 

aggressive preventive and supportive measures such as peer support and more 

responsible individual self-care. The high burden of CVD and cardiac mortality, as racial 

and gender disparities, indicate that a significant public health problem persists, requiring 

much attention from public health and from healthcare practitioners (CDC, 2018), with 

peer-to-peer support as a promising and feasible recommended solution. Calls for 

creative peer-based interventions targeting individuals in their communities, as well as an 

understanding of culture-specific needs have been made and recommended by 

researchers (Rodriquez & Harrington, 2016). The AHA recommended education, 

guidance, and culturally relevant social support for behavior changes and improved 

outcomes (AHA, 2020).  

Role of Peer Support in Managing Chronic Diseases 

Chronic diseases such as cardiovascular disorders, diabetes, hypertension, stroke, 

and asthma are medical conditions of long-term nature, and normally require lifestyle 

adjustments to self-manage and control the disorder and prevent complications 

adequately. As chronic diseases progress, self-care practices require increased skills, 

commitment, and support, as demands on daily living and life’s activities become 

increasingly more difficult with the disease. The commitment of cardiac self-care 

includes vigilance to daily monitoring which is sometimes similar to learning and 

performing daily employment.  
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 Peer support strategy has shown effectiveness in its use with chronic diseases, 

with reported benefits of a) increasing disease literacy, b) increasing life expectancy, c) 

improving self-efficacy, d (improving self-care skills and treatment adherence, e) 

decreasing morbidity and mortality, and f) reducing the use of emergency services 

(Fisher, 2015). The strategy is recognized in most aspects of healthcare, with multiple 

populations and settings with healthcare providers reporting benefits on their medical 

practices, especially with regard to patient satisfaction and patient outcomes (Fisher, 

2015).  Despite the increased use and recommendation of peer support strategy, heart 

disease (a chronic disorder in the global society), remains a significant cause of morbidity 

and mortality in the United States, and continues to be a heavy disease burden in minority 

communities (CDC, 2017; AHA, 2017). One problem and gap is that the use of cardiac 

peer support has not demonstrated consistent results with specific minority communities 

such as AA women with high risks, higher morbidity and mortality levels, and 

questionable self-management status.  

 Reports have indicated that the overall efficacy of peer support strategy across 

population groups and chronic conditions has not been clearly articulated despite 

recommendations for additional use of this strategy. Some studies report conflicting 

findings, some report benefits to participants, and other reports fail to find benefits for all 

study participants. Some studies lack details on specific variables such as age, genders, 

cultures, types of peer support programs, places of residence, psychosocial elements, 

socio-economic and educational states, while some have recommended or suggested 

further studies to address the above details and future emerging perspectives on peer 

support (Munce et al., 2017). The reports and stories are not all complete as most studies 
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focus on one particular aspect of peer support such as self-managing a particular disease 

as congestive heart failure, diabetes, or hypertension, or looking at biophysical 

improvement in patients with a chronic disease (Patil et al, 2018).    

 The proposed phenomenological approach will facilitate sharing of lived 

experiences and a deeper understanding of the participants’ perceptions, perceived 

benefits,, and impact on self-efficacy related to the use of peer support to gain more 

insight into the psychosocial and physical impact such as beliefs and levels of self-

efficacy attained based on interventions aimed at improving disease knowledge, 

confidence, and self-care skills to adequately manage the  quality of life and cardiac 

outcomes with heart disease. Health perceptions, disease literacy, and self-management 

do play significant roles in appreciating and performing interventions focused on 

establishing and maintaining social connections, helping to reduce stigma, and increasing 

empowerment and eventual outcomes from utilizing peer-to-peer support in treating heart 

disease. Multiple research studies have been conducted on peer support and heart disease 

(Kingod et al., 2018; Lauckner & Hutchinson, 2016; Nicks et al., 2018; Okoro et al., 

2018; Patil et al., 2018), but there is a paucity of information addressing the crucial 

questions of people’s perceptions of peer support interventions that lead to adjustments in 

behaviors, in empowerment status, in enhanced self-efficacy and self-care skills. 

Types of Peer Support Programs 

 There is quite an abundance of health-related information available worldwide for 

consumers, and the hope of public health practitioners is that there will be comprehensive 

and broad extensive use of this information to enhance wellness and prevent diseases 

such as CVD (Singh, Meyer, & Westfall, 2019). Peer support can be provided in a variety 
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of formats including; a) peer-led face-to-face self-management format; b) professional-

led group visits with peer exchange; c) peer coaches or mentors meeting one-to-one with 

the recipient; d) community health workers; e) support groups; f) telephone-based peer 

support and g) web and email-based programs (Peers for Progress, 2020).  In any format 

used, peer mentoring, reflective listening (reflecting content and/or feelings), counseling, 

sharing, encouraging, problem-solving or initiatives where colleagues, members of self-

help organizations, and others meet, in person or online, as equals, give each other 

support on a reciprocal basis, there is no guarantee of success for individuals or groups 

(Peers for Progress, 2020).  

 Women Heart is a national coalition for women with heart disease, started in 1999 

by three women following heart attacks, and aspires to inform and support other women 

with heart disease challenges (Women Heart, 2020).  The organization has grown over 20 

years with numerous partners and volunteers dedicated to increasing CVD awareness, 

supporting individuals and communities, training peers and advocates, and attempting to 

affect policies and research focused on heart disease in women nationally (Women Heart, 

2020). Programs include Sister Match, Heart Sisters, and Sister Match Online, which 

connect affected women with a peer champion for ongoing guidance and support while 

learning to self-manage the disease. Online community support (INSPIRE) provides a 

forum for affected women and their families and friends with added virtual meetings and 

specific heart disease group networking (Women Heart Support, 2020).  Mended Heart is 

the largest peer-to-peer heart patient support network in the world, providing support and 

guidance to heart disease patients, their families, and caregivers (Mended Heart Support, 

2020) with programs geared towards peer/social support, education, community 
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resources, awareness and connection for families with needed resources (Mended Hearts, 

2020). Peer support strategies from mended hearts include hospital visiting, online visits, 

phone connections, and visual connections with social media (Mended Hearts, 2020).   

 It is unclear of the overall involvement of AA women with CVD in this group as 

the literature regarding local groups and specifics are not readily available. My proposed 

research study will attempt to identify those who have utilized online and in-person peer 

support groups and assess the impact of this strategy on variables such as age and 

generational difference, employment status, educational status, marital status, the period 

involved with peer support intervention, frequency of engagement with peers or group, 

and stage of the participant’s heart disease.   

 There are specific CDC programs nationally (eg., Wisewoman, Sodium Reduction 

programs) and multiple blogs and online support groups such as Heart Sisters that allow 

for free questioning and answers, blog postings, expert advice, and much sharing and 

support, usually led by professionals who have had cardiac experiences themselves 

(CDC, 2019; Heart Sisters, 2020). These are all good strategies but may not be affordable 

or accessible to AA women due to systemic determinants and diseases challenges. There 

are multiple peer support programs available for various medical conditions and 

supported by the CDC (such as diabetic support, kidney support, and breastfeeding 

support groups), some online and growing with time.  In Mental Health, a peer support 

program called ‘Bringing Recovery Supports to Scale Technical Assistance Center 

Strategy (BRSS TACS)’ is supported with lived experiences of people in recovery who 

play vital roles in BRSS TACS project leadership, development, and implementation 

(USDHHS Office of Minority Health 2016; SAMHSA, 2019).  
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 Peer support workers have had success in the recovery process. They can help 

others experiencing similar situations through shared understanding, respect, and mutual 

empowerment as they remain engaged in the recovery process and reduce the likelihood 

of relapse (USDHHS Office of Minority Health, 2016; SAMHSA, 2019). The AA 

community is heavily afflicted with mental illness, sometimes combined with CVD and 

other comorbidities, and making their self-management even more challenging and 

burdensome. Having the support of peers could help to mitigate the challenges of daily 

quality-of-life activities. 

 Peer support is also powerfully used in the Veteran Administration (VA) 

department. Peer Specialists are trained to help others with mental health and medical 

challenges in order to reach certain life and recovery goals, as well as with transition for 

veterans who are moving from active military service and reserve duty (US Department 

of Veterans Affairs, Veterans Health Library, 2020). Goldstein and others (2018) 

evaluated peer support with female veterans at risk for CVD, using semi-structured, 

telephone-based interviews and reported that peer support was appropriate for groups or 

populations that shared a common identity and sense of commitment to communal well-

being as would be the case in AA women sharing commonalities in various aspects of life 

and with medical challenges. Being able to feel, understand and share in their 

experiences, and find common wellness initiatives and interventions for improved quality 

of life and cardiac outcomes will enhance coping strategies and self-care management of 

the disease. Despite the format used, and the population engaged with peer support, 

shared goals include the ability to guide, encourage, empower, develop coping skills, 

enhance self-care, and maintain linkages with health systems and primary care providers 
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(Peers for Progress, 2020), some of which are not easily achieved or maintained in the 

AA women population with chronic diseases and other social and psychosocial 

challenges. 

Social Bond, Connectedness, and Reciprocal Exchange 

 In the proposed community research, the usefulness, and value of community 

resources such as trained peer supporters and professional-led support groups will be 

examined with participants, to identify the relevance and culturally appropriate 

interventions offered and addressed, to make a difference in the peer support strategies 

presented (Kingod, et al., 2017; Macario et al., 2017; Okoro et al., 2018).  Peer support 

communities provide a supportive space for the maintenance of daily self-care with 

chronic illnesses and help to provide a sense of group belonging and reduce feelings of 

isolation. Online communities continue to increase, and research has shown that they help 

in supporting and strengthening social ties and knowledge exchange in medical, social, 

and everyday life and wellness concerns (Kingod et al., 2017).  This means that the 

knowledge gained from the peer support network was perceived as valuable and extended 

far beyond medical challenges. Community workplace peer support programs are also 

available to educate, support and enhance cardiac self-care and wellness. Kingod and 

others (2017) found that social and cultural bonds are generally strong in workplaces, 

where employees can share similar medical and mental health challenges and solutions, 

and can support each other, making workplace peer support a winning strategy for all, 

both with in-person and online methods of collaboration. Common themes identified 

from peer support bonding in the workplace included a) social support and connections, 

(b) similar illnesses identified in employment, (c) sharing of knowledge and experiences, 
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and (d) collective voice and mobilization.  If the environment of online sharing is 

convenient and friendly to the proposed study’s inclusive participants of AA women with 

heart disease. In that case, online peer-to-peer communities could provide a supportive, 

experience-sharing, educational environment with a collective voice for self-care towards 

self-efficacy related to managing chronic heart disease and attempting to overcome the 

heavy burden of systemic disparity, misperception of heart disease, and multiple lifestyle 

changes required to address CVD risks such as diabetes and hypertension. Reciprocal 

exchange of knowledge and experiences may help to strengthen social community 

connections, disease literacy, individual and community empowerment, as well as 

behavior changes and self-care skills acquisition towards a healthier quality of life.  

Peer support evidence with other chronic disorders has demonstrated that peer 

relationships can provide consistent, higher-quality social support, better-coping 

strategies for handling stress that usually comes with such chronic states and enhanced 

psychosocial health and quality of life (Fisher et al., 2015; Nicks et al, 2018). The chronic 

nature of CVD in AA women, along with their sustained exposure to multiple social 

determinants of health and disease challenges, place them at the top of priority lists for 

peer-to-peer engagement for all the benefits known and demonstrated in the past.  

Self-Efficacy as a Predictor of Disease Management 

Self-efficacy is defined as a personal belief in one’s capabilities to organize and 

execute the courses of action required to attain success and manage particular situations 

(Bandura, 1977). Bandura described such beliefs as determinants of how people think, 

behave, and feel, with these actions potentially affecting their decision-making and life 

choices, their motivation levels, their quality of functioning, their ability to recover from 
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difficulties, and their vulnerability to stress and depression (Bandura, 1977). People's 

beliefs in their efficacy are developed by four main sources of influence, including 

mastery experiences, observing successful management of tasks in people similar to 

oneself, persuasion and confidence that one is capable of success in specific activities, 

and demonstration of personal strength and ability to overcome adversities and 

challenges (Farley 2020). If an individual learns the skills needed to self-care with 

chronic diseases, she will likely gain increased self-confidence, and will be more likely to 

manage disease adequately to prevent complications and rapid progression. There is now 

about fifty percent of the population with chronic diseases (CDC, 2020), and so most 

individuals are expected to take control and be the primary driver of their diseases, with 

help and support from the public health services and strategies available at their local 

community levels to self-manage effectively.  Many patients or individuals must learn to 

manage multiple comorbidities, so the task of self-managing chronic disorders can prove 

to be challenging for many (Farley, 2020).  This can lead to discouragement, 

demotivation, and a feeling of failure and depression in cardiac -afflicted individuals who 

are attempting to self-care and manage the disease with numerous other social, medical, 

and financial barriers.  

Self-Efficacy and Self-Care with CVD 

Peer support and guidance should assist individuals with strengthening self-

efficacy (Peers for Progress, 2019) which could alter the management of cardiac and 

other chronic disorders.  Self-efficacy is based on an individual’s belief in her own 

abilities to address and adequately manage her own behaviors to successfully meet set 

goals (Bandura, 1982) including: treating and controlling underlying contributing factors 
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(such as diet control for Diabetes and Hypertension), gaining self-care skills and reducing 

the progression of heart disease. Individuals with lower levels of self-efficacy may 

experience decreased confidence in making healthcare decisions, actively engaging in 

public health programs, and in adjusting lifestyle behaviors (Xu et al., 2017; Imes et al., 

2016).  Self-efficacy was shown as a predictor of patient-reported outcomes in 

individuals with acquired diseases such as heart disease, with a lower level observed 

more in females, and with those unemployed (Thomet et al., 2018). Quality of life, 

anxiety, and depressed states could also be predicted by the level of self-efficacy with 

research participants studied by Thomet et al. (2018). The concepts of the HBM and 

Social Learning/Cognitive theories will be utilized during the detailed one-to-one 

interview and will be able to elicit responses without coercion, regarding diagnosed 

cardiac diseases, participant’s awareness of the disease, levels of self-care and 

confidence, perceived barriers, perceived health and social issues, the value of peer 

support in their daily activities and positive or negative effects observed or experienced 

with the addition and maintenance of peer support, and interventions. The questions, 

answers, and detailed descriptions of experiences will help to clarify perceptions and 

answers related to cardiac-associated behaviors, performance and beliefs of this AA 

women group.   

Learning and taking responsible actions with prescribed treatments, improving 

self-care skills, obtaining social support, and maintaining provider follow up care, are all 

essential for higher levels of self-efficacy, and managing cardiac disorders (Beckie et al, 

2018). These factors are known or perceived challenges, areas of concern and sub-

optimal care for many African American women with chronic illnesses. The HBM will 
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assist in identifying perceived benefits and challenges, and help us understand the kinds 

of teaching, guidance and support that might help to motivate these AA women toward 

behavior change. Changes are predicted based on the threat and severity of their disease, 

the barriers to change, the benefits of change, and the self-efficacy required (Jones et al., 

2015; LaMorte, 2019).  

Self-efficacy was derived from the social cognitive theory (SCT) and relates to 

people’s beliefs in their ability to think, feel, act, motivate themselves, and maintain some 

control over events that affect their lives (Kohler, 2018; La Morte, 2019). The way study 

participants or individuals think, act and feel is influenced by self-efficacy and the level 

of confidence they possess. It therefore follows that if an individual cardiac sufferer 

believes that she will succeed in achieving the goal of a stronger, healthier cardiac status 

with sufficient staying power and capabilities, as well as maintaining optimal daily 

functioning, she will be more likely to attempt new or adjusted behaviors, especially if 

she is engaging with peers and supporters on a similar journey. In order to achieve higher 

self-efficacy, an AA woman being studied may; a) attempt to perform a task that was 

previously successful within her capabilities (mastery experience), b) she may watch or 

emulate a peer with whom she can identify performing a task successfully (social 

modeling), c) she may receive positive feedback or verbal persuasion relating to the task 

from a peer, or d) she may interpret physiological or affective states, with some or all of 

these factors involved (Kohler, 2018). The perceptions and susceptibilities that formed 

the lived experiences of the study participants, were collected with interview techniques, 

including asking open ended questions that will allow for depth and breadth in 

explanation, and a better understanding of the phenomena (Stuckey, 2018) of sustained 
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CVD and health challenges while utilizing peer support with a chronic disorder. They 

were interviewed in their home environment via an electronic platform Zoom, where trust 

can be obtained in their place of comfort. 

Self-efficacy dimensions include magnitude which refers to the difficulty level 

(such as easy, moderate, or hard) that an individual thinks he or she can perform 

adequately (Psychology Research and Reference, 2020). An AA woman who believes 

that she will have multiple challenges performing the task of physical activity or 

increased vegetable consumption will be less likely to engage in this intervention towards 

cardiac health behavior change, thus suggesting lower self-efficacy magnitude. 

Generality and strength are other dimensions considered with self-efficacy and their 

applicability with AA women may relate to their experiences and self-management with 

peer support strategies in geographic residential location (DMV region), and strength in 

the judgment of being able to succeed at a particular task (Mudde et al., 1995). AA 

women with heart disease will exude strength when they believe that there is confidence 

and comfort in their ability to perform activities leading to positive health benefits for 

their situation.  

Self-Efficacy and the HBM 

 With the HBM, an African American woman participant may become motivated 

to act and participate in the peer support interventions (such as social engagements with 

reciprocity, educational sessions, lifestyle changes with diet and exercise), when there is 

perceived disease threat and possible health benefits identified (LaMorte, 2019). An 

individual female victim of heart disease may develop confidence in her ability to 

perform and manage her compromised heart condition and quality of life after receiving 
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cardiac education, cardiac self-care skills, social engagement with others, and self-

management training from the multiple components involved in the participating peer 

support program and interventions. Suppose patience, culturally appropriate and 

acceptable language use, counseling, and guidance are provided to AA women with heart 

disease, following early needs identification, it is more likely that some positive effect 

could be achieved based on the HBM theory and self-efficacy (Imes et al., 2016). 

Perceived susceptibility to ill health (risk perception), perceived severity of disease, 

perceived benefits of behavior change, and perceived barriers to taking action, and self-

efficacy are core factors posited in the HBM and will be reviewed extensively to garner a 

better understanding of participants’ self-efficacy based on their lived experiences during 

their use of cardiac peer support strategies.  

People sometimes avoid tasks when they possess lower self-efficacy. The 

knowledge, skills, and confidence obtained with peer support are expected to increase 

self-efficacy, so asking questions about perceptions, beliefs, coping mechanisms, 

expected outcomes, and goals, will elicit an understanding of the level of self-efficacy 

that exist within the AA women included in the proposed research. Questions related to 

self-efficacy will include: a) whether the AA woman believes she can succeed or fail 

when confronted with challenges, b) how have self-care skills developed during her 

experience with peer-to-peer support and reciprocal learning and sharing, c) how 

confident she is about her capability to resist temptations and adapt to a healthy lifestyle, 

d) how confident is she in including enough fruits and vegetables in her diet daily? e) 

how confident is she in exercising daily to maintain heart health? f) how confident she is 

that she will have someone available to assist in case of a medical emergency.   
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 Kong et al. (2018) showed that peer support significantly improved self‐efficacy 

and quality of life in shorter intervention periods of 6 months or less but had less impact 

on overall physiologic changes and maintenance of Type2 diabetic patients. It stands to 

reason that not everyone experiences the exact effects of self-efficacy, and generalizations 

should be avoided, made across variables such as gender, age, and beliefs. Males and 

females seek, receive, and give emotional and social support more or less in different 

locations, differing in age ranges and with different cultural settings and belief systems 

(Okoro et al., 2018). A direct face-to-face interview with AA women participants will be 

able to shed light on each study participant’s real-life experience regarding self-efficacy, 

perceptions, self-care and abilities to meet the reasonable quality of life, as the available 

literature addressing this area on CVD, peer support and self-efficacy has not adequately 

explored this challenging matter. 

Self-Efficacy, Motivation, and Behavior Change 

The HBM suggests that people's beliefs about health problems, perceived benefits 

of their actions, barriers to activity, and self-efficacy explain engagement (or lack of 

attention) in health-promoting behavior (LaMorte, 2019). A stimulus, or cue to action, 

must also be present to trigger the health-promoting behavior.  Based on the Social 

Learning/Cognitive theory, and the resources made available by peer support, the African 

American participant with higher self-efficacy will be more likely to exert additional or 

sufficient effort that may lead to more successful cardiac health, whereas those with 

lower self-efficacy may be less likely to achieve their goals, or may cease effortful trials 

and may fail in the process (Imes et al., 2016).  So, if AA women believe they are at high 

risk for a serious illness such as heart disease and develop relationships with a peer or 
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peer support group, she may become more interested and motivated to change health 

behaviors more readily than if she perceives a low level of disease threat although shared 

stories have been heard from others in similar situations.  

The level of social relationships and networking will also influence health 

outcomes by supporting the motivation or actual practice of health-related behaviors, 

including preventive and lifestyle practices, treatment adherence, and disease self-care 

behaviors. Imes et al. (2016) emphasized that adequate self-efficacy or belief in one’s 

capability is required for engagement in the behavior change process. There are three 

necessary conditions to be met for an adult at increased risk for CHD. The individual 

must; perceive that she is at high risk for CHD,she must be aware of the benefits of a 

CHD risk-reducing lifestyle, and she must possess the level of self-efficacy to engage in a 

CHD risk–reducing lifestyle (Imes et al., 2016). The authors noted that behavior change 

will be unlikely to occur if all three conditions are missing. The inclusive study 

population of AA women will be able to explain and expand on their self-efficacy related 

to awareness, beliefs, and perceptions regarding CVD, as well as perceived barriers in 

self-care and management of CVD.  Thomet et al. (2018) found that lower general self-

efficacy (GSE) was associated with the female sex (p = 0.025), with not having a job (p = 

0.001) and being in poorer functional class (p = 0.048) in a study conducted on a large 

cross-sectional multi-site study done on adults ages 18 -81 years with heart disease in 2 

countries. General Self-Efficacy was also found to be positively associated with 

prediction of quality of life, and negatively predicted symptoms of anxiety and 

depression with this study (Thomet et al., 2018). The self-efficacy questions and 

responses from the proposed cardiac peer support interventions and engagement will 
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enlighten public health providers on the effect on the inclusive population of AA women 

to be studied, and what barriers prevented progress with cardiac self-care.  Based on the 

HBM, the perceptions of disease threats, barriers and benefits are other factors that will 

impact health outcomes with self-efficacy. 

Positive Social Change with Peer Support Programs 

The implications for positive social change from the results of my proposed 

research study are multiple and include; a) a better understanding of behaviors 

demonstrated in individuals and groups with heart disease and some other chronic 

diseases, who share treatment strategies with other peers and community members. Other 

implications for positive social change include possible enhanced self-management skills 

and self-efficacy obtained from cardiac health education, improved knowledge, and self-

confidence from using peer support and mentoring. Positive social change may also 

include an impact on public health programs with resulting health status change, health 

outcome improvement, decreased hospitalizations, improved quality of life, and reduced 

cost of care associated with the acquisition of change in perceptions and attitudes gained 

from the peer support intervention.  Positive social change will also help in strengthening 

of Partnerships with peers, individuals, groups, families, and community members as 

they bond and share in similarities with knowledge of chronic diseases, treatment 

strategies, and self-management process. Researchers and public health practitioners 

could benefit from study results and knowledge gained from the individual, group and 

community activities as continued public health interventions are planned and provided 

to vulnerable community groups.  
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The proposed research inquiry will examine the perceptions among minority 

groups with heart disease, utilizing peer to peer support as a treatment strategy, and 

results will provide additional scientific literature on the topic, and to future interventions 

for prevention and control of heart disease and possibly other chronic disorders in the 

African American minority female groups. The result of the proposed study will also 

provide in addition to the research data and scientific knowledge regarding peer-to-peer 

support based on the evidence gathered. Community and family members may later 

become support agents and partners with other clients and patients with chronic diseases. 

Positive social change can also include an impact on Public Health Programs with cardiac 

and disease prevention knowledge and resources, health maintenance and improvement, 

improved health outcomes, decreased hospitalizations, improved quality of life and 

reduced cost of care associated with the alternate chronic care of at-risk minority women 

with heart disease. 

Summary 

Use of P2P support to enhance and sustain treatment and control chronic diseases 

in the U.S. has become popular and highly recommended by public health practitioners, 

with some issues involving minority populations with increased morbidity and mortality 

rates due to chronic disorders such as heart disease. Heart disease remains the leading 

cause of death for women globally (Kumar, 2017), with minority groups such as AA 

women carrying heavier burdens in terms of chronic diseases and heart disease in 

particular. Social and environmental determinants of health are associated with etiology, 

incidence, and evolution of such diseases that pose significant challenges and are not 

always given attention that is deserved for minority groups (Martinez-Garcia, 2018).  
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Social determinants include interrelated factors such as socioeconomic status (including 

wealth, income, education, employment or occupational status), race and ethnicity, social 

support, social networks, culture (including language), access to medical care, and 

residential environment, as well as psychological, behavioral, and biological mechanisms 

and social determinants which cause and perpetuate CVD (Havranek et al., 2015; 

Martinez-Garcia, 2018).  

Health behaviors such as tobacco use, physical inactivity, unhealthy diets, and 

lack of social support contribute significantly to CVD morbidity and mortality, but these 

factors are also not easily modified or controlled due to ongoing disparities, cultural 

beliefs and practices, and systemic barriers involving population-wide preventive 

measures and access to healthcare. In this study, I reviewed information regarding heart 

disease in the U.S. as well as heart disease in women, particularly AA women, use of peer 

support to enhance self-efficacy and self-care for improved cardiac health, improved 

cardiac and health literacy, peer support impacting CVD severity and progression, and 

reducing morbidity and mortality due to heart disease among AA women. Understanding 

specific beliefs, attitudes, perceptions, and opinions related to peer support and its impact 

on self-efficacy regarding heart disease will better prepare health providers and 

community care workers to deliver optimal support to afflicted individuals. Having 

communities with similar cultural beliefs, perspectives, and practices network and engage 

to find solutions for CVD and other chronic disorders may prove helpful in terms of 

reducing disparities and improving outcomes for underserved populations with ongoing 

social, economic, and systemic challenges. This study may help explain experiences and 
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perspectives of those who are directly affected, to provide helpful guidance and 

interventions for prevention and management of CVD among minority groups. 

  



72 
 

 
 

Chapter 3: Research Method 

Lived experiences and perceptions involving peer support for hypertensive heart 

disease among AA women was assessed in this study. Increased morbidity and heart 

disease mortality rates among AA women justifies recording their real-life experiences 

and perceptions to inform peer support providers about relevant and culturally-specific 

interventions to improve self-efficacy and lead to enhanced heart disease management 

outcomes.  

In Chapter 3, I provide a description of the research design, central concepts, and 

phenomena, as well as justify why the design was chosen. Next, my role as the researcher 

was discussed, including management of biases and how they were addressed. Then, a 

description of the sample is provided, along with selection criteria for study participants, 

an overview of the research instrument, as well as concepts in the study are discussed. 

This is followed by a discussion of the data collection process, data analysis, data storage, 

credibility, and ethical considerations. In qualitative research, the researcher focuses on 

persons currently involved in situations or phenomena and records their experiences to 

find common themes and frame of reference. The goal for this research was to develop 

and collect rich and in-depth data from participants to increase public health awareness of 

peer support and its effect on self-efficacy, self-care management, and quality of life 

among AA women with hypertensive heart disease. 

This study involved addressing AA women with heart disease as they verbalized 

experiences about direct life activities involving participating in P2P support 

interventions to achieve higher self-efficacy in terms of managing and controlling heart 

disease. After approval by the Walden University IRB, invitational flyers (see Appendix 
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B) were distributed online via social media contact pages and emails to healthcare and 

community contacts due to ongoing challenges with the Covid-19 pandemic, which 

restricted social contact globally. A summary of the study as well as my contact 

information was provided in flyers. Informed consent was obtained from participants 

prior to the study. Consent forms were provided electronically to all participants, and a 

detailed explanation of the purpose of the study was given prior to commencing 

interviews. Information regarding risks and benefits of participating in the study, 

voluntary nature of the study, and a confidentiality agreement was included in the consent 

form. Participants were informed of their right to withdraw from the study at any time, 

and they were provided with the contact information for Walden University’s IRB.   

Research Design and Rationale 

This proposed qualitative study involved using a phenomenological research 

design. The purpose of this study was to share experiences and perspectives of AA 

women living with hypertensive heart disease who have been attending P2P support 

groups in person or online for a minimum of 3 months. Specifically, this study involved 

documenting their real-life experiences, thoughts, beliefs, and perceptions in the context 

of self-care management and self-efficacy. The phenomenological research design is used 

to understand how people construct, interpret, or make meaning from their world and 

experiences (Percy et al., 2015). This research design was suitable to understand meaning 

of participant’s lived experience as they relate to CVD management in the context of P2P 

support. I used inductive coding for rich in-depth data that was collected from 

participants. Use of open codes, categories, and thematic analysis is most common with 

phenomenological research studies, where researchers seek to conceptualize processes 
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and structures involving individual’s mental states, thoughts, beliefs, opinions, and 

motivations (Rudestam & Newton, 2015. The study involved observing participants and 

listening closely on Zoom and the telephone, while recording their accounts of their lived 

experiences. This helped in terms of assessing and understanding effects of peer support 

on their personal perspectives, behaviors, education, and skills in the context of CVD 

management. Analysis of interviews involved addressing the following research 

questions:  

RQ1: What are lived experiences of AA women with CVD who are receiving peer 

support? 

RQ2: How do AA women with CVD experience effects of peer support on their 

self-care?    

Role of the Researcher 

As the researcher for this proposed study, I as the sole point of contact for data 

collection. I designed and conducted interviews with selected participants following a 

pilot study with 2 participants, who were healthcare professionals. Experiences and 

insights gained from the pilot study helped me determine how to craft the most effective 

interview prompts for the study. Semi-structured interviews took place in participants’ 

homes or dedicated locations chosen by them, which were safe and comfortable 

environments where they felt free to share their lived experiences with me. Zoom 

platform was suitable and convenient for most participants. Telephone conversations 

were chosen by those without access to Zoom. Thematic data analysis was done manually 

and with the aid of Quirkos, a validated software tool. Thematic analysis process started 
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with coding. I used Quirkos qualitative software to assist with identifying themes to help 

in comprehending the findings. 

Sampling involves determining those who can best provide knowledge to answer 

research questions (Ravitch & Carl, 2016; Rudestam & Newton, 2015). Purposive 

sampling of participants was conducted to intentionally select participants who 

understood social and research problems related to peer support strategies.  Purposeful 

sampling for this study was needed to gain rich insights regarding perspectives and 

experiences of AA women living with chronic hypertensive heart disease who use peer 

support strategies. Interview questions were mainly open-ended to elicit descriptions as I 

probed for clarification, increased depth, further details, and verification. 

Patton (2015) emphasized that researcher bias such as beliefs about the 

participants’ cultural preferences could be minimized or managed by focusing on the 

research prompts, and by being open-minded to the data provided by the participants, 

without interference or prodding by the researcher and using only the responses they 

provide, and from close observation of each participant as she shared her story of using 

peer support, and her cardiac experience in her own words. A careful examination of the 

research questions was done to ensure that the questions were unbiased, and that the 

interview wording of questions was not leading nor prompting the participants in their 

responses. Prompts were deployed to maintain conversational flow, to encourage deeper 

reflection by the respondents, and assist in the ongoing understanding of the data being 

collected regarding the phenomenon in question. A high-quality audio-recording device 

was also used during the interviews, and the services of a transcription specialist Otter 

was obtained to transcribe recordings following the interviews for data analysis. An audio 



76 
 

 
 

and video-recording device enabled the capture of details and nuances that occurred 

during the interview process. This allowed the interviewer to engage more freely with the 

respondent, knowing that gaps could be filled in the notes by watching and listening to 

the recording later. This process was also explained to the participants by the researcher. 

Participants verbalized understanding and none objected to the use of the recording prior 

to the interviews. 

Location and time for interviews were seriously considered and accommodated in 

the most convenient way for the study’s participants. The location of the interview was 

important to ensure the good audio quality of the recordings, decrease distractions as 

much as possible, as well as being convenient for the participants and their preference 

which would reduce bias and control by the researcher (Jamshad, 2014). The selection of 

sites and sources for the study was chosen based on preference and convenience for each 

participant.  

Methodology 

Procedures for Recruitment and Study Participation 

The recruitment process involved communication with healthcare and public 

health professionals, as well as social contacts in advance of the actual research study. 

Invitational flyers were made and distributed to Facebook online in order to recruit 

multiple community members from various community settings and social stations. This 

change was made due to the presence of the COVID-19 pandemic, limiting access to 

physical meetings with individuals and groups. Research study approval from Walden 

University Institutional Review Board (IRB) and authorized consent to participate were 

obtained from the response volunteers prior to starting the planned direct interviews. A 
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copy of the consent form is enclosed in Appendix A. Potential risks and benefits were 

discussed with participants (APA, 2020). They were given an opportunity to ask 

questions and receive answers, clarifications, study requirements, and expectations before 

signing an informed consent or giving verbal authorization. Contact for the researcher 

was provided on the flyer and in email for participants (Appendix B).   

Responders to the research flyers were contacted by the researcher for a brief pre-

screening telephone call (lasting about 5 –10 minutes) or via email to ascertain that 

relevant study and procedure information was given and understood by participants in 

preparation for the main study. The restrictions and limitations that have become 

necessary with the pandemic of COVID-19 changed the format of face-to-face 

interviews, so additional time and explanations with the web-based platform was 

necessary for some volunteers. The brief pre-screening telephone session as well as the 

initial email contacts ensured that basic inclusion criteria were met and that access to 

zoom platform or telephone was available prior to the main study. Two participants did 

not have zoom access, and four others chose the use of the telephone over zoom. Prior to 

starting the main interviews, the confidential nature of the study was clearly explained. 

The informed consent for signature or verbal authorization was written clearly in concise 

language that was easily understood as verbalized by participants. Participation was 

voluntary, and participants were notified that they could withdraw from the study at any 

time before, during, or after the interview started. This was clearly outlined in the 

informed consent, and was reinforced by the researcher with procedural instructions in 

the pre-screening call. Participants had the opportunity to ask questions prior to 

authorizing consent. On completion of the interview process, a gift card of nominal value 
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($25) was provided to volunteer participants as a small token of appreciation for their 

time. 

Conducting a Pilot Study 

A pilot study was conducted with two volunteers before the main study. These 

volunteers were recruited via telephone and email solicitation to respond to interview 

questions and share their experiences as outlined in Appendix D for the main study. A 

prescreening contact and informed consent were also provided to these two participants 

before the main data collection. The researcher collected data, and data analysis and 

coding were done by the researcher and assisted from a qualitative research professional. 

The participants from the pilot study were not included in the main study, nor was data 

collected included in the main study. The pilot study served as a guide in gauging 

whether the research goals and design were realistic, the time and costs associated with 

the study were estimated, and provided the researcher a better idea of the best way to 

craft an effective interview guide for the larger study (Crossman, 2019; Patton, 2015). 

Data Collection 

A qualitative approach using semi-structured recorded interviews on web-

conference platforms was used to explore the lived experiences and perceptions of 

African American women with a purposeful sample of participants utilizing online group 

platform zoom for peer-to-peer support. Each interview recording was then transcribed 

and coded manually and with the assistance of a transcription service Otter, and a 

qualitative analysis tool Quirkos.com/web. Common themes were identified until the 

required saturation level in analysis was obtained, and until no further data collection or 

analysis was needed (Saunders et al., 2017) in the context of the research questions. 
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Saturation is a goal of qualitative research and occurs when adding more participants to 

the study does not result in obtaining additional perspectives or information in regard to 

the research questions. The semi-structured interview format was utilized and guided the 

process with each participant who passed the inclusion criteria. Interviews were 

conducted on the web-conference platform zoom that was preferred by nine participants. 

Telephone interviewing was chosen by six participants. The interviews consisted of semi-

structured open-ended questions with prompts to facilitate an environment of trust within 

which the participants could feel comfortable with sharing emotionally sensitive life 

experiences with the researcher. A small pilot study consisting of two volunteers was 

conducted to gain insights into the interview process, the web-conference interface, the 

general feasibility of the study and other related aspects to help design an effective study 

(Crossman, 2019). Specifically, it will provide an opportunity to ensure that the interview 

prompts were comprehensible, the wording was clear and concise, and that the 

participants felt that they were able to express what they wanted to share (Crossman, 

2019).  Although general self-efficacy questions were used to provide broad directions for 

the interview prompts, participants were allowed to respond in their own words and 

expand on their responses as needed, and as guided by the natural flow of the interview. 

Some interview prompts to questions will include; a) common daily activities specific to 

cardiac self-care, b) her abilities to learn and perform skills learnt with peer support, c) 

the role that peers and family played in helping with activities of daily living and in 

emergency situations, and d) her confidence level with knowledge gained and skills learnt 

to better self-manage with heart disease.  
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Data Analysis 

Thematic analysis was used to identify, analyze, organize, describe, and report 

themes in the data. Thematic analysis is appropriate for this study as it allows for the 

consideration of interesting themes and patterns while aiming to create sensitive, 

insightful, rich, and trustworthy research findings (Nowell et al., 2017). Percy et al. 

(2015) suggested that thematic analysis is a generic approach to analyzing people’s 

reports that may form the basis for many kinds of qualitative interpretation, where the 

data set is searched carefully for patterns or meanings, and subjective experiences are 

explored further. Following each interview with participants, brief analytic memos 

(notes) were taken by the researcher along with detailed notes from the video recording 

of the interview.  The initial insights gained from these notes in conjunction with the 

video recording of the interview will help link and categorize data to provide a full 

description for the coding process as suggested by Corbin & Strauss (2015) and Rogers 

(2018). Analytic memos will help the interviewer to remain reflective on the research 

process, to obtain clarity with interpretation of the data and the bigger picture, as well as 

on the theory being employed (Rogers, 2018). Reviewing and transcribing the interviews 

soon after each is completed assisted the researcher to maintain a fresh recall rather than 

waiting for all interviews to be done, with larger volume of data, and possible challenges 

with recall. Computerized qualitative software tools Quirkos web, was utilized to reduce 

the risk of data loss, to assist in providing coding of themes and other unstructured areas 

in studying and organizing interviews and social contents for best results (Auld et al, 

2016). All physical and electronic data are being kept private and confidential in a safe 

locked drawer by the researcher, and accessible only to her. 
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Validity, Credibility, and Ethical Considerations 

To ensure validity of the data, each interview was conducted using video 

conferencing with audio recording, after permission was granted by participants, to allow 

for verbatim transcript of the interview. This allowed for the availability of actual live 

interview access during and after interview sessions for proper analysis.  Coding of the 

data from the interviews followed data collection. Manual coding and a reliable 

qualitative software program Quirkos web, was utilized to assist with data analysis.  

Participants for the research study were recruited via social media flyer and via email 

contacts, allowing for a wide geographical and online reach of volunteers. African 

American women of ages twenty years and above (based on public health evidence with 

heart disease), diagnosed with hypertensive heart disease by a healthcare professional for 

a minimum period of three months, had been engaged with a peer-to-peer support group 

online or in-person for a minimum of three months, were willing to participate in the 

research study, were at different employment status, helped with a wider inclusion and 

diversity of participants, helped to reduce bias, and improve external validity (Clark, 

2019; Patton, 2015). This will also help to better illustrate concepts, increase 

randomization and reduce sample bias, as the researcher aimed to adopt, design and 

incorporate methodological strategies to ensure credibility and trustworthiness of the 

findings (Noble & Smith, 2015; Patton, 2015).  Credibility of the research relies more on 

having quality information-rich, believable collected data that represent depth from 

interviewees who shared explicit experience and meaningful perspectives of the 

phenomenon being considered (Patton, 2015).   
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Issues of Trustworthiness 

Qualitative researchers study individuals' understanding of their social reality and 

how they experience the world (Patton, 2015, Rudestam & Newton, 2015).  In order to 

ensure trustworthiness and a study’s worth in qualitative research, Lincoln and Guba 

recommend that credibility, transferability, dependability, and confirmability be 

established (Lincoln & Guba, 1985) to overcome challenges, questions, and uncertainties 

related to this methodology.  Patton (2015) also suggested that qualitative researchers 

should explore multiple ways of reaching conclusions, such as using triangulation 

methods as member checking or other validation methods to appraise consistency in 

order to enhance the credibility of the study.     

Credibility 

Credibility entails having the results of the research study be believable and 

understandable from the perspective of the participant, and can be relied on (Patton, 

2015; Trochim, 2020). Credibility and accuracy were obtained with member checking 

interview content, obtaining participant feedback and validation, as well as maintaining 

prolonged interaction before and during the research process. Clarification was sought as 

needed by the researcher, to ensure clear understanding of the information being provided 

as experiences are shared. Direct interviewing of participants also lent credibility as 

interviewees possess firsthand rich information, knowledge and experience that they have 

volunteered for, and agreed to share with the researcher regarding this research topic. 

Note taking was also done throughout the data collection process to remain engaged with 

the data and not lose the essence and details of information and experiences shared 

(Tufford & Newman, 2010). The interviews were audio and video-recorded, allowing for 
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multiple reviews as needed following the process. Credibility research guidelines also 

include exercising transparency in the data collection process, bracketing research biases 

to ensure objectivity, and mitigating any potentially undesirable influences (Patton, 

2015). I attempted to bracket potential bias as a professional health care provider and one 

with a family history of CVD, to mitigate effects from preconceptions, and to increase 

scientific rigor in the research study (Tufford & Newman, 2010).  

Transferability 

Transferability acts as a check for external validity, where concern focuses on 

how the findings of the study can be applied to other situations (Trochim, 2020). In this 

study, qualitative phenomenological method was used to explore the lived experiences of 

African American women with hypertensive heart disease, in the online community 

facing challenges with the chronic disease, while utilizing peer support to improve self-

efficacy and disease management. Transferability and generalizability of the research 

findings may be limited because the study was localized to a few areas in the US and the 

online environment. Patton (2015) suggested specific criteria that help towards making a 

transferable and generalizable study, such as addressing communities that have similar 

attributes and comparable cultural backgrounds to those of the original population 

studied. An environment of comfort and positive rapport was built with participants from 

early contact with the researcher towards fostering of deeper responses and sharing of 

experiences. 

Dependability 

Dependability establishes the research study as trustworthy, with consistent, 

believable, accurate and repeatable findings. Transcription of the interviews was done 
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partially by a professional service Otter, and mainly by myself the researcher.  My 

dissertation chair and committee members will provide expert analysis, feedback and 

guidance regarding the research procedure, contents and documentation. Trochim (2020) 

emphasized the need for researchers to consider and disclose the changing environment 

in which research is done and how well the study adapts to dynamic research settings.as 

needed during the process. An outside qualitative researcher was consulted to assist in 

examining and exploring data analysis and interpretation occurred. A researcher can gain 

valuable insight from this method, and the inquiry can help to build a stronger case for 

the study’s findings. 

Confirmability 

This criterion has to do with the level of confidence that the research study's 

findings can be confirmed or corroborated by others (Trochim, 2020), and are based on 

the participants' narratives and words rather than on potential researcher biases. 

Confirmability helps establish that the research study’s findings are accurate participants’ 

responses. To ensure that the results are not based on personal motives or potential bias, I 

must provide a comprehensive account of the research data collection process, inclusive 

of the recruitment process, the description of the research setting, the participants' 

demographics, including data analysis and interpretation. Confirmability also involves 

the researcher recognizing that absolute objectivity in qualitative studies is impractical, 

yet the researcher must avoid influencing the research process and its findings by 

bracketing personal bias and avoiding conflicts. For the purpose of this research, I 

attempted to control my own viewpoints and demonstrated objectivity throughout the 

research process. 
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Instrumentation 

A qualitative phenomenological research method is often used in the health 

science field to collect detailed data from participants, and this method has been 

supported by previous researchers (Colorafi & Bronwynne, 2016). It is recommended as 

the most appropriate qualitative approach when people’s subjective voice on actual 

external situations and events are being studied (Percy et al, 2015). Semi-structured 

interview questions were developed (Appendix D) based on the purpose of understanding 

the underlying subjective experiences and self-efficacy related to cardiac disease 

management with the guidance of peer support strategies employed by the inclusive 

population of African American women. I ensured the validity of this research study by 

including ethical recruitment of participants, the exclusion of personal bias and 

expectations, and performing respondent validation or member checking with 

participants, to decrease the incidence of incorrect collection and interpretation of data 

(Patton, 2015). The research and interview questions for this study was developed from 

the gap in factors impacting persistent adverse cardiac status of African American women 

despite receiving peer-to-peer support for guidance. As a critical part of the research and 

the main research tool, I ensured that real life experiences and perspectives were brought 

out, maintained, and focused on participants’ opinions, ideas, reflections and thoughts 

that provided richness in data for the significant topic being studied.   

Protection of Human Subjects 

The protection of human participants is significant and well recognized 

throughout this dissertation project, especially during and after the data collection phases. 

An important research goal was to ensure that all risks were explained and minimized 
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(NIH, 2015) while benefits were also explained and understood by study participants. 

The participants’ rights to privacy and confidentiality were protected and their anonymity 

was maintained. Throughout the data collection stage, the data gathered was handled and 

stored with confidential means and locked away from public view or reach. Participants 

were informed of the data collection method and exactly how their information would be 

handled and used (NIH, 2015). There are no known anticipated risks involved in this 

project, and potential psychological or social risks were also minimized. As the 

researcher, I ensured that participants were protected from potential emotional or social 

risk during the data collection phase, that their information was safeguarded, kept locked 

away from others, always maintained with password protection for access, only 

accessible to the researcher, and ensured that participants cannot be personally identified 

(NIH, 2015). Once the project was reviewed and approved through the IRB process, pilot 

testing, then video conferencing interviews of participants ensued. Interview questions 

covered multiple subject areas related to heart disease, health beliefs, health care 

practices, cardiac self-care, self-efficacy, peer support, community support, and lifestyle 

habits. Data analysis followed detailed semi-structured interviews of participants. 

Participation in this qualitative research was voluntary, and participants were notified that 

they were at liberty to cease participating in the study at any time. Privacy and 

confidentiality of participants’ personal information was always maintained.   

Summary 

          The purpose of this qualitative research study was to describe lived experiences of 

AA women receiving P2P support regarding strategies, use, and effects on their self-

efficacy and cardiac self-care management. Qualitative research studies involve capturing 
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and communicating participants’ stories in order to generate findings that are useful and 

credible to relevant decision makers (Patton, 2015). Participants volunteered for the study 

to improve CVD and hypertensive heart disease in African American populations. The 

open-ended interview questioning format was selected as the most appropriate to explore 

the phenomenon from the perspectives of participants. Plans for data collection and data 

analysis processes were detailed. Procedures to ensure trustworthiness and quality of 

results were outlined, including associated steps to reduce researcher bias. Guidelines for 

ethical research practices were also detailed, along with plans for protecting anonymity 

and safety of participants. In this chapter, I explained the methodology, research design, 

sampling, role of the researcher, plans for data collection and data analysis, and ethical 

practices and credibility. 

  



88 
 

 
 

Chapter 4: Results 

The primary purpose of this phenomenological qualitative study was to explore 

lived experiences involving P2P support for hypertensive heart disease among AA 

women currently living with this disorder and receiving P2P support to assist in self-

management of their disease. The initial plan for direct one-on-one interviews was 

revised to includd Zoom and telephone use due to the ongoing COVID-19 pandemic 

restrictions starting in the year 2020. A purposive convenience sample of15 AA women, 

aged 20 to 61, who self-reported a diagnosis of hypertensive heart disease and received 

P2P support were recruited for this study. According to Creswell (2018), purposive 

convenience sampling is appropriate when it may be difficult to randomly select 

participants from a large population, such as in online environments. A semi-structured 

interview protocol with 48 open-ended questions (see Appendix C) was used to explore 

participants’ lived experiences involving P2P support while trying to self-manage 

hypertensive heart disease.  

In Chapter 4 of this research, I detail the recruitment process, data collection 

process, analysis of data, and study findings. I present major themes that emerged from 

data collection, as well as strategies I employed to ensure trustworthiness of data.    

The research questions are as follows:  

RQ1: What are lived experiences of AA women with CVD who are receiving peer 

support? 

RQ2: How do AA women with CVD experience effects of peer support on their 

self-care?    
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Research Settings 

This study involved examining shared experiences, beliefs, understanding, and 

perceptions about barriers, benefits, and challenges with P2P support and how this 

strategy has affected participants living with hypertensive heart disease. Shared 

experiences were used to inform stakeholders about participants’ ability to self-manage 

and support self-efficacy in terms of directing and controlling their disease while having 

daily responsibilities. With this study, I addressed the phenomenon of ongoing and 

challenging heart disease morbidity and high mortality among AA women, despite use of 

strongly recommended peer support strategies for partial solutions to chronic disorders.  

Interviews were conducted via zoom or the telephone. Participants chose their homes and 

preferred areas of comfort to engage in interviews. In these settings, privacy was 

maintained, and participants were free and comfortable in terms of expressing themselves 

and sharing their experiences. Most participants preferred the telephone format or 

recording audio via zoom. Some participants lacked laptop cameras, and some were more 

comfortable being off camera. The study’s data collection period was between October 

11, 2021, and December 10, 2021.    

At the time of initial contact, all participants were provided a copy of the consent 

form via email prior to accepting terms for the study and were given an opportunity to 

ask questions. Each participant was interviewed once, with interview recordings lasting 

35 and 50 minutes. P1’s interview was not recorded as the Sony audio recorder (ICD-

PX312) malfunctioned during the telephone interview and P1 had no access to Zoom. 

Some participants (P2, P4, P6, P9, P10, P11, P14, and P15) had their small children with 

them during interviews. Copious field notes were taken by me, so contents and essence of 
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interviews were documented as much as possible. Semi-structured interview questions 

(see Appendix C) were open-ended and allowed for participants to elaborate on or 

respond to multiple questions at once. Some participants required some prompting to 

obtain in-depth responses. Follow-up probing questions were used to elicit in-depth views 

about their perceptions regarding receiving P2P support, heart disease, treatment, coping 

with stress, and access to cardiac care. As the study progressed, more probing questions 

were focused on themes that emerged from interviews. 

Demographic Data 

Recruitment of AA females between 20 and 61 was made via an online flyer that 

was posted to my Facebook page and sent via email to social contacts. All participants 

were required to speak the English language, were part of P2P support group online or in-

person for a minimum of 6 months and were AA females between the ages range of 20 

and 61 (see Table 1). Fifteen volunteers were obtained to participate in the study.  

Active participants were employed as healthcare professionals (n = 2). Most were 

stay at home mothers and homemakers (n = 11), and two (n=2) were students living with 

family members. Many participants were involved with P2P support prior to COVID-19 

pandemic, and most have been involved with online groups following pandemic 

restrictions globally since early 2020. Most groups were held and facilitated by 

healthcare personnel (mainly nurses) from local churches and communities. Some peer 

groups are facilitated by group members themselves, taking turns on a weekly basis. 

Healthcare and group member facilitation continues online currently. Group members 

reside in multiple states and interact online via emails and telephone.  
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Table 1  

Demographic Information of Participants: 

Characteristic       # of participants              Percentage 

Age 

          20 - 30                      9                        53% 

          31-  40                      4                  27% 

          41 -50                      0                    0 

          51 -60                       1                   13% 

          61-75                      1                    7% 

Gender 

        Female                       15              100% 

          Male                         0                 0 

Education Level 

      High School                        2                13.3% 

       College                       12                80% 

      Advanced Studies                        1                6.7% 

      No High School                        0                 0 

Employment Status 

     Employed F/T                        5                 33% 

     Stay at Home working  moms                        8                 53% 

     Unemployed                        0                  0 

        Student                        2                 13% 

Living Situation 

     Lives Alone                        2                13% 

     Lives with Spouse/Child                        8                53% 

     Lives with family                        5                33% 

 

Data Collection 

A total of 15 volunteers were interviewed as participants with firsthand 

knowledge regarding P2P support with hypertensive heart disease among AA females. 
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The recruitment and data collection process continued with direct interviews until 

saturation was achieved and no additional relevant information emerged from 

participants. Participants were given the option of Zoom or telephone interviews. Most 

participants preferred the telephone interview format as that was more convenient for 

them. Some participants had only audio access to zoom. Participants had the opportunity 

to ask questions prior to starting interviews as well as after completion. Participants were 

asked to contact me if they had questions or concerns following interviews. They also 

agreed to follow-up phone calls if additional clarification was needed by me.  

Interview Process 

Participants received the consent form via email in advance, to allow them time to 

preview the procedure prior to their interview. Some participants were interviewed via 

zoom platform, and some via the telephone in their homes and preferred space and time, 

ensuring a quiet environment and privacy. Some participants had their small child with 

them during the interview. Each interview lasted between thirty-five minutes and fifty 

minutes. Some probing was required to elicit clarification and depth as their stories were 

shared relating to their thoughts, views and perceptions regarding peer-to-peer support, 

treatment of heart disease, responses to treatment, stress control, self-care skills, and 

experiences related to access to hypertensive heart disease care. It was also important to 

build rapport with the participants earlier on and prior to the main study, where the period 

of sharing their stories and developing some level of trust and comfort with the researcher 

was necessary (Rudestam and Newton, 2015). The conversations between participants 

and researcher required restating and repetitions for clarification. Rudestam and Newton 

(2015) suggest that researchers conducting qualitative studies are required to modify 

questions and prompts as the interview process proceeds. Restating and repetitions were 
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done in this interview process to obtain clarification of information shared. Recruiting a 

sufficient number of participants to capture critical information and establish theoretical 

relevance to explain the phenomenon being studied was evaluated using saturation which 

was reached after fifteen interviews as no new relevant data was obtained for the study 

(Rudestam and Newton, 2015).         

The start of the interview consisted of reviewing the purpose of the study, the 

elements of the consent form, and screening for eligibility. Participants were reminded 

that participation was voluntary and that they could stop the interview at any time. Also, 

it was emphasized that their privacy would be protected and their identity would never be 

revealed. Participants also were asked to agree to the interview being recorded. 

Interviews done via the audio-visual platform were recorded by the conference calling 

system on zoom. Note-taking was done extensively, and notes were reviewed 

immediately following each interview while information was fresh with the researcher. 

Following data collection from all participants, a small token of $25 visa gift card was 

offered to them, accompanied by a ‘Thank You’ note via email. 

A manual transcript of the audio recordings and notes was then made by entering 

the conversation into a word document and later to a professional audio-to-text 

transcriber. The word document was uploaded to a qualitative analysis tool Quirkos 

(quirkos.com), which was used for assistance with coding and ongoing data analysis after 

editing was done to the professional transcripts. The word documents of the transcripts 

were placed in a secret password secured Google drive, with access available only to the 

researcher. De-identified codes (P1- P15) were used to identify participants in keeping 
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track of their responses. The researcher intends to delete these files completely after five 

years in adherence to Walden University dissertation research policy.   
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Table 2 

 Interview Details 

Participant # Interview Date Interview time (mins) Location of Interview 

P1 10/11/21 40 Telephone 

P2 10/13/21 45 Telephone 

P3 10/19/21 40 Telephone 

P4 10/27/21 38 Telephone 

P5 10/29/21 40 Zoom 

P6 10/29/21 40 Zoom 

P7 10/29/21 50 Telephone 

P8 10/29/21 70 Zoom 

P9 11/01/21 35 Zoom 

P10 11/02/21 40 Telephone 

P11 11/07/21 50 Zoom 

P12 11/09/21 35 Zoom 

P13 11/16/21 35 Zoom 

P14 11/18/21 40 Zoom 

P15 11/29/21 45 Zoom 

 

Data Analysis 

For the data organization and analysis, I listened to the audio recordings 

repeatedly, and reviewed my notes taken during and after the interviews. Data analysis is 

a continuous and evolving process, starting from notetaking of the interviews, 

transcribing all the interviews manually onto Microsoft word, and repeatedly reviewing 

the transcripts for clarity. While reading the transcripts multiple times and attempting 

manual open-hand coding, a manual search was done from each set of interview 

responses to identify the keywords and sentences that emerged from the interview 

questions and shared data. Following that, the meaningful patterns, phrases, and themes 

in the transcripts were noted and emphasized. Later, preliminary themes were developed 

based on the research questions derived from the two conceptual frameworks that were 

used in designing and guiding the study (the Health Belief Model and the Social 
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Cognitive Learning Theory). I am also utilizing the expertise of my committee members, 

as well as other qualitative research experts - to double-check the identified themes I 

developed from the data.  

Computer qualitative software programs can assist in coding, storing, and 

comparing qualitative data (Patton, 2015) with information entered and organized into a 

word document or excel spreadsheet. Qualitative data analysis software enables 

researchers to interpret interview data, save time and improve the validity and credibility 

of research data (Patton, 2015). The use of a qualitative analysis software tool of the 

latest and new web version of Quirkos (Quirkos.com and quirkos.com/web) was utilized 

to assist in data analysis for appropriate codes, categories, and themes, along with hand-

coding which involved visually observing, rereading and identifying common keywords 

and themes from the interviews and excerpts. The data interpretation discussion will 

follow in chapter five.  

Issues of Trustworthiness 

Qualitative researchers study individuals' understanding of their social reality and 

how they experience the world (Patton, 2015; Rudestam & Newton, 2015).  To ensure 

trustworthiness and a study’s worth with qualitative research, Lincoln and Guba 

recommend establishing credibility, transferability, dependability, and confirmability 

(Lincoln & Guba, 1985) to overcome challenges, questions, and uncertainties related to 

this methodology.  Patton (2015) also suggested that qualitative researchers should 

explore multiple ways of reaching conclusions and credible findings that answer the 

research questions, and such was done with the data analysis of this current research 

study. 
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Credibility 

This entails having the results of the research study be believable and 

understandable from the perspective of the participants (Patton, 2015; Trochim, 2020). 

Member checking with participant feedback and validation was done in this study to 

ensure the accuracy and credibility of the collected data. An interview guide with semi-

structured questions and utilization of two conceptual frameworks (health belief model 

and social cognitive learning theory) as a template for the interview produced in-depth 

data sharing and quality results. Clarification was sought as needed by the researcher, to 

ensure a clear understanding of the information provided as experiences were shared. 

Direct interviewing of participants also lent credibility as this provides firsthand rich 

information, knowledge, and experience that was volunteered for research and that was 

agreed to share with the researcher regarding this research topic.  Follow-up probing 

questions, restating, and repeating answers and phrases were done to obtain clarification.  

I spent an extended period reviewing the transcripts to understand the data and identify 

patterns and similarities among the responses (Lincoln & Guba, 1985). Note-taking was 

done throughout the data collection process to remain engaged with the data and not lose 

the essence and details of the information and experiences shared (Tufford & Newman, 

2010).  

Transferability 

This focuses on how the findings of the study can be applied to other situations 

(Trochim, 2020).  In this study, qualitative phenomenological methods were used to 

explore the lived experiences of African American women with hypertensive heart 

disease, in different States and via online platforms, who were facing challenges with the 
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chronic disease, while utilizing peer support to improve self-care, self-efficacy and 

disease management. The transferability and generalizability of the research findings may 

be limited because the study was localized to a few areas of the general population, 

although online formats can be accessed from any location globally. The restrictions of 

the Covid-19 pandemic created adjustments in the recruiting and data collection process, 

thus extending the reach of participants. Online recruitment and target population access 

was utilized instead of the original localized geography, allowing for a wider reach to 

volunteers and participants. An environment of comfort and positive rapport was created 

with participants from early contact with the researcher towards fostering deeper 

responses and sharing of experiences. 

Dependability 

This establishes the research study as trustworthy, with consistent, believable, 

accurate and repeatable findings. Transcription of the interviews was done with a 

professional service Otter and was checked and edited by the researcher for accuracy. My 

committee members will provide feedback and guidance regarding the research 

procedure, contents, and documentation. Trochim (2020) emphasized the need for 

researchers to consider and disclose the changing environment in which research is done 

and how well the study adapts to dynamic research settings as needed during the process. 

An outside researcher was also consulted to examine, explore, and challenge how data 

analysis and interpretation occurred. A researcher can gain valuable insight from this 

method, and the feedback can be helpful in building a stronger case for the study’s 

findings. 
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Confirmability  

This criterion relates to the level of confidence that the research study's findings 

can be confirmed or corroborated by others (Trochim, 2020), and are based on the 

participants' narratives and words rather than on potential researcher biases. 

Confirmability helps establish that the research study’s findings are accurate participants’ 

responses. To ensure that the results are not based on personal motives or potential bias, I 

provided a comprehensive account of the research data collection process, inclusive of 

the recruitment process, the description of the research setting, the participants' 

demographics, peer support use and format, including data analysis and interpretation. 

Confirmability also involves the researcher recognizing that absolute objectivity in 

qualitative studies is impractical, yet the researcher must avoid influencing the research 

process and its findings by bracketing personal bias and avoiding conflicts (Patton 2015). 

For this research, I attempted to control my own viewpoints and demonstrated objectivity 

throughout the research process. I attempted at all times to remain positive, objective, 

caring, empathetic and non-judgmental.   

Coding Process and Emerging Themes  

The coding process started with identifying keywords and phrases obtained from 

the sharing of experiences with participants and based on the conceptual framework 

guiding this research. The parent codes (or anchor codes) that initiated the thematic 

qualitative process included the following - support and assistance from peer-to-peer 

support, benefits from peer support, lifestyle changes while in peer support, health 

literacy, mental health, challenges, outcomes, skill development and healthcare providers. 

From here, categories were developed to help answer the research questions. Main 
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categories identified included; Education and Awareness, Self-care management and 

skills building, emotional and social support, Lifestyle modifications for wellness, 

Healthcare provider relationships and outcomes. Main themes that emerged within each 

category above include the following: enhanced self-efficacy, reduced medical 

complications, peer support benefits, help-seeking from peers and family, lifestyle 

adjustments and behavior change for disease & self-care management, positive and 

negative interactions with healthcare providers, and managing challenges with peer 

support help and guidance. 

Research Questions 

RQ1: What are lived experiences of AA women with CVD who are receiving peer 

support? 

RQ2: How do AA women with CVD experience effects of peer support on their 

self-care?    

Study Results 

Study results were obtained using manual coding via Quirkos (see Figure 3). 

Keywords, key phrases and patterns were identified and then categorized and analyzed 

thematically. Participants’ responses were assigned by reading every response line by line 

to categorize the data into themes that represent the lived experiences shared by them. 
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Figure 3  

Quirkos Canvas 

 

  



102 
 

 
 

Table 3  

Research Questions and Themes 

Research Questions Themes 

 

RQ1 

What are the lived experiences of African 

American women with heart disease who 

are receiving peer support? 

 

RQ2 

How do African American women with 

heart disease experience the effect of peer 

support on their self-care? 

 

Peer support enhances self-care and self-

efficacy, reduces medical complications. 

Peer Support builds acceptance and 

resilience. 

Satisfaction, gratitude and appreciation for 

Peer Support Groups expressed (Perceived 

Benefits). 

Peer Support and Family Members 

Provide Critical Help for CVD 

Management.  

Lifestyle Adjustments are Essential for 

CVD Self-Care. 

Positive Interactions with Health Care 

Providers enhance CVD Management and 

Outcomes 

Ongoing Challenges, Perceived Barriers 

and Threats exist. 

 

  

Theme 1: Peer support enhances self-care and self-efficacy, reduces medical 

complications 

Participants’ experiences and responses to the cardiac peer support questions and 

prompts suggest that peer-to-peer support helps to enhance confidence in their self-care 

management; for example, P3 shared, ‘I feel comfortable managing myself’ and thought 

she really benefitted from the peer support groups, both with in-person and online 



103 
 

 
 

formats. P5 shared that she was able to take her blood pressure and weight by herself 

with “a lot of ease” and knows when to take a break from activities and “pay attention to 

signs if anything happens”.  P1 shared that her heart disease was helped by peer support 

engagement as the group provided safety and mental support and helped to reduce stress 

and ultimately reduce disease complications.  

Participants reported having gained some comfort in living with their condition 

and an increase in confidence, knowing that they can control their symptoms and manage 

their care with a supportive community, including peers, family, and healthcare providers. 

Participants verbalized their feelings on being able to self-manage and reported with 

satisfaction the support and influence of follow-up visits, reminders, and encouragement 

from their peers, family, and healthcare provider to maintain disease stabilization.  

P11 shared that “most of the time, family connections, and even our friends that I 

stay in touch with, they also remind me of appointments”. P12 shared that her PCP has 

been there to help with almost every need she has with medical and mental health.  

Avoiding Acute Care Episodes 

Most participants had not been admitted for acute medical challenges in more 

than one year prior to the interviews and felt confident that their current regime of a 

healthier diet, more frequent exercises, having a positive attitude, maintaining 

engagement with the peer support group, getting adequate rest, and maintaining follow up 

care with their primary care provider, could prevent adverse cardiac events and medical 

challenges. Many felt that the maintenance of PCP calls and visits helped with medical 

checks on patients’ compliance and treatment plans. Some participants were referred to 
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the support groups by their primary care providers, and follow-up reminders were 

regularly provided by peers during weekly meetings and contacts.  

P3 said: 

I feel comfortable in managing myself and my heart disease with all that was 

learned from the peer support group. My stress level has decreased as I can 

always share with someone in the group. I find the source of my stress and try to 

talk about the issue. It (peer support) is important and helpful for those who need 

it. I manage mainly with diet, exercise, and relaxation. 

P12 said: 

I am still with heart disease. Only that everything is working out well. So 

basically, I'm doing well. It's something I don't regret joining, and it's something I 

intend to continue attending (peer support group). I get more motivated each day. 

I think I'm doing pretty good. I don't have bad things going on. My health is 

stable. I'm exercising. I'm doing a good job in maintaining good mental health. 

P15 shared:  

I feel like I'm so positive about life now, so I can control the disease with the help 

of peer-to-peer support. The experience with the peer support system that I have 

gives you a sense of peace, having people who are caring towards you, having 

people sharing one common thing. You are in a space where you cannot be 

judged; you're in a space where you cannot challenge; also, in a space where you 

can encourage each other in terms of certain challenges. Yea, because there is a 

direct connection with somebody or even this feeling that makes you know that 

you are not alone. 
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P10 shared: “It gets challenging at times, but when I need a break, I ask for help 

from family members. I can also get advice from my peer group members.” 

P10 reported learning to take her blood pressure and monitor and check herself 

for signs of increased fluid, any swelling in the feet or eyes. She continued to 

attempt losing weight as ‘that was the best thing to do’. 

Theme 2: Peer Support builds acceptance and resilience 

The participants of this current study have accepted and resigned themselves to 

the medical condition that exists and are willing to survive with assistance from available 

resources to optimize their long-term cardiac stability. Feelings shared by participants 

indicate acceptance of their fate, with attempts to maintain positive attitudes towards 

treatments and support, but questions remain about the prevalence and uncertainties of 

this affliction on even the very young in this African American women population. 

P6 shared her thoughts and attitude of comfort in believing that her heart disease 

does not hinder her from engaging in activities of daily living just as others have, stating 

“I can do anything as others can”. Most participants have avoided the Emergency Room 

(ER) visits in more than one year and have regular follow-up visits with their primary 

health care provider (PCP). This was reassuring to some, feeling that they were able to 

self-manage adequately with guidance and support from the peer support group and from 

their PCP as a safety check with the cardiac wellness process. Most had monthly, or two 

monthly medical follow-up visits and were determined maintain that commitment to 

preventing cardiac complications. P15 said: 

I feel very strong. I don't think of myself as having a condition. I don't let it get 

into my mind. Personally, I'm able to do the most important things that anybody 
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can do. I don't think of having a disease and can do anything that others can do. 

Mostly, I take a lot of fruits and vegetables and low salt and low starch in my diet. 

Sometimes I'm tempted to take bigger portions, especially when I get stressed out, 

but this is something I'm really working on.  

P15 also said: 

That helps in losing weight, with activities such as running chores, taking long 

jogs, taking a lot of water, also making sure that I am well and psychologically 

set, so I don't have things going on in my mind and making me lose control.   

Some participants have identified that seeking and receiving help from family 

members to provide quality time for their roles as mother and caregiver (participant), are 

essential to their cardiac stabilization and well-being. They were learning and adjusting to 

prioritizing self-care, and shared basic activities such as listening, supporting, and sharing 

with group members during weekly online meetings (and in-person meetings prior to the 

Covid-19 pandemic). In this regard, participants are not always involved in actual 

discussions, but can benefit in multiple ways, as P8 shared: “Sometimes on the groups, I 

just listen to others and learn from others”, and similarly, P9 shared “It could be so 

relaxing, listening to other people share their insights on different things”.   

Some participants also thought that hereditary contribution was a factor in their 

hypertensive heart disease diagnosis, as other family members such as parents, sibling, 

aunts and grandparents were also afflicted with the disease (P1, P6, P7, P8, P9, P10, 

P12). They were, however, not eager to discuss family medical issues. 



107 
 

 
 

Theme 3: Satisfaction, gratitude and appreciation for Peer Support Groups 

expressed (Perceived Benefits) 

Most participants expressed satisfaction, pleasure, gratitude, and appreciation 

when sharing their perceptions of and their experiences with receiving peer-to-peer 

support in the management of their self-reported diagnosis of hypertensive heart disease. 

P12 and P13 explained the following regarding their experience with peer-to-peer 

support; P12 shared: “Peer support is awesome. The group made me feel loved, and as if 

everything would work out. Others who need help should try it. I guarantee it really 

works”. P13 said: 

If I have challenges and things are not going well, the peer support group is the 

best place to be. I get to interact with so many people, get to hear how they are 

managing their condition, get to know more than heart disease, get to know about 

other things in life, such as managing careers with the disease. The online 

platform provides a positive environment and is very supportive.   

P1 shared: “I learned to remain positive and change lifestyle habits- with a 

healthy diet, more frequent exercises, medications when needed, a positive environment, 

and attitude.” P9 also shared benefits from her peer support experience: 

I feel comfortable, and the reason I say that is because you gain a lot from the 

support groups, and I could focus on so many things that could help me. What I 

learned is that during the support, with the peer support group sessions, you may 

come in feeling so down, then when you are leaving the session, your moods are 

very uplifted. Then you feel like there's a burden that has been taken away from 

you.     



108 
 

 
 

Being able to share and engage with others in similar situations as one is 

experiencing can influence behaviors and responses from peer support members. Some 

participants found the elders in their support groups had valuable advice and 

encouragement for younger group members. Participants shared that peer support group 

members ‘check up on each other’, assist with stress coping strategies, provide “a 

listening ear and provide advice when necessary”. Participants shared that a non-

judgmental environment is usually present in the group, and that is needed for support of 

the women being assisted with challenges and uncertainties. There is a new normal level 

of activities of daily living as they adapt to their daily symptoms. The adjustment is 

perceived as within their control despite the fact that they are not in control of their 

disease outcomes. 

Subtheme: Improved Cardiac Literacy 

Gaining knowledge of medical conditions, disease symptoms such as chest pains, 

difficulty breathing, fatigue, and activity intolerance, as well as taking actions such as 

obtaining rest, seeking help, contacting her Primary Care Physician (PCP) or emergency 

care was addressed with peer support groups. Some participants were able to articulate 

daily challenging symptom changes such as increased tiredness and admitted to obtaining 

rest as needed, seeking help as needed, performing close self-monitoring and self-care, 

then following up with their primary care physician or the Urgent Care facility for expert 

attention. Three participants (n=3) reported occasional chest pains for which Aspirin and 

Tylenol medications were taken as needed. P15 shared that most cardiac disease 

educational information was obtained from the hospital at diagnosis and with subsequent 

visits, while strategies for maintaining control and prevention with social aspects such as 
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diet and exercise plans -” those came from the group engagements.” Most of the peer-to-

peer support groups were facilitated by healthcare providers, usually nurses from the 

local churches and communities where participants resided.  

Presently, more participants can join the groups and participate online, with easier 

access to online formats for receipt of informational, emotional, and social support.  P01 

reported that she “learnt to remain positive and change lifestyle habits” with a healthier 

diet, more frequent exercises, taking medications when needed, and maintaining follow-

up care with her health care provider. P09 shared that she learned more about heart 

disease and some of the strategies that can be used to avoid certain symptoms and 

complications from the peer support group. The participants below also shared benefits 

obtained from peer support:  

P5 shared: “I can do that with a lot of ease,” when asked about learning skills 

such as taking her blood pressure and weight in self-management and self-care in disease 

control.  

P11 shared:  

Some things I learned from the group. I remember at times; we even did some 

exercises online over zoom. There are times when you don't have the motivation 

when by yourself, you cannot get motivated, but with the group, it was enjoyable, 

and you also learned a lot. You also learn from other people's experiences.  

P13 shared: “I learned that people have different challenges and needs, only that 

you cannot be looking like you are challenged all the time. You must be very 

optimistic”.  
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Participants also reported learning about other cardiac conditions and ways to 

manage them while sharing and interacting with peers. 

Subtheme: Concern for Mental Wellness 

Some participants voiced awareness of the importance of their mental state as 

they tried to self-manage the chronic disease. As they learned to love and improve self-

care, participants also learned to identify their own needs and ways to prioritize activities 

to meet them. This includes gaining the knowledge, awareness, and understanding of 

when to focus on self-care when to take mental breaks, know when to seek assistance for 

themselves and their dependents, and know how to obtain relief from activities that may 

worsen symptoms and their diseased heart. This includes activities of childcare, 

household chores, laundry, cooking, and shopping. P15 shared:  

I realize my mental status is important. I also realize that mental health and well-

being come first. If my stress level is high, I won't be able to take care of myself. 

Mental health and well-being come first for me. I feel very strong. I don't think of 

myself as having a condition. I don't let it get into my mind. Personally, I'm able 

to do the most important things that anybody can do. I don't think of having a 

disease and can do anything that others can do.  

P12 said, “not feeling judged or not having a negative environment helps you to keep 

going every day. Also I’m able to call one of the peer members if needed”.  P10 shared 

the experience of having the peers as more than a meeting group, providing advice and 

emotional support when needed: 

When you feel like giving up, you will get a sense of satisfaction from this group. 

It gets challenging at times, but when I need a break, I ask for help from family 



111 
 

 
 

members. I can also get advice from my peer group members when needed. They 

are usually available for support and encouragement. 

Theme 4: Peer Support and Family Members Provide Critical Help for CVD 

Management 

Subtheme: Receiving Help and Support 

Receiving help was critical to many participants, who have learnt and understood 

that seeking and obtaining assistance are important. They have reported positive and 

helpful aid from family members to prevent added stress, challenges, and CVD 

complications. As a group and community, participants push and support each other to 

meet healthy goals while currently engaging via online platforms. Telephone contacts, 

emails, and texting services are also being employed due to Covid-19 restrictions on 

meeting in person as a group. There was also the fear that some participants possess 

regarding their higher risk status, their vulnerability regarding Covid-19 infection, and 

their perceived susceptibility to medical complications. P12 said: 

I feel like online peer support networking gives you a real connection, like being 

on zoom sometimes with the peer support groups. I think I'm doing pretty good as 

I am exercising better, and my health is stable. I'm doing a good job in 

maintaining good mental health with the group. Before I joined the peer support 

group, I had a very negative attitude toward exercise. So, once I realized that 

other people in the group are engaging in exercise, even the older members, it 

really inspired me. 

P6 thought is was most helpful and “a beautiful experience” having members 

sharing with each other and being there for each other. P9 found well-needed time for her 
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self-care with her sister moving into her home to assist with childcare during the Covid-

19 pandemic. P11 expressed her level of comfort in self-care and disease management 

toward the prevention of complications while receiving help and support from the peer-

to-peer support group. She is aware that the group’s help is always available when 

needed. P12 resides with her brother and obtains his help and support with her lifestyle 

journey and changes every day. She expressed that her family members are also available 

at night if needed, provides social and financial support, and is also “a great motivator 

and partner” with her exercises and care plan. Experiences of help-seeking and assistance 

from peers and family were also shared regarding challenging times such as during 

pregnancy with P2, and during rehabilitation from a stroke or cerebrovascular accident 

(CVA) with P7.  

Theme 5: Lifestyle Adjustments are Essential for CVD Self-Care 

Subtheme: Self-Care Management 

Self-care management refers to individuals initiating and maintaining behaviors to 

manage and control health conditions. Most participants in this study felt confident 

enough to self-manage appropriately and seek medical help when needed to prevent 

cardiac complications. Adequate self-care requires lifestyle adjustments and maintenance. 

Participants were confident that the knowledge gained from their healthcare provider and 

the peer support groups equipped them enough to control their disease by prioritizing 

their self-care. Multiple participants verbalized that help and support were available from 

family members when needed. Many appreciated physical support more from family 

members and emotional support more from peers. Most participants also experienced 

multiple symptoms and medical challenges in earlier years and were now better educated 
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and prepared to handle these challenges years later, especially with the support and 

guidance of peer-to-peer support groups. Some have learned their abilities and 

limitations. 

Participants being able to share and engage with others in similar situations as one 

is experiencing can make a difference to behaviors and responses from peer support 

participants.  Some found the elders in their support groups had much advice for younger 

members. Participants shared that peer support group members ‘checked up on each 

other’ and assisted with stress-coping strategies such as taking time for relaxation, 

providing a listening ear, and providing advice when necessary. Participants shared that a 

nonjudgmental environment is usually present with the peer support group, and that is 

needed for support of the women being assisted with challenges and uncertainties. There 

was a new normal level of activities of daily living as they adapt to recognizing and 

controlling symptoms. The lifestyle adjustment is perceived as within their control even 

though they are not in control of the outcomes.  

Subtheme: Resilience  

Participants have learned to survive despite medical and social challenges. 

Adjustment to a changed lifestyle required major changes with some participants.  P01 

reported having had to relocate and pursue alternate employment positions in order to 

gain better disease control. Following a more recent major medical episode involving 

difficulty breathing, chest pains, altered level of consciousness with coronary artery 

disease (CAD) and hypertension, she managed to find a different and better job working 

from home. This has allowed for increased rest periods, better control of her cardiac 

symptoms, and better quality of life. All participants (n=15) managed to avoid using the 
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practices of smoking and alcohol intake and were aware that these habits and behaviors 

were unhealthy.   

Some participants felt they were able to monitor their weight and blood pressure 

with ease after learning the skills from peer-to-peer encounters and skill training and 

development (P1, P5, P9). P9 reported her experience of relocating for a new job, then 

was forced to resign and relocate once more due to air pollution, loud noise disturbance, 

worsening of asthmatic symptoms, and poor quality of life that made her more vulnerable 

to ongoing ill-health. She was forced to adopt some flexibility in her journey to establish 

and maintain a stable cardiac status. P9 shared:  

For now, I mainly work with checking my blood pressure, doing frequent self-

monitoring, and knowing when to be off work and when to take time to follow my 

self-care. I do have the blood pressure machine and know how to use it. I must 

call to have someone around or even go to the doctor's place if the blood pressure 

gets too high or low.  

P1 shared, “I learned to remain positive and change lifestyle habits- with healthier 

diets, more frequent exercise routines, follow-up visits, taking medications when needed, 

and maintaining a positive environment and attitude”. P15 shared that she did not like 

making salads but has now learned that she can mix different preferred ingredients that 

she enjoys (especially ethnic ingredients) and not necessarily the traditional items she 

dislikes in order to obtain a healthy meal. She states that she has now become a “fan of 

preparing and eating salads”.  

P12 shared: I’ve learned to be optimistic. I've learned to take a day at a time. I've 

learned to exercise and keep the workout routine”. She feels confident in better 
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understanding how to control her cardiac symptoms and prevent cardiac complications 

such as heart failure. 

Subtheme: Use of Alternative Treatment 

Participants were aware of their cardiac disorders and current treatments for 

stabilization. None were critically ill at the time of interview, and none required 

hospitalization during the previous year. Some participants (n=6) reported taking 

pharmaceutical drugs for their heart disorders and hypertension (P3, P6, P7, P8, P13, 

P15) during the interview. Some took multiple medications in earlier years, which were 

now discontinued. They were instead focused on a strict diet intake, mainly fruits and 

vegetables, with moderate exercise and weight control. Some did not think the 

medications were necessary, others did not appear to be as concerned about continuing 

prescription medications, and some refused to take medications if the drugs created 

discomforting side effects. Only a few (n=3) participants (P7, P8, P10) admitted to using 

alternate treatment to assist with the healthy maintenance of their heart disease. For them, 

the desire for more natural treatment strategies for health solutions or control is 

important. Cultural and traditional treatment of herbal items such as garlic, ginger, 

turmeric, beetroot, herbal teas - were all seen as natural pathways to healing the body. 

These participants (n=3) focus on healthy diets and exercises and not on taking 

prescription medications. P07 shared that the use of the alternative drug Gingko Biloba 

was discussed with her medical provider, who guided caution on possible side effects and 

contraindications with other medications being taken at the same time:  

My doctor said I could use Gingko biloba, alternative treatments, and herbal medicine for 

hypertension - like fresh garlic, ginger and teas. I use mostly fresh teas and lots of 



116 
 

 
 

different herbal teas. I received many herbs from home. I use nuts and nutmeg, but I don't 

know the contraindications with other things, so I try to use those sparingly and not in the 

same way I use garlic, ginger, ginger tea.  

P8 shared: 

I do practice fasting as well, but that's hard to do. I plan to make changes and fast 

on Saturdays and Sundays for better nutrition and weight loss. I'll start fasting at 

about 5pm in the evenings, and then on the weekends. Some healthier foods are 

more expensive, but I know I have to try harder. I will remain with the group and 

take advantage of the support and encouragement it provides.  

Fasting is the process of intermittently restricting food intake to specific time 

periods during the day. It has become a popular diet trend, and it’s being used to assist 

with weight loss, improving health overall, improving sleep, improving quality of life as 

well as help in reducing the risk of obesity, diabetes, and heart disease (Endocrine 

Reviews, 2021). The use of intermittent fasting and its effect on obesity and metabolic 

diseases continue to be explored (Endocrine Reviews, 2021; Zhu et al., 2020). 

Theme 6: Positive Interactions with Health Care Providers enhance CVD 

Management and Outcomes 

Subtheme: Positive Interactions 

All participants (n = 15) shared their respect and value for their primary care 

providers (PCPs). All shared about the support, encouragement, caring attitude, and 

strong involvement of their primary care provider in their disease management progress. 

The PCP was seen as being involved in the whole person experience, providing wrap-

around services, and not focus solely on participants’ diagnoses and medical states. Most 
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participants shared the importance of complying with frequent follow-up appointments, 

and some do benefit from reminders from the PCP’s office as well as from peer group 

members. P13 said: 

 I think she's the kind of person whom every person who has a heart condition 

would want because she has availability and is quite “Top Notch”. I also feel like 

she's very supportive in terms of the care that I need and in terms of telling my 

family what support I also need from them. 

P15 reported:  

I’m feeling better now but must stay consistent. On a monthly basis I must get an 

appointment with my doctor. I find it easier (to be consistent) as I have nothing 

much to concentrate on at times, so I can always remember. I get reminders from 

the PCP’s office and from the peer support group. 

P8 shared:  

My primary care physician? She's very good. If there are any problems, she will 

stand up for you, so she's available for you.  She's understanding and she's 

supportive.  My cardiologist is also very good and knows me very well. He knows 

my history and everything about me, so if anything happens, he's always there. I 

have that support. 

P12 shared: 

She's also there to help me with mental health. So I feel like she fills the space for 

almost every need that I have, medical wise. She regularly comes to my house, 

especially now, with Covid-19. I'm the one to call her, especially if I'm feeling 
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some symptoms. I have been with her for a very long time and trust her with my 

care. 

P3 shared: “She is very kind and supportive, and ensures that my follow-up care is 

maintained. She is well informed and close to my family”. P14 shared, “She’s someone I 

can trust, someone who can tell me if it's ok or not.” 

Subtheme: Negative Interactions with Providers   

P7 and P8 reported negative experiences they encountered in a recent Emergency 

Room visit, and with a health Insurance provider following her stroke diagnosis and 

rehabilitation process. P7 shared her long wait in the Emergency Room with chest pain 

and discomfort, was forced to advocate for herself, and was sent home after no 

assessment or medical care. P8 also thinks she was forced to fight with the Insurance 

company regarding her coverage for rehabilitation therapy benefits following a 

devastating stroke diagnosis which she perceived as an unsuccessful outcome despite her 

vigor in taking preventive measures with CVD. 

Theme 7: Ongoing Challenges, Perceived Barriers and Threats exist 

Subtheme: Stress and Trauma 

Some participants indicated that there was a need for more than peer support to 

sustain required lifestyle changes along with handling ongoing stress and from the past. 

Managing self-care with past and present traumatic experiences and addressing current 

stressors are real challenges for some. Several participants (P2, P3, P4, P6, P11, P12, 

P13) expressed the challenges they faced being diagnosed with heart disease at a young 

age (15 to 20 years), and how that lingering trauma continues to affect them to the present 

time. They did not fully understand what heart disease and the presenting symptoms 
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meant in younger years, but have gained knowledge and understanding over time, partly 

from peer-to-peer support engagements. Peer support has provided a space for these 

participants to obtain relief and reduce anxiety and stress with a format for venting and 

sharing. Some participants feel that peer-to-peer support has provided partial solution to 

managing post-traumatic stress, depression, anxiety, and feelings of isolation. Despite this 

support and assistance, participants feel more is needed as the CVD journey is ongoing 

and needs for adequate psychosocial support and therapy is rarely available or 

unavailable outside of peer support group members. 

Recalling Heart Disease Trauma from Younger Years 

With chronic heart disease diagnosed at such young ages (15 to 20 years), 

challenges with school attendance, being ridiculed by fellow students, poor engagement 

in physical activity, handling multiple hospitalizations, experiencing isolation and 

depressed states, and battling ongoing states of post-traumatic stress, loneliness, and 

depression, lasting into adult lives.   

P2 reported that she missed out on much in her early \years of diagnosis -classes, 

school activities, homework engagement, and could not participate socially like a normal 

teenager.  She shared the following as trauma and stress continue to linger as challenges 

with CVD self-care. She shared the difficulties she experienced as a teenager stating; ‘‘I 

had a difficult time as a teenager, felt isolated and alone, lonely and depressed at times. 

Some teachers were helpful and understanding, while others were not. Most students 

were understanding, but some were not”. 

P5 shared the importance of having social support and caring family members to 

assist with disease awareness and self-management:  
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My parents explained as much as possible and did the best they could to help me. 

Mom took off from work often to care for me at home. She ensured that someone 

was always with me. I became tired easily and could not be active.   

Some participants (P1, P2, P3, P5, P13) had difficulties engaging in physical 

activities and dealing with multiple hospitalizations in their younger lives, prior to using 

peer support and while having to maintain a schedule of taking multiple medications and 

avoiding certain food items. This memory remains with some participants as adults, who 

are now receiving emotional and social support from peer-to-peer engagements to ease 

the pain, fear, and uncertainty of chronic hypertensive heart disease.   

P5 shared:  

I asked why me.  Why not someone else? It’s good to know that there are others 

like you sharing similar experiences. Peer support group helps me to focus on 

myself and get what's best for me. It helps me to believe that I can achieve 

anything in life, just like anyone else.  

Subtheme: Challenges with COVID-19 

Some participants shared their experience of being negatively impacted by the 

COVID -19 pandemic, and its limitations and restrictions. There was an uneven impact, 

as most participants wished for covid pandemic to go away. Some feared contracting the 

disease, some wished to resume in-person peer support sooner than later, and many have 

also shared the benefits and challenges with online peer support groups, which became 

active with Covid pandemic and replaced in-person sessions. The deficits in social 

cohesion, having less group connection, and less gratification than with the in-person 
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format were expressed by some participants (P2, P3, P4, P9, P12, P13, P15). They have 

tried adjusting to the online format and are benefiting from that involvement. 

Lifestyle changes and adjustments which require long term behaviors (such as 

healthier and strict diet plans, and controlled exercises) may not be as easy to pursue for 

some participants. Additional barriers (such as the need for consistent help with 

parenting, childcare, transportation, finances) adjust harder for some participants, even 

with the support of peers. Challenges such as medication access, costs, side effects, 

obtaining help with childcare and housework were reported and could be possible drivers 

for using more alternative treatment strategies. 

 

Summary 

             In this study, lived experiences of AA women with hypertensive heart disease 

from multiple geographic regions in the U.S. were used to address P2P support, and how 

this intervention has impacted their self-care management, self-efficacy, and disease 

outcomes. In-depth online interviews were conducted using a phenomenological 

approach with 15 interviewees.       

           Summary of themes obtained from the shared experiences and responses to semi-

structured questions and prompts reveal that peer support enhances self-care and self-

efficacy, while reducing medical complications. Acute care episodes and hospitalizations 

were avoided with reported increase in confidence, and a more positive outlook by 

participants while they continue to live with and manage CVD. Also, peer support builds 

acceptance and resilience as participants learn to accept and understand CVD, it’s 
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possible origins and treatment, and learn to continue fighting and persevere, making 

necessary changes to survive. 

         Participants expressed satisfaction, gratitude, and appreciation for peer support 

groups (Perceived Benefits). They welcomed the experience, felt loved and supported, 

experienced improved cardiac literacy, increased awareness for mental wellness, and 

embraced the supportive community. The help and support received from peers and 

family members were reported as being most valuable and critical for the maintenance of 

self-care and disease management. 

        Lifestyle adjustments for self-care were appreciated and understood by 

participants but were not practiced as well by some. Most attempted to adjust to treatment 

regiments; some had more challenges with diet, weight loss, and exercises than other 

peers. Positive Interactions with health care providers were also necessary for continued 

guidance and maintenance of disease management. All participants shared positive 

relations with their primary care providers (PCPs), who acted as complete medical guides 

for participants. Two participants (P7 and P8) shared negative experiences encountered 

during an emergency room visit for acute cardiac symptoms, as well as receiving 

negative communication and health insurance services with one provider. 

      Ongoing challenges, perceived barriers, and threats remain a part of the CVD self-

care management journey. Stress and trauma have continued for some participants since 

childhood, with periodic unpleasant recalls of illness and challenges shared by some. 

Also, the recent restrictions and social adjustments associated with Covid-19 pandemic 

have negatively affected some participants as they attempt to improve self-care and 
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maintain CVD stability. In Chapter 4, I discuss the research questions, research setting, 

participant demographics, data collection methods, the data analysis process, 

trustworthiness, and results of the study. 

           Chapter 5 contains a summary of the research findings, limitations, conclusions, 

implications for future preventive and supportive programs for the study group, and 

recommendations for further studies. 
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Chapter 5: Discussion, Conclusions, and Recommendations 

The purpose of this qualitative study was to examine lived experiences of AA 

women with hypertensive heart disease who are receiving P2P support to determine the 

effects of such strategies on their self-efficacy and self-care management as they strive to 

maintain healthy lifestyles. While there have been advances and more widespread use 

involving peer support strategies to improve self-management skills in CVD patients, 

these approaches have not reached AA women, who continue to die from heart disease at 

significantly high rates (AHA, 2022; CDC, 2022). This group experiences higher 

mortality rates from CVD compared to other groups and populations in the U.S., as well 

as high rates of hypertension, heart failure, and disability (Brown et al., 2017; Carnethon 

et al., 2017; Ferdinand &, 2016). Technological advances have supported rapid growth in 

applying genetics and genomics to address CVD (Reza et al., 2020; Scott et al., 2022), 

but most research has been conducted among European Americans and very little 

research involves vulnerable groups of AA women, thus leading to lack of benefits for 

this group. Lack of AA representation in research, and genomic sampling in particular, 

has limited progress in terms of equitably applying precision medicine tools, which will 

continue to lead to widening CVD disparities as this trend continues (Scott et al., 2022). 

Hypertension is most prevalent in AAs in the U.S. (AHA, 2022; CDC, 2022; DHHS, 

Minority Health, 2020), and hypertensive heart disease is a frequent CVD complication 

for AAs caused partly due to inadequate blood pressure control (CDC, 2022). 

Understanding perspectives and experiences of participants in this study might 

help providers in terms of identifying specific and culturally relevant needs for this 

vulnerable population and lead to more appropriate interventions.   
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Chapter 5 includes key findings, interpretations of results, and limitations. The 

chapter also includes conclusions and recommendations based on study findings. 

The research questions for this study were as follows: 

RQ1: What are lived experiences of AA women with CVD who are receiving peer 

support? 

RQ2: How do AA women with CVD experience effects of peer support on their 

self-care?    

Theoretical Framework 

          The studies involved using the HBM and the SCLT. Individuals are strongly 

connected with their environments and health behaviors vary based on individual beliefs, 

culture, identity, and family dynamics. Themes that emerged from this study, helped to 

address significant factors that determine participant lifestyle changes, quality of life, 

group cohesion, commitment to culture and community of wellness, and struggles with 

receiving adequate support for symptom management, weight control, healthy nutrition, 

regular exercises, and self-care management as they strive to achieve optimal wellness 

within terms of heart disease. The study also includes challenges according to participants 

that create complexities involving their attempts to live healthy lifestyles. Chapter 5 

presents key findings, interpretation of results, and limitations. The chapter also includes 

a conclusion, and recommendations based on study findings. 

Key Findings 

Study findings support concerns of researchers, public health practitioners, and 

healthcare providers regarding high prevalence of hypertensive heart disease among AA 

women. Findings involved experiences of participants in terms of maintaining healthy 
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lifestyles. They confronted challenges of managing heart disease, long-term chronic 

disease care, and daily self-care management schedules and activities.          

Study results revealed AA women living with hypertensive heart disease - 

residing in multiple locations in the U.S. who interacted via online cardiac peer-to-peer 

support groups and shared experiences involving their initial hypertensive heart disease 

diagnoses, and continuing with ongoing care as they sought treatment for their diagnosed 

disorders. Study findings and data obtained from responses to semi-structured interview 

questions and prompts include the following:    

Peer support enhances self-care and self-efficacy and reduces medical complications.   

Peer Support builds acceptance and resilience.  

Satisfaction, gratitude, and appreciation for peer support groups were expressed.  

Help from peers and family members was critical for health maintenance and progress in 

terms of hypertensive heart disease. 

Some participants were challenged in terms of applying behavior changes and practices 

involving disease and self-care management.  

Positive and negative Interactions with health care providers led to overall positive 

engagements and trust with primary care providers. Some were underinsured. 

Sources of stress as reported by participants were mainly related to work, home, 

childcare, pregnancy, and disease management. Some continue to struggle with post-

traumatic stress lingering from childhood.   

Interpretation of Key Findings  

Fifteen AA participants were interviewed for this qualitative phenomenological 

research study. With results indicating some agreement with 
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Study findings mainly correlate with the literature review in chapter 2. They 

include real experiences and challenges of this group of AA women receiving cardiac 

peer-to-peer support populations.  

Theme 1: Peer support enhances self-care and self-efficacy, reduces medical 

complications. 

Self-efficacy is belief in one’s abilities to make health changes (LaMorte, 2019). 

Participants in this peer support study expressed improved comfort level involving self-

care as receipt of P2P strategies and functions were shared. Sokol and Fisher (2016) 

found that more often, those with the most health needs are also the ones unavailable for 

program interventions. Sokol and Fisher (2016), showed that effects of peer support and 

peer support benefits were greater among individuals who were disadvantaged, such as 

those with low health literacy. In this study, participants admitted to gaining disease and 

health information to improve their abilities to understand the disease, required 

treatments, and self-care management. 

Self-efficacy is also considered a predictor of empowerment and is a critical and 

important concept in the assessment and improvement of chronic conditions (Belil et al., 

2018).  Participants in this peer support study shared an increase in confidence levels and 

a strong sense of competence as they engaged more with their peer-to-peer support 

groups. This indicates a higher level of self-efficacy that likely facilitated clearer thought 

processes, better understanding, and improved feelings of hopefulness regarding self-care 

management and lifestyle changes, as suggested by Belil et al., (2018) and Bandura 

(1977). A low level of self-efficacy for a particular situation may be directly associated 

with depression and anxiety, which is usually about twenty percent higher in the African 
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American community than in other groups (ADAA, 2018). However, an average or 

higher level of self-efficacy, indicates a better ability to handle uncertainty, distress, and 

conflict (Belil et al., 2018; LaMorte, 2019). P8 shared that she felt comfortable in caring 

for herself with the resources and assistance available to her, despite the challenges she 

had already experienced, one being suffering a minor stroke in the recent past. Despite 

multiple challenges, she expressed a commitment to continue pushing herself and 

persevere towards a more stable cardiac status and well-being. 

Most participants agree that lifestyle modifications are required in an optimal way 

to achieve desired goals and cardiac stability as reinforced by Lee et al. (2018) and 

Kumar (2019). Some study participants (P2 and P5, expressed a state of uncertainty, 

shock, being scared, disappointed and uncertain of what was happening at the time they 

were diagnosed, and unsure of what course would be taken for stability and long-term 

maintenance of their hypertensive heart disease. As these individuals have grown and 

matured over years, they learnt through various means, of the inflicting disease 

(hypertension, coronary artery disease, cardiomyopathy, peripheral artery disease, 

atherosclerosis, cerebrovascular disease/stroke), the treatment for their particular 

disorder, the chronic nature of the disorder, the need for ongoing care and follow up, 

challenges they may face as the disease progresses, restrictions and limitations relating to 

the disorder, and the best ways to self-manage. All participants have agreed that the 

introduction and involvement with peer support groups have significantly enhanced their 

understanding and awareness of self-care management and ways to mitigate 

complications with the actions they chose to take, or were forced to take, as cues for 

action were presented, to change quality of life and disease outcomes. Participant P15 



129 
 

 
 

shared that it was important to maintain the lifestyle changes required for health 

maintenance, and follow up with her medical provider as scheduled, to prevent 

complications that may be missed from poor vigilance of her condition.  

Some participants shared the confidence and increase in self-efficacy, knowing 

that they had accomplished better disease control, symptom management, and self-care, 

with a supportive peer community as expressed by Belil et al. (2018), who addressed 

factors contributing to self-care, self-efficacy and empowerment in a study conducted 

with chronically ill individuals to assess different aspects of self-efficacy and 

empowerment. Patients who were identified as having a high level of self-efficacy were 

more confident about being empowered in doing self-care activities such as diet 

adjustments and engagement in physical activities. This current study’s participants 

shared their experiences in continuing to live with their diagnosed cardiac anomaly, 

taking ownership of the disease, making necessary activity adjustments, engaging in 

healthier diets and exercise routines, as well as managing to cope with lifestyle changes 

and stressors, demonstrating a higher level of self-efficacy. This helps to predict disease 

outcomes as found by Thomet et al. (2018) in studying self-efficacy in individuals with 

acquired and chronic diseases. 

With an overall improved self-efficacy, there can be modified health-related 

behaviors that affect the levels of attempts, performance, and engagement in healthy 

behaviors such as symptom management, physical activity, healthy eating, treatment 

adherence, rest, and activity adjustments. Participants verbalized their feelings on being 

able to self-manage, and reported with satisfaction, the support and influence of ongoing 

peer engagements, follow up provider visits and assessments, reminders and 
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encouragements from peers, guidance from family and health care providers in helping to 

maintain disease stabilization and prevention of cardiac complications. 

 Awareness and Prevention of Heart Disease Complications 

 Participants were aware that their hypertensive heart disease can worsen if 

lifestyle practices and habits were not taken seriously (perceived severity). Also, they 

were aware and understood that close and frequent follow-up care and monitoring with 

health care providers was essential for stability and preventing complications. Barham et 

al. (2019) found that lower levels of self-efficacy and poorer patient-provider interactions 

are predictors of poor health-related quality of life. This was in complete contrast to 

findings from my current research study, as participants all reported close and valuable 

relationships with their primary care physician (PCP), maintenance of an encouraging 

and supportive positive environment, enhanced health literacy, awareness and 

understanding of their conditions and treatments, and with readiness to learn. Research 

studies (Macario et al., 2017; Xu et al., 2019) have also showed that clinical interventions 

based on self-efficacy theory could improve self-care abilities, quality of life for patients 

and possibly predict health behaviors, as was demonstrated with participants in this 

current peer support study.   

 Symptom control and frequent provider follow up calls and visits worked as a 

feedback loop to ensure medical checks on participants’ health status. Most participants 

had not been admitted for medical challenges or complications in more than one year 

prior to the interviews. Most expressed confidence in their current regime of a healthy 

diet, exercises, having a positive attitude, maintaining engagement with the peer support 

group, obtaining adequate rest and maintaining follow up care with their provider will be 
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able to sustain stability despite the frequent challenges encountered. With their 

knowledge and awareness of higher levels of disease severity and their susceptibility to 

medical complications, participants felt compelled to initiate or maintain actions for 

better cardiac outcomes (perceived susceptibility, cues to action). 

Theme 2: Peer Support builds acceptance and resilience 

Perceptions, thoughts, beliefs and attitudes regarding hypertensive heart disease 

and peer-to-peer support strategy varied with participants in this peer support study.  

Some participants (P6, P12, P15) did not consider themselves as having a chronic disease 

and felt ‘in-control’ of their current state and thought they could effectively manage 

themselves and meet their needs with the resources at their disposal (family, peers, health 

care providers, community resources). Some may remain in denial, and some participants 

believed that it is important to take ownership of their disorder to maintain better quality 

of life, learn and utilize effective self-care strategies (Abel et al., 2017), and prevent 

complications. So, some participants developed increased self-efficacy during their 

period of engagement with the peer support groups.  Some admitted to acceptance of the 

disease and its challenges and have also taken necessary steps to prevent worsening 

conditions and complications such as heart failure. P7 expressed her knowledge and 

thoughts before and after suffering a stroke (or cerebrovascular accident -CVA), her 

proactive behavior with early symptom presentation, and wondered why she suffered a 

stroke anyway. P7 said:  

I do have a family history of heart disease and hypertension and try to practice preventive 

measures as much as possible. I also took immediate action when my stroke presentation 

occurred. Unfortunately, I still suffered a stroke right there in the Emergency Room 



132 
 

 
 

where I was being treated. I’m unsure what medications were given to me since I should 

have received prophylaxis. I did not expect this to happen with all the preventive 

measures I was taking. 

This experience is significant, as this incident, along with perceptions surrounding 

treatments, disparities, and other negative experiences may help to strengthen the doubts 

and mistrust of the healthcare system by participants and communities. This unfortunate 

occurrence also leads to delay in seeking treatments, failure to follow advice from 

healthcare providers, giving of poor or inaccurate advice to others, and additional 

negative consequences.  

Participants believed they were genetically predisposed to heart disease and its 

challenges. Many were not willing or eager to discuss this family matter, but mentioned 

other family members such as parents, aunts and grandparents who were also afflicted 

with hypertensive heart disease (P1, P6, P8, P9, P10, P12). The participants focused on 

accepting lifestyle practices as contributing factors and expressed a desire to engage more 

vigorously with healthy nutrition, regular exercises, weight loss, weight control and 

management of high-risk disorders such as hypertension, for cardiac wellness. Genetic 

predisposition is implicated in the development of cardiovascular diseases as noted by 

Pfeffer et al. (2020) and Kalinowski et al. (2019). Kalinowski et al. (2019) recommends 

the involvement and direct focus of African American women in genetic-environmental 

studies, and, those that are stress-related, in order to enhance knowledge, and help to 

provide answers for the persistent CVD prevalence in the African American population.  
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Ongoing Stress 

This is a major contributing factor for CVD, and a common element in responses 

provided by participants regarding the effect of peer support on their self-care and disease 

management. Work-life, household duties, childcare, finances, self-care and daily 

responsibilities with families and health are major areas contributing to ongoing stress. 

According to the literature, some genetic variants associated with heart disease may also 

increase the risk for challenging cardiac symptoms such as chest pain, difficulty 

breathing, severe fatigue, fluid overload with weight gain (Pfeffer et al., 2020). With both 

environmental and genetic factors strongly involved in a predisposition toward cardiac 

dysfunction, which is also aggravated by other lifestyle factors, the evidence of prolonged 

stress and continuous disease burden becomes more apparent and hopefully better 

understood by healthcare providers (Brown, 2018; Carnethon et al, 2017; Kalinowski et 

al., 2019). This dilemma was in clear alignment with the responses from participants in 

this peer support study, indicating that ongoing stress, barriers and cultural elements play 

significant roles in the prevalence and sustainability of heart disease in the African 

American women population. 

Pharmacological and Nonpharmacological Treatments 

Participants shared that they trusted their medical provider and therefore largely 

followed guidance and directions towards health maintenance. None of the participants 

indicated that they ignored the orders from providers, but some stated that their long-

standing medications needed adjustment at times due to the adverse effects associated 

with certain prescribed cardiac medications. So, some participants avoided taking 

medications when they thought they could go without those drugs, or some utilized 
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alternative herbs instead.  P9 shared that she preferred eating a healthy diet and engaging 

in exercises instead of taking prescribed medications. She did not consider herself as ill 

as others, so she thought her progress could continue without medications, considering 

her comfort level with self-care.  Other participants shared similar sentiments and 

reported that these issues were routinely discussed in the peer support groups. 

Alternative and Natural Remedies 

Many participants are aware of lifestyle modifications to control Hypertensive 

heart disease, but few practice them well enough. As a result of multiple contributing 

factors, participants sense more vulnerability and resort to any assistance they are able to 

access. Some mentioned non-pharmacological treatment measures which may be utilized 

as alternatives to costly prescription medications and considered culturally significant for 

a healthy state, namely a healthy diet, weight loss, engaging in regular exercises, drinking 

adequate amounts of water and fluids daily, eating plenty fruits and vegetables, 

employing stress reduction techniques, and getting assistance with childcare and 

housework. 

The natural inclination at times with some individuals in the African American 

group is to wait until there's a serious threat to health, and to cardiac health in this case, 

prior to seeking professional and medical intervention. Some study participants 

acknowledged that they called or visited their primary care provider or visited the 

Emergency Room when such a situation presented itself.  So, in the absence of cardiac ill 

health or medical emergency, they did not consider their illness as being very serious or 

threatening (perceived threat, susceptibility, severity). Some participants also expressed 
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concerns for the cost of medications, but also thought that the medications were not 

necessary all the time.  

This dilemma and factors present an opportunity for health education and 

promotion, as beliefs and perceptions from cultures and communities can affect health 

outcomes significantly as echoed by Ananian et al. (2018). The study by Ananian et al. 

(2018) involved analysis of transcripts from fourteen focus groups, assessing for 

perception of disease risk, knowledge of cardiovascular disease (CVD) risk factors, 

nutrition, preventative behaviors, barriers and motivators to behavior change. Results 

indicated that the focus group members were open to modifying health behaviors if 

interventions incorporated the input of participants and were also culturally acceptable 

(Ananian et al., 2018).  

Participants expressed the similarity in beliefs, actions, strategies, experiences 

with peer-to-peer support members that were fully appreciated as they all could relate to 

culturally appropriate and relevant activities that benefitted them and were inclusive of 

the input and decision making of group members. Rodriguez et al (2016) and Okoro et al. 

(2018) also emphasized the significance of member input, taking ownership of health 

strategies, and empowerment of members to enhance long-term, more applicable peer-

based interventions that are generally with limited resources. Most participants in this 

current peer support study, as young adults, assumed full control of their disease 

management, but directly or indirectly voiced the need for more assistance. Some 

participants facilitated the peer support groups when the assigned regular facilitator was 

absent, and some peer groups utilized only peer support members to facilitate their group 

meetings, taking turns each week to conduct the meetings. 
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Learning to Live with CVD 

Most participants perceived hypertensive heart disease as less challenging 

currently, as they have received health education and guidance, and wish to continue 

engaging in the community of wellness that has developed with the peer-to-peer support 

group, family members and healthcare provider network.  This attitude was also found 

with a study conducted by Macario et al. (2017) with women of minority groups, afflicted 

with heart disease and received peer support to assist with their health maintenance, 

which is likely to be self-sustainable and managed over the long term. The participants of 

this current peer support study have accepted and resigned themselves to the medical 

conditions that exist and are willing to survive with assistance from available resources to 

optimize their long-term cardiac stability.    

Feelings shared about hypertensive heart disease by participants indicate 

resignation and acceptance but questioned by some regarding the prevalence of heart 

disease in African American women. Participant P14 expressed that she agreed to 

volunteer, participate and share in this peer support research study “to give a voice with 

the dilemma of black women being burdened with so many diseases”. She wonders about 

the reason for an overall disease burden phenomenon, and she was not only focused on 

the prevalence of heart disease in African American women. This indicates that questions 

continue to linger, even those not asked openly. All participants in this research study 

(100%) shared episodes of cardiac symptom challenges, disease severity, and their 

general feeling of threat and compromise during multiple previous challenging medical 

episodes. Participant P1 shared her discomfort with other peer support members 

endorsing the belief that one’s faith in God will provide relief for the illness. She felt 
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strongly against such sentiment but felt discomfort in sharing an opposing belief or 

thought with the cohesive group. 

Awareness and Prevention of Heart Disease Complications 

Participants were aware that their hypertensive heart disease can worsen if 

lifestyle practices and habits were not taken seriously. Also, they were aware and 

understood that close and frequent follow-up care and monitoring with health care 

providers was essential to help maintain stability and prevent complications. Carnethon et 

al. (2017) and Kalinowski et al. (2019) reminded stakeholders that African American 

women remain the matriarchs of their families, juggling multiple tasks and 

responsibilities, while struggling inadequately to tend to their health and health outcomes. 

My peer support study aligns with this concept of chronic stress and responsibilities as 

many participants are doubtful that their best efforts and goals may still be hindered by 

multiple barriers and challenges (Abel et al. 2017; Kohler et al., 2018) such as household 

responsibilities, careers, childcare, inadequate social support, the stress of pregnancy, and 

challenges from other diseases. P14 shared that as a first-time mother; she felt that the 

first six months in transition were rather challenging, adapting to the major changes with 

childcare, maintaining a housework schedule, and self-managing her heart disease. She 

was forced to obtain help to prevent worsening of her cardiac status and overall health. 

She was also forced to admit that the work and challenges involved were too 

overwhelming for her, and she was unable to do everything or accomplish all tasks 

effectively. 

Most participants agree that lifestyle modifications are required in a serious way 

to achieve desired goals and optimal cardiac stability. Some participants expressed a state 
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of uncertainty, shock, being scared, disappointed and confused with what was occurring 

at the time they were diagnosed, and unsure of what course would be taken for stability 

and long-term maintenance of their hypertensive heart disease. It was obvious and 

sometimes stated that some had little to no experience in caring for other family members 

or being around older adults undergoing medical challenges with heart disease, so they 

learned in real time with their own experiences, the strategies that were employed to help 

stabilize their emergencies.  

As these individuals have grown and matured over years, they gained additional 

knowledge about the inflicting heart disease (hypertension, coronary artery disease, 

cardiomyopathy, peripheral artery disease, atherosclerosis, heart failure, stroke), the 

treatment for their particular disorder, the chronic nature of the disorder, the need for 

ongoing care and follow up, challenges they may face as the disease progresses, 

restrictions and limitations relating to the disorder, and the more effective ways to self-

manage. All participants have agreed that the introduction and involvement with peer 

support groups have significantly enhanced their understanding and awareness of self-

care management and ways to mitigate complications with the actions they chose to take 

as cues were presented, and the need for lifestyle changes became more apparent as was 

also found by Kohler et al. (2018). Participant P15 shared that it was important to 

maintain the lifestyle changes required (mainly diet, exercises and a positive attitude) and 

follow up with her medical provider as scheduled to prevent complications that may be 

missed with poor vigilance of her condition. 

Supporting Theoretical Concepts 
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The HBM and SCLT were used for this study. The research study aligns with the 

elements of the HBM, inclusive of taking actions with cues prompted by perceived 

susceptibility and threats to an individual’s wellbeing or furtherance in the severity of the 

hypertensive heart disease (LaMorte, 2019). Behavior changes are predicted based on the 

threat and severity of the disease, the barriers to change, the benefits of change, and the 

self-efficacy required (Jones et al., 2015; LaMorte, 2019). The participants endeavored to 

make changes to remain alive and functional and were determined not to have major 

cardiac crises that could endanger their lives. P2 shared that she was very scared and 

thought that she could possibly die from the distress she was experiencing periodically in 

earlier years (perceived severity). She has not had a similar acute experience since she 

joined the peer-to-peer support group and made lifestyle changes. 

The SCLT plays a vital role in motivation for individuals initiating, processing, 

and maintaining behavior changes toward improved health outcomes. Along with social 

supporters in the form of friends, family, and community service providers, and 

stakeholders helping to organize, mobilize and reinforce wellness activities (Forthofer et 

al., 2016), the SCLT propels internal motivational processes leading to decision making, 

self-regulation, making choices, and self-managing for the underserved African b 

American women interviewed. The study findings are also in agreement with Imes et al. 

(2016) who supports the concept of the HBM and found that an individual may initiate 

and sustain a behavior despite barriers and obstacles, if self-efficacy is high. 
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Theme 3: Satisfaction, gratitude and appreciation for Peer Support Groups 

expressed (Perceived Benefits) 

Peer support was reinforced as an effective strategy across diverse health 

problems and multiple populations by Sokol and Fisher (2016), with a systematic review 

of multiple strategies addressing different areas of health care. This includes providing 

ongoing support for complex health behaviors, prioritizing populations that are not easily 

reached, assisting in applying behavior change plans, and providing social and emotional 

support toward disease management or quality of life for individuals with multiple 

chronic conditions (Sokol & Fisher, 2016) . At times, those with the most health needs 

are also the ones unavailable for program interventions due to a variety of reasons. Most 

of the studies examined by Sokol and Fisher (2016) showed that the effects of peer 

support and peer support benefits were deemed greater among individuals who were 

disadvantaged, such as those with low health literacy (Sokol & Fisher, 2016).  

In this current peer support research study, participants admitted to gaining 

disease and health information and skills (perceived benefit), to improve their abilities to 

understand the disease, treatments, and effective self-care management. Based on the 

sharing of experiences and responses to cardiac peer support questions with the study’s 

participants, peer to peer support helped to enhance self-efficacy and reduce medical 

complications with these individuals as they clearly voiced the emotional, social, 

informational and positive changes obtained (Fisher et al., 2017; Kong et al., 2019), with 

the group’s influence. Participants reported learning and understanding more about their 

disease and gaining the ability and confidence to self-manage and control their disease 

and wellness status. Most had not been admitted for medical challenges or complications 
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in more than one year prior to the interviews and felt confident that their current regime 

of a healthier diet, more frequent exercises, having a positive attitude, maintaining 

engagement with the peer support group, getting adequate rest, getting assistance with 

physical duties, and maintaining follow up care with their primary care provider, could 

prevent adverse cardiac events and medical challenges. 

Peer support’s efficiency and cost-effectiveness in sustaining a lifetime of self-

management in patients with chronic diseases has also been shown by past studies 

(Okoro et al., 2018; Patil et al., 2018). Peer-delivered self-management support has been 

used to reach low-income groups and the minority populations who suffer from health 

disparities and bear the highest burden of cardiac illness (Brown et al., 2018; Carnethon 

et al., 2017). Peer support interventions have demonstrated improvements in health 

behavior and significant reduction in biophysical measures such as blood pressure and 

blood glucose levels (Okoro et al., 2018; Patil et al., 2018). Some participants have 

shared their observed reduction in weight, stabilized blood pressure, increase in health 

education and understanding, and avoidance of emergency room visits and 

hospitalizations. Ongoing education, follow-up with challenges, reminders, 

encouragements and support with weekly meetings, zoom sessions, telephone contacts 

have provided peer support members with a sense of belonging to a caring wellness 

community. 

In this current research study, all participants (100%) indicated that they had a 

trusting relationship with their primary care provider (PCP), and some felt comfortable 

sharing their health status with this provider (PCP), who had a long-standing. effective 

relationships with participants. This level of trust enabled optimal disclosure of health 
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issues that could be addressed early enough to prevent avoidable challenges and 

complications. This is most helpful for the group as distrust of the PCP and health care 

system could negatively impact cardiac and health outcomes, as was seen by Dong, 2017, 

and Noonan et al., 2016.    

Improved Cardiac Literacy 

Health literacy was improved for most participants, enabling better understanding 

and decision-making abilities (Magnani et al., 2018) regarding CVD and self-care 

management. Multiple healthcare and CVD skills were learned and implemented (Kohler 

et al., 2018), including the preparation of more culturally accepted foods and salads, as 

shared by P15. Self-monitoring and disease ownership became her focus as she became 

empowered and gained higher self-efficacy (Kohler et al., 2018) for long-term care 

management and disease control. Family members and peers from the support group 

help, sharing platforms, and guidance for these cardiac participants, who were also aware 

that daily stressors add to medical instability, states of isolation, and depression. Some 

participants (P7, P8, P14, P15) suffered in silence with their depressed states, while P15 

shared that she consulted with a psychologist for a period with referral from her primary 

care provider. She self-reported improvement in her mental wellbeing and continues to 

have frequent follow up with her PCP. 

 

Concern for Mental Wellbeing 

Most participants expressed awareness and knowledge of the importance of 

maintaining healthy mental well-being. Participant P15 shared her awareness and 

understanding of mental wellness and the importance of managing stress with family and 
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peers as critical assistance in that aspect of care. Prayers from others were also shared as 

important in maintaining disease stability. Some participants mentioned depression while 

sharing, but in more general terms as a potential challenge from heart disease and not as a 

disease they owned. P7 shared that ‘without the assistance from family members with all 

her activities of daily living, depression was almost certain to ensue.  P15 required expert 

consultation service from a psychologist due to depression. She reported having success 

with the therapy and shared that she was doing better and having fewer depressive 

episodes than when she started the therapy sessions. P4 reported losing her job with the 

Covid-19 pandemic and experiencing bouts of depression on and off. She received 

emotional and social support from the peer support group, which she found most helpful 

and cathartic, allowing for free expression of her fears, anxieties, and stressful state.  

Depression and feelings of isolation while living with chronic diseases are not 

unusual for many in vulnerable populations, especially those with multiple comorbidities 

and lacking family and social support (perceived susceptibility and threats). Abel (2014) 

reinforced that African American (black) women have the highest prevalence of 

hypertension in the world and that both hypertension and depression are strongly 

connected. Patients with CVD have more depression than the general population, and 

persons with depression are more likely to eventually develop CVD, with a higher 

mortality rate than the general population (Abel, 2014; Hare, 2014). African American 

women in this current cardiac peer support study expressed isolation, depression, feelings 

of inadequacy, and ongoing stress as they attempted to manage their disorders daily. 

Some appeared reluctant to express these sentiments openly, but their stories reflected 

possible denial states. They also knew that failure to adjust behaviors and request support 
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could worsen the hypertensive cardiac disorder (Abel, 2014; Hare 2021). P14 reflected on 

being overwhelmed at times and was forced to seek help from peers, friends, and family 

to ease the burden, stress, fatigue, isolation and overwhelming feelings of dread and 

uncertainty with hypertensive CVD.   

Hare (2021) indicated that the prevalence of depression seems to be increasing in 

the general population, and possibly more problematic for CVD patients in the post-

COVID-19 pandemic era. Women are generally more depressed and those living alone 

are more prone to be depressed (Hare, 2014), especially if already struggling with CVD 

and comorbidities. Depressed people are also more likely to smoke, drink excessively, 

avoid exercise, and may also be less likely to take prescribed medications for heart 

disease (Hare, 2014). According to the literature, mental stress that comes with 

depression may increase plaque formation, increase the inflammatory response in the 

blood vessels, and cause damage to the lining of blood vessels in the circulation (Hare, 

2014). This can further affect the blood pressure and stability of CVD. It is said that 

cardiologists rarely perform depression screening, so a recommendation from my current 

peer support study, could be most valuable for ongoing CVD patient care, and especially 

for female CVD patients to be screened for depression. P5 shared her awareness of the 

importance in obtaining advice, assistance to address self-care needs, decision making 

regarding schedules to meet her daily tasks, but thought that such tasks require much 

more than what she or other help may be able to appropriately provide. Her shared 

decision-making ability indicated that her taking ownership of the challenges required 

attempts at simplification of her workload, making a schedule relating to her daily tasks, 

the tasks for helpers as they are obtained, deciding when to use daycare. She obtained 
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assistance from peers and family with the daily tasks of childcare, housework, and career. 

She stressed the importance of making a schedule that works for one’s lifestyle and 

knowing when to take a break, when to seek help, and her limitations that exist. 

Theme 4: Peer Support and Family Members Provide Critical Help for CVD 

Management 

          Assistance from peers and family members was critical for disease management. 

All participants (100%) shared experiences received from a wellness community 

including family members, peers from their support group and primary care medical 

providers (pcp), nurses and insurance companies. The social cognitive and learning 

theory posits that individuals can observe and learn behaviors from others. Emotional 

support was widely identified and accepted as one of the major benefits of peer support 

groups. Participants described the emotional support they received as what made them 

feel they belonged, connected, and understood. The peer support group activities were 

categorized under assistance with daily disease management, linkage to healthcare 

services and community resources, and ongoing support as items that made them feel 

emotionally supported. Participants felt that someone from the group was always 

available to guide, encourage, motivate, or just “provide a shoulder to lean on”.  P6 

shared that the group could assist in uplifting and supporting those who are depressed and 

feeling down or needing financial assistance. 

The group of African American women in their individual peer support groups 

were able to find commonality in multiple areas, including cultural practices, 

responsibilities, understanding of cultural nuances, experiences, and expectations. There 

was an expression of deeper and easier connections formed among those with similar 
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cultural beliefs and practices. This peer support study found that participants also learned 

how to adapt cultural habits and activities such as food preparation, to meet their health 

needs. This added benefit of peer support programs can allow members to modify 

cultural habits and activities to better meet their health needs while maintaining feelings 

of authenticity with their cultural expression. As mothers, being a culture bearer is 

important, as this could lead to a larger shift in households and communities. Mothers, 

sisters, aunts, grandmothers, and cousins can influence other family members with 

positive changes, especially with nutrition, exercises, and avoidance of sedentary 

practices, as they learned from peer-to-peer engagement. Okoro et al, (2018) addressed 

cultural relevancy and appropriateness which aligns with the findings of my research 

study on peer-to-peer support.  

Theme 5: Lifestyle Adjustments are Essential for CVD Self-Care 

Perception of Self-Care Abilities 

Participants have all shared the benefits, awareness, understanding, knowledge, 

and skills gained during their engagement with peer-to-peer support and its interventions. 

Most participants shared their overall outlooks, such as a positive attitude on life and a 

desire to learn and understand everything impacts their likelihood for optimal self-care 

management of heart disease (perceived susceptibility and severity). Functioning in an 

environment of positive attitudes while engaged in therapeutic discussions, sharing 

sessions, and guidance helped to encourage and motivate these participants receiving 

peer-to-peer support. This research study results indicated that online peer-to-peer 

communities (as well as in-person support groups), provide a platform for support and 

sharing of daily self-care concerns and activities, while stakeholders are reminded that 
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traditional forms of support are not always adequate in providing individuals with the 

skills required to navigate the challenges of daily life with chronic illness (Kingod et al., 

2017). This peer support research study aligned with the real-life findings from Kingod et 

al. (2017).  

Participants were also able to observe and learn of other information related to 

heart disease that prompted behavioral changes. Most chose to adopt lifestyle and 

behavioral changes with diet, exercise, and maintaining a positive attitude and 

environment after learning more about heart disease and possible complications. P12 

shared how much she disliked exercise but became inspired seeing others in the group, 

especially the elders, participate. 

Some participants (P10, P12, P15) consider themselves not sick enough or feeling 

much better at this time in their lives while being engaged with peer-to-peer support. P12 

shared that her heart disease was ongoing, but she felt confident in her improving 

condition since she joined the peer-to-peer support group. She felt that her condition had 

improved, she was more stable, and she intended to continue using peer support as it 

benefited her and guided her self-care management and self-efficacy.  The participants 

above were managing to survive with their hypertensive heart disease but were all in need 

of something else - more support, employment, finances, more healthy periods, more 

assistance at home, desired weight loss, optimal cardiac status and overall health. 

Self-Managing and Feeling Empowered 

Participants stated their growth in self-care management as they joined and 

maintained membership with their peer-to-peer support groups. They reported learning 

and gaining an understanding of their disease, as well as improving their ability and 
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confidence to self-manage and control the disease. Most participants had not been 

hospitalized for medical challenges or complications in more than one year before the 

interviews. They felt confident and in control of their current regime with a healthy diet, 

exercises, having a positive attitude with self-care, being vigilant and observant with their 

symptoms, maintaining engagement with the peer support group, receiving adequate rest 

and maintaining follow up care with their primary care provider, all helping to prevent 

adverse cardiac events and medical challenges. Barham et al. (2019) identified poor 

health-related quality of life was associated with poor provider-patient interactions. This 

was a strong point shared by participants in this peer-support research study, and 

participants stressed the importance of the physician-client relationship in guiding and 

maintaining disease stability. A supportive team of peers, family, and primary care 

physicians enhanced perceived control and confidence. 

The need to plan activities, pace activities, and decrease social functioning has 

been reported as helpful strategies (Abel et al., 2017) but is not always feasible for some. 

Participants in this peer support study reported that they do need help but admit to being 

“fine” or “ok” as long as they have some control over their symptoms and are able to 

complete daily tasks. Emotional support was one of the many benefits reported by the 

study’s participants as they voiced appreciation for the support group, realized that they 

were not alone, and that the emotional encouragement received was most helpful as many 

face ongoing stress and challenges. 

Theme 6: Positive Interactions with Health Care Providers enhance CVD 

Management and Outcomes 

Positive Interactions with Primary Care Providers 
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All participants in this current study acknowledged having a positive physician-

client relationship with their primary care physician (PCP). They also admitted that 

regular follow up visits were maintained with their PCP, and no participant admitted to 

ignoring the guidance and recommendations from their provider. Participants considered 

these interventions as relevant and necessary for health maintenance and prevention of 

cardiac complications. This indicated that participants were able to sense their 

vulnerabilities, consider the seriousness of their illness, and take appropriate actions to 

prevent complications. It is known that a positive relationship between health providers 

and PCPs leads to developing trust in the healthcare system and improves the perception 

of care delivery and perceived health outcomes (Honavar, 2018; Johnson, 2019). 

Participants expressed a feeling of trust and comfort in relating to their PCPs. Participants 

expressed awareness of cardiac complications such as heart failure and were motivated 

and committed to making the necessary lifestyle changes to prevent medical 

complications, disability, and death.  P15 reiterated the importance of maintaining follow-

up visits with her primary care provider saying, “I feel like my heart condition is getting 

better, and I am feeling better. I must stay consistent, so monthly, I must have my follow-

up appointment”.  

Macario (2017) studied the specific needs of women of color with cardiovascular 

disease by surveying women across five different ethnicities. She found that each group 

had different preferences, such as using message boards for group communication, 

finding transportation assistance, and knowing the locations of support groups for 

membership access. Among African American women, there was a preference for support 

groups facilitated by healthcare professionals that could provide education on disease 
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management and self-care. My research study agreed with Macario (2017) in that some 

African American study participant accepted the role of healthcare professionals as the 

main facilitators of their peer support meetings and had nurses from the church or 

community performing that role. Other groups were self-directed, with participants taking 

turns facilitating group meetings while having a healthcare professional as an occasional 

guest and providing guidance as needed. All peer support groups reportedly met the 

educational and support needs by utilizing healthcare providers appropriately towards 

optimal disease and self-care management. 

Negative Interactions with Other Health care Providers 

P7 described concerns regarding the treatment of her health insurance company 

denying payments for services following a stroke and identified inequity in their 

discussions with her. Participant P8 expressed anger with poor treatment received in the 

Emergency Room in one of her recent visits with medical challenges surrounding 

hypertensive heart disease. She experienced chest pains, respiratory distress, and fatigue 

but was not seen and evaluated urgently or within a reasonable time period. She shared:  

”When I finally saw a nurse and doctor, no one even performed an assessment such as 

listening to my chest, which should be done with complaints of chest pain”. Dong et al. 

(2017) addressed the disparities in the treatment of minorities in ambulatory care settings, 

including emergency and outpatient CVD care. As was experienced by participant P8, the 

review by Dong et al. (2017) demonstrates that significant racial/ethnic disparities persist 

with both process and outcomes in regard to the quality of ambulatory CVD care 

provided to poor, vulnerable minority groups.   
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The feelings of distrust with healthcare providers can result in less disclosure and 

transparency from clients regarding their cardiac and health information, as well as in 

sharing about barriers and challenges regarding treatment and compliance (Honavar, 

2018; Johnson, 2019). The negative sentiments of healthcare providers shared by 

participants are a few important and significant barriers to accessing healthcare. All 

participants in this current research study verbalized having medical insurance and, thus, 

some access to healthcare. Most may not realize how inadequate some insurance 

coverages actually are, and that they were underinsured with limited access. Participant 

P7 expressed concern about restricted access and denials for necessary services following 

a stroke (CVA) she recently experienced.  Her expression of the insurance company 

failing to consider that all individuals recover and respond differently, and at varying 

pace annoyed her as she shared: ‘they try to lump everyone together without 

consideration for specific needs of individuals. I have had to pay out of pocket for my 

physical therapy sessions”. The Insurance provider insisted on grouping her required 

treatment as a generalized need, requiring her to pay for all her rehab and physical 

therapy needs out of pocket based on their judgements, rather than on the actual 

recommendations of this participant’s therapist and medical provider. This is a reminder 

that “having insurance” does not mean adequate and appropriate access and coverage, as 

clearly noted by Sohn (2017) that inconsistent and unstable insurance coverage also has 

negative consequences. African American and Hispanics in the US are more likely to be 

uninsured or under-insured, and many in these groups are totally unaware that their 

coverage is substandard and inadequate. 
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Theme 7: Ongoing Challenges, Perceived Barriers and Threats exist 

The need to plan activities, pace activities, and decrease social functioning has 

been reported as helpful strategies (Abel et al., 2017), but is not always feasible for some. 

More than half the participants felt they were leading a healthy lifestyle (perceived 

barrier). Most of the women expressed awareness of the necessity for regular exercise, 

but not all managed to get as much regular exercise as they should. Participant P7 

expressed frustration as she had challenges adding exercises to her schedule. She was 

unable to tolerate walking the stairs at work, and she thought she might “just be lazy” for 

being unsuccessful with exercises and weight loss this far. Ananian et al. (2018), Beckie 

et al. (2018), and Roberts-Kennedy et al. (2017) have addressed self-care activation and 

long-term lifestyle behavior changes, which pose major challenges at times for the 

African American women group. Some lack interest, drive, or motivation to pursue 

regular exercise. 

Participants shared stressors affecting their severity including work, medical 

challenges such as symptom management (breathing difficulties, chest pains, fatigue), 

emotional support, medication costs, and the need for assistance with childcare and 

housework. This is in full agreement with the literature (Ananian, 2018; Fisher, 2015), 

reinforcing the effectiveness of peer support strategies in response to multiple barriers 

and challenges. This includes addressing self-care management and obtaining needed 

community resources such as household help and childcare assistance. Issues such as 

transportation, the Covid-19 pandemic, being homemakers with small kids, and being 

primary home care providers created some limitations for many stay-at-home moms in 

this research study. 
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Challenging Symptoms 

Participants described the presence of worrying symptoms to include fatigue, 

shortness of breath, headaches, tiredness, and occasional edema. These were changes 

from the normal state in feelings and physical sensations and required attention. Most 

participants monitor their weights to help determine fluctuations in weight and possible 

fluid imbalance. Participants P7 and P8 noted that what was happening in their bodies 

lent them helpless at times and described by one as “feeling so weak and having 

shortness of breath, especially with using stairs and completing some daily tasks”.  P8 

shared, “One could hear me breathing a mile away during and after using the stairs.” Her 

breathing becomes heavy, noisy, and difficult with distress, and she requires resting. This 

admission of cardiac compromise and activity intolerance indicates her awareness of the 

threat of complications such as heart failure and her willingness to continue with 

exercises within her physical and medical limitations.  

P6 shared about experiencing physical symptoms and attempting to self-care with 

some challenges in explaining that some days are encountered with unwell feelings, 

which can be difficult to explain and creates confusion at times. These feelings and 

sensations warrant individual decision-making relating to medication intake or avoidance 

due to side effects. As a result, some are forced to observe a good diet and frequent 

exercising to help themselves in the best way towards a stable condition. 

Fatigue was commonly reported as a feeling of extreme tiredness in the body and 

a forced desire to rest. A feeling of fatigue required rest breaks and physical assistance 

from others, which was not always possible, as some participants reported. Participants 

relied mainly on family members for physical assistance with childcare and household 
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duties, while guidance, emotional support, and understanding were obtained mainly from 

peers. Participant P09 shared that she convinced her sister to stay with her family during 

school breaks, to assist with childcare and housework. Some participants (P13, P14) 

visited the emergency rooms lately due to extreme fatigue and hypertension that created 

compromise in activity tolerance, blood pressure levels, and performance of daily tasks 

and responsibilities. 

Cues to taking action 

This comes from the health belief model, which is described as being influenced 

by people, events or things that propel an individual towards making a behavioral change 

(Glanz et al., 2015; La Morte, 2019). Most of the women in this peer support study, chose 

to make behavioral changes to maintain better health, better tolerance with activities of 

daily living, and better quality of life, which also increases their longevity. Some 

participants provided examples of actions taken to assist with making lifestyle changes, 

such as making a daily schedule and trying to follow the same or making forceful 

attempts to obtain additional help at home from a nanny. P12 shared that she “worked 

out” with her brother with exercises, as this aspect of lifestyle change was difficult for 

her. Her brother became a great motivator, assisting as an exercise partner.  

Perceived Severity of Illness 

Participants shared that severe episodes of their hypertensive heart disease are 

likely to require additional inpatient admissions, frequent admissions, challenging 

episodic presentations, taking additional medications, having severe fatigue, having poor 

activity tolerance, feeling less controlled and more vulnerable. Some are currently feeling 

and expressing having a much better medical state while involved with peer-to-peer 
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support groups. All participants (n=15) denied being a smoker or alcoholic, behaviors that 

Perceived severity refers to an individual’s belief about the seriousness of being inflicted 

with an illness or disease or the severity of the consequences of leaving the disease 

untreated (LaMorte, 2019). This includes medical, physical, and social consequences 

(LaMorte, 2019). With an awareness and understanding of their disease and 

susceptibility, individuals can decide to take actions to prevent or avoid consequences 

that can be detrimental. Most of this peer support study participants had experiences and 

reasons that propelled them to take action for hypertensive heart disease control. This 

may not always be consistent with the premise of Okoro et al. (2018) who contends tha,t 

low self-efficacy and lack of social support among older African American women are 

strong barriers that may hinder or limit the adoption of healthy self-care behaviors such 

as changing lifestyle habits to control blood pressure and heart disease. An episode of 

medical severity and decompensation (severe threat) may be what it takes for drastic 

lifestyle change in an individual, as shared by some participants.  P7 suffered a stroke 

despite what she thought was reasonable lifestyle and preventive practices. She became 

most aggressive in her recovery and rehabilitation, which may have led to causing further 

medical damage. She required adjustments and slowing of her aggressive rehabilitative 

actions and lifestyle activities.  P7 shared the following regarding her illness, interactions 

online, disease challenges and preventative actions.  She shared the possibility of having 

depression, dependency on others, failure to progress with recovery, as complications 

from hypertensive heart disease and lack of social support. As a result of these fears, she 

maintains an active state as much as she is able and increases her research on the topics 

of CVD and stroke. 
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Social Challenges  

Many family and social gatherings in this ethnic group normally involve food 

consumption. Many times, these gatherings are with foods that are not the healthiest, 

usually higher in salt, fats, and sugar than is required for healthy nutritional intake. 

Managing hypertensive heart disease requires avoidance or limitation of those unhealthy 

practices to control blood pressure and avoid damage to the vascular system. In addition, 

the lack of support from family and friends to assist in healthy lifestyle engagements 

(such as eating practices) and relieve individuals from duties and responsibilities may 

also be missing. Most participants were not open to sharing their eating habits, but P8 

expressed that it was difficult to ignore or avoid many of the delicious ethnic foods she 

has eaten all her life. 

Managing and Controlling complications 

Participants were aware of some complications of hypertensive heart disease. 

Most were also aware of their limitations medically and physically while living with this 

disorder. They were aware that factors such as exhaustion, dehydration, and physical 

overexertion could lead to worsening heart disease symptoms, heart failure, stroke and 

other cardiac challenges and disability. They were aware that controlling their blood 

pressures with regular exercises, medications, consuming a healthy diet, observing and 

limiting salt intake, limiting fried foods and other unhealthy food items could lead to such 

complications. The inability to obtain adequate rest periods and breaks from activities 

such as childcare and housework was shared by most women who stayed home with 

those responsibilities at all times.  Some engaged in relaxation exercises, dancing, 

meditation, and sharing with others when able, as ways to help mitigate symptoms of 
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hypertensive heart disease and instability. Participant P7 thought she could suffer another 

stroke if her blood pressure remained too high or was not well controlled. She expressed 

disappointment in her current state with CVD and stroke despite her efforts in practicing 

a healthy lifestyle and attempts to manage her blood pressure. 

Perception of Peer Support Barriers 

The majority of research participants believed that the ongoing long-term social, 

psychological, and financial stressors do have a significant impact on their blood pressure 

and heart disease, as well as their inadequate control of weight, diet, and regular physical 

exercises. It is known that these disorders and challenges are common with the African 

American women group, and are major risk factors for their heart disease (AHA, 2019; 

Kalinowski et al, 2019). This makes their attempts at peer support engagements, expected 

participation and psychological relief even more burdensome while struggling to make 

and sustain lifestyle changes.       

Challenges in Obtaining Treatment 

One major challenge shared by multiple study participants was financial issues, at 

times not very clearly expressed and understandably a topic of discomfort for some. 

Insurance coverages were available by all but limited. Some medications were expensive 

and out of reach for all in this targeted population. This reinforces that AA women are at 

a greater disadvantage than many others in regard to obtaining appropriate assistance to 

improve their medical situation (Ananian et al., 2018; Brown et al., 2018; Green et 

al.,2017). This is also why some minorities try to utilize herbal and natural remedies, 

which are generally not covered by health insurance but are normally more affordable by 

group members when compared with prescription medications and are considered 
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culturally safe and beneficial. Participant P7 expressed her level of frustration from 

developing a stroke, lost time and wages due to absence from work, and has had many 

limitations placed on health care coverage from the insurance company involved with her 

case. Participants learn from each other about alternate therapies. A few admitted to using 

natural items such as garlic, turmeric, ginger, beetroots, spinach, ginkgo biloba, much 

fruits and vegetables to assist with maintaining appropriate blood pressure levels. 

Some teachings and education from peer-to-peer support and networking may be 

antagonistic to normally practiced cultural habits and beliefs. Participants have been 

challenged with deciding between socially acceptable food engagements and adjusted 

lifestyle dietary changes, and practices against the norms, as in meal celebrations for 

social occasions. 

Public Healthcare Services 

In this research study, peer support groups addressed specific CVD-related needs 

of Women of Color with cardiovascular disease as also addressed by Macario et al. 

(2017). Multiple ethnic groups were surveyed about specific self-management needs. 

Findings were that different minority groups preferred different healthcare items and had 

specific needs for CVD self-management.  AA women preferred professional health care 

facilitators to assist with education and understanding in their own language/culture, to 

obtain the details of care and what they needed to know. Some participants preferred the 

online format for its convenience with family and professional responsibilities.  My study 

partially agreed with Macario (2017) in that participants expressed a preference for 

healthcare professionals to facilitate peer support meetings but were also indifferent to 

having their peers facilitate and provide guidance. In some groups, participants took turns 
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facilitating group meetings and supporting each other. They also had guest healthcare 

professionals periodically to help provide healthcare guidance. In this case, medical 

guidance was provided by the church and community healthcare professionals, and from 

the primary care medical doctors and their services.  

Many participants found the support groups most beneficial in helping individuals 

avoid feelings of isolation, as groups provided a space for mental uplifting and 

community cohesion. They could identify the relevance and culturally appropriate 

interventions offered and addressed to make a difference in the peer support strategies 

presented (Kingod, et al., 2017; Macario et al., 2017; Okoro et al., 2018). Peer support 

communities provide a supportive space for maintenance of daily self-care with chronic 

illnesses and help to provide a sense of group belonging and reduce feelings of isolation. 

These sentiments were clearly stated by participants in this current peer support research 

study. Online communities continue to increase, and research has shown that they help in 

supporting and strengthening social ties and knowledge exchange in medical, social, and 

everyday life and wellness concerns (Kingod et al., 2017). This was clearly demonstrated 

in my interviews with participants and aligned with past research studies.     

Limitations of the Study 

           There are several limitations to this study. This study design included a nonrandom 

purposive convenience sample of African American women with a self-reported 

diagnosis of Hypertensive heart disease who were receiving peer-to-peer support for a 

minimal period of six months prior to being interviewed. The volunteers who participated 

in this study were fifteen women engaged in online peer support programs, ages 25 to 61. 

Most participants possessed a college degree, most were homemakers, and two were 
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healthcare professionals. The areas of physical location were Washington DC, New York, 

New Jersey, and Texas. This means that the study’s findings may not be representative of 

all African American women with Hypertensive heart disease and receiving peer-to-peer 

support online during the time of a pandemic COVID-19, and may not be generalizable 

to the larger population of African American women with this hypertensive heart disease 

in the United States. The covid-19  pandemic limited this research study to only an online 

format, so this condition partly restricted the study to individuals with online and email 

access. 

Implications for Positive Social Change 

The findings from this research study, have the potential for positive social 

change. Several women participants have expressed challenges in coping with the stress 

of self-managing with hypertensive heart disease and also managing their duties and 

responsibilities as mothers, housewives and with household duties. Providing community 

resources for assistance and guidance in those areas of responsibility and duties may be 

helpful for cardiac victims, and assist in preventing complications, healthcare expenses, 

emergency room visits, and hospitalizations. Diet and ethnic food consumed regularly 

can receive more focus by public health program providers and be incorporated into 

training for culturally sensitive dietary counseling, practices and individual behaviors. 

Incorporating regularly consumed ethnic food items in healthier salads and menus can 

help to relieve anxiety and feelings of guilt and failure and could impact participant 

mothers, sisters, daughters, aunts, cousins, and grandmothers to educate and guide their 

entire families and communities in healthier food indulgence. My study participants also 

expressed some frustrating experiences with medical providers in emergency units of 
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hospitals and this was also supported by previous studies, hence a solution maybe sought 

for education and reinforcement to nurses, physicians and other public health care 

providers regarding customer service, cultural humility, and therapeutic communication, 

especially relating to service provision, empathy and caring attitudes. The results of this 

study have implications for positive social change for patients, health care providers, 

families, community residents, and hospital emergency room staff, as well as urgent care 

staff.  

Recommendations 

Recommendation is being made for depression screening, especially in women 

with a history of isolation, living alone, or those that express or demonstrate symptoms of 

anxiety or depression. An increased focus on online support groups that may produce 

more convenience and flexibility to mothers and caregivers while accessing education, 

self-efficacy and empowerment in self-care management of CVD would be a valuable 

intervention for minority communities, such as the African American disease 

management groups who are most vulnerable and resource deficient. Ongoing education 

and clarification of the importance of lifestyle changes for this population who lack 

adequate health education, awareness and understanding to fully grasp the threats and 

severity of their high disease risk status, and the potential for early demise and disability 

when behavioral changes are not adopted. Some cultural beliefs are engrained in ethnic 

groups, which pose a challenge for public health and healthcare providers attempting to 

improve medical outcomes in specific groups. Some participants also shared their 

experiences with in-person peer-to-peer support that was in operation prior to the 

personal contact restrictions placed on the public with the Covid-19 pandemic. Without 
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these health restrictions, in-person peer support as well as online group engagements, 

could positively affect the lives of those afflicted with cardiac challenges in vulnerable 

minority groups.   

Conclusion 

The findings from my research study on peer-to-peer (P2P) support have the 

potential for positive social change. Peer-to-peer support has been used among preventive 

strategies for CVD, and has been helpful to some, but without full understanding of how 

and why. The use of this strategy in the African American (AA) women community, who 

are most at risk for hypertensive CVD also has not been documented in the literature. 

This research study aimed to obtain the lived experiences and direct words from AA 

women participants who have been engaged with P2P support strategies in their self-care 

and self-management journey.  All participants appreciated the services and benefits 

provided by the peer support groups. Some preferred the in-person peer support groups 

that were operational and functioned prior to Covid -19 pandemic. Some participants 

developed a stronger liking for the online support group and appreciated the convenience 

and flexibility that was provided by the online formats.   

Participants expressed some frustrating experiences with community health care, 

including health Insurance companies and hospital Emergency room provider services. 

Many participants mentioned depression and isolation as real challenges encountered as 

they attempt to navigate daily schedules and disease management. Mental Health 

screening and follow-up for these cardiac patients should be a recommended aspect of 

their overall care plan. Peer-to-peer support provided by other women with similar 
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disease experiences may be partly helpful in enhancing social support for women with 

heart disease and helpful in improving their psychosocial well-being.  

Medication adherence was questionable in this peer support research study. Some 

participants denied being on prescribed medications; some shared that medications were 

costly, and others shared about the discomfort from taking prescribed medications, 

leading to avoidance and non-compliance. Further qualitative research studies on CVD 

may elucidate the urgent need for awareness of the disease's existence, risk factors, and 

prevention of complications. Studies such as this highlight the need for immediate action 

taken by health insurance to become more involved in offering education and coverage 

on CVD and its complications for their clients. Lastly, these study findings may prompt 

public health practitioners and healthcare providers to utilize the advanced information 

and help with genomics and technology to recognize, diagnose and treat hypertensive 

CVD which remains a leading cause of disability and death in vulnerable populations in 

the United States and worldwide. Understanding the experiences, perceptions and beliefs 

of affected participants can better guide providers towards implementing appropriate, 

relevant programs and strategies to assist with accomplishing long-term sustained 

lifestyle changes and improved cardiac health for the African American women 

population.   
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Appendix A: Invitation Flyer 

Lived Experiences with Self-efficacy in African American Women 

Receiving Cardiac Peer Support 

 

School of Health Services Walden University 

African American Women Participants are needed for Research in Peer Support 

and 

Self-management of Heart Disease 

I am a Doctoral student in Public Health at Walden University looking for African 

American Women receiving peer support, who are willing to share their lived 

experiences over the course of an interview. All interviews and responses will be 

confidential.  

The interview will last at most 90 minutes.  

Thanks for your interest in the study. Please leave a voice mail at the number below with 

your first name, different days and times for best contact for a brief screening.  

As a token of appreciation for your time and effort, you will receive a $20 gift card. 

 

Contact Name: Shurnett Barrett 

School of Health Services, Walden University  

Phone: 703-362-6085   

Email: shurnett.barrett@waldenu.edu   

The study has been reviewed and approved by the Institutional Review Board (IRB) of 

Walden University. 
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Appendix B: Interview Questions 

Thank you for your time and participation in this interview on peer support heart 

disease community study. The results of this study and your contribution may be used to 

inform chronic disease management in your communities.      

    RQ1.  What are the lived experiences of African American women with 

heart disease who are receiving peer support to affect self-efficacy?   

1. Please share with me an average day with your activities at home or work.  Also, share 

with me your experience with heart disease since you were diagnosed.  

2. Tell me your understanding of heart disease as explained to you by your Doctor. 

3. Share your experience and involvement with peer support group while attempting to 

manage your heart disease (When referred, who provided referral, what type, frequency 

of attendance).   

Perceived Susceptibility and threats 

1. Share with me how you felt when diagnosed with heart disease.  

2. Describe how and where you received medical care for heart disease (health insurance). 

3. Share some of the treatments you have received for heart disease this far. 

4. Share with me your experience in taking prescription and non-prescription (over the 

counter) medications for your disease.  

5. Share with me your thoughts and feelings of having to take medications for a long time 

(side effects, costs, adherence, using alternate meds).  

6. Share with me how working with other women, friends or family with heart disease 

changed your opinion of using alternative medications for your heart condition.  

7. Tell me your feelings about habits like diet, smoking, and exercise affecting your heart 

disease. What are your thoughts on these habits? 
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8. Tell me about any other medical conditions you have (such as hypertension, diabetes, 

chronic lung disease, asthma). 

9. Describe your experience working with your Doctor (trust, keep follow up appointments)    

10. Share with me your feelings on expressing heart disease concerns with your doctor.  

11. Share with me your feelings on being able to express health and heart disease concerns 

with your peers. 

12. Describe barriers that you consider in the way or preventing you leading a heart healthy 

lifestyle.  

13. Explain any limitations you have had in your activities since being diagnosed with heart 

disease (having shortness of breath with long walks or climbing stairs, playing with kids). 

14. Explain the steps you would take when changes in your heart condition require you to 

call or visit the doctor or urgent care clinic (eg if you become short of breath or 

experience chest pains, is transportation available).  

Perceived Severity   

15. Explain any restrictions that have been placed on your activities since being diagnosed 

with heart disease (performing household chores, work, shopping, Dr’s appointments).   

16. Describe concerns you may have about your heart condition possibly getting worse 

(adherence to meds, weight control, diet). 

17. Tell me your feelings about attempting to prevent worsening of heart problems when new 

situations or problems arise (do you feel confident in handling unexpected issues?).    

18. Explain what would make you seek urgent care from a healthcare provider.  

19. Share with me your thoughts and beliefs about what could go wrong if your heart disease 

is not well controlled (adherence of meds, diet, exercise).    
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20. Please tell me about anyone outside your home who may support you in making the 

changes you want to make for your best health and wellness states.   

21. Describe the help you received in the past from that person or other persons (prompt- 

informational, emotional, social support).      

 

RQ2.  How do African American women with heart disease experience the effect of 

peer support on their self-care? 

1. Please share with me your ability to access community resources such as clinics, urgent 

care centers, physicians’ offices, supermarkets for healthy foods and medications.  

2. Tell me about lifestyle changes you have made to maintain cardiac health, including diet 

practices and exercise (choosing diet, shopping, cooking, setting reminders, walking, 

daily exercise, exercise groups, gym membership)  

3. Describe your experience in learning about or preparing healthy meals with your peer 

support group, friends or family.  

4. Please share your understanding of the importance of engaging in regular exercise and 

healthy nutrition for your best heart health. 

5. Describe some of the help at home you received from others (prompt -help with house 

cleaning, grocery shopping, retrieving medications, paying bills, contacting family 

members/church family as needed, etc).  

6. Describe any quality time spent with neighbors, friends and peers when they were asked 

to assist and provide support.  

7. Tell me about the cardiac information you received from other peers, friends and family.   

8. Tell me about the emotional encouragement you received from peers, friends and family. 
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9. Describe your feelings and thoughts after receiving additional information and education 

on heart disease and managing your condition. 

10. Explain how you can stay without having medical distress during times of stress. 

Self-Efficacy 

11. Share with me some of your heart disease symptoms and how you are (or aren’t) able to 

control them, eg weight gain, having shortness of breath or chest pains.  

12. Tell me how you are feeling about having someone you can count on to provide you with 

emotional support (talking over problems or helping you make a difficult decision).   

13. Describe your feelings and beliefs of having someone available that you can count on to 

listen when you need to talk.   

14. Tell me about your ability to afford the health care you need to prevent your heart 

condition getting worse.    

15. Share with me your thoughts on the causes or sources of your stress.   

16. Tell me how you attempt to control stressful situations that may increase your heart 

disease symptoms. 

17. Share your thoughts and beliefs on feeling confident in taking your blood pressure, 

weighing yourself daily, preparing healthy meals, avoiding alcohol intake and avoiding 

smoking.  

18. Share with me your thoughts on the process of learning these skills from peers or family. 

19. Tell me about your feeling regarding having someone available to give you good advice 

about a problem or concern (prompt for details -tell me more).    

20. Tell me about your feeling regarding having someone available to help make healthcare 

decisions for you. Tell me more about this. 
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21. Share with me your thoughts and feelings about having peers providing support, 

education, skills, self-care work, and encouragement for those who need this service.    

22. Tell me about your ability to continue working (if employed) with heart disease 

symptoms, and how the support from peers assist with work challenges.   

23. Share with me any help you obtain from others with your duties of caring for kids or 

other family members at home (if applicable).  

24. Please feel free to share or describe any other experience or thoughts you have on 

receiving information, education, and support from peers.   

25. Are there any questions or suggestions you have for me regarding this interview, your 

heart condition, or your involvement with peer support? Thank you. 

 

Thanks for your time in completing this interview today, and for being part of this 

study.  I appreciate you taking the time to share your story with me, and your significant 

contribution to this study toward social change. If you wish to reach me with any further 

information, questions, or concerns, or if you wish to receive a record of the information 

you shared with me, please do not hesitate to call or email me. My contact information is: 

Shurnett Barrett,  

Email address; shurnett.barrett@waldenu.edu,     Ph -703-362-6085. 
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Appendix C: Respondent Screening Form 

 

Demographic Information  

Name of Interviewee: ______________________________  

Date of Birth: __________________ Age: _____  

Address: ____________________________________________ 

Phone Number: _______________________  

Email: __________________________________  

Inclusion Criteria:  

DMV Resident: _Yes _No         Online: Yes_     No__ 

Age group 20-75: _Yes _No  

Heart Disease diagnosed in year:  

Treatment Received: _Yes _No  

Using Peer Support/Group since:  

Eligibility met: Yes_ No_ 

Authorized to be recorded during the interview: Yes_ No_  

Date________________  

PRN_______________                                
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Appendix D: Confidentiality Agreement 

 

Name of Signer:        

During the course of my activity in transcribing data for this research: 'Lived experiences 

with self-efficacy in African American women receiving cardiac peer support', I will 

have access to information which is confidential and should not be disclosed. I 

acknowledge that the information must remain confidential, and that improper disclosure 

of confidential information can be damaging to the participant.  

 

By signing this Confidentiality Agreement I acknowledge and agree that: 

1. I will not disclose or discuss any confidential information with others, including friends 

or family. 

2. I will not in any way divulge, copy, release, sell, loan, alter or destroy any confidential 

information except as properly authorized. 

3. I will not discuss confidential information where others can overhear the conversation. I 

understand that it is not acceptable to discuss confidential information even if the 

participant’s name is not used. 

4. I will not make any unauthorized transmissions, inquiries, modification or purging of 

confidential information. 

5. I agree that my obligations under this agreement will continue after termination of the job 

that I will perform. 

6. I understand that violation of this agreement will have legal implications. 
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7. I will only access or use systems or devices I’m officially authorized to access and I will 

not demonstrate the operation or function of systems or devices to unauthorized 

individuals. 

Signing this document, I acknowledge that I have read the agreement and I agree to 

comply with all the terms and conditions stated above. 

 

Signature:            Date:            

 

 


