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ABSTRACT 

Self-care is an essential component of secondary prevention of coronary artery disease 

(CAD) for rural women who have undergone invasive coronary interventions (ICI). The purpose 

of this study was to describe self-care behavior experiences of rural women with CAD post-

invasive coronary interventions defined as percutaneous coronary intervention (PCI -- balloon 

angioplasty with or without stent placement), and coronary artery bypass graft (CABG). Three 

specific aims were addressed: Specific Aim 1. To identify and describe self-care behaviors 

initiated by these women after the intervention. Specific Aim 2. To identify and describe barriers 

to and facilitators of self-care behavior change. Specific Aim 3. To compare and contrast self-

care behaviors in subgroups of rural women based on type of procedure and age. 

Orem’s self-care deficit nursing theory (SCDNT), rural health theory, and the social 

determinants of health framework were synthesized to guide this study. A qualitative descriptive 

design was used to elicit descriptions of self-care behavior experiences, barriers to and 

facilitators of 10 rural Arizona women with CAD post-ICI who lived in Cochise and Pinal 

counties. Purposeful sampling was used. Rural women were recruited at the cardiology clinics by 

the primary investigator, who distributed recruitment flyers among them. Data were collected 

using semi-structured, voice-recorded interviews, which lasted an average of 25 minutes. Atlas.ti 

Mac Version 1.5.2 (462) software was used for data analysis. 

Specific Aim 1: Self-care for this study was defined as the ability of rural women to 

independently and purposefully initiate and adopt the following behaviors to promote and 

maintain cardiovascular health: cease smoking; adhere to heart healthy diet; incorporate physical 

activity in their daily routines; monitor their blood pressure and blood glucose levels regularly; 
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adhere to medical regimens; and follow up with their doctors as required or access health care in 

a timely manner if symptoms recur. Although participants in this study talked about these self-

care behaviors, adhering to a heart healthy diet and physical activity were their main self-care 

behaviors. Participants did not mentioning performing self-care behaviors for their heart health, 

but for their overall health and happiness. They ate healthy, low-fat, low-salt diets. They walked 

and performed housework as their most common physical activities. Specific Aim 2: Barriers for 

participants in this study were residential environment, health and physical ailments, family 

conditions, and personal characteristics. Facilitators were relationships, available resources, and 

personal outcomes. Specific Aim 3: Participants who had PCI rested for few days before 

resuming their physical activities, whereas those who had CABG were restricted for a period of 

six weeks to three months. Most participants were above the age of 70 years and reported they 

returned home after their procedures and did what they have done to move on with their lives. 

The only participant who was below 60 years reported a life changing experience when she 

returned home after her procedure. 
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CHAPTER 1: INTRODUCTION 

Self-care is an important component of secondary prevention of coronary artery disease 

(CAD) reoccurrence and complications post-invasive coronary interventions (ICI). After 

undergoing ICI, defined as percutaneous coronary intervention (PCI -- balloon angioplasty with 

or without stent placement) and coronary artery bypass graft (CABG), rural women are sent 

home, 30 miles or more, away from their nearest health care provider with the expectation that 

they will adopt required self-care behaviors (American Heart Association (AHA), 2014). 

Generally, adopting new behaviors is a challenge, but it is even more difficult for rural women 

due to numerous factors including geography, social, cultural, and economical factors 

(Buchanan, 2008; World Health Organization (WHO), 2013; Crosby, Wendel, Vanderpool, 

Casey, and Mills 2012; Fahs, and Kalman, 2008). Also, people living in rural areas do not 

usually adopt new behaviors as rapidly as their urban counterparts (Bennett, Lopes Jr, Spenser, 

and van Hecke, 2013; Fahs, and Kalman, 2008). 

WHO defines self-care as the ability of individuals, families, and communities to 

promote health, prevent disease, and maintain health and to cope with illness and disability with 

or without support of a health care provider (WHO, 2013). The focused definition of self-care for 

this study was derived from AHA’s clinical practice guidelines for management of people with 

CAD. Self-care is the ability of rural women to independently and purposefully initiate and adopt 

the following behaviors to promote and maintain cardiovascular health: cease smoking; adhere to 

heart healthy diet; incorporate physical activity in their daily routines; monitor their blood 

pressure and blood glucose levels regularly; adhere to medical regimen; and follow up with their 

doctors as required or access health care in a timely manner if symptoms recur (AHA, 2014). 
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For rural women with CAD, rapid adoption of self-care behaviors is of vital importance 

after discharge from hospital after undergoing ICI. Furthermore, rural women have higher 

incidences of chronic illnesses including CAD, poor outcomes following ICI and poor overall 

health status compared to their urban counterparts (Bennett et al, 2013). Approximately 1.081 

per million US adults had a CABG from 2007-2008; meanwhile, 3,667 per million had PCI in 

the same period (Epstein, Polsky, Yang, Yang, & Groeneveld, 2011). There is minimum 

understanding of self-care behavior experiences following ICI in rural women with CAD to 

maintain cardiovascular health.  

Clinical practice guidelines for management of people with CAD recommend 

encouraging and motivating this group to adopt self-care behaviors to maintain cardiovascular 

health (AHA, 2014). The AHA defines cardiovascular health as the absence of clinically 

manifest cardiovascular disease (CVD) together with the simultaneous presence of optimal levels 

of health factors (lipids, blood pressure and blood glucose) and health behaviors (healthy diet 

patterns, physical activity, non-smoking, and appropriate energy intake) (Eckel. et al, 2014). But, 

little is known about what, how, when and why rural women adopt or do not adopt self-care 

behaviors following ICI. Further, the barriers to and facilitators of initiating and performing self-

care behaviors are not well described. 

The definitions of rural vary and may relate to population size, population density, 

distance to the nearest urban area or essential services. The Arizona state defines rural as a 

county with less than 400, 000 people; and a census county division with less than 50,000 people 

within a county with 400,000 people or more according to the U.S. census (Arizona Rural Health 

Resource Manual Online, 2011). Arizona counties, like other Western states counties, are too 
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large to accurately represent labor market areas in all cases. Although specific Southern Arizona 

counties have been identified for the study, the Economic Research Service Rural-Urban 

Commuting Area (RUCA) Codes will be used as they provide an economic classification using 

census tracts. By using the detailed census tracts, the RUCA codes will provide a geographic 

pattern and help identify and include rural women from towns with populations as small as 

2,500. 

Groups of factors have been reported as challenges for rural people to rapidly adopt new 

behaviors. The United States Department of Health and Human Services, Office of Disease 

Prevention and Health Promotion (HHS), (2014) reported that social determinants of health 

impact specific groups’ ability to achieve good health more than others. Social determinants of 

health and rural health factors, which overlap, impact rural women’s perception of health, 

therefore adoption of self-care behaviors (Bennett et al, 2013; Crosby et al, 2012; Fahs, and 

Kalman, 2008;(Long & Weinert, 1989)). Socioeconomic position, race and ethnicity, social 

support and social networks, culture and language, access to medical care, and residential 

environment are described by an AHA scientific statement as major social determinants of health 

(Havraneck et al.2015).  

Rural health systems and rural cultural norms and values may be challenges for rural 

women to achieve their full behavioral potentials (Bennett et al, 2013; Crosby et al, 2012; Long 

and Weinert, 1999). Unequal distribution and control of resources and social inequalities in rural 

areas expose rural women to health deficiencies that impede their capacity to initiate self-care 

behaviors; and therefore, play a causal role in CAD disparities. Also, the advance in preventive 
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and treatment measures proven to influence the decline in CAD death rates in the general 

population may have not reached rural communities (Bennett et al, 2013).  

The challenges faced by rural women for self-management of chronic illnesses are 

described in the literature, but there are few studies that describe self-care challenges following 

invasive coronary interventions. There is lack of descriptions of how rural women initiate self-

care behaviors and the challenges they face during this process including facilitators and barriers 

to adopting self-care behaviors. This is important because more rural women with CAD die 

within a year following ICI, with even higher numbers among rural women 65years and older, 

which is within weeks after the procedure (AHA, 2014; CDC, 2011). The purpose of this study 

was to describe self-care behavior experiences of rural women with CAD post-ICI.  

Significance 

Fifty percent of the U.S. population is female and 25 percent is 65 years and older (U.S. 

Census Bureau, 2016). Twenty-eight million women of ages 18 and older live in rural areas or 

frontier, of which an estimated five million are 65 years and older (Bennett et al, 2013; U.S. 

Census Bureau, 2016). Of the 28 million rural or frontier women, more than four million live 

with a disability and may be widowed. Rural populations have higher incidences of chronic 

illnesses and poor health status (Bennett et al, 2013).  

Rural women and rural minority women experience higher mortality rates following ICI 

than their urban counterparts (Bennett et al, 2013; CDC, 2011). Rural women have higher 

incidences of CVD risk factors, for example, 17 percent higher diabetes and 23 percent higher 

obesity prevalence than women in urban or suburban areas (Bennett et al, 2013). There is high 

prevalence of hypertension among rural minority women, especially African American rural 
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women. Also, rural women who suffer from diabetes, hypercholesterolemia and hypertension are 

often not treated at all or are undertreated (Ahluwalia, Tossaro, and Ford, 2010).  

 CAD kills more women than cancer, chronic lower respiratory disease, Alzheimer’s 

disease and accidents combined (Mozaffarian et al., 2016). CAD accounted for one in every four 

deaths of U.S. women in 2009 with higher numbers among rural women (CDC, 2011; 

(Mozaffarian et al., 2016). Unfortunately, 64 percent of women who experience sudden cardiac 

death did not have symptoms of CAD (AHA, 2014; CDC, 2011; Coutler, 2013). Forty four 

percent of women who had a heart attack died within a year, with elderly women within weeks, 

as compared to 27 percent of men (AHA, 2014; CDC, 2011). Despite CAD death rates among 

women, CAD is still understudied, under diagnosed and undertreated in women (Mehta et al., 

2016). CAD is costly to the individual, family, and society. Each year the U.S. spends $108.9 

billion for CAD health care services, loss of productivity and cost of medications (Mozaffarian et 

al., 2016). The findings of this study will allow future development of interventions that are 

culturally acceptable to rural populations, specifically to rural women with CAD who have 

undergone ICI to improve their cardiovascular health. 

Background 

This background section will discuss risk factors for CVD; secondary prevention 

recommendations for people with CAD; and rural women with CAD. CVD is a pathological 

condition involving the heart and the built up of plaque in the blood vessels walls (AHA, 2014). 

CVD is an umbrella term encompassing coronary artery disease (CAD), cerebrovascular disease, 

heart failure and peripheral vascular disease. CVD risk factors are classified into modifiable and 

non-modifiable risk factor and the severity can be gender specific (Mozaffarian et al., 2016). 
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Modifiable risk factors are: hypertension, diabetes, obesity, hypercholesterolemia, cigarette 

smoking, physical inactivity, alcohol consumption, and poor diet (diet high in saturated fats and 

cholesterol). Depression and stress are also modifiable risk factors for CVD. People who have 

CVD have higher chances of being depressed; and those with depression have high chances of 

having CVD. Depression is more common and more severe in women than men (Coutler, 2013). 

Non-modifiable risk factors are: age, sex, and heredity including race for both men and women. 

Contextual factors associated with CVD are environmental factors (e.g. geography, cultural, 

structural and health care systems) and socioeconomic factors (e.g. education, income, 

employment and household). The severity of these risk factors directly influences the severity of 

CAD. In most cases most of the modifiable risk factors can be controlled through lifestyle and 

behavior modifications. 

The recommendations and guidelines for treatment of CAD by the AHA and the 

American College of Cardiology (ACC) are classified into primary and secondary prevention 

guidelines (AHA, 2014; Eckel et al, 2014; Goff et al. 2013). Primary prevention guidelines are 

used in individuals without signs and symptoms of CAD, but have a high risk score determined 

by the Framingham risk assessment scale. Secondary prevention guidelines are used in 

individuals with clinical manifestation of CAD who have undergone ICI. The AHA and the ACC 

highly recommend intensive risk factor maintenance and compliance with self-care behaviors to 

improve outcomes in these individuals (AHA, 2014; Eckel et al, 2014; Goff et al. 2013). The 

2013 adult prevention guidelines for individuals with CAD reinforce lifestyle and behavior 

modification as the important aspect of secondary prevention of CAD mortality and morbidity, 
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especially among those who have undergone ICI (Eckel et al, 2014). Rural women who have 

undergone ICI fall into the group for secondary prevention guidelines.  

The AHA and the ACC recommend CAD preventive measures and interventions that are 

culturally acceptable for individuals (AHA, 2014; Eckel et al, 2014; Goff et al. 2013). The 

emphasis is on individuals, (e.g. rural women) who live in socially and physically disadvantaged 

environments with cultural and linguistic practices that impact their adoption of new self-care 

behaviors, therefore, their cardiovascular health. The advances in preventive and treatment 

measures for CAD has led to the decline in death rates due to CAD since the 1970s, but the 

burden from CAD still remains (Havraneck et al., 2015). The benefits of these advances have not 

been equally distributed across socioeconomic, racial and ethnic groups; which may explain 

health disparities, the poor cardiovascular outcomes and higher death rates among rural women 

with CAD. 

 Self-care is an essential component of secondary prevention of CAD for rural women 

who have undergone ICI. These rural women are expected to adopt new self-care behaviors on 

their own to prevent reoccurrence and avoid sudden cardiac death. People who have undergone 

CABG should be enrolled in cardiac rehabilitation programs, which are usually once a week for 

six weeks in a hospital. Regardless of the rural barriers to attending this rehabilitation program, 

rural women are less likely to be referred to a cardiac rehabilitation clinic as compared to their 

urban counterparts and rural men (Oberg, Fitzpatrick, Lafferty, & Logerfo, 2009). Also, due to 

lack of resources and poor referrals, rural women end up using pharmacologic strategies more 

than non-pharmacologic strategies especially in cases where behavior modification can control 

the problem following ICI.  
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The focus on preventative measures is even more important in rural women with CAD 

due to the challenges they face from rural living. Rural geographic infrastructure shapes the 

culture and the behavior of rural women, including their health perceptions and self-care 

behaviors (Crosby et al, 2012). Poor conditions of the roads and bridges rural women use and 

cross to access limited health care services; and physical landscape such as mountains and 

deserts create boundaries around rural women. These are challenges unique to rural women. The 

social structures such as leaderships, key decision makers and community structures (e.g. shared 

history and values) are also factors that could be challenging to rural women when trying to 

make self-care behavioral changes (Crosby et.al 2012). 

 Rural women have qualities such as sense of independence, self-reliance and community 

pride. These qualities are valuable assets for self-care behavioral changes but they can also be 

obstacles (Crosby et al, 2012). Often, rural women do not perceive environmental challenges as 

problematic because of their tendency to maintain a positive attitude towards life (Pierce, 2005). 

Perceptions of disease and social conditions influence rural women’s adoption of self-care 

behaviors (Walton, Craig, Derwinski-Robinson, and Weinert, 2004). Lack of social support and 

social isolation were found to have a negative influence on adoption of self-care behaviors 

(Dickson, McCarthy, Howe, Schipper, & Katz, 2013). Health care services and socioeconomic 

position are among factors that influence rural women’s utilization of health care services. 

Factors that influence rural women’s ability to adopt self-care behaviors post ICI need to be 

clearly described and understood, so they can be disseminated to all rural women with CAD who 

have undergone ICI. 
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 Social determinants of health and rural health factors are among factors that influence 

rural women’s ability to adopt self-care behaviors post ICI. These factors, even though they 

overlap and are interrelated, are usually studied individually related to a specific CVD risk factor 

(Pierce, 2005; Slusher, Withrow-Fletcher, and Hauser-Whitaker, 2010). There should be a 

change in focus; from focusing on both biological and behavioral individual-level risk factors, to 

focusing on the association between the context in which these risk factors develop and are 

managed and the health outcomes. In reality social determinates of health and rural health factors 

cannot be isolated, therefore, rural women who have undergone ICI experience these factors 

collectively when adopting self-care behaviors to prevent cardiac events. Self-care is an essential 

component of CAD prevention, cardiovascular health promotion and improved cardiovascular 

health outcomes among rural women post ICI. The elements of self-care behavior experiences in 

rural women who have undergone ICI have not been clearly described in the literature.  

Purpose Statement and Specific Aims 

Because of this significant gap in the literature about self-care behavior experiences of 

rural women aged 35 years and older following invasive coronary interventions, the purpose of 

this qualitative descriptive study was to describe the self-care behavior experiences of rural 

women with CAD post-invasive coronary interventions defined as percutaneous coronary 

intervention (PCI -- balloon angioplasty with or without stent placement), and coronary artery 

bypass graft (CABG). In this group of rural women, the study aims were: Specific Aim 1. 

Identify and describe self-care behaviors initiated by these women after the ICI. Specific Aim 2. 

Identify and describe barriers and facilitators of self-care behavior change. Specific Aim 3. 
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Compare and contrast self-care behaviors in subgroups of rural women based on type of 

procedure and age. 

Theoretical Perspective 

The theoretical perspective of this study was synthesized from a combination of Dorothea 

Orem’s self-care deficit nursing theory (SCDNT) (Taylor, Geden, Isaramalai, & Wongvatunyu, 

2000; Biggs, 2008; Thompson, 2013); rural health theory (Long and Weinert, 1999) and the 

social determinants of health framework (Havraneck et al., 2015). This theoretical perspective 

also evolved from the primary investigator’s clinical practice and experiences caring for rural 

women following invasive coronary interventions.  

Self-Care Deficit Nursing Theory (SCDNT) 

Orem’s grand nursing theory is based on the assumption that individuals are capable and 

responsible for taking care of themselves. The SCDNT is expressed in three theories: theory of 

self-care, theory of self-care deficit and theory of nursing systems (Taylor et al, 2000; 

Thompson, 2013). Self-care theory expresses the purpose or self-care demands, the how or self-

care agency, and the outcome or self-care practices of taking care of self. Self-care deficit theory 

is the core of the SCDNT; expressing the human conditions that exist when an individual needs 

nursing care. Self-care deficit signifies that an individual’s self-care demands exceed an 

individual’s capability to initiate and maintain self-care practices. Nursing systems theory is a 

justifying theory to refer to the three theories together as a general nursing theory. The SCDNT 

has six core concepts: self-care, self-care agency, self-care deficit, self-care demand, nursing 

agency, and nursing systems (Taylor et al, 2000; Thompson, 2013).  
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Rural Health Theory 

Rural women’s health needs require unique approaches that emphasize the special needs 

of this population group. Rural health care needs are different from urban health care needs. 

Therefore, nursing models that are developed for urban or suburban women cannot offer the 

understanding of rural women’s health perceptions and health behaviors (Long and Weinert, 

1999). Rural women perceive health as the ability to work or carry out usual tasks and house 

chores. Most of the times rural women are not concerned with their individual comfort; they are 

concerned with their ability to care for their families. The rural health theory as posited by Long 

and Weinert offers understanding of what, why, how, where and when rural populations do what 

they do. Six key concepts are identified, which are: work beliefs and health beliefs, isolation and 

distance, self-reliance and independence, lack of anonymity, outsider/insider, and old-

timer/newcomer.  

The Social Determinants of Health Framework 

The AHA scientific statement titled social determinants of risk and outcomes for CVD 

argues that the most significant opportunities to reduce death and disability from CVD in the 

United States lie with addressing the social determinant of CVD risk and outcomes (Havraneck 

et al., 2015). Social determinants of health, which are the circumstances in which people are 

born, grow, live, work, and age, and the systems put in place to deal with illness, impact people’s 

health status and health disparities (HHS, 2014; WHO, 2013). Health and illness as well as the 

resources available to prevent illness are not equally and randomly distributed throughout the 

society (Havraneck et al., 2015). Economic, environmental, social and interpersonal relations 

impact how and who controls distribution and utilization of resources within the society. The 
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social determinants of health framework concepts include: socioeconomic position, race and 

ethnicity, social support and social networks, culture and language, access to medical care, and 

residential environment (Havraneck et al., 2015).  

Some of the concepts in the social determinants of health framework overlap with those 

in rural health theory. Social support and social networks overlaps with the concepts of isolation 

and distance as well as self-reliance. Social networks influence health through the resources 

available for the group members and through social behavior. The informal social networks offer 

social support that is readily available when needed, reliable, and empowering, but can also be 

limiting. Culture and language overlaps with health beliefs and work beliefs. Culture is 

described as a system of beliefs and behaviors, which characterize a group of people without 

biological inheritance (Havraneck et al., 2015). Holding strong cultural beliefs can create a 

barrier to successful disease management and risk control.  

Lack of access to culturally competent health services impacts rural women health 

outcomes. Access to care, which is a complex concept, incorporates approachability, 

acceptability, availability and accommodation, affordability, and appropriateness (Havraneck et 

al., 2015). Access to care taps into isolation and distance, self-reliance, outside/insider and old-

timer/newcomer. From the perspective of rural health systems, residential environment is also 

part of access to care. The social climate, physical setting, organizational factors, and the human 

aggregate are all part of the environment in which people were born, raised, and work. All these 

environmental factors affect health care delivery in rural areas and influence people health 

beliefs and perceptions, therefore, their adoption of self-care behaviors. 
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 Model for Self-Care Behaviors of Rural Women Post-Invasive Coronary 

Interventions 

This study’s theoretical perspective synthesizes concepts from SCDNT, rural health 

theory and social determinants of health framework to illustrate and illuminate influential factors 

to self-care behaviors in rural women who have undergone ICI (see Figure 1). Self-care is a 

system of person-environment interaction, which cannot be separated. The SCDNT does not 

address rural health concepts and social determinants of health. The rural health theory and the 

social determinants of health framework do not address the individual self-care behaviors and 

demands. Relevant to this study are two components of SCDNT: self-care and self-care 

demands. Due to the overlap between concepts in social determinant of health framework and 

rural health theory, these four concepts are derived from both: work and health beliefs, social 

networks, socioeconomic position, and resource availability.  

The links in this theoretical perspective suggest the following: rural women assess their 

health in relation to their ability to work, therefore; they will only adopt new self-care behaviors 

if they cannot fulfill their work needs following ICI, regardless of their cardiovascular health 

(self-care demands). How rural women assess their health is influenced by their rural culture.  

Rural women will consult their informal social networks first, before they can go to a health care 

provider. The informal social networks are helpful as they are available and can be accessed at 

any time rural women desire. However, these networks can also create barriers to adopting self-

care behaviors. 

  Rural women with higher education, higher paying jobs, and those who hold higher 

positions in the society have higher chances of adopting self-care behaviors than those with 
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lower education, unemployed or lower paying jobs, and those who are less recognized in the 

society. Human and material resources, which include health care systems, health food stores, 

safe physical neighborhoods and specialized cardiology are not routinely available to rural 

women and can impact their self-care behaviors. 

Key Concepts and Definitions. 

Self-care: The definition of self-care for this study is derived from clinical practice 

guidelines for management of people with CAD to promote their cardiovascular health. Self-care 

is the ability of rural women to independently and purposefully initiate and adopt these behaviors 

to promote and maintain cardiovascular health: smoking cessation; adhere to heart healthy diet; 

incorporate physical activity in their daily routines; check blood pressure and blood glucose 

regularly; adhere to medical regimen; and follow up with their doctors as required or access 

health care in a timely manner if symptoms recur (AHA, 2014; Slusher et al, 2010). 
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Barriers and Facilitators 

- Work and health 

beliefs 

- Social networks 

- Socio-economic 

position 

- Resource 

availability 

Self-Care Behaviors 

- Cease Smoking  

- Adhere to heart healthy diet 

- Incorporate physical activity into 
daily routines 

- Monitor blood pressure and 
blood glucose level regularly 

- Adhere to medical regimens 

- Follow up with their doctor as 
required or access health care in 
a timely manner if symptoms 
recur 

 

Self-Care Demands 

FIGURE 1. Model for Self-Care Behaviors of Rural Women Post-ICI 
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Self-care demands: Although the definition of self-care demands is based on Orem’s 

SCDNT, it is slightly different. Self-care demands are defined as an individual’s requisites, 

reasons, and purposes of performing self-care behaviors (Taylor et al, 2000). Self-care demands 

are almost always associated with biological aspects of the illness under study and related 

lifestyle factors. Self-care demands in this study are to maintain cardiovascular health, which is 

defined by the AHA as the absence of clinically manifest cardiovascular disease (CVD) together 

with the simultaneous presence of optimal levels of health factors (lipids, blood pressure and 

blood glucose) and health behaviors (healthy diet patterns, physical activity, non-smoking, and 

appropriate energy intake) (Eckel. et al, 2014).  

Health and work beliefs: Rural women perceive of health as the ability to perform 

regular chores and the ability to work. The definition of health belief is tied into the work belief. 

Therefore; the beliefs about health that rural women have of their health status in relation to their 

work ability (Long and Weinert, 1999). The health and work beliefs are related and are 

influenced by rural culture and linguistic norms, which in return influence health outcomes. 

Understanding the social and cultural significance of health and work beliefs is important when 

addressing health care needs of rural women. For a rural woman who works in the farm, it may 

not be important to go to a doctor’s appointment when it is harvesting season. Health is defined 

and assessed in relation to the ability to fulfill work role and work activities and the social gain. 

Strong cultural beliefs and maintaining traditions, for example, annual social gatherings where 

certain types of food are shared, can impact adoption of self-care behaviors (Long and Weinert, 

1999). Language is another cultural aspect influencing health beliefs, especially among 

minorities. Language barriers can lead to misunderstanding of self-care recommendations and 
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expected self-care behaviors (Havraneck et al., 2015). For example, Latinas and African 

American women have reported previous health care discrimination experiences due to how they 

spoke.   

Social networks: A network of social relationships between groups of individuals 

involving social interactions that goes beyond the emotional aspect (Havraneck et al., 2015). 

Social networks impact health through the resources available for those in the group and the 

social interactions that influence self-care behavior. Individuals living long distances from the 

nearest health care services may benefit from the social support from the group members. Rural 

women first consult informal social networks for health needs before that can go to a heath care 

provider (Long and Weinert, 1999). This can also impact rural women health seeking behaviors 

by reinforcing self-reliance, therefore, resisting help from people who does not belong to the 

group.  

Socioeconomic position (SEP): The social and economic total measure of an individual’s 

positions in relation to others within the society based on education, income and occupation 

(Havraneck et al., 2015). Individuals who hold higher positions are advantaged and most of the 

times have control over distribution of available resources. The unequal control and distribution 

of resources leads to unequal distribution of diseases between those who are advantaged and 

have control and those who are disadvantaged and have less or no control within a society. Low 

socioeconomic position has been associated with high mortality due to CVD and high prevalence 

of CVD risk factors (Havraneck et al., 2015). Rural women have been reported to have low 

socioeconomic position as compared to their urban counterparts.  
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Resource availability: The process of allocating scarce human and material resources to 

make them available, accessible, affordable and appropriate for rural women such as specialty 

health care services, neighborhood social systems and neighborhood physical built (Havraneck et 

al., 2015; Long and Weinert, 1999). Many rural areas have poor access to the cardiologist 

because availability may be once a week or in some areas once a month. The geographic location 

of services and the hours the services are provided must be appropriate for rural women to allow 

utilization. Time spent away from work and transportation costs add up on out of pocket 

expenses. The distance to the health food markets make it challenging to eat heart healthy diet. 

Social environment includes aspects of social norms and psychosocial stressors, which impact 

rural women’s behaviors. Physical environment involves aspects of available health food stores 

and safe physical neighborhood built to enable adoption of health behaviors like physical 

activity.  

Summary 

Self-care is an important component of CAD secondary prevention for rural women 

following ICI; and also self-care is a system of person-environment interaction.  

Clinical practice guidelines for management of people with CAD recommend encouraging and 

motivating people who have undergone ICI to adopt these self-care behaviors: avoid risky 

behavior like smoking and excessive alcohol consumption; adhere to heart healthy diet; 

incorporate physical activity in their daily routines; monitor their blood pressure and blood 

glucose levels; adhere to medical regimen; and follow up with their doctors as required or access 

health care in a timely manner if symptoms recur (AHA, 2014). Adopting new behavior is a 

challenge in general, but it is even harder for rural women because of their rural living conditions 
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and rural health structures. The rural environment and the rural health systems influence rural 

women’s ability to initiate and adopt self-care behaviors. Although literature has reported the 

rural living conditions a challenging, rural women may not see these conditions as challenges.  

 Even though rural women may not see their rural environment as a challenge, 

epidemiological research on health has established the association between rural health 

disparities and rural living conditions. Rural women have high incidences of CAD, poor 

outcomes following ICI and higher death rates within a year following ICI as compared to their 

urban or suburban counterparts. The theoretical perspective for this study, which synthesizes 

SCDNT, rural health theory and social determinants of health intend to highlight the rural 

environment barriers to and facilitators of initiating self-care behaviors. Hence, the purpose of 

this qualitative descriptive study was to describe the self-care behavior experiences of rural 

women with CAD post-ICI. The study aims were: Specific Aim 1: Identify and describe self-

care behaviors initiated by these women after the intervention. Specific Aim 2: Identify and 

describe barriers and facilitators of self-care behavior change. Specific Aim 3: Compare and 

contrast self-care behaviors in subgroups of rural women based on type of procedure and age. 
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CHAPTER 2: LITERATURE REVIEW 

This chapter will present a synthesis of literature on self-management of chronic disease 

in rural women and their challenges. Because there were no specific articles about self-care in 

rural women with CAD following invasive coronary interventions, this chapter provides an 

overview of literature of self-care in rural women with chronic illness. Self-discipline, 

knowledge, coping with everyday stress, negotiating with family members and managing social 

significance of behaviors, especially selection of foods, have been found to be common 

challenges to the general population when making behavioral changes (Bellow, Epstein, & 

Parikh-Patel, 2011; Cudney, Sullivan, Winters, Paul, & Oriet, 2005; Nagelkerk, Reick, & 

Meengs, 2006; Perry, Rosenfeld, & Kendall, 2008; Sullivan, Weinert, & Cudney, 2003; 

Vanstone, Giacomini, Smith, Brundisini, DeJean, & Winsor, 2013). This literature review is 

grouped into the concepts that uniquely influence rural women’ self-care behaviors, which are: 

geography and rurality (resource availability and social networks), stress, culture, and 

socioeconomic position. These concepts magnify the identified common challenges in rural 

women. 

The definitions of rural and self-care presented in chapter 1 helped in identifying and 

grouping the articles in the literature search. Therefore, this literature review considered any 

study reporting participants residing in rural areas attempting to adopt any of the self-care 

behaviors; for example, physical activity, dietary modification, and smoking cessation. Equally 

important were the studies reporting the influence of rurality and social determinants of health 

(specifically rural geography, culture, and systems, socioeconomic status, and social support) on 

self-care behaviors or self-management of chronic disease. 
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Search Strategy 

 An electronic literature search was conducted on January 19, 2016 in Arizona Health 

Science Library (AHSL) top resources using PubMed using keyword “coronary artery disease” 

and “rural health” or “rural health services” included in the tittle or abstract. When “coronary 

artery disease” was searched alone, 44557 articles were produced. When “rural health” or “rural 

health service” or rural (Title/abstract) was searched 112935 articles were produced. Then both 

searches were combined with filters set as humans and female, which produced 51 articles. 

When “self-care” was added to the search, only one article remained. On January 26, electronic 

search was done using CINAHL and Google Scholar using the names of authors known to have 

done studies on cardiovascular disease in rural populations, self-care and self-management of 

chronic illness in rural populations. The authors were searched individually using their last 

names in the author’s section and “rural” and or “heart” in the title. Also, the reference list of 

identified reports and articles was searched for additional studies. A total of 19 articles were 

reviewed. Articles were excluded if they did not have rural participants or the participants were 

men only. 

Geography/Rurality 

Rural dwellers are more likely to be poor, older, have high numbers of smokers and 

obese people than urban dwellers (Craig, Weinert, Walton, & Derwinski-Robinson, 2006; Perry, 

Rosenfeld, Bennett, & Potempa, 2007; Perry et al., 2008). Rural women, specifically, have high 

incidences of chronic illnesses and also have high morbidity and mortality rates due to chronic 

illness like CVD, specifically CAD (Evans, 2010; Kim, Sillah, Boucher, Sidebottom, & 

Knickelbine, 2013). In addition to these tendencies, rural dwellers are exposed to limited health 
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resources; therefore, they have to manage chronic illness well by themselves (Cudney et al., 

2005; Perry et al., 2008). Geographic location, rurality in particular, exposes people to high level 

of disease risk due to isolation and lack of access to health care services (Brundisini, Giacomini, 

DeJean, Vanstone, Winsor, & Smith, 2013) Geographic isolation and rurality are associated with 

low socioeconomic status and contribute to poor utilization of preventive health care services 

(Brundisini et al., 2013; Craig et al., 2006; Dickson, McCarthy, Howe, Schipper, & Katz, 2013; 

Hamner & Wilder, 2010). Rurality contributes to vulnerability and marginalization among rural 

women, especially the elderly (Brundisini, 2013; Hamner & Wilder, 2010) Regional disparities 

create challenges for rural women to control risks and to follow health professional’s 

recommendations for management of chronic conditions (Brundisini et al., 2013; Hamner & 

Wilder, 2010; Slusher, Withrow-Fletcher, & Hauser-Whitaker, 2010). 

Rural women’s unique geographical characteristics include distance to the nearest provider, poor 

public transportation, social isolation, poor roads and unfavorable weather conditions that affect 

their ability to access care when needed (Brundisini et al., 2013; Hamner & Wilder, 2010; 

Slusher et al., 2010) 

Resource Availability 

There are very limited health care services in rural areas or there is none at all, 

particularly specialty care, which create a challenge to rural women who must deal with distance 

and transportation issues (Fahs et al., 2013; Weinert, Cudney, & Spring, 2008). Most rural 

communities have one health care facility, which provides services to other several closer rural 

communities (Brundisini et al., 2013; Evans, 2010; Hamner & Wilder, 2010; Kim et al., 2013; 

Slusher et al., 2010). Poor self-care and the risks of CAD are associated with lack of knowledge 
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about available resources, when and what services were offered, where and how to access these 

resources. Rural women would go to the available facilities, if they know about them, for 

treatment of minor ailments like cold. Kim et al, (2013) found that availability of recreational 

facilities had increased the physical activity of the rural community of New Ulm, Minnesota. 

Majority of the participants in this study achieved an ideal physical activity status. Poor 

nutritional intake was due to poor access to healthy foods, especially fruits and vegetables, 

estimated at more than 10 miles from the nearest grocery store (Kim et al, 2013; Slusher et al, 

2010). This poor nutrition leads to more CVD risk factors, obesity and overweight, diabetes, high 

cholesterol level and high blood pressure among rural women especially among African 

American rural women (Evans, 2010; Hamner & Wilder, 2010; Junehag, Asplund, & Svedlund, 

2014; Kim et al., 2013). Lack of health care resources to obtain recommended medications, 

equipment and required laboratory tests were also reported as barriers to self-management in 

people with diabetes and heart disease (Evans, 2010; Nagelkerk et al., 2006; Vanstone et al., 

2013). 

Traveling long distances for preventive care and for symptoms they considered minor 

was found not to be ideal by rural women (Evans, 2010; Hamner & Wilder, 2010; Kim et al., 

2013; Nagelkerk et al., 2006). Instead they self-managed symptoms and relied on others in the 

community they knew had similar symptoms or someone they relied on in times when they 

needed help. Self-reliance and trust among community members are some of the traits rural 

communities possess (Crosby et al, 2012), even though some of these traits can be barriers to 

health promotion. Even if rural women managed to get to the rural facilities, health care 

providers in these facilities have time and staffing barriers to ask rural women lifestyle and 
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behavioral questions important to CAD assessment. These barriers contributed to inability to 

provide education about self-care, healthy lifestyles and information on the risk of CAD 

unknown to rural women (Crosby et al., 2012). Poor access to health care services and poor 

quality of care provided in the available health care services influence rural women’s self-care 

behaviors. 

Social Networks and Social Support 

Social networks are very important to provide social support needed when dealing with 

chronic illness in rural areas where there is minimal or no resources (Craig et al., 2006; Cudney 

et al., 2005; Perry et al., 2007). Belonging to a group, either religious or social group is valued by 

rural women who are trying to initiate self-care behaviors to manage their chronic disease and 

promote health. The ability to talk to someone while making behavioral changes was found to 

influence the success in initiating that behavior in rural women. The restrictions that come with 

chronic disease management, impact rural women’s ability to participate in traditional social 

gatherings, which leads isolation and lack of social support (Craig et al., 2006; Cudney et al., 

2005). Due to fear of rejection by the group, rural women end up not following through with 

disease management programs, which then leads to poor outcomes. Rural women who belonged 

to walking group were able to improve their physical activity as compared to those who did not 

belong to a group (Perry et al., 2007; Perry et al., 2008; Walton, Craig, Derwinski-Robinson, & 

Weinert, 2004). 

 Long-term relationships with health providers are valued by rural dwellers, highlighting 

that rural dwellers prefer providers who talk to them on a personal level (Nagelkerk et al., 2006). 

Primary care providers who have been in a rural community for longer are trusted more than new 
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providers. These long-term providers may have the opportunity to know patients, their families 

and their social practices, allowing an opportunity to provide a patient-centered and 

individualized care. Interventional studies of rural women to improve their heart health by 

increasing dietary intake, physical activity and smoking cessation found that those who were 

personally visited by a nurse during the study had an improvement in these behaviors more than 

those who were not visited (Crouch, Wilson, & Newbury, 2011; Fahs et al., 2013). Also, 

individualized and tailored instructions specific to the required behaviors appropriate for rural 

women‘s daily living, were found to improve physical activity, dietary modification and smoking 

cessation in rural women (Crouch et al., 2011; Secker-Walker et al., 2000). Frequent individual 

counseling increased the success of rural women behavioral change as compared to no 

counseling at all (Crouch et al., 2011). Perry et al (2008) found that rural women who belonged 

to a walking group had improved physical activity and the increased chances of initiating and 

maintaining their physical activity as compared to those who received individualized counseling 

through motivational interviewing.  

Emotional Challenges 

Rural women tend to be exposed to more stress than their urban counterparts and rural 

men (Craig et al., 2006; Cudney et al., 2005; Evans, 2010; Perry et al., 2008; Sullivan et al., 

2003). Stress among rural women is mostly associated with traditional and cultural gender role 

and care-giving responsibilities. Juggling between family and self-care, in which usually self-

care behaviors are abandoned, leads to feeling frustrated and helpless.  

Few rural women have knowledge about how the combination of negative emotion (stress, 

depression, fear, sleep disturbance and low self-esteem), poor eating habits, lack of exercise and 
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smoking can increase the risk for high blood pressure and CVD. Geographic isolation and 

feeling of loneliness triggered depression, of which rural women did not want to take 

medications for (Sullivan et al., 2003). The worry about the distance and transportation to health 

care services, and the costs of the treatment for chronic illness, were associated with high levels 

of stress, anger, guilt and fear among rural women living with chronic illness (Brundisini et al., 

2013; Craig et al., 2006; Cudney et al., 2005; Sullivan et al., 2003). Above 80 percent of rural 

women in the studies had health insurance of some kind (Brundisini et al., 2013; Evans, 2010; 

Hamner & Wilder, 2010; Kim et al., 2013; Slusher et al., 2010). However, out of pocket cost 

associated with transportation to the health service provider was a problem, leading to rural 

women stressing and worrying. The worrying and stressing was found to be a barrier to utilizing 

health services leading to even more stress and high risk for health problems. Learning to take 

care of self, listening to their bodies, talking to family and friends, and being part of religious 

group or social support group helped rural women manage their day-to-day stress (Brundisini et 

al., 2013; Craig et al., 2006; Cudney et al., 2005; Evans, 2010). Stress was associated with the 

severity of chronic illness and the ability to effectively manage chronic conditions in rural 

dwellers.  

Culture 

Rural culture, which influences people’s beliefs, perceptions about illness and the label 

they give to symptoms, has a lot to with adopting self-care behaviors and chronic ill ness self-

management (Dickson et al., 2013; Slusher et al., 2010). Cultural beliefs and social norms 

influence other self-care behaviors more than others (Dickson et al., 2013; Nagelkerk et al., 

2006). For example, eating specific foods may have cultural significance even though the type of 
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food may not be recommended for some chronic illnesses. Perceptions of the family’s and 

community’s attitude toward women smoking had an influence on the success of rural women to 

quit smoking (Secker-Walker et al., 2000). This attitude was classified as women should not 

smoke. The core value of taking care of the family first before self is found to be an 

overwhelming experience by rural women who trying to do something for their health (Perry et 

al., 2008; Sullivan et al., 2003). Rural women end up feeling guilty if they take time out of their 

family time to exercise and end up feeling defeated and at a loss because they cannot find the 

balance. Rural culture can facilitate or serve as barrier to some of the self-care behaviors.  

Rural culture is a major influencing factor for rural women’s personal beliefs about the 

disease and perceptions about illness (Evans, 2010; Slusher et al., 2010). Rural women perceive 

being healthy as the physical ability to perform duties and house chores, which contradicts what 

health means from a medical perspective (Slusher et al., 2010). The meanings rural women 

attach to symptoms is influenced by their rural culture, social interactions and their familiarity 

with someone with similar symptoms (Evans, 2010; Slusher et al., 2010). Rural black women in 

Alabama did not engage in physical activity because of their cultural beliefs about physical 

activity (Evans, 2010). Rural culture also influences self-care actions among rural women and 

adoption of new behaviors.  

Rural culture influences rural women’s autonomy and communication styles and 

preferences (Vanstone et al., 2013). Communicating with rural women on a personal level is a 

serious matter when it comes to being adherent to medical regimens and disease management 

recommendations (Craig et al., 2006; Cudney et al., 2005). Some rural women reported not being 
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taken seriously when they report symptoms and not receiving the right treatment due to this lack 

of understanding (Craig et al., 2006; Cudney et al., 2005; Vanstone et al., 2013).  

Socioeconomic Position 

Low socioeconomic status, which is associated with high prevalence of smoking, is more 

common in rural dwellers than urban dwellers. Poor education, poor health literacy, living in 

poverty, poor living conditions and housing, social isolation and social status negatively 

influence rural women’s self-care (Kim et al, 2013; Slusher et al, 2010). Level of education 

among women is reported as below optimum (Dickson et al., 2013; Evans, 2010; Hamner & 

Wilder, 2010; Kim et al., 2013; Nagelkerk et al., 2006). Those with high education level are 

more likely to engage in self-care actions and go to a primary care physician than those with a 

high school diploma or without education (CDC, 2011; AHA, 2014). 

 Rural women do not have satisfactory knowledge about CAD and self-care compared to 

their urban counterparts, which increases their risk of CAD (Bennett et al, 2013). A reasonable 

number of women, estimated at approximately 70 percent in the studies, reported CAD as a 

health threat to women, but the majority did not associate the risk to them or to some actions 

they take or choices they make on daily basis (Brundisini et al., 2013; Evans, 2010; Hamner & 

Wilder, 2010; Kim et al., 2013; Slusher et al., 2010). Knowledge and awareness about CVD risk 

in women was associated with the ability to take necessary actions for prevention not only for 

themselves, but also for their families and others they provide care for (Crouch et al., 2011). Poor 

education level leads to lack of knowledge and understanding of diet plan for diabetes self-

management. Lack of knowledge and understanding of the disease process was listed as a 

number barrier to adherence to a diabetic diet (Nagelkerk et al., 2006; Vanstone et al., 2013). 
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Poor lifestyle choices are influenced by lack of education, lack of understanding, and lack of 

knowledge about expected self-care behaviors. Lack of knowledge and understanding of 

medication actions and side effects influenced rural people’s ability to take their medications as 

needed (Nagelkerk et al., 2006).  

Summary 

This literature review provided valuable information about rural women and adopting 

healthy behaviors to manage chronic illness and promote health. Adopting health behaviors can 

be challenging; it is even more difficult for rural women because of the unique rural living 

conditions and the influence of rural culture on perceptions of health and illness. Balancing 

between family responsibilities and illness self-management is the biggest challenge for rural 

women who are attempting to adopt self-care behaviors like physical activity and healthy eating. 

But little has been described on how rural women deal with these challenges daily. Crouch, 

Wilson and Newbury (2011) reported that rural dwellers were able to maintain physical activity 

for a short term but unable to maintain the behavior for long term. There was lack of explanation 

of why this lack of long-term maintenance of behavior.  

CVD by itself is a barrier to fulfilling family responsibility and traditional gender roles 

(Perry et al., 2008). Interventional programs to increase self-care behaviors among rural women 

reported social support and being part of a group while making self-care behaviors changes as 

helpful and increases chances of being successful. Although there is no study that compared the 

value of social support between rural women and urban women, the findings in this literature 

review indicate social support and social networks are valuable to rural women during the 

process of behavioral change. Losing these valuable asserts due to chronic illness leads to 
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isolation, stress and poor health outcomes. Zimmerman et al., 2012 found that rural dwellers 

were more physically active following CABG as compared to their urban counterpart. But tin 

this study the authors did not mention if social support had any impact on the increased physical 

activity among rural dwellers.  

Rural women have higher unemployment rates, lower educational level, higher rates of 

poverty, fewer health, economic and material resources, and live in isolation than their urban and 

suburban counterparts (Perry et al., 2008). These factors are unique challenges for rural women 

to initiate self-care behaviors like smoking cessation, physical activity and dietary modification. 

Rural women should be encouraged and motivated to initiate and maintain self-care behaviors 

following ICI (AHA, 2014). The effectiveness and success of self-care depends on rural 

women’s active participation in their own health care (Slusher et al., 2010)however, to be active 

participants, rural women need to be empowered with knowledge about their disease process, 

and the importance of self-care behaviors.  

Rural women reported the need for individualized tailored self-care behaviors appropriate 

for their rural daily living. However, there is lack of a comprehensive understanding of rural 

women's experiences of self-care behaviors in relation to initiating and maintaining self-care 

behaviors following invasive coronary interventions. Understanding the lived experiences of 

self-care following invasive coronary interventions is crucial in improving outcomes following 

these interventions and addressing the disparities. Interventional programs to help rural women 

adopt and maintain self-care behaviors over a long term period must be based on the realities of 

rural women’s day-to-day lives; what resources rural women believe would be most useful; and 

what they know as facilitators of and barriers to initiating self-care behaviors.  
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Therefore, the purpose of this qualitative descriptive study was to describe the self-care 

behavior experiences of rural women with CAD post-ICI. The study aims were: Specific Aim 1. 

To identify and describe self-care behaviors initiated by these women after the intervention. 

Specific Aim 2. To identify and describe barriers and facilitators of self-care behavior change. 

Specific Aim 3. To compare and contrast self-care behaviors in subgroups of rural women based 

on type of procedure and age.
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TABLE 1: Literature Table 

Author(s) and 
Year 

Study Purpose Samp
le and 
sampl
e size 

Concept 
addressed 

Self-care  
Behavior 

Summary of the findings Critique 

(Hamner & 
Wilder, 2010) 

To gain better 
understanding of 
CVD as a 
women’s health 
issue among 
Alabama women 
in rural county 

Rural 
Alaba
ma 
Wom
en 
free 
of 
CVD 
N=11
2 

Socioeconomic 
position  
Culture/beliefs 
Knowledge 

Knowledg
e and 
understan
ding 

Culture influenced 
women’s perceptions of 
CVD as a leading of 
course death, greatest 
health problem, and if 
they are likely to have 
CVD. 
Age is a predictor for 
CVD: Women less than 
55yrs have a slightly 
increased risk for CVD 
than women greater than 
55yrs old. 
Type of job and household 
income did not predict 
increase CVD risk, but 
level of education 
increased CVD risk. 
 

We know that as women age 
their risk of CVD increases, But 
these study findings are 
different. Did not explain why 
but assumed as women age, 
they become more aware of 
their risk and then take better 
care of themselves. 

(Dickson et al., 
2013) 

 Wom
en 
with 
Heart 
Failur

Socioeconomic 
position 
Social networks 
Health beliefs 
Resource 

Diet and 
medicatio
n 
adherence 

Culture is central to self-
care; that is, cultural 
beliefs, social norms 
influenced self-care. 
There is a significant 

Spiritualty- new variable to self-
care, which could be social 
networks and environment  
Barrier: Food good for the soul 
but not good for the heart 
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e  availability relationship between 
social support and self-
care. 
There is no relationship 
between poor self-care 
and age or length of time 
with the diagnosis. 
In this study social norms 
are a barrier to self-care. 
Illness is culturally 
constructed and symptoms 
are perceived and labeled 
in terms of cultural 
meaning. Cultural 
expectations of food 
preparation, the ability to 
participate in culturally 
based activities.  
Socioeconomic position- 
if the medications were 
free, people will take the 
medication.  

(Kim et al., 
2013) 

To assess the 
baseline 
cardiovascular 
health of rural 
New Ulm, 
Minneapolis, adult 
population 
targeted by the 
Hearts Beat Back: 
The Heart of New 

N= 
4754 
(58.3
% 
rural 
wome
n and 
41. 
7% 
rural 

 Smoking 
status, 
BMI, 
Physical 
activity, 
diet, total 
serum 
cholestero
l, blood 
pressure 

The ideal cardiovascular 
status was reached by the 
majority of participants 
for smoking status, 
physical activity levels, 
and fasting blood glucose. 
However, the majority 
were categorized as being 
of poor or intermediate 
health in BMI, fruit and 

Age influenced cardiovascular 
health, either negatively or 
positively. Those 60years old or 
more had poor physical activity 
compared to younger ones, had 
high levels of blood sugar, high 
cholesterol level and high blood 
pressure, but had high levels of 
non smokers and fruits and 
vegetable intake. Between men 
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Ulm (HONU) 
Project CVD 
prevention 
program using the 
AHA”s 
cardiovascular 
health metrics to 
add to the 
literature about the 
application of the 
AHA measures to 
a rural population. 

men) and 
fasting 
blood 
glucose. 

vegetable consumption, 
total serum cholesterol 
levels, and BP. 

and women, men scored high on 
physical activity and total 
cholesterol than women. 
Compared to their urban 
counterparts in the same state, 
rural participants were poor on 
fruits and vegetable intake and 
were less likely to meet the 
ideal body weight. 
Limited access to healthy foods 
and loss of health insurance was 
associated with poor health. 

(Slusher et al., 
2010) 

The purpose was 
to describe the 
health beliefs and 
self-care of 
Appalachian 
women; and 
describe the 
relationships 
among health 
beliefs, self- care, 
and the basic 
conditioning 
factors of 
Appalachian 
women.  
 

N= 
129 
Appal
achia
n 
rural 
wome
n 

Health beliefs 
basic 
conditioning 
factors (age , 
health state 
[presence/absenc
e of health 
problems], 
sociocultural 
orientation 
[ethnicity, 
church 
denomination, 
church 
attendance, 
education, 
occupation, 
social status], 
family system 
factors [marital 

Self-care Appalachian women do 
participate in self-care, but 
still there is a need for 
education on self-care 

Health state and health action 
Those who went to church more 
defined health as an action, 
whereas those doesn’t go to 
church define health as a state.  
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status, presence 
of children, 
number of 
children], 
environmental 
factors 
[urban/rural 
residence, state 
of residence], 
and resource 
availability and 
adequacy  
  

(Vanstone et al., 
2013) 

Literature review: 
To (a) examine the 
diet modification 
challenges faced by 
heart disease and/or 
diabetes patients; 
and (b) compare and 
contrast the 
challenges faced by 
patients who are 
members of 
vulnerable and 
nonvulnerable 
groups as they 
change their diet in 
response to clinical 
recommendations. 

 Social networks 
Health beliefs 
Resource 
availability 

Dietary 
modificati
on 
challenges 

Self discipline, 
knowledge, coping with 
everyday stress, 
negotiating with family 
members, and the social 
significance of food were 
found to be common 
challenges among 
vulnerable and non-
vulnerable populations 
with heart disease and 
diabetes. But vulnerable 
populations are exposed to 
additional barriers, which 
magnify these common 
challenges.  

Barrier: food not diet-
appropriate but are enjoyable 
and brought satisfaction. 
Some food are linked to a sense 
of identity and belonging 
Culture, health literacy, and 
clear communication with 
health providers are among the 
additional barriers exacerbating 
the common challenges.  
Gender role 

(Evans, 2010)  Rural 
Black 
wome

Cultural beliefs 
Social 
environment 

Physical 
Activity 
Smoking 

Most of the women in the 
study did not have more 
than a high school 

Inconsistencies about 
participant’s knowledge about 
what they are expected to do to 
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n 
N=20 

Social Networks Diet education, with annual 
income ranging from 
below 20K to 40K. 
Participants’ beliefs about 
having heart are 
influenced by their 
cultural and social 
environment. No behavior 
changes because they 
believed they are going to 
have heart disease 
regardless of what they 
do.  

prevent heart disease. Even 
though the level of education 
and income was mentioned, 
there was no mention of how 
these factors influenced 
participants’ knowledge about 
behaviors. This lack of 
knowledge among participants 
was not addressed.  

(Fahs et al., 
2013) 

Interventional 
study: To promote 
heart health of 
rural women 

Rural 
white 
and 
black 
wome
n 
from 
differ
ent 
states 

Rurality and 
behavior change 

Dietary 
intake, 
Physical 
activity, 
and 
Smoking 

Improved dietary intake 
fruits and vegetables in 
the group with nurse 
visiting than the group 
without visit.  
For the two groups their 
Framingham risk score 
improved.  

Individual counseling provided 
support and motivation to 
adhere to behaviors. 

(Brundisini et 
al., 2013)  

Literature review: 
Unique challenges 
for rural dwellers 
with diabetes and 
heart disease 

 Geography, 
access to care 
Resource 
availability, and 
culture 

Diet, 
Physical 
activity 
and 
smoking 

Socio-economic position, 
health beliefs, social 
networks, resource 
availability 

 

(Craig et al., 
2006) 

Spirituality, 
chronic illness, 
and rural life. 

Rural 
popul
ations 
86% 

Spiritualty: 
social support, 
hope and 
depression 

Health 
behaviors: 
smoking, 
alcohol 

Spiritualty alone does not 
impact the health 
behaviors and disease 
management. Social 

This was a quantitative study 
using surveys, which were 
mailed to participants. 
Participants self-reported that 



 
 
 
 

 

49

rural 
wome
n 

consumpti
on, health 
checkups, 
physical 
activity 
and illness 
managem
ent 

support received from 
belonging to a religious 
group offered hope and 
positive thinking allowing 
individuals to overcome 
adversities. Regardless of 
the illnesses, participants 
in this study were ale to 
reach out to someone if 
there was a need and 
improved their illness 
management. 

they have frequent health check 
ups, less alcohol consumption 
and  
Low levels of smoking. But, 
rural populations are known to 
have higher levels of smoking 
and drink alcohol heavier.  
 
 
 
 
 
 

(Cudney et al., 
2005) 

Interventional 
study: Chronically 
ill rural women: 
self-identified 
management 
problems and 
solutions. 

Rural 
wome
n 
with 
chron
ic 
illnes
s 

Providing 
information and 
support 

Helping 
yourself, 
combating 
stress, 
eating 
right, 
managing 
fatigue, 
exercising 
for 
fitness, 
fighting 
and 
preventin
g illness, 
facing 
women’s 
issues, 
communic

Difficulty in carrying 
through with self-
management programs. 
Negative fear and 
feelings, poor 
communication with care 
providers, and disturbed 
relationships with family 
and friends. 
Few concepts were 
addressed her: 

availability of resources 

including access to fruits 
and vegetable, distance to 
the health care provider, 
getting information 
needed to manage their 
illness which could 
minimize the feeling of 

Success and failures were 
mentioned and written for the 
group, but what influenced the 
failures and the success was not 
mentioned.  
Women believed they are not 
taken seriously and they do not 
get the right treatment. 
There was nothing to measure if 
this support was effective, 
looking their illness  
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ating with 
your 
health 
care 
provider, 
relating 
with 
others 

helplessness, and trusting 
relationships with health 
provider. 

Work beliefs and health 

beliefs: misunderstanding 
by family and friends.. 
Social networks: feeling 
isolated due to rejection 
by friends because of the 
demands of the disease. 

(Nagelkerk et 
al., 2006) 

The purpose of 
this study was to 
describe the 
perceived barriers 
and effective 
strategies patients 
use in self-
management. 

Rural 
adults
, not 
specif
ic to 
wome
n 
N=26 

 Diet, 
medicatio
n 
accessing 
health 
care 
resources 

Lack of understanding and 
knowledge about diet, 
medications and available 
resources was ranked a 
number one barrier to self-
management.  
Lack of individualized 
care and using the 
language that people did 
not understand, leading to 
frustration and 
helplessness. 
Effective strategies: 
relationship with health 
care provider was ranked 
number one for adherence 
and compliance with 
required behavior. 
Maintaining a positive 
attitude, social support 
and having a scheduled 
routine of specific 

Lack of understanding and 
knowledge was a barrier to 
adopting a diabetic diet, 
adhering to the prescribed 
medications and using the 
available resources, which 
include attending group 
educational meetings. 
Therefore, using self-
management strategies that 
were ineffective leading to 
frustration and helplessness. 
Cost of medications and time of 
educational sessions was found 
to influence people’s interest in 
adhering to these behaviors.  



 
 
 
 

 

51

behaviors. 
 

(Bellow et al., 
2011) 

To assess the 
prevalence of 
lifestyle risk 
behaviors 
associated with 
coronary heart 
disease (CHD) 
among California 
adults who have 
CHD. 

29,14
8 
adults 
from 
2005 
throu
gh 
2008 
(men 
and 
wome
n and 
not 
specif
ic to 
rural) 

In the data 
analysis Age, 
ethnicity /race 
and level of 
education were 
used as 
independent 
variables to 
control as 
confounding 
variables for 
diagnosis but not 
for lifestyle 
behaviors, 

Lifestyle 
behaviors 
after 
being 
diagnosed 
with 
CHD: 
smoking, 
weight, 
physical 
activity 
and fruit 
and 
vegetable 
consumpti
on. 

People who were 
diagnosed with CHD were 
as likely to smoke, be over 
weight/ obese and not 
engage in ideal physical 
activity as those who were 
not diagnosed with CHD. 
Poor consumption of fruit 
and vegetable was 
reported the same for 
those with diagnosis and 
for those without 
diagnosis of CHD.  

The study used cross-sectional 
data from Centers for Disease 
Control and Prevention (CDC) 
Behavioral Risk Factor 
Surveillance System (BRFSS) 
from California. The data from 
the BRFSS does not mention 
when the people wee diagnosed 
with CHD ; and also does not 
report the factors that influenced 
behavior. This data is only from 
participants with landlines, 
those using cell phone only or 
those without telephone are not 
included in the survey, which 
may exclude those who cannot 
afford the landline and the cell 
phone and those who do not a 
phone at all.  
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(Zimmerman, 
Barnason, 
Schulz, 
Nieveen, and 
Tu, 2012) 

To compare early 
recovery of elderly 
patients following 
coronary artery 
bypass surgery by 
geographic 
location 
(urban/rural) on 
physical 
functioning and 
physical activity. 

124 
adults
, 83% 
men 
and 
17% 
wome
n. Of 
the 
total 
sampl
e 67 
men 
and 
11 
wome
n 
were 
from 
rural 
areas. 
 

No influencing 
factors were 
discussed. 

Physical 
activity 
and 
physical 
functionin
g 

No significant differences 
between rural and urban 
for physical functioning. 
Significant differences 
between urban and rural 
for physical activity, 
where rural group had 
more physical activity 
than urban group. But this 
was associated with the 
fact that a large proportion 
of rural sample was men 
who were still 
working/employed. 

7 days post surgery is very soon 
to determine physical activity. 
 
Due lack of standardization of 
urban/rural geographic locale 
there is inconsistencies in the 
observation of poorer health 
outcomes in rural areas. 
Rural dwellers view farm work 
as exercise, which could lead to 
higher physical activity in rural 
than in urban participants. 



 
 
 
 

 

53

(Crouch et al., 
2011) 

To determine the 
effectiveness of 
primary health 
education or 
intervention 
programs for 
cardiac risk 
reduction in 
healthy women 
living in rural 
areas. 

Litera
ture 
revie
w of 
studie
s with 
rural 
wome
n as 
partic
ipants
.  

 Blood 
pressure, 
dietary 
modificati
on and 
smoking 

A tailored newsletter to 
improve physical activity 
in rural women with high 
blood pressure was 
effective for a short term 
(6 months), but this effect 
was no sustained over a 
long term, Computer 
tailored dietary 
intervention was more 
effective than a generic 
form of instructions. 
Interventions to improve 
physical activity were 
successful in improving 
women’s daily physical 
activity over a period of 2 
years. Providing Support 
for women to quit 
smoking was found to be 
effective than trying to 
quit smoking without 
support 

Primary prevention is less 
effective than secondary 
prevention. Knowledge and 
awareness of the disease 
process and preventive 
measures was associated with 
positive lifestyle changes.  
Inconsistencies were found in 
sustaining behaviors for a long 
term was not possible for all 
physical activity and dietary 
modification.  
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(Perry et al., 
2007) 

Interventional 
study to test Heart-
to-Heart (HTH), 
which integrated 
individual-oriented 
strategies, 
including 
motivational 
interviewing, and 
group-based 
strategies, 
including team 
building, 12-week 
walking program, 
designed to 
increase fitness 
through walking in 
rural women.  

42 
rural 
wome
n 
20 in 
the 
interv
entio
n 
group 
and 
22 in 
the 
contr
ol 
group 

Social support 
(Individual 
Motivational 
interviewing and 
group based 
walk) 

Physical 
activity 

Combining group- based 
and individual-oriented 
strategies is an effective 
approach to ultimately 
increasing fitness in rural 
women. 
No improvement in 
physical activity self-
efficacy. 
 
Increase social support 
provided to the 
interventional group has 
influenced rural women’s 
physical activity. The 
women valued the group 
interaction. 

Time for the intervention should 
fit the women’s complicated 
schedules. 
Sampling may have impacted 
the self-efficacy results because 
the women were included in the 
study if they were interested in 
improving their physical 
activity. 

(Sullivan et al., 
2003) 

To offer computer 
support and 
information and 
evaluate its effect 
on the women’s 
psychosocial 
health. 

60 
rural 
wome
n 
diagn
osed 
with 
either 
cance
r, 
diabet
es, 
rheu
matoi

Computer based 
social support to 
manage chronic 
illness 

chronic 
illness 
managem
ent 

Rural women reported 
illness management as 
living with constant pain, 
fatique/sleep disturbances; 
living with the emotions 
of depression, fear, 
frustration, 
loneliness/isolation and 
guilt. They dealt with 
these challenges through 
humour, hope, and 
courage to face the 
physical and emotional 
challenges 

The women in this study used 
humor, keeping a positive 
attitude, hope and courage to 
deal with the day to day 
challenges of rural living. 
Accessing health care services 
was associated with the felling 
of frustration, costly. The 
chronic illness lead to isolated . 
The computer base intervention, 
provided social support.  
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d 
diseas
es, or 
multi
ple 
sclero
sis. 

(Perry et al., 
2008) 

To describe rural 
women’s barriers 
and motivators for 
participation in a 
walking program 

Rural 
wome
n  
N= 
20 

Self-efficacy and 
social support 

Physical 
activity 

Barriers: balancing 
family and self, chronic 
illness gets in the way of 
routine, and illness or 
injury breaks routine. 
Facilitators: being part of 
a group, group 
camaraderie, learning, 
pacesetter, seeing 
progress, energizing, and I 
am a walker 

Commitment to the group 
provided Self-efficacy to keep 
going to the walking groups. 
Belonging to a walking group 
provided social support in terms 
of discussing the challenges and 
learning the successful ways of 
dealing with these challenges.  
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(Secker-Walker 
et al., 2000) 

To reduce the 
prevalence of 
smoking among 
women aged 18 to 
64 years, with 
special emphasis 
on lower-income 
women of 
childbearing age, 
among whom 
smoking was most 
prevalent. 

Rural 
wome
n 

Social support Smoking 
Cessation 

Participation of the county 
for developing and 
implementing their annual 
plan was found to be an 
important feature in 
supporting women who 
wanted to quit smoking. 
The communities help 
identify multifaceted 
program, involving 
support systems, health 
professionals, educa- tors, 
worksites, and the media, 
provided read- ily 
accessible targeted 
cessation resources to 
potential quitters 
throughout the counties. 

This is a community based 
participatory interventional 
study. Out of the studies, this is 
the only study that involved 
community members to develop 
interventions that are suitable 
for the community.  
 

(Yates et al., 
2012) 

To examine the 
patterns of change 
overtime in 
healthy eating 
habits in rural 
midlife and older 
women in response 
to one year health-
promoting 
intervention, and 
to examine what 
determinants 
influence those 
changes during the 

Rural 
wome
n 
N=22
5 

Self-efficacy and 
social support 

Dietary   Family support in combination 
with a tailored newsletter for 
healthy eating was found to be 
more significant in adopting and 
maintaining healthy behavior 
overtime. 
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intervention and 
follow-up. 
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CHAPTER 3: METHODOLOGY 

This chapter introduces the study design, provides an overview of qualitative 

description and its theoretical roots, and describes how this methodology benefits this 

study. The recruitment methods, sampling plan, data collection and management 

procedures, human subject protection methods, and methods used to ensure rigor and 

trustworthiness are addressed.  

Design Overview 

The purpose of this study was to describe the self-care behavior experiences of 

rural women with CAD post-ICI. Qualitative inquiry was an appropriate approach for this 

study because it allowed the discovery and understanding of a phenomenon using 

language as a communication vehicle. This methodology helped to provide a detailed 

account of the self-care behaviors experiences in rural women, which is a phenomenon 

that is difficult to express with quantitative research (Corbin & Strauss, 1990). 

Qualitative design seeks to reveal and convey deep insight and understanding of the 

concealed meaning of everyday experiences of participants. The standards of qualitative 

research are about the real world significance of the questions asked and the extent of 

participants’ involvement in the research (Sandelowski & Barroso, 2003). Researchers 

use empirical materials to provide rich descriptions and interpretations of the 

phenomenon under study. Participants’ language was used in the interpretation and 

phrases were quoted within the descriptions.  

The study used qualitative description (QD) design to elicit individual woman’s 

story and identify common patterns of behavior and themes; therefore, self-care behavior 
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experiences including barriers and facilitators were identified. QD design was the optimal 

choice for interpretation with low-inference, requiring researchers to stay closer to their 

data and to present realities of the phenomenon in everyday language (Sandelowski, 

2000). QD allowed straightforward basic descriptions and less theorized nature of actions 

and experiences, for example, self-care behaviors of rural women with CAD. QD design, 

in contrast with other qualitative designs (grounded theory or phenomenology) was 

minimally encumbered by pre-existing theoretical and philosophical commitments 

(Sandelowski, 2000). QD followed the ways of naturalistic inquiry by using techniques 

that allowed the phenomenon to present itself as it would if it wasn’t under investigation. 

These techniques facilitated production of a comprehensive summary of actions or 

experiences in their everyday lives. QD was the first step to gather more knowledge 

about self-care behavior experiences of rural women following invasive coronary 

interventions. 

Sample 

Sampling and Sample Size 

The sample was drawn from rural women of all ethnicities who understood 

English and lived in rural Arizona, specifically Cochise (Benson, Bisbee and Willcox), 

Pima (Catalina and Marana), and Pinal (Mammoth, Oracle and San Manuel) counties. 

Rural women were at least 30 days and a maximum of six years post-procedure. Rural 

women in these counties were chosen because they are underserved and have a tendency 

of being discriminated in other context such as health disparities. Purposeful sampling 

was used and continued until data saturation occurred. Miles, Huberman and Saldana, 
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(2014) suggests that a sample of 20 provide robust findings in qualitative studies. 

Samples of this size are sufficient to adequately capture the range of issues relevant to the 

phenomenon under study, to ensure credibility and trustworthiness of the findings and 

achieve data saturation.  

Inclusion criteria: Participants were at least 30 days and six years post procedure, 

ages 35years and older, and spoke and understood English. They were also willing to 

participate in a voice-recorded semi-structured interview lasting for 60 minutes. 

 Exclusion criteria: Rural women with cognitive impairment, depending on 

others for their care, and institutionalized in long-term care facilities were excluded. 

Cognition was deemed impaired if the woman was unable to verbalize understanding of 

the purpose of the study and unable to provide written informed consent (Rosenfeld et al., 

2015). All those who were interested were screened for eligibility using the eligibility 

screening script (see Appendix B). Although these identified communities may have a 

large number of women who do not understand English, Creswell, (2013) recommends 

that new researchers conduct research in their primary language.  

Settings and Demographics 

The demographic information provided below is according to the United States 

Census Bureau QuickFacts, 2016. 

Cochise County: The estimated Cochise county 2015 population was 126,427 

based on the 2010 population census (United States Census Bureau, 2016). The land area 

in square mile is 165,69 with 21.3 persons per square mile. Of the total population, 17 

percent is 65 years and older and 49 percent is female. Total minority population is 45 
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percent with 35 percent being Hispanic or Latino and 4.7 percent Black of African 

American. Twenty eight percent of households speak a language other than English. 

Eighty six percent graduated form high school and only 23 percent had college degree. 

Of the people younger than 65 years, 11.4 percent lives with disability and 18% have no 

health insurance. This report did not report unemployment rate, but Cochise County 

Community Health Assessment (CCCHA) reported 4.9 percent of unemployment rate in 

2005 (CCCHA, 2012). The average commuting time to work is 19 minutes within the 

county and there is no public transportation. Income per capita is $23.552 with 19 percent 

living in poverty. Diseases of the heart were the leading cause of death in Cochise County 

in 2008. There is Benson hospital in Benson, Copper Queen Community Hospital in 

Bisbee, and Northern Cochise Community Hospital in Willcox, which do not have 

cardiologists. Patients are transported by ambulance for 45 minutes to an hour or by 

helicopter for 20 to 30 minutes to Tucson for advanced cardiac care and cardiac 

procedures.  

Pinal County: The estimated Pinal county 2015 population was 406,584 based on 

the 2010 population census (United States Census Bureau, 2016). The land area in square 

mile is 5,365.61 with 70 persons per square mile. Of the total population, 14 percent is 65 

years and older and 48 percent is female. Total minority population is 35 percent with 29 

percent being Hispanic or Latino and 4.9 percent Black of African American. Twenty one 

percent of households speak a language other than English. Eighty five percent graduated 

from high school and only 18 percent had college degree. Of the people younger than 65 

years, 9.1 percent live with disability and 20 percent have no health insurance. The 
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average commuting time to work is 31 minutes either within or outside the county of 

residence. About 0.2 percent of workers commute to work by public transportation, 

which is very limited. There is 11 percent unemployment rate and 18 percent of people 

living in poverty with income per capita of $20,983 (Florence Special Area, 2011; United 

States Census Bureau, 2016). Pinal County is located in the central part of Arizona, 

between the largest metropolitan regions Phoenix and Tucson; with Maricopa and Casa 

Grande as the cities. People either drive to Phoenix or Tucson for cardiac care. There is 

no hospital within the county, but there is a clinic in San Manuel where two cardiologists 

go once a month each on a different date. People from Mammoth visit the doctors in San 

Manuel. There is a community center in Oracle, but none of the cardiologist go there. 

People from Oracle travel 17 miles to Northwest Medical Center Oro Valley for cardiac 

care services.  

Recruitment  

Four different recruitment strategies were used for this study. Recruitment flyers 

(Appendix A) were posted in the patient’s waiting areas of local cardiologists clinics 

within the identified communities. The recruitment flyers were posted at community 

gathering places such as community centers, city halls and community post offices. 

Recruited participants were asked to refer friends and family members who met the 

criteria for the study using the recruitment flyer. There was no response from these 

recruitment strategies; therefore, the primary investigator went to the cardiac clinics with 

the cardiologist on the days of the clinics and personally gave women the recruitment 

flyers. On arrival to the clinic, the primary investigator spoke to women who came to the 
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clinic and gave them the recruitment flyer. Those who were eligible were screened right 

away using the eligibility script for inclusion and exclusion criteria (Appendix B). 

Women who qualified and verbally agreed to participate were given the option to be 

interviewed on the spot or setup an appointment to be interviewed at a later date, time 

and place of their convenience.  

Informed Consent 

Women who chose to be interviewed on the spot were taken to a private room 

before or after their appointment with the doctor. The study was explained in details, the 

consent form was explained line by line before participants could sign. Women were also 

given the opportunity to ask questions or withdraw if they wanted to before signing the 

consent. After agreeing they signed two copies of the consent; one copy for the primary 

investigator and the other for them to keep (Appendix C). After signing the consent, a 

semi-structured interview was conducted and voice recorded on the primary investigator 

‘s personal password protected iPhone. Hand written field notes were taken during the 

interviews.  

Women who chose to be interviewed at a later time, requested appointments on the 

same day but in their homes after they left the doctor’s office. On arrival to their homes, 

same informed consent procedures were followed before conducting the semi-structured 

interview. Nine women were chose to be interviewed on the spot and one woman was 

interviewed in her home. 
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Data Collection Procedures 

Individual woman’s self-report were the source of data for this study. Data were 

collected through a face-to-face semi-structured interview. Information gathered from 

participants was in two sections: the demographic and clinical questions and the 

interview guide (Appendix D). The interview started with the interview guide questions 

followed by the demographic and clinical questions. During the interview, participants 

were asked to provide in-depth descriptions of their self-care behavior experiences 

following ICI and the primary investigator took hand written field notes, which were 

saved as part of data. Each face-to-face interview took 25 minutes on average (15-30 

minutes) to complete and was voice recorded. The interview began with the opening 

statement that focused on rural women’s self-care behavior experiences and also created 

a casual atmosphere. The same opening, grand tour-question was used with each 

participant: “I am interested in how rural women who had some type of cardiac treatment 

take care of themselves after they return home. Please talk freely while you explain to me 

your self-care experience. After you finish I may ask questions to clarify some things.” 

The reminder of the interview flowed freely depending on the responses to this first 

question. Subsequent questions were asked to verify, clarify, and amplify the experiences 

described by the participant. 

Hand-written field notes were identified with each interview’s identification 

number. Although not all interviews had hand written field notes, they described 

pertinent information about participants, for example, their mannerism and reflective 

thoughts. 
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Human Subjects Protection 

Permission was obtained from the University of Arizona Institutional Review 

Board before starting recruitment. This study did not have potential physical harm or 

direct benefit to the participants. On one occasion during the interview, a participant was 

tearful, but requested to continue with the interview when asked if she wanted to stop or 

reschedule.  

Privacy and Confidentiality 

Privacy: Participation in the study was voluntary. The initial plan was for 

participants to call the number provided on the recruitment flyer, which was going to be 

the initial conversation to determine eligibility. But, this plan did not work. Participants 

were approached by the primary investigator at the cardiologist’s clinic after they 

checked in and were placed in a private room waiting for the doctor. After eligibility was 

determined, the interviews took place in that private room or at the participants’ homes. 

The interviews did not take place in restaurants or coffee shops. 

Confidentiality: For participants who were interviewed at the clinics, their 

telephone numbers were not requested. Those who were interviewed in their homes were 

asked for their home telephone numbers, which was used to confirm the date, time and 

place for the research interview. This information was not part of research data. It was 

kept in a separate file and saved in a locked briefcase. During transit, documents were not 

left in the car and they were on a password protected personal iPhone. The hand written 

field notes and edited copies were de-identified and kept in a locked case, with a 

passcode to open it and were accessible only to the primary investigator. All data were 
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identified by codes; participants’ names and other identifying information associated with 

data were not used. During transcription of the audio recording, identifying information 

such as the town, the community and the doctors’ name were deleted. Information 

obtained during the interview was encrypted and password protected to protect 

participants’ information. 

 The voice-recorded data will be destroyed at the end of the study. The consent 

form will be stored at a safe place and for a period per University of Arizona’s policy. All 

de-identified transcripts and Atlas.ti data files will be saved in the primary investigator’s 

password protected electronic device until all publication and dissemination of 

information is complete. The permission letters from the cardiologists’ clinics will be 

kept in a locked briefcase by the primary investigator until publication and information 

dissemination is complete. 

Data Management Procedures 

The primary investigator transcribed the voice-recorded interviews by verbatim 

into Microsoft Word (MS-Word) documents within a week. Identifiers were removed. 

The transcriptions were then proofread with voice-recorded interviews to ensure that they 

were accurate; any errors noticed were corrected at that time and more notes taken. The 

MS-Word documents were numerically coded to differentiate each interview without 

using participants’ names or other identifying information. All notes taken during and 

after interviews were also transcribed into MS-Word documents to be used as part of data 

for analysis and reference. All written memos about the design and analytic coding, 

categorizing and data comparison decisions were saved as part of audit trail (Lincoln & 



 67

Guba, 1985). Demographic and clinical information was transcribed into a Microsoft 

Excel spreadsheet using the numeric codes.  

Atlas.ti Mac (Version 1.5.2), qualitative research software, was used in the study 

for data manipulation and management. The MS-Word documents were imported into 

this software for coding during data analysis. The Mac laptop was a personal property of 

the primary investigator and it is secured by login username and password. 

Data Analysis Strategies 

Data analysis for this study involved 4 steps: theoretical coding based on study 

specific aims; open coding within the three larger codes (self-care behaviors, barriers, 

facilitators and other if necessary); data display; and interpretation of data. After the first 

three interviews were transcribed, to prepare for data analysis the primary investigator 

listened repeatedly to the voice-recorded interviews, read and reflected upon transcribed 

data. The transcripts were sent to the dissertation chair to verify if the primary 

investigator was addressing relevant areas of self-care behaviors experiences during the 

interviews. Interview questions and the style in which the primary investigator was 

conducting interviews were modified. The primary investigator was also coached on how 

to ask open-ended questions during the interviews, without following a checklist on the 

interview guide and prompt questions. 

Analysis for this study started with theoretical coding, during which data were 

fractured to identify and define codes using categorical names using etic coding 

according to specific aims. Data were fractured into four codes, which were self-care 

behaviors, barriers, facilitators, and other if needed. After achieving 90 percent of the 
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inter-coder reliability, a codebook was established with unique definitions for each of the 

four codes.  

Open coding was then done within each of these four larger codes to better 

specify or expand understanding of each. At that point, data were coded and labeled with 

the words used by participants to describe their self-care behaviors (emic coding). In this 

phase, data were analyzed line-by-line and grouped into categories that permitted themes 

to emerge. Examples of emic codes are: “avoided salt,” “walked in the grocery store,” 

“tired,” and “ asked my husband to call 911”.  

Analysis continued by noting relationships and patterns within and between codes, 

resulting in condensation or abstraction into “etic” (theoretically-labeled) categories. At 

this point, inter-coder reliability was established and a codebook with definitions was 

developed. Categorical properties (frequency, intensity, duration, extend) were identified 

at this time. The associations allowed relevant patterns, interactions and connections to 

emerge in the succeeding interviews to achieve saturation (Bell, Koithan, DiToro, & 

Ronan, 2005). The primary investigator met with the dissertation chair once a week to 

verify and validate the themes and categories identified. Also, the primary investigator 

met with the dissertation chair and one other committee member to guide in the 

interwoven process of data collection and data analysis to ensure credibility. 

Data displays were used to organize compressed information that  were then used 

to compare and contrast patterns and relationships within and between subjects’ data . 

Once the initial analysis was complete, data displays were created based on study aims, 

which are defined, linked, refined, and integrated to identify their relationships. The 
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subcategories were hypothetically related to a category with statements denoting the 

nature of the relationship between them and the phenomenon. Each category is compared 

to its subcategory for different patterns to add depth to the phenomenon without 

variation.  

To address study aim 1, there were six pre-defined self-care behaviors. After the 

themes from the individual interviews were identified, first-order data matrix was 

constructed to examine patterns of similarities and differences in self-care behaviors 

experiences (Figure 2). To address specific aim 2, after open coding was done within the 

two larger codes (Barriers and Facilitators), themes were identified and given theoretical 

code names. First order matrices were constructed for each of the larger codes (Figure 3 

and Figure 4). There were two components of specific aim 3, which were participant’s 

type of procedure and participant’s age. A third-order matrix was constructed to display 

the findings in participants’ type of procedure (Table 3), but this type of matrix was not 

appropriate for displaying the findings for participant’s age (Table 4).  

Rigor and Trustworthiness 

For this study, Lincoln & Guba’s criteria to evaluate the scientific rigor and 

trustworthiness of the study were used. Truth-value refers to findings that accurately 

portray the participants’ expressed reality. The truth about the reality of rural women in 

the study was confirmed through the iterative process between data collection and data 

analysis and frequent meetings with the dissertation committee chair. Credibility 

addresses concerns about faithful descriptions or interpretations of the human experience 

that have been studied. This was maintained through the iterative process of going back 
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and forth between data collection and data analysis, spending prolonged time and 

building rapport with participants at the cardiology clinic (Lincoln & Guba, 1985). 

Applicability in QD is ensured throughout the process of data collection and data analysis 

by thick description including sample specifics and characteristics. Consistency was 

ensured by keeping audit trails of the decisions made throughout the study about the 

design and analytic coding, categorizing and data comparison, which are available for 

peer review. Neutrality refers to the freedom from bias, which was maintained by 

bracketing and establishing auditability during data collection and data analysis.  

Confirmability was achieved through truthful representation of rural women’s self-care 

behavior experiences. During semi-structured interview participants were asked for 

clarification if there was a misunderstanding. 

Summary 

This chapter described the design overview of the research method used, qualitative 

descriptive, including recruitment methods, sampling method, participants’ 

demographics, data collection procedures, data management procedures, data analysis 

strategies, human subject protection, and methods used to maintain rigor and 

trustworthiness. Lincoln & Guba’s criteria to evaluate the scientific rigor and 

trustworthiness were used. Qualitative descriptive design allowed straightforward basic 

descriptions and less theorized nature of self-care behaviors experiences of rural women 

with CAD who has undergone ICI. The design also allowed understanding of these 

experiences according to rural women’s daily lives. The next chapter will present the 

descriptions, including words used by rural women. 
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CHAPTER 4: FINDINGS 

Introduction 

The purpose of this study was to describe self-care behavior experiences of rural 

women with CAD post-invasive coronary interventions defined as percutaneous coronary 

intervention (PCI-- balloon angioplasty with or without stent placement) and coronary 

artery bypass graft (CABG). Three specific aims for this research were: Specific Aim 1. 

Identify and describe self-care behaviors initiated by these women after the intervention. 

Specific Aim 2. Identify and describe barriers and facilitators of self-care behavior 

change. Specific Aim 3. Compare and contrast self-care behaviors in subgroups of rural 

women, based on type of procedure and age. 

Sample 

Twenty-eight women were screened for this study; one woman said she would call 

back but never called; one woman called back but she did not have a coronary 

intervention; six women refused to participate; two women were Spanish speaking only; 

and seven women were excluded because they were either less than 30 days or more than 

six years post-procedure. One woman was consented, but the interview was terminated 

early because during the course of the interview she started to fall asleep and it was also 

determined that her husband was her caretaker. Table 2 displays the demographic 

information of participants in this study. The study was comprised of 10 rural women 

ranging from age 56 to 88 years old (mean =77.6 years). Nine women were from Cochise 

County and one woman from Pinal County. 
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TABLE 2. Participant Demographics 

Participant Age Marital status/Living conditions Type of procedure Duration post procedure 

P01 75 Married Stents 1 year 

P02 74 Married Stents 7 months 

P03 88 Widowed/Son CABG 6 years 

P04 72 Widowed/Son and elderly mother Stents 5 years 

P05 81 Married Stents 6 years 

P06 88 Widowed/Alone Stents 5 years 

P07 77 Married CABG 3 years 

P08 77 Widowed/Alone CABG 6 years 

P09 56 *Married Stents 6 years 

P10 88 Married Stents 9 months 

CABG: Coronary Artery Bypass Graft. * Was widowed before. All women who are married lived with their husbands.
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Specific Aim 1: Descriptions of Self-Care Behaviors of Rural Women 

For this qualitative descriptive study, self-care was defined as the ability of rural 

women to independently and purposefully initiate and adopt the following behaviors to 

promote and maintain cardiovascular health: adhere to heart healthy diet; incorporate 

physical activity in their daily routines; cease smoking; monitor their blood pressure and 

blood glucose levels regularly; adhere to medical regimen; and follow up with their 

doctors as required or access health care in a timely manner if symptoms recur (AHA, 

2014). 

This paragraph discusses the way findings are presented. The findings are 

presented in order of preference by participants and in order of frequencies. Heart healthy 

diet and physical activity are presented first because that is what participants talked about 

most when describing their self-care behaviors post invasive coronary interventions. The 

words “woman or women” and “participant or participants” are used interchangeably. 

Findings from the study will help us understand these rural women’s perspectives 

about self-care behavior experiences following ICI. Participants in this study stated that 

they returned home after their procedure and “did what they had to do” for their overall 

wellbeing to move on with their lives; however they did not mention their heart health. 

Six pre-defined self-care behaviors to promote and maintain cardiovascular health were 

studied. After data were theoretically coded with the larger code of self-care behavior, 

open coding was done within this code. During this open coding, participant’s words 

were grouped into the pre-defined self-care behaviors. See Figure 2.  
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     Self-Care Behaviors of Rural Women Post-ICI 

Physical 

Activity 

Heart Healthy 

Diet 
Smoking 

Medical 

Regimen 

Follow up/ Access 

Care 

Walking (n=8) 
Housework 
(n=3) 
Shopping (n=2) 
Crochet (n=1) 
Water flowers 
(n=1) 
No activity (n=2) 
 
 

Avoid salt (n= 4) 
Meat with no fat 
(n= 4) 
Vegetables and 
salads (n= 3) 
Changed after 
procedure (n=3) 
Eat what I like 
(n=1) 
Get what I want 
(n=1) 

 

Yes (n=0) 
Quit (n=3) 

Never (n =7) 

Adherent (n=8) 
Non-adherent 

(n=2)  

Follow up 

(n=10) 

Check BP and BG 

May or may not 

check  

FIGURE 2. Self-Care Behaviors of Rural Women Post-ICI 

BP: Blood Pressure. BG: Blood Glucose. 
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Heart Healthy Diet 

The study participants did not have easy access to heart healthy foods, but this 

challenge did not prevent them from eating foods they were “supposed” to eat. Although 

some of their eating behaviors were considered heart healthy (e.g., “avoid salt”, and eat 

“meat with no fat”, and “vegetables and salads”), they did not mention their choices as 

being specifically to maintain heart health. Some mentioned eating something different 

after the procedure from what they would normally eat. Most women chose what they ate 

for their overall feeling of health and for other health issues, for example, stomach 

problems and diabetes. Some chose the food because they liked them and one woman 

explained that when she goes grocery shopping she gets what she wants to get and she 

doesn’t feel the need to restrict herself on what she can eat at this point in her live. P06: 

“Generally at my age I get whatever I want to get. I get one of those chocolate things in a 

package. P10 feels eating is a waste of time. “To me eating is a waste of time. I don’t 

want to eat.” 

Access to healthy food. Women reported that they had to travel 20 or more miles 

or 23 minutes to an hour and 47 minutes to the grocery store or food market. Some 

women take trips to the food market or grocery store once or twice week, whereas for 

some is once a month to go buy fresh vegetables. One woman drives 10 miles everyday 

to the market to buy groceries, with reasons not only to buy food, but also to get out of 

the house. 
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P05: We go to (town) which is 20 miles from our home to buy food from the 
market. In (nearest town) or (hometown), they don’t have no market. At least one 
time a week, but we usually go two times a week. 
 
P07: ….but I like to eat salads but I don’t get the opportunity everyday to eat 
salads because I go to the grocery store once a month. Either (town) 34 miles or 
(town) 92 miles, where I get everything I need once a month. So I get all the fresh 
vegetable then the first two weeks I got fresh vegetables and then the last two 
weeks I don’t have any. 
 
P08: I go to (town) which is like 10 miles from here, like almost everyday to the 
store to buy meat, lettuce, tomatoes, and all kinds of vegetables and just to get out 
of the house. 

 
What I am supposed to eat. Regardless of poor access to healthy food, they did not stop 

attempting to eat what they considered they were supposed to eat or not supposed to eat. P03 

reported that her daughter put her on a “good diet” and she knows she is not supposed to have 

much salt. When she makes tamales or cook at home she puts a little salt. “I watch what I put 

because I know I shouldn’t have much salt. I just put a little bit”.  

P07: I am not supposed to eat a lot of carbohydrates; I am not supposed to eat like 
potatoes. Those will kill you, but I like potatoes. I can eat potatoes, but I will eat a 
little one, not a whole big potato. But if we go out to eat, I will eat half a potato 
instead of a full serving. 
 
P08: I haven’t been watching what I eat lately, because I hardly eat because I am 
still like I am in a dream. I can’t believe he passed away. Well, tacos, tostadas, 
tortillas, beans and bread. I shouldn’t because I am a diabetic too. But I eat salads, 
a lot of salads. I make stuffed cabbage, I don’t know if you have ever heard of 
hamburger pie, I don’t use lard or shortening. Now I am using avocado oil. I am 
supposed to eat one bread or one tortilla a day, but I don’t really follow that well. 

 
Not mentioning eating for their heart health. Whatever they chose to eat, even though 

some of it is considered heart healthy, they did not mention the choice being specifically for their 

heart health, but for their overall feeling of health. P03 explained that her daughter put her on a 

“good diet” when she returned home after the procedure; however, she did not refer to it as a 
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heart healthy diet or describe what foods were in that diet. P07 explained that she is now eating 

whatever she likes, but after the procedure she followed the diet for three months.  

P03: I eat everything. My daughter did everything for me. Even the cooking, she 
put me in a diet. Good diet. 
 

Also, some women reported that they ate healthy, watched what they ate, avoided food 

with fats or a lot of lard, didn’t eat processed foods, and avoided salt. For example, 

P05: I was eating very well, very healthy. Just to watch my eating habits and I feel 
healthy. We, my husband and I were always watching our food and the way we 
were eating. When we purchase meat, we look for meat that is not with a lot of fat 
on it. Even if it is a little higher on price, we buy it because we want to buy for 
our health. We eat a lot of vegetables, some carbohydrates, and no fats. Remove 
all the fats in the meat, even if we eat poultry we remove the all skin and all the 
fat that we can see.  
 
P07: Well, I took some papers from (the) hospital, they had a diet thing on it and I 
followed it. I buy at random when I see it is not to high and it doesn’t have too 
much lard around it, it is very lean. I just don’t eat anything. I select what I like. If 
I feel like eating something that day I will eat it, whatever it is. Like right now at 
about 11 o’clock I had an egg sandwich and some juice. That’s all I ate. I think 
that if a person eats what she want to eat, and doesn’t bother to say whatever. I 
feel like I want to eat that then I am going to eat it and stay at my same weight. I 
think I am doing pretty well. 
 
P08: I don’t use lard or shortening. Now I am using avocado oil. 
 
P09: I don’t eat processed food. And I try to watch my salt but I am not really 
good at it because I love my salt. But I am trying.”  
 

Two women out of the ten mentioned making changes or following a heart related diet 

after their procedure. One of them reported she followed the diet for only three months. 

P01: We had to change quite a bit, stopped eating red meat. Started eating chicken 
and salads. My husband cooked for a while, now I do. My husband took good 
care of me for a while. Yes. We got rid of oils, margarine and salt. I do not eat a 
lot of Mexican food right now. I can wait and I do a little and do once a month or 
something like that to have Mexican food.  
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Regarding other health issues, such as, stomach problems and diabetes, several 

mentioned either avoiding or not following heart healthy diets, which made these symptoms 

worse. Here are their stories: 

For Stomach problems:  

P05: I try not to eat like for example chili. I avoid chili for my stomach. I don’t 
drink orange juice for example, to avoid acid. I don’t eat lemon. On my own; 
the doctors haven’t told me not to do that. I do that on my own and it is 
working fine. But I do not eat bread, just very little bread. Because if I don’t do 
much exercise and I keep eating bread and a lot of carbohydrates I will be like 
this. Yes I will gain weight, a lot of weight. So I try not to eat many or much 
carbohydrates. 

 
P10: There are so many things; I have a problem with diarrhea. And I love 
different kinds of food but I cannot have them, they give me diarrhea. I cannot 
eat green vegetables because they give diarrhea. So I don’t eat healthy. 

 

For Diabetes: 

P04: love watermelon but it plays heck with my diabetes. That is why I add 
that chantey (salt). 

 
P08: Today my blood sugar was too high; it was 250. I quit eating stuff that I 
am not supposed to eat. I don’t eat no more potato chips or candy so it starts 
coming down. And this morning I only ate one slice of bread and no more. I 
am supposed to eat one bread or one tortilla a day, but I don’t really follow that 
well. 

 
Physical Activity 

Rural women’s perspectives and experiences of physical activity are presented below. 

When asked about activity, seven participants in this study reported walking as their main form 

of exercise. Some women reported normal or routine housework when asked about type of 

activity they do.  

P01: I just walk. That’s what I do every afternoon I walk two blocks. I use to do 
exercises in the house with a walker (Demonstrate with her feet kicking forward 
and moving legs and arms). By that time I couldn’t walk. 
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P03: I walk, in the morning I get out and walk and do exercise. Once a day I walk 
in the park. 

 
P06: I walked everyday, no, almost everyday through Wal-Mart. I walked through 
that for an hour. Yes, that is what I do, at least a mile. I use to do it everyday but 
now I am getting lazy and I got tired of doing it. So I do it every like twice this 
week. Well, I am old. I am older than dirt. I will be 88 years next month and that 
is old. I think it is good; also I am getting lazy. But anyway I enjoy walking most 
of the time. Sometimes I get bored with it. And I will walk when I go grocery 
shopping with my daughter. It is more like four times a week that I walk. 
 
P07: But I always walked. I walked quiet a bit after the surgery. I walked about a 
mile and half a day for about three months and I started slacking off. Yes, that is 
my exercise. 

 
P08: I live in a hill and it is really steep. So now every morning and every evening 
I have to go up and down that hill to close my gate. So for me that’s exercise 
because it makes my heart pump really fast and hard. Twice in the morning and 
twice in the evening. 

 
P09: Walking is the easiest exercise for me, and then when I ride my horse, my 
husband saddles it up for me and I get up on my horse myself and get off. Couple 
of times a week. It is exercise. You get good exercise horseback riding. I have to 
wear a back brace when I am riding. It is good exercise. 
  
P10: I clean house, I walk to the mail box and back and go shopping, I go to the 
Wal-Mart and walk all over that big store. I don’t do any regular exercise other 
than that. But to the store down here, yes I do a lot of walking around the stores 
because I never know where they have everything. I make beds and clean house, 
mob and I only have a little bit to mob the rest is all carpet. And he does the 
vacuuming, but I do some things. I do some cooking. 
 

Participants who had open-heart surgery reported having restrictions on physical activity 

for few weeks or months; whereas those who had stents reported that they rested for few days 

before resuming their walking or routine housework. Although they reported going back to their 

normal housework, they could not perform the heavy housework they had done before the 

procedure. 
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P04: I rested for about two days and then I got back to my normal routine. I 
usually get up about between six and seven. At that point I let the dogs out, turn 
off the alarm and then make my breakfast, turn on the news while I eat my break 
fast, read something until eight o’clock when I get my son up. And then if I have 
to do laundry I will do laundry and clean. And then I just go on with what I have 
to do. I crochet, I embroidery, and then I have my flowers outdoors. 
 
P05: I just rest and don’t do heavy work now, beside my age, which is now 81 
years old; I try not to do heavy work on my own. 
 
P07: I just waited for three months and I started again. Working, walking and 
doing the best I could. But my exercise at home wasn’t as bad because I didn’t do 
very heavy stuff. I just did my regular normal meals and that’s about it. I didn’t 
wash the windows or anything like that. Before I was able to do them. 
 
P08: I didn’t do anything for a couple of months, then I started doing things. Not 
heavy things or anything like that. My housework, everything that a wife does. 
Cooking, vacuuming, laundry and checking stuff. 
 
P09: I can’t get out and help my husband do things like fixing fence or doing stuff 
like that I can’t do that any more. I can’t do heavy lifting but I can do some light 
work. I can feed if I have to but he does it.  

 
Smoking 

Seven women had never smoked; the other three were former smokers but reported they 

knew smoking was not good for them. Discussed here are their smoking experiences.  

P02: Well, what happened was I was 95% closed and I was still smoking. As a matter 
fact I just quit smoking April 1st. of this year. That is what caused the heart attack so the 
next day they went in and they did that side. 
 
P06: Yes. Years and years ago. I quit when I was 36 years old. I wish I hadn’t started 
then. But that is when they told us if you quit smoking at that time, they said within five 
years you will have perfect lungs again. So I thought well that is great. But they lied. 
That is what they used to tell us, which was a lie. You will probably hear it from 
somebody else. 

 
P09: …. it took me about a year to finally quit smoking. And me quitting smoking was  
the best thing and it was hard. 
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P07 never smoked, but she reported this: “And my husband never smoked before. If he 

had been a smoker, I don’t think I would have married him. I don’t really like smoke. I don’t like 

to smell it close by. I don’t.” 

Check Blood Pressure (BP) and Blood Glucose (BG) 

Participants reported that they may or may not check their BP or their BG. All of those 

with diabetes and some of those without checked their BG. Most of the time they know what to 

do with the readings. Here are the descriptions of how they manage their BB and BG..  

P04: Maybe four times a month. It depends on how I feel. If it goes up I take an extra 
blood pressure pill. Once it had gone up and I was taking 50. And I have had a lot of 
problems with my mother and my blood pressure went up. So I take 100 mg now. Yes I 
do. I check it (BS) before breakfast, before lunch, before dinner and then I check it at 
bedtime. That way I, because I am on a sliding scale. This morning it was 166 so I took 
six units., I check my blood sugar and when it high I give myself a shot and it doesn’t 
bother me…. it just depends on where I shoot it. Sometimes it bruises sometimes it 
doesn’t. 
 
P07: I usually have low blood sugar, so I have to eat a little sweet in the morning to get it 
high and a little off. Yes, in the mornings. This morning it was 74 but one time I had it 
lower than that. I don’t remember right now, I should have brought my book, but it is 
usually low and in the evening it gets high if I eat anything that I am not supposed to eat. 
…high blood pressure? I have low blood pressure. I am taking lisinopril. Right now when 
they checked at the doctor’s office he said I have 134 over sixty something. So that was 
good. Sometimes I have my husband check. I don’t check it all the times. If it is low I sit 
down and take it easy for a little while. If it high I do the same. You know you just have 
to take it easy when you get as old as I am. 
 
P09: Explained that she didn’t take nitroglycerine when her BP was high because she  

 didn’t know when to take it.  
 
P09: Yes, morning and night. When it is really low I get really dizzy then I have to sit 
down and don’t do anything. And then when it gets really high I get these horrible 
headaches on top of my head, which just happened to me last Friday (6 days ago). It was 
extremely high and it was so high that is when I came into the hospital. But I have never 
taken the nitroglycerine because I wasn’t sure when to take it. And God it took that 
pressure when I went to the hospital. They gave me two or three nitroglycerines and it 
took the pressure down and took care of the pain. 
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P10: my husband does once in a while. When they check it at the hospital it always  
 shows high, because they put that thing on here on my arm and squeeze it so tight and it 
 hurts and makes my whole arm ache. So my blood pressure is higher there than it is here. 
 He takes it for me once in a while when he does his own and the finger thing. And I am 
 usually ok with that. I check my blood sugar once in a while because for a while they said 
 I had diabetes, I think for about three years I was on metformin and lisinopril. And I took 
 my test every morning and it was hardly ever 100. It was like in the 80’s and 90’s 
 sometimes in the 70’s. Once in a while it will be a little over a 100, maybe a 108 or 107. 
 So I took that and showed it to my doctor and he said I don’t need to take medication 
 anymore then. So but even so, that has been about a year ago I guess, or nine months. But 
 I check it once in a while. I checked it two days ago and it was a 100. So I keep track of 
 that. If I eat little sweets I go check it again. I don’t want to tell you what it is. It was a 
 120 one day when I had a lot of other stuff and I said to myself I better not do that. I take 
 care of myself. 

 

Medical Regimens 

Participants did not report any problems with their medications. They took their 

medications as required even though most of them did not remember the names. P02: “I take 

isorsobide, and I take the generic form of Plavix, it start with a C.” P03: “Yes, it is a lot of pills. I 

take them everyday. My daughter fixes everything for me, morning or noon or night.” P08: “I 

take the metformin for my diabetes, I can’t think of the names.” One participant explained that 

she took her pills and felt “perfect and healthy,” another stated that she “hates taking pills 

because it is a waste of time,” and a third reported not taking pills if she felt they were causing 

her problems. 

P05: Yes I take six different pills, from my doctor’s prescription and I feel okay, I feel 
happy. Because I am taking my pills regularly I feel great. Now I am taking two pills of 
vitamins. Before I was taking only one a day. Then I read a label and they say two pills a 
day. Now I am taking two, one in the morning and one in the afternoon and I am feeling 
much better now. Yes, multivitamins because now I am taking two pills a day instead of 
just one.  
 
P06: I hate them.I hate them; I hate taking pills. I think it is such a waste of time. I don’t 
know, because it is a waste of time. Just to sit there and pop pills into you. So I don’t like 
to do that, half the time I don’t do it. My son gets mad at me because he comes and finds 
that I didn’t take all of them. I am still alive that is all that matters to me. 
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P07: Well I tell the registered nurse, she gave me something I didn’t go for and I told her I 
will not take that so just don’t give it to me. I told (heart doctor) a little while ago. He 
asked me if I am taking the cholesterol medications, I said yes I am taking it but I am not 
taking it all, I am taking half of it. After the whole pill my muscle would hurt. I know 
because I pay attention to my body. I know when it hurts and what makes it hurt. And I am 
not going to take something that I know is going to cause problems. Like I told that nurse, 
because she gave me something, I had stomach problems, it was hurting very bad. 

 

Follow-up and Access Care 

All participants had a follow-up appointment scheduled after the procedure. The doctor’s 

office called to remind them of the appointment the day before. P02: “They call me I don’t call 

them.” Regardless of the distance and travel time to the doctor’s office, which ranged from two 

miles or five minutes drive to 72.4 miles or one hour and 20 minutes drive, all participants kept 

their appointments. One reported that she was late once by 15 minutes to her appointment, and 

the doctor couldn’t see her. Because of that, she was going to find a cardiologist closer to home. 

P05: I always keep my appointments. But I got late today and I don’t know why I am 
late, really. And now we are 15 minutes late he cannot see me. I said I can wait to see if 
he can take me later right before lunch or right after lunch, but he said no. Well there is a 
(name of clinic) in (town) 20miles. I have been several times in this (name of clinic) 
instead of going to see a doctor 20 miles away or 50 miles away. 
 
P08: I couldn’t; because I didn’t want to leave him alone. So I did it again in June this 
year; I kept saying I need to get a check up. So my daughter that is out there she comes 
on Mondays and Tuesdays. She came and stayed with my husband so I could come see 
(doctor) but I think I saw nurse practitioner. Well, I had to cancel the appointment in June 
because my husband got really sick and in July he died. 
 
Most of the women in this study would call their family member first when symptoms 

reoccurred. They explained that they would instruct their family member to call 911 or take them 

to the hospital. One woman reported she couldn’t go to her appointment or go see the doctor 

when she had chest pain because her husband was sick.  



 84

P02: I know when I had my first heart attack my husband drove from our house to this 
hospital in 4 minutes. Because we knew he would be faster than an ambulance. 
 
P03: Yes my daughter will take me to the doctor…. an emergency or you have chest 
pain….I call my daughter. 
 
P06: I tell my son, he either calls 911 or he takes me to the hospital. 
P08: Then I came to see the doctor because the chest pain was getting really bad but it 
was because my husband was really sick and now he passed away. I came to see the 
doctor two weeks after he passed away. 
 

Summary: Specific Aim 1 

The findings of the descriptions of self-care behaviors are presented in the order of self-

care behavior perceptions of rural women. When talking about self-care behaviors post 

procedure, rural women talked about what they ate and walking as well as housework as their 

form of physical activity. When they returned home after the procedure, they did not have a list 

of behaviors or things they had to do to prevent their heart problems from getting worse. Self-

care behaviors experienced by rural women are their daily life experiences. Although they ate 

what is considered health healthy, participants did not report their eating habits related to heart 

health. Rural women explained their behaviors as part their overall daily living before and after 

the procedures. Some women reported why they have done what they have done or what they 

didn’t do, which is explained in the next section of Specific Aim 2. 

Specific Aim 2: Self-Care Behavior Barriers and Facilitators 

The following descriptions will help us understand what made it difficult and what made 

it easy for participants in this study to perform self-care behaviors when they returned home after 

their procedure. Words that rural women used frequently were identified (emic coding) and 

grouped into categories to identify themes and etic codes. 
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Barriers  

Figure 3 displays the emic and etic codes for self-care behavior barriers. Barriers are 

defined as things or situations that prevented participants from initiating and performing self-care 

behaviors. Participants reported several amenities that they don’t have where they lived (e.g. 

food market and health care services); health symptoms and physical problems that they have 

(e.g. tiredness and arthritis); and some personal and family matters (e.g. not doing things because 

they don’t like them or because of family) as things that prevented them from initiating or 

performing self-care behaviors. 

After grouping the emic codes into categories, themes where identified and given the 

following etic code names: residential environment, health and physical ailments, social 

conditions and personal characteristics. Residential environment refers to built and natural 

resources in neighborhoods where participants lived, for example, affordable housing, access to 

education, public safety, availability of healthy food options, local emergency and health care 

services, and free of toxins (Bushy, 2013; Havranek et al., 2015). Health and physical ailments 

are the physical ailments, co-morbidities and symptoms reported by participants. Family 

conditions refer to the relationships between participants and their daughters, husbands, and 

sons. Personal characteristics refer to the individual participant preferences. 
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BARRIERS 

Residential 

Environment 

Health and Physical Ailments 

 
 Personal 

Characteristics 

Where I live we don’t 
have… (n=8 )  
Trips and distance to Food 
markets and Health 
facilities (n=3) 
Don’t have funds (n=3) 
County address (n=1) 
 
 
 

Tiredness (n=5) 
Stomach problems (n=3) 
Arthritis (n=2) 
Weakness (n=2) 
Back problems (n=2) 
Heart failure (n=1) 

 

Age (n=3)  
I don’t like…(n=3) 
I am sad (n=2)  
I don’t want to …(n=2) 
I can’t believe he is 
gone (n=1) 
I hate… (n=1) 
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FIGURE 3: Barriers to Self-care Behavior Emic and Etic Codes. 
n: number of participants who said the emic code.  

One participant can be in more than one category. 

Family 

Conditions 

Husband / my family 
watching over me 
(n=3)  
Husband sick (n=2) 
Problems with my 
mother (n=1) 
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Residential Environment 

In their descriptions of the self-care behavior challenges participants did not report living 

in rural areas as a challenge. They described things they don’t have where they lived, and the 

distance they have to travel to access facilities as preventing them from doing self-care 

behaviors. For example, county address, distance to the health care services and distance to the 

food markets were described as what prevented them from accessing health care services if 

symptoms reoccur and eating healthy foods. One woman reported that in an emergency, her 

husband had to drive her to the hospital because the emergency personnel or the ambulance 

cannot always find them. P03 reported that where she lives they do not have an ambulance for 

emergency services. In case her symptoms reoccur emergently, she will call her daughter who 

will call the fire department, which will then transport her to the nearest hospital 23 miles away. 

P01 reported where she lives they have health care services during the day from eight in the 

morning to five in the evening.  

P02: I know when I had my first heart attack my husband drove from our house to this 
hospital in four minutes. Because we knew he would be faster than an ambulance. We 
have a county address but we are right outside the city limits and they have had trouble 
finding us. 
 
P01: And we have private health facility that opened there and they are the ones that are 
building that emergency. If you get sick between 8 in the morning and 5 in the evening 
you can go there, but after that forget it. If we need emergency care we either go to 
nearest town 25 miles away with emergency health services or the next nearest town 
about 52 miles away.  
 
P09 reported that she couldn’t do her cardiac rehabilitation and counseling because of the 

travelling cost. P05 reported that she travels 20 miles once or twice a week to the food market. 

Even though she reported that it is not expensive, she mentioned that the only thing they worry 

about is paying for gasoline.  
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P09: Coming into counseling, which would be (town) 92 miles we just don’t have the 
funds to keep driving back and forth. I started rehabilitation on my back, so I can start 
exercising and all that. I only did it once and they wanted me to do it three times a week 
and I said I couldn’t afford it.I like to eat salads but I don’t get the opportunity everyday 
to eat salads because I go to the grocery store once a month. Which is either (town) 34 
miles or (town) 92 miles, where I get everything I need once a month. So I get all the 
fresh vegetable and the first two weeks I got fresh vegetables and then the last two weeks 
I don’t have any. 
 
P04 reported for her medications she mails her prescriptions and get them in the mail 20 

days later. Whereas P09 reported the pharmacy where she gets her medications is in a town 92 

miles away from her home. She also reported the concern about waiting for long time to see the 

doctor and at the pharmacy  

P09 You know when making doctor’s appointment it is an all day process. If I set an 
appointment for 11 in the morning, I am not going to see the doctor until 12 noon. So I 
try to schedule an appointment for eight in the morning or early so I can see the doctor 
and leave. Because I have a long way to go home. Pharmacy does the same thing as well. 
You give them the prescription and they have you wait for an hour even though they have 
your records and stuff. I don’t know if it is their way to make you wait in the store and 
buy things or what. 
 

Health and Physical Ailments 

 Health and physical ailments were described as the physical conditions and health 

symptoms that prevented the participants from eating heart healthy diet, taking medications and 

engaging in physical activity; for example, arthritis, weakness, and tiredness were reported as 

barriers for walking. Tiredness seemed to be the main challenge to physical activity described by 

rural women in this study, which some women describe along with weakness. Five out of the ten 

women described tiredness as what prevented them from doing their walking. Some women 

reported that they couldn’t do some of the housework they were doing before the procedure 

because they felt tired and weak. 
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P05: Before I used to do more exercise because I was walking, doing the laundry, 
cleaning, and now I just do a little only because I get tired. This tiredness affected me 
because I do something I feel like, argh, I am weak and tired. The next thing I cannot do 
that. 
 
P07: I was tired for about a month, and after that I started getting better and I wasn’t sick. 
But could walk and I could breathe. I walked quiet a bit after the surgery. 
 
P09: I am tired all the time. I am just not as active and depression was really bad 
afterwards. Because of my back and I get really tired. 
 
P10: I get out of breath very easily and I get tired very easily and quickly. I was doing a 
lot then. But I mean I still do but I don’t vacuum anymore my husband does that. But I 
still do everything I just get tired, more tired that I use to.  
 
 In regards to arthritis as a barrier, two women described arthritis as what prevented them 

from walking. One had arthritis on her back, which prevented her from doing other housework 

like feeding the animals or helping her husband to fix things around the house. 

P02: I can’t walk too far, I can’t stand for a very long time, so I am becoming a chair 
potato. I can’t because of my degenerative arthritis. My arthritis got so bad. 
 
P09: It is hard, because I have rheumatoid arthritis, no, osteoarthritis in my back, so my 
exercise is limited. I am in a lot of pain; I have a lot of issues with my back so my 
exercise has been limited. 
 
One woman reported because of her heart failure, she couldn’t walk as much as she used 

to because she gets tired very easily. P03: “ I used to wake up in the morning at 5 o’clock and 

walk far away. But now I cannot walk far because I get tired…. with congestive heart failure.”  

Stomach problems were reported as a challenge for eating heart healthy food as well as 

taking medications. P02 and P08 reported stomach problems as challenges to their medications, 

whereas P10 reported stomach problems as a challenge for eating heart healthy diet.  

P02: I can’t take anything because of all those ulcers in my stomach. I am not allowed to 
take Tylenol or aspirin or even ibuprofen. 
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P08: Metformin I take two a day, sometimes I take four because he (the doctor) said my 
blood sugar was really high. Once a week I drink four a day because it gives me diarrhea 
really bad. 
P10: I don’t want to eat. There are so many things; I have a problem with diarrhea. And I 
love different kinds of food but I cannot have them, they give me diarrhea. I cannot eat 
green vegetables because they give diarrhea. So I don’t eat healthy. 

 

Family Conditions  

Six women out of the ten reported some sort of a family issue preventing them from 

doing self-care behaviors. They reported that their family members were watching over them 

preventing them from doing self-care behaviors, or things participants use to do before the 

procedure especially physical activity. One woman reported postponing her follow-up 

appointment because she was taking care of her sick husband; whereas, the other one reported 

not walking because she was taking care of her sick husband. P07 reported experiencing 

problems while visiting because she ate what she was not supposed to eat. 

P04: I have had a lot of problems with my mother and my blood pressure went up. And 
my son doesn’t like to walk. He can’t walk slowly; he has to walk really fast. I have an 
artificial ankle and I do not like to walk fast. 
 
P06: And my husband had a stroke and I had to take care of him for like 13 years and 
lately I couldn’t leave him alone. And that cut into my walking. 
 
P07: … my exercise, but my exercise at home wasn’t as bad because I didn’t do very 
heavy stuff. Because I had my husband watching over me all the times. But somebody 
has to tell me what to do with my husband. Because he stresses me out…. He doesn’t 
follow the rules about his diet. Which isn’t any different than mine….I say I will heat up 
the beans, you put your garlic in there and you eat whatever you want. I won’t eat garlic 
with him. I like beans and I like them refried but he like them just cooked out of the pot. 
That’s the difference; it is very different in taste. I just don’t eat anything. But you know 
if somebody invites you to eat and you never eaten that food, I will take a bite because I 
don’t want to say “I don’t eat that stuff.” It is just isn’t right when you go visit. 
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P08: My life has been wonderful except for two years that my husband got really sick. I 
didn’t have a chance to have a check up each year with (the cardiologist) because my 
husband was too sick and I didn’t want to leave him alone. I couldn’t; because I didn’t 
want to leave him alone. Well I had quit; I quit walking two years ago because I couldn’t 
leave my husband alone. 
 
P09: The first three years I felt like I was being baby-sat. I couldn’t go anywhere by 
myself. My family just said “no you can’t go by your self, you can’t drive, I’ll take you 
where you want to go”. They say what if something happens, even though I have my 
phone. Sometimes I just want to get on my horse and just go by myself, but I don’t do 
that no more. 

 

Personal Characteristics  

The words participants used towards certain self-care behaviors revealed the attitude they 

had towards those behaviors. Participants used words such as “I don’t like,” “I got bored,” “I 

hate,” and “ I got lazy” as they describe why they were not doing certain self-care behaviors 

especially physical activity and heart healthy foods. 

 P04 reported “I don’t’ like walking by myself,” and she doesn’t want to take her dog 

with her because where she lives people let their dogs run around freely “I don’t think I can 

breakup a dog fight.” P06 reported she likes walking but some times “I get bored with it.” She 

also reported that she used to walk everyday but she then “got lazy and got tired of doing it.’ P10 

reported she thinks eating is a waste of time, because she had stomach problems that made her 

have diarrhea after eating. 

 For her medications, P06 reported that she hates taking pills even though her son 

organizes them for her.  

P06:I hate them, I hate taking pills because it is a waste of time. Just to sit there and pop 
pills into you. So I don’t like to do that, half the time I don’t do it. I am still alive that is 
all that matters to me. 
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P07 reported that after the procedure she walked and then “I started slacking off.” She  
 also reported that she eats what she likes “I select what I like. If I feel like eating 
 something that day I will eat it, whatever it is” For her medications she reported that if 
 the doctors prescribe medications for her and she doesn’t like, she won’t take the 
 medications. 

 
PO7: She gave me something I didn’t go for and I told her I will not take that so just  

 don’t give it to me. That is the way I am. My husband says I like to talk a lot, but I like to 
 let them know that I am not going to drink anything that I don’t like.  

Participants reported their age accompanied by forgetfulness as part of why they were not 

doing certain self-care behaviors. Participants reported that sometimes they forget the 

appointments or their pills. P07 ” They (doctor’s office) call. Sometimes we forget.” P05: “One 

time I forgot to take two of my medicines with me.” P10: “I am taking two blood thinners. I was 

supposed to ask about that and I forgot. The nurse wanted me to ask (the cardiologist) and I 

forgot.”  

When talking about diet, P06 reported “Generally at my age I get whatever I want to get.” 

She also reported despite taking care of her husband, which cut her walking, she also get older 

and cut her walking. P10 reported, “But I still do everything I just get tired, more tired that I use 

to. But I should, I am 88 years old, I should get tired.” 

Three women reported grief as what prevented them from sleeping well and eating 

healthy. P06 reported since her husband died she feels sad and her sleep pattern have changed. 

She sleeps on a sofa because she cannot fall asleep when sleeping on a bed.  

P08: I haven’t been watching what I eat lately, because I hardly eat because I am still like 
I am in a dream. I can’t believe he passed away. As far as my feelings, I don’t think I am 
depressed, I am just sad. 
 

P09 lost her husband 17 years ago and lost her sister three years ago. Although she is remarried, 

she reported still saddened by losing her first husband and she wished to talk about him more 

often. 
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Summary: Barriers 

Residential environment, health and physical ailments, family conditions, and personal 

characteristics were barriers for self-care behaviors of rural women in this study. Rural women in 

this study did not report living in rural areas as a barrier or something that prevented them from 

doing what they were supposed to do. But the environment where they lived did not have some 

of the things that could have enabled them to perform self-care behaviors. They reported driving 

distance to the grocery stores for fresh fruits and vegetables and to the cardiologist for their 

appointments. The distance to these amenities may have delayed some of the things they needed 

to do, but it didn’t seem to bother them. They planned their trips to make sure they do a lot of 

other things other than the doctor’s visit. Their physical wellbeing, especially tiredness, 

prevented them from performing self-care behaviors. But some reported the tiredness as part of 

aging, and they embraced the process. Their families were somehow restricting them of doing 

what they wanted to do, but this was on way of being overprotective. They also chose to do 

things they liked and did not do what they did not like, which they did not think it was a 

problem.  

Facilitators 

Figure 4 displays the emic and etic codes for self-care behavior facilitators. Facilitators 

are defined as things or situations that enabled participants to initiate and perform self-care 

behaviors. Participants reported the help they received from family, friends and neighbors as 

what enabled them to do self-care behaviors, especially form their daughters. They also talked 

about amenities available for them to use for self-care behaviors, e.g. department stores for 

walking and papers from the hospital guided diet. Participants reported they would also do self-
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care behaviors that made them “feel good”, they enjoy doing, and those that made them feel 

relaxed.  

The emic codes where grouped into categories, themes identified and given the following 

etic code names: relationships, available resources, and personal outcomes. Relationships refer to 

the manner in which participants and their family, friends and neighbors behave towards each 

other. Available resources refer to the structural factors within the participant’s neighborhood 

that are accessible. Personal outcomes refer to the feelings participants get after doing self-care 

behaviors. 

Relationships 

Family was identified as providing the primary support that facilitated self-care 

behaviors.  They were especially supportive with dietary adherence , medications and doctor’s 

appointments or calling 911 if symptoms reoccur. In their own word they reported “my daughter 

helped me” or “my husband took good care of me” or “I am lucky to have family I have”.  

Eight out of the ten women reported their family as of great help and support when they 

returned home; mostly their daughters. Two women reported going to live with their daughters 

the first few days after the procedure before returning to their own homes. Participants also 

described that they have good friends and neighbors and they help each other. For example, “I 

have good friends,” and “ We help each other as neighbors” 

P01:As a matter of fact I am lucky, I am really lucky to be alive, to have the family that I 
have, and there was a lot of friends. Everybody was great. So it really helped. My 
daughter wouldn’t let us go to hometown (after the procedure). She said she is one hour 
away from town with advanced medical care, if something happens, bingo!! They are 
great. Every time I have an appointment in town with advanced medical care, my 
daughter takes time from work to go with us. 
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P06: I go grocery shopping with my daughter. I get those and buy wraps and stuff like 
lettuce when I go grocery shop. My daughter helps. My daughter is always there for me. 
She lives quiet a ways from me. My daughter takes me to the doctors all the time. I have 
good neighbors, they don’t bother me, they don’t come to my house or anything. Well, 
(name of neighbor) does once in a while, but it is ok. My son comes in from (the city); he 
is a pharmacist. He comes over and makes me three weeks at a time (of the pills). He fills 
my little cubbyholes with them.  
  
P07: So my husband took me waking for about a mile every morning so I wouldn’t go 
alone. And he took me for rides. I had a grand daughter who was living with me in my 
house. She cleaned and saw that the house was clean and everything, but what really 
stressed me out was what if I didn’t have anybody there? I wouldn’t have been able to 
handle it. That helped a lot. She is now 27yrs old and she has that little girl. I don’t visit 
anymore. But I have a good friend that I visit and she knows more or less what I like. 
And then my sisters, they all live here I visit them and they know how I eat. That doesn’t 
bother them or me if I don’t sit there and gorge myself and eat a lot. 
 
P09: We are good. He (husband) stood by me no matter what. When I ride my horse, my 
husband saddles it up for me and I get up on my horse myself and get off. We have good 
neighbors we help each other, so we just kind of help each other out there. If my neighbor 
over there needs help we go and if we need help they come over. I am very spoiled. The 
pharmacist that I take my medications from lives out by our house. So he fills them in 
(town 92 miles away) and he drops them off at my house so I don’t have to go there. I am 
just lucky that he is a good friend of us, so he drops them off. 
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FACILITATORS 

Relationships Available Resources Personal Outcomes 

Help from: 
Daughters (n=6) 
Husbands (n= 7) 
Sons (n=3) 
Neighbors (n=3) 
Friends (n=3) 
 

Doctors (n=4) 
Church (n=3) 
Department store finding 
things (n=2) 
Wall-Mart isles (n=1) 
Papers from the hospital 

(n=1) 

Enjoy doing it (n=3) 
Feel good (n=3) 
Feel better (n=2) 
Stress free (n=2) 
Feel happy (n=2) 
Relaxes me (n=2) 
I like (n=2) 
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FIGURE 4. Facilitators of Self-Care Behaviors Emic and Etic Codes 
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Some women also reported being motivated by their families to do certain behaviors. P08 

reported that her daughter, not verbally, but by her way of life motivated her to take care of 

herself so she doesn’t gain weight and have other health problems. P09 reported being motivated 

by her grandchildren to quit smoking.  

Available Resources 

 Participants described how helpful it was that the doctor’s offices call them the day 

before their appointment to remind them. P07 reported that she asks the doctor’s office to call her 

because she may forget, which she thought was helpful. P01 reported that it is also very helpful 

when she has a doctor’s order for blood work. In that case, she does not need an appointment; 

she just walks in at the clinic nearest to her home. P07 reported that she took some papers from 

the hospital to follow the diet, which was helpful for her to know what to eat and what to avoid. 

“I took some papers from (hospital), they had a diet thing on it and I followed it” She also 

reported that the pharmacy where she takes her meds is very helpful even though they take long. 

P07: They have somebody schedule them for me and they call the night before to make 
sure you are here the next day. Like (the cardiologist’s) medical assistant called me and 
told me I have an appointment. I said no I don’t. She said” Yes you do.” Because 
sometimes we forget, I always tell them to call me the day ahead, whoever it is, whether 
is the dentist or whatever. 
 

Some women reported using the available department store carts to walk in the store for 

their physical activity. P06: “I walk a good mile between the (department store) aisles. I chose 

the ones that people are not in.” She also reported the she chose to walk in (department store) 

because she needs something to balance herself when she walks. “I walk inside because I use the 

cart to walk. I have to use that cart now to balance myself.” One woman reported doing a lot at 

church because she wants to keep busy. She doesn’t want to “sit and get fat.” 
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Personal Outcomes 

Participants reported their feelings as what made them do other self-care behaviors. 

Physical activities that made them “ feel good”, feel relaxed’ and “ feel happy” , which was 

mostly their housework they would do more often than the other. P05 reported that she “ feel 

much better, I feel ok and I feel happy” because she is taking her medications regularly. She also 

reported “ I eat well, rest well, socialize normal, and ok.” P06 reported that she enjoys walking, 

which is why she is doing it. She reported that she enjoys walking with her daughter when they 

go grocery shopping. She also reported that she enjoys ironing her clothes and it makes her feel 

good and relaxed. P09 reported that she likes where she lives because she takes care of her 

animals and she “stress free.” She enjoys riding her horse, which makes her feel good and it is 

part of her physical activity. “It makes me feel really good. I have always ridden and it just 

makes me feel like I am free and I don’t worry about nothing except riding my horse. It just 

clears my mind.” 

Summary: Facilitators 

Relationships, resources and personal outcomes were the main findings of facilitators of 

self-care behaviors in rural women in this study. Participants described relationships they had 

with their families, neighbors and friends as important for their recovery and self-care behaviors 

post procedure. Their families were most important part of their self-care behaviors, especially 

their daughter and their husbands for those who lived with their husbands. Their families were 

very helpful and supportive when rural women returned home after the procedure with diet and 

medications. They also called their family members first before they could call 911 in cases of 

emergency or if symptoms reoccurred. Eve though they lived in small communities, they 
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appreciated the little that was available for them. The reminders from the doctor’s offices about 

their appointments; the available department stores in some communities where very helpful for 

their physical activity; and also doing work at the church was helpful for some women. Rural 

women also preferred those activities that made them feel good and happy. They liked their 

social life where they lived. 

Summary: Specific Aim 2 

 There are situations that prevented or enabled rural women to perform self-care behaviors. 

However, when participants described these situations, they did not see them as inhibiting and 

they were very appreciative of what was enabling them to do self-care behaviors. Participants 

couldn’t eat fresh vegetables and salads as they wished because of the distance to the food 

market, but they ate what they assumed they were supposed to eat. Distance was part of rural 

living not a disadvantage. Event though participants travelled distances to the doctor’s offices 

and needed someone to take care of their homes while they were gone for the day, they 

consistently made it to their appointments on time. Their families were very important to them, 

although sometimes they prevented them from doing what they wanted to do. They described 

their barriers to self-care behaviors as part of their life not as something that will pass; and 

described their facilitators as things that they appreciated and liked, and what made them happy. 

Specific Aim 3: Compare and Contrast Self-Care Behaviors in Subgroups of Rural 

Women Based on Type of Procedure and Age 

The plan was to compare and contrast participants self-care behaviors based on 

subgroups type of procedure and age. Table 3 displays the finding in subgroup based on type of 

procedure. But there was only one woman who was less than 60 years old and her story was 
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different from others. Therefore, her distinctive description of her self-care behavior experiences, 

barriers to and facilitators of these behaviors is presented. 

Comparison by Type of Procedure  

There were no different self-care behaviors, self-care behavior barriers and self-care 

behavior facilitators between participant who had open-heart surgery and those who had stents. 

A  level three matrix was used to present these findings, which illustrates the self-care behaviors 

and self-care behavior barriers and facilitators by type of procedure with number of participants 

in each subgroup. See table 3. Participants who had open-heart surgery had early restriction on 

physical activity post procedure; but for post procedure long-term physical activity, there were 

no differences. P07: “ (restriction) For a good three months I think; after that I started doing my 

work.” P08: “I didn’t do anything for a couple of months, then I started doing things.” P04 “I 

rested for about two days and then I got back to my normal routine.” 
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Type of Procedure Behaviors Barriers Facilitators 

CABG (n=3) 
 

 

Physical Activity: 
(After 6 weeks to a month) 
Walking 
Housework 
 -Vacuuming 
 -Cooking 
 -Cleaning house 
 -Watering flowers 
Shopping 
 

Health and Physical Ailments 
Personal characteristics 
Residential environment 
Family conditions 

Personal Outcomes 
Relationships 
Available Resources 
 

 Heart Healthy Diet: 
Avoid salt 
No fat/lard 
Vegetables and Salads 

Health and Physical Ailments 
Residential environment 

Relationships 

 Medications Health and Physical Ailments 
Personal characteristics 

 

 Follow up/Access Care Residential environment Relationships 

 Check BP/BS - Relationships 

 Smoking - - 

TABLE 3. Self-Care Behaviors, Barriers and Facilitators by Subgroup Based on Type of Procedure 
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STENT 
PLACEMENT  (n=7) 

Physical Activity: 
(After 3 to 5 days) 
Walking 
Housework 
-Vacuuming 
 -Cooking 
 -Cleaning house 
 -Watering flowers 
Shopping 
 

Health and Physical Ailments 
Personal characteristics 
Residential environment 
Family Conditions 

Personal outcomes 
Relationships 

 Heart Healthy Diet: 
Avoid salt 
No fat 
Vegetables and Salads 
 

Health and Physical Ailments 
Personal Characteristics 

Relationships 

 Medications Health and Physical Ailments 
Personal characteristics 

Relationships 

 Follow up/Access Care Residential Environment  

 Check BP/BS - Relationships 

 Smoking - Relationships 
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Comparison by Age 

Matrix analysis was not an appropriate analysis technique to compare and contrast 

participant self-care behaviors, self-care behavior barriers and facilitators by age as a 

subcategory because there was only one participant less than 60 years old, and all other 

participants were above 70 years old. See table 4. All women above 70 years old reported they 

did what they had to do to move on with their lives and be happy when they returned home after 

procedure. P04: “I just go on with what I have to do.” P05: “I live as normal as before I can, 

before the operation.” P06: “….so I will just take each day as it comes.”  

TABLE 4. Subgroup Age 

51 to 60 years 1 

61 to 70 years 0 

71 to 80 years 5 

81 to 90 years 4 

 

However, P09, the only woman who was below 60 years old reported a total life 

changing experience. The opportunity to do what she had to do to move on with her life was 

taken away from her. The story of her experience and how her self-care behaviors were impacted 

is presented below.  

P09: “I came home and my life hasn’t been the same since.”  

P09 reported her symptoms reoccurred within a month after her initial stent placement. At 

that point she was flown back to the hospital where she was told she was having a heart attack 

and ended up having a second procedure with stent placement as well.  
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Ten days after her first procedure she went to her follow-up appointment and told her 

cardiologist “something is not right.” She reported she was not taken seriously and her symptoms 

were related to aging and other post procedural effects. Even though her symptoms were not 

resolved, she reported that she continued to go to work because she had to. Also, she reported 

that the day her symptoms got worse she didn’t tell her husband right away. 

… They did the stent, I stayed in the hospital for couple days and then they sent me 
home. About 10 days later I went back to see him (cardiologist 1) and I kept feeling like a 
pinch in my chest and I was getting these big blood things on my arms. Something wasn’t 
right. I told the doctor and he said “it is normal don’t worry about it”. I told him 
something is not right, and he said “everything is fine don’t worry about it”. About three 
weeks later I was (working), my stomach was hurting I couldn’t figure out what was 
going on … I went to the house for about 45 minutes, but I had to go back to work. The 
next morning I felt like something was sitting on my chest… I laid back down and didn’t 
tell my husband. Finally I yelled and I said to him (husband) something is not right, you 
have got to call 911. He did and they came and flew me by helicopter from our house. 
We live out in the country; when we landed at (the hospital in the city) I flat lined. When 
I came back they were doing CPR and (the cardiologist 2) said to me “you are having a 
heart attack and we going to get you into surgery”. I was there almost a month. I came 
home and my life hasn’t been the same since. It turned it (my life) upside down. 
 
When she returned home after her second procedure, she was “paranoid” and she worried 

a lot about having another heart attack. Therefore, she listened to music and watched television 

to “occupy her mind totally” and as a form of destruction. She reported she couldn’t do what she 

used to do before the procedure, for example: “ I lost my independence,” “I felt like I was 

babysat by my family,” “ I couldn’t have my grand babies on my own,” “ I couldn’t ride my 

horse on my own,” “My activity is nothing like it used to be. I am just not as active.” and 

“depression was a big thing for me.”  

She used to live an active life, but post procedure she couldn’t be active due to multiple 

factors such as her family and her physical ailments. Her family was not letting her do things that 

she used to do before the procedure. 
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The first three years I felt like I was being baby-sat. I couldn’t go anywhere by myself. 
My family just said “no you can’t go by your self, you can’t drive, I’ll take you where 
you want to go”. But we live out in the middle of nowhere. I was very upset because I felt 
like all my independence was taken away and I resent the fact that I felt like I was being 
baby-sat. I am an independent person. I cannot have my grand children by myself 
because my son thinks that something is going to happen, I am going to have another 
heart attack with his kids. It has to be with either him or my daughter-in-law or the other 
grand ma or my mom. As long as there is somebody else kind of watching over. I 
understand that. That kind of breaks my heart. I do everything with my husband. Every 
once in a while I go to my mom’s house (another town) by myself. Very seldom, he is 
always with me. 
 
She reported horseback riding as one physical activity she enjoyed doing. Her activity 

was restricted by her back problems, she was tired all the times and her family wouldn’t let her 

ride her horse by herself.  

The one thing that I cannot do by myself, my family refuse, is I cannot go riding my 
horse by myself. It is exercise. You get good exercise horseback riding. I have to wear a 
back brace when I am riding. It is good exercise; I get fresh air and no smog. They 
(family) say what if something happens, even though I have my phone. Sometimes I just 
want to get on my horse and just go by myself, but I don’t do that no more. It makes me 
feel really good. I have always ridden and it just makes me feel like I am free and I don’t 
worry about nothing except riding my horse. It just clears my mind.  
 
She reported arthritis on her back as what also restricted her activity. She walks but 

rarely; she rides her horse, but her husband has to saddle the horse for her. These are things that 

she used to do by herself before the procedure.  

It is hard, because I have rheumatoid arthritis, no osteoarthritis in my back, so my 
exercise is limited. I am in a lot of pain; I have a lot of issues with my back so my 
exercise has been limited. I have never had to exercise before ever and I put on 20 pound. 
Because I was always active before the stent; always. 
 
She reported anxiety when she is in a city around a lot of people and depression post 

procedure. She reported the symptoms started post procedure, but she also related them to the 

loss of her first husband 17 years ago. She was living in the big city with her first husband as a 

hairdresser and never had problems with being around large groups of people before. 
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After her first husband’s death she reported that she left to live in a different State, as she 

couldn’t deal with the loss.  

When I get around a bunch of crowds I get very anxious and I have never been that way 
before in my life. I have always been a people person. Since this happened (heart attack) 
when I get around crowds or in the city where there is a lot of people around me I want to 
get out. I was a hair stylist for 36 years, I had a spa salon in (big city) and I was very 
successful. Then I became widowed; when my husband died I just couldn’t do it anymore 
and I moved to (different state) for eight years. I ran away from the grief. And I came 
back started dealing with it. When my husband died, he will be gone 18 years coming up 
in February, it was up until a year ago, I finally let him go. After 17 years I held it and 
held it and cried and cried, for 17 years. I finally said, it is time (first husband’s name) 
that I let you go. That was difficult. I was 39 years old when he died, with two teenage 
boys at home. I went through a lot but I ran away from it. I didn’t want to deal with it so 
you can’t do that. You have got to deal with it. And I don’t talk to anybody about it any 
more because my mom doesn’t get it and I wouldn’t want to bother my husband, he just 
listens but I don’t bring it up very often. 
 
She reported having bad depression post procedure because she hold things in as well. 

She wanted to try counseling but she couldn’t because she couldn’t afford the trips back and 

forth to the counseling sessions. 

….depression was really bad afterwards. I had very very bad depression afterwards, 
which has been on and off and on and off. But I have been ok for the last year. I have not 
been depressed, but those first few years it was horrible. I thought about counseling 
because some of my depression is because I held things in all these years. But the 
problem with that is I live where I live and financial reasons, driving into town. I am on 
disability, he is on social security, and we barely pay our bills. Coming into counseling, 
which would be 92miles drive we just don’t have the funds to keep driving back and 
forth. I started working for my dad driving the stagecoach. But I am on disability now. I 
can’t work for insurance purposes because I was a liability. I am not the same; no, I have 
always been active. 
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P09: “I am happy where I am.” 

Regardless of what happened, she reported that living in the rural area made her 

feel happy, free and stress-free. She reported good things about living in the rural 

environment, her family, neighbors and friends, which helped her with some self-care 

behaviors. She also reported that it doesn’t matter where people live; God is in control of 

what happens to all people.  

It is great where I live now because I don’t get stressed around people. I have 
always lived kind of in the country because I grew up in the country. So I got five 
acres, my husband and my animals and I am happy. Stress free. It is beautiful out 
there. I have my own chickens, my ducks, I use my ducks’ eggs for my baking, I 
bake my own bread, and do all my deserts. Maybe every once every two months 
we will drive into town and eat like a hamburger or something, but I always cook 
everything myself. 
 
Though she reported that her family restricted her from doing things, she also 

reported her family being good to her and being part of motivation for her to do self-care 

behaviors. They don’t have support group or any thing like that, but they have neighbors 

and they help each other. She reported her husband have been very supportive to her. 

My (current) husband is 16 years older than me and he is very active and healthy. 
He is 72 years, has more energy, and he is healthy healthy healthy. When we got 
together, we have been together for nine year, when we got together he said 
women his age are all not healthy they have grandkids and they are on a rocking 
chair. I was well spirited since the day we met for the very first date. The year I 
turned 50 I had my first heart attack and I became a grandmother and I told him I 
have become everything you didn’t want. I am a grandma, I have had a heart 
attack, and I don’t have that go any more. I said if you want to trade me it is ok. 
But he kept me any way. We are good. He stood by me no matter what. When I 
ride my horse, my husband saddles it up for me and I get up on my horse myself 
and get off. 
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Although she knew that smoking is not good for her, and if she continued to 

smoke she was at a risk of having another heart attack, she reported being motivated by 

her grandchildren to stop smoking.  

And me quitting smoking was the best thing and it was hard. Since my heart 
attack I had my first grandchild and now I have three. My grand babies made me 
stop. They didn’t make me; they didn’t say grandma you have to stop, but they 
motivated me to quit. My son, after I quit I had to go to (the city) to see him about 
something and we were somewhere then he came and gave me this big hug and 
said “mom, it is the first time in my life that you don’t smell like a cigarette and 
thank you.” 
 
She reported that as neighbors, they help each other with farm-work and other 

things that they need.  

We have good neighbors we help each other, so we just kind of help each other 
out there. If my neighbor over there needs help we go and if we need help they 
come over. The pharmacist that I take my medications from lives out by our 
house. So he fills them in Sierra Vista and he drops them off at my house so I 
don’t have to go there. I am just lucky that he is a good friend of us, so he drops 
them off. 
 
She reported that the doctor (cardiologist 1) told her to move out of where she 

lives and go and live in the city, because if she suffers another heart attack she wont make 

it. 

I am not moving into the city, I love living in the country. I told (cardiologist 1) 
that no one lives in the country because they have to; it is because they want to 
and they love it.  
 

Summary: Specific Aim 3 

There were no differences in participants’ self-care behaviors, barriers and 

facilitators post-ICI based on type of procedure. Even though there were six weeks or few 

months of restrictions for physical activity in those who had open-heart surgery, overall 

they went home and resumed their normal routines. Most of the participants in this study 



 109

were more than 70 years old. Only one participant was less than 60 years old and she 

presented a different experience from those above the age of 70 years. Her story was 

distinctive because her life changed after the procedure. She was told by one of her 

doctors to move to the city due to the severity of her heart disease, but she reported living 

in rural area as a choice that she made and she is not willing to move to the city for any 

reason. She presented a very interesting point that people who live in the rural areas live 

there by choice, not because they had to. 

Summary 

This chapter presented descriptions of self-care behaviors by participants in this 

study; situations that prevented them from perfuming self-care behaviors; and situations 

that enable them to perform self-care behaviors. When talking about self-care behaviors, 

participants described what they ate and what they did for physical activity. Participants 

described what they ate as healthy foods and low-fat low salt foods. Although these types 

of foods are considered heart healthy, participants did not mention eating for their heart 

health; but for their overall health and happiness. Participants walked, did housework as 

their main forms of physical activities. Their descriptions of barriers were themed 

residential environment, health and physical ailment, family conditions, and personal 

characteristics. Their descriptions of facilitators were themed relationships, available 

resources, and personal outcomes. In the next chapter these findings discussed, including, 

their integration to theoretical perspectives and their implications to clinical practice and 

research.  
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CHAPTER 5: DISCUSSION 

Introduction 

The major findings of the study will be discussed in this chapter. Self-care was defined as 

the ability of rural women to independently and purposefully initiate and adopt the following 

behaviors to promote and maintain cardiovascular health: adhere to a heart healthy diet, 

incorporate physical activity in their daily routines, cease smoking, monitor their blood pressure 

and blood glucose levels regularly, adhere to medical regimens, and follow up with their doctors 

as required or access health care in a timely manner if symptoms recur.  

No studies were found in the literature that focused on self-care behaviors of rural women 

with CAD who has undergone ICI. However, researchers have studied rural women with other 

chronic illnesses and how they manage them. Similarly, research is lacking on self-care as a 

phenomenon of interest in rural women with CAD. The findings of this study are consistent with 

the literature on rural women’s self-management of other chronic illnesses; in addition, the 

findings highlight new information to increase our understanding of self-care behaviors, 

including barriers to and facilitator of these behaviors in this population. Self-care behaviors that 

urban women take for granted, required rural women in this study to plan trips and make prior 

arrangements with friends and neighbors. Self-care is not individualized in rural women’s lives; 

it is a family and in some cases a community endeavor. 

Specific Aim 1: Self-Care Behaviors  

Six key self-care behaviors were defined for the purpose of the study based on AHA 

guidelines for promoting and maintaining heart health (AHA, 2014). Although all participants in 

the study used different words to describe their self-care behaviors, their behaviors aligned with 
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the AHA guidelines. When participants returned home after their procedures, they performed 

non-individualized and non-prescriptive behaviors that made them feel happy -- particularly 

returning to their daily routines, such as housework, walking and horseback riding. However, 

they needed to be prompted to talk about taking their medications, checking their blood pressure 

and blood sugar, and following up with their cardiologists. Adhering to a heart healthy diet and 

incorporating physical activity in their daily routines were the participants’ principal self-care 

behaviors. 

Content analysis revealed that participants’ descriptions of how they adhered to heart 

healthy diet fit into four themes: access to heart healthy food, eating what they are supposed to 

eat, not mentioning eating for their heart health, and choosing what they ate because of other 

health problems. Study participants traveled an average of 20 miles each way to the grocery store 

for fresh fruits and vegetables. This travel distance supports the findings by Kim et al. (2013) and 

Slusher et al. (2010), who estimated 10 miles or more distance to the grocery store in their 

studies. Also consistent with the literature are the findings that participants ate what they thought 

they were supposed to eat because of other health problems such as diabetes (Cudney et al., 

2005; Perry et al., 2008). 

Forty percent of participants in this study reported they chose low-salt, 40 percent chose 

low-fat foods and 30 percent  ate vegetables and salads, but they did not mention eating these 

types of foods for their heart health.Studies that focused on heart healthy dietary intake reported 

that rural women were not able to adhere to such diets because of low socioeconomic status, and 

long travel distances to health food stores (Dickson et al., 2013; Evans, 2010; Hamner & Wilder, 

2010; Kim et al. (2013); Nagelkerk et al., 2006). Some of these studies reported lack of 
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knowledge and understanding as a barrier to adhering to a heart healthy diet (Nagelkerk et al., 

2006) and the social significance of foods and the foods that brought personal satisfaction 

reported as an influence on the choice of food (Cudney et al., 2005; Vanstone et al., 2013). Fahs 

et al. (2013) reported in their study rural women were able to maintain a heart healthy diet only 

during the six months of individual counseling. What participants in this study ateis consistant 

with the literature about heart healthy diet, but they did not mention heart health as the main 

influence in their choice of foods.  

The findings of this study are consistent with the literature about rural women 

considering housework and farm work as forms of physical activity (Slusher et al., 2010). 

Walking was the most common form of physical activity for study participants, followed by 

normal housework or other routines. A variety of approaches have been used to study physical 

activity in rural women with cardiovascular disease (Evans, 2010; Fahs et al., 2013; Perry et al., 

2007; Perry et al., 2008; Walton et al., 2004). Interventional studies measured the effect of 

factors such as belonging to a group (e.g. walking group) or having resources for physical 

activity, such as walking paths (Fahs et al., 2013; Perry et al., 2007; Perry et al., 2008; Record et 

al., 2015; Walton et al., 2004). Qualitative studies reported on why rural women engaged in 

physical activities (Evans, 2010; Slusher et al., 2010). Information is limited about physical 

activity and rural women post-ICI. Zimmerman et al. (2012) found that rural dwellers, both men 

and women, were more physically active following CABG as compared to their urban 

counterparts. In their study, researchers investigated physical functioning; but rural dwellers 

define health as the ability to work (Long, & Weinert, 1999; Slusher et al., 2010), and consider 

housework and farm work physical activity. An Australian study investigated the impact of low 
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socioeconomic status and rurality on both men and women post-CABG, but not on what 

participants did to promote and maintain their heart health (Shi, Yap, Hayward, Tran, Reid, and 

Smith, 2014). Participant descriptions of physical activities in the current study indicated that 

they performed activities that were part of their daily lives, easy and enjoyable, for instance, 

walking and housework. But when doing housework, they avoided strenuous chores.  

Kim et al. (2013) and Slusher et al. (2010) reported a high prevalence of smoking among 

rural women. However, all participants in this study were nonsmokers: 70% had never smoked 

and 30% had quit smoking. For participants in this study checking blood pressure and blood 

sugar was related to medications and diet. Participants with diabetes checked their blood sugar 

before and after they ate, as well as when they had eaten something that might bring their blood 

sugar up. Most knew how to manage their high or low blood sugar levels. In contrast, most 

participants on blood pressure medications did not check their blood pressure at all until it was 

checked for them at the doctor’s office, but they reported knowing when their blood pressure was 

high or low because of how they felt physically. At that point, they would self-manage by taking 

an extra blood pressure pill if pressure was high or laying down if pressure was low. Buehler, 

Malone, and Majerus-Wegerhof (2013) reported that, even though rural women self-evaluated 

and self-treated as part of their daily routine, it was still not clear whether self-care was used only 

in response to certain symptomatic illnesses. 

Participants in this study traveled long distances to the pharmacy to get their medications, 

and 80 percent of them adhered to medical regimens. Twenty percent of participants were non-

adherent because of their attitude towards medications and because medications worsened their 

symptoms. In the literature, it is reported that socioeconomic position influences rural women’s 
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adherence to medications (Dickson et al., 2013). However, participants in this study did not 

mention not taking their medications because they couldn’t afford them. 

Rural women have poor access to health care services, especially specialty health 

services such as cardiology, due to distance (Cudney et al., 2005; Kim, et al., 2013; Slusher, et 

al., 2010). The findings of this study are consistent with available literature on follow-up and 

accessing health care services when there is a need. Cardiologists went to central locations in the 

participants’ communities once a week, twice a month or even once a month in some 

communities. Even though they had to travel long distances to follow-up appointments, 100 

percent of participants in this study went consistently when scheduled. Interestingly, the trips to 

the appointments were combined with other shopping needs or other chores that needed to be 

done in the towns where the cardiologists’ offices are located (e.g. going to the bank or grocery 

store). Participants also planned their appointments for early in the morning in order to have 

enough time to do other things before driving back home. Participants with animals would ask 

their neighbors to take care of them while they were gone for the day. 

Specific Aim 2: Self-Care Behavior Barriers and Facilitators 

Participants in this study described challenges as part of their lives and appreciated things 

they had that enabled them to do their daily routines. Participant descriptions of barriers fit into 

four main themes (residential environment, health and physical ailments, social conditions, and 

personal characteristics), and three main themes for facilitators (relationships, available resources 

and personal outcomes).  

Barriers 

Barriers were defined as things or situations that prevented participants from initiating 
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and performing self-care behaviors. The main themes of their descriptions were: residential 

environment, health and physical ailments, social conditions, and personal characteristics. 

Participants did not report living in rural areas as something that prevented them from 

performing self-care behaviors. Residential environment, which included availability of 

resources and geographic location, is consistent with the literature (Brundisini et al., 2013; Craig 

et al., 2006; Dickson et al., 2013; Hamner & Wilder, 2010). In the communities where most 

participants lived, there were no grocery stores to buy fresh fruits and vegetables and no 

emergency health care services. That did not bother participants; they described unavailability as 

the opportunities they do not have. Pierce (2005) found that rural women often did not perceive 

health challenges as problematic because of their tendency to maintain a positive attitude 

towards life. Participants did what they had to do to get to the emergency department or to buy 

fresh fruits and vegetables. Participants drove themselves or called their family members to get 

them to the nearest emergency departments, more than 20 miles away in some cases. Brundisini 

et al. (2013) reported that geographic location exposed rural dwellers to limited health care 

services.  

One participant described how she couldn’t walk or help her husband fix the fence 

because she couldn’t afford the trips to the cardiac rehabilitation center. This is also consistent 

with the literature; socioeconomic status in combination with geographic location contributes to 

poor utilization of preventative health services (Brundisini et al., 2013; Craig et al., 2006; 

Dickson et al., 2013; Hamner & Wilder, 2010). Participants also reported not having the 

opportunity to eat fresh vegetables and salads because of the distance to the grocery store. Poor 

nutritional intake was reported in the literature as a result of limited access to healthy foods (Kim 
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et al., 2013; Slusher et al., 2010). 

Participants reported that physical ailments prevented them from doing physical activities 

or other daily routines. Participants reported that tiredness associated with weakness prevented 

them from physical activity. Rural women have high incidences of chronic illnesses and high 

morbidity and mortality rates due to chronic illness (Evans, 2010; Kim et al., 2013). Participants 

also reported not eating healthy or taking medications because some food and medicines made 

their stomach symptoms worse. In the literature, poor dietary intake and non-adherence to 

prescribed medications are associated with unavailability of resources (Evans, 2010; Kim et al., 

2013; Slusher et al., 2010; Nagelkerk et al., 2006; Vanstone et al., 2013). 

Participants noted that family members often prevented them from doing physical 

activities by being overprotective. Family members did not allow participants to do some 

housework or other routines. These descriptions add to our understanding of social dynamics 

among rural women. Participants also reported postponing medical appointments or not going to 

the doctor when they didn’t feel well because family members were sick and they couldn’t leave 

them alone. This finding is consistent with the literature, which reported women as caregivers 

who put their families first before their own personal health needs (Brundisini et al., 2013; Craig 

et al., 2006; Cudney et al., 2005; Sullivan, Weinert & Cudney, 2003). These studies also reported 

rural women feeling guilty if they first had to take care of their health needs before those of their 

family members. 

It is important to note that participants’ attitudes towards self-care behaviors played a role 

in what they did or did not do. Also adding to our understanding is that participants reported not 

doing other self-care behaviors because of their age. Some participants related that at their age, 
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they don’t feel like walking, taking their medications or eating a heart healthy diet. Other 

participants reported being sad because they lost their husbands, which was why they did not pay 

attention to what they were eating. 

Facilitators 

Facilitators were defined as things or situations that enabled participants to perform self-

care behaviors. Participants’ descriptions of facilitators fit into the following main themes: 

relationships, available resources and personal outcomes. Participants’ families played a big role 

in facilitating the initiation and performance of self-care behaviors. Although family members 

were overprotective of participants, they were an important form of social support when the 

women returned home after procedures. Families helped participants in adhering to a healthy 

diet, organizing their medications, transporting them to medical appointments or to the 

emergency room, and calling 911 when symptoms reoccurred. Participants expressed feeling 

lucky to have their families and they liked the support they received from their daughters, 

husbands, sons, friends and neighbors. Doing things such as shopping with their families was 

valued. These findings corroborate the report by Winters and Sullivan (2013) that relationships 

individuals have impact how they manage their illnesses. Crosby et al. (2012) reported that trust 

among community members was one of the traits rural communities possess, which also 

facilitated self-care behaviors. 

Participants did not have support groups in their communities; one woman reported this 

was because of a lack of anonymity. This is consistent with the literature that rural dwellers 

wouldn’t participate in focus group studies or support groups because they could not do so 

anonymously (Fahs et al., 2013; Weinert, Cudney & Spring, 2008). In rural communities, 
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everyone knows everybody. Going to church and socializing with other congregants made 

participants feel good. Although participants did not report talking to people at church about 

their heart health, they reported happiness associated with the social relationships they have at 

church. In the literature, it is reported that belonging to a social or religious group helped rural 

women when initiating self-care behaviors (Craig et al., 2006; Cudney et al., 2005). However, 

participants in this study did not associate going to church with their heart health or self-care 

behaviors. 

Participants appreciated what they had in their communities that helped them to perform 

physical activities such as walking. They used department stores like Wal-Mart to walk up and 

down the air-conditioned aisles. Kim et al. (2013) found that rural women would go to the 

facilities if they were available and they knew about them. In that study, availability of 

recreational facilities increased the physical activity of rural women. One participant was helped 

by a pamphlet she took from the hospital after her procedure, which she used for her diet for few 

months post procedure. Tailored instructions specific to the required behaviors appropriate for 

rural women were found to improve physical activity, dietary modification and smoking 

cessation (Crouch et al., 2011; Secker-Walker et al., 2000). 

The day before the appointments, the cardiologists’ medical assistants routinely called 

participants to remind them. This was a valuable resource that is not reported in the literature. All 

participants in this study went to their follow-up appointments. One participant postponed her 

follow-up appointment because her husband was sick, but two weeks after her husband’s death 

she scheduled an appointment and went to the cardiologist. The AHA (2014) and CDC (2011) 

related going or not going to the doctors to a person’s level of education. Those with high 
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education levels were more likely to engage in self-care behaviors and go to a primary care 

physician than those with a high school diploma or without education (CDC, 2011; AHA, 2014). 

Most participants did things that made them feel good, better, relaxed and stress free. 

They also did things they liked and enjoyed, and ultimately made them happy. Participants ate 

what they liked, they walked because they enjoyed and liked it, and they went to church because 

doing so made them feel good. There is still a lack of information about personal outcomes and 

self-care behaviors; which is not mentioned in the literature. Evans (2010); Secker-Walker et al. 

(2000) and Slusher et al. (2010) reported attitudes towards illness and adopting new self-care 

behaviors was influenced by rural culture, not personal feelings. 

Specific Aim 3: Compare and Contrast Self-Care Behaviors in Subgroups of 

Rural Women Based on Type of Procedure and Age 

There were no studies that compared self-care behaviors between rural women following 

PCI and following CABG. There are studies of self-management of chronic illness such as 

diabetes, heart failure and CVD risk factor management and reduction in rural women 

(Brundisini et al., 2013; Evans, 2010; Hamner & Wilder, 2010; Kim et al., 2013; Slusher et al., 

2010), but none compared self-care behaviors, barriers and facilitators following ICI. This study 

adds to our understanding about similar self-care behavior experiences in these subgroups. 

Physical activity restrictions earlier post-CABG is related to the invasiveness of the procedure 

itself, not participants’ behaviors. Therefore, this topic needs to be investigated further. 

Due to sample demographics, age was not an appropriate subgroup for comparison. 

However, the youngest participant, who was 56 years old, provided a distinctive experience of 

self-care behaviors, barriers and facilitators following her procedure. This participant reported 
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some of the stereotypes associated with rural living, which should be taken into account when 

working with rural communities. She went to her follow-up appointment and reported her 

symptoms but was not taken seriously. The participant also reported that she was told to move to 

the city next to health services in case her symptoms recurred. Because of her working age, her 

functionality was compromised. To her it was not about moving on like the other 90 percent of 

the participants; but the ability to do things that she liked without worry.   

She was informed by the doctor that if her symptoms occurred she would die, which 

impacted her life (she was always on high alert for symptoms), her relationship with her family 

(she required a chaperone to be with her grandchildren), the things she liked (she couldn’t go 

horseback riding by herself) and she suffered depression and anxiety post procedure. Rural 

women experience disenfranchisement when trying to be their own health advocate. Winters and 

Sullivan (2013) reported rural women in their study were not taken seriously when they reported 

experiences to their health providers or requested further explanations of their symptoms. Rural 

dwellers live in rural areas because they want to, not because they have to (Bales, Winters, and 

Lee, 2013). 

Integration of the Theoretical Perspectives 

To illustrate and illuminate influential factors related to self-care behaviors in rural 

women post-ICI, the theoretical perspective for this study was synthesized from three theories: 

Orem’s self-care nursing deficit theory (SCDNT), rural health theory, and a social determinants 

of health framework. SCDNT is based on the assumption that individuals are capable and 

responsible for taking care of themselves (Taylor et al., 2000; Thompson, 2013). Rural health 

theory offers understanding of what, why, how, where and when rural populations do what they 



 121

do (Long & Weinert, 1989). A social determinants of health framework takes into account the 

circumstances in which people are born, grow, live, work and age, and the health-care resources 

available to them. These circumstances impact people’s health status and health disparities 

(HHS, 2014; WHO, 2013).  

Because rural women’s health-care needs and the challenges they face on daily bases to 

promote and maintain heart health are different from those of urban women, unique approaches 

that emphasize their special needs are required. The theoretical perspectives for this study 

suggested that rural women assess their health in relation to their ability to work regardless of 

their self-care demands concerning their cardiovascular health. Rural people often live long 

beyond retirement age. Seventy percent of participants in this study were more than 70 years old. 

With advanced age, the relation of health to work may change. They may now relate health to 

the ability to do domestic tasks (Shreffler-Grant & Reimer, 2013). The findings of this study 

corroborate these theoretical perspectives.  

Seventy percent of participants in this study had PCI  and  they reported resting for few 

days after returning home post-procedure before resuming their housework and normal routines; 

whereas 30 percent  who had CABG reported being restricted for six weeks on average. Even 

though participants considered housework physical activity, the goal for resuming their routines 

was not for cardiovascular or heart health. All participants in this study did not mention their 

heart health as their most important self-care demand; they reported doing what they did for their 

overall health and happiness. They performed housework and walked because it was easy and 

enjoyable. Participants also ate what they assumed they were supposed to eat not for their heart 

health but for overall feeling of health and happiness. Seventy percent had never smoked and 30 
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percent had quit smoking because they knew it was not good for them.  Eighty percent took their 

medications as required because it made them feel good; and 100 percent went to their follow-up 

appointment consistently to maintain their health. They did all these self-care behaviors because 

they wanted to be healthy and happy. 

The theoretical perspective also suggested that living in a rural environment has a 

negative impact on health promotion and health maintenance, even though rural women 

do not feel that way. Rural women consult their social network groups first before 

consulting a health care provider due to a lack of resources. The study findings further 

emphasized that even though participants had to travel long distances to healthy food 

stores and health care providers or emergency rooms, they did not consider these 

experiences to be disadvantages. Participants acknowledged distance as part of rural 

living not as a barrier to performing self-care behaviors. Although they did not have 

social groups or support groups, they relied on families and neighbors for help. During an 

emergency they would first call their family members, who were their closest means of 

support, before calling 911. 

The Proposed Model for Self-Care Behaviors of Rural Women Post-ICI 

The revised model corroborates the theoretical perspectives of this study, but also 

adds into our understanding that rural women perform self-care behaviors for their 

overall happiness. The model implies that rural women are happy where they live, they 

do not consider living in rural areas a barrier to self-care behaviors. They perform self-

care behaviors they like and are easy for them, which can impact their heart health. For 

example, not taking their medications because they do not like them. They are happy 
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where they live, but distance impact their ability to eat fresh fruits and vegetables. Rural 

women relate health to feelings. If they feel happy they feel healthy and visa-versa; these 

feeling are not related to their heart health, but overall health.  
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FIGURE 5: Proposed Model for Self-Care Behaviors of Rural Women Post-ICI 
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Study Limitations 

 
There are two main limitations of this study. First is the sample size (n=10), which limits the 

study for generalization to a broader rural female population. The participants’ descriptions of self-care 

behaviors, barriers to and facilitators of the behaviors following ICI were clearly useful in increasing our 

understanding of this phenomenon among this population.  

A second limitation was the primary investigator’s lack of experience and expertise in 

qualitative descriptive research. The manner in which semi-structured interviews were conducted 

was refined and restructured to the point where detailed descriptions of self-care behaviors and 

the barriers to  and facilitators thereof were clearly explained. 

Implications for Clinical Practice 

 
Self-care is an essential aspect of health promotion, health maintenance and prevention of 

symptoms reoccurrence post-ICI. The findings of this study have implications not only for nursing 

practice, but also for rural health practices such as physicians and cardiac rehabilitation programs. Since 

returning to normal housework and routines was of major importance to participants, adopting self-care 

behaviors post-ICI must fit within these aspects. It is important for health providers to include the effects 

of self-care behaviors post-ICI on the ability to resume housework. For example, following medical 

regimens for high blood pressure will prevent long-term disabilities such as stroke. Self-care behaviors 

that are easy and enjoyable to rural women must be reinforced, and modified in a way that will be 

beneficial. 

Rural women do not view living in rural areas as a barrier to self-care behaviors or self-

management of chronic illnesses. Therefore, it is important for health care providers to work with rural 

women to implement strategies that are appropriate for them. Rural health policy must be developed for 
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equal distribution of resources, which would allow rural women to perform self-care behaviors without 

interfering with their other daily responsibilities. Health providers should have an understanding of rural 

living, be non-judgmental, and be able to effectively convey and emphasize information regarding self-

care behaviors. This outlook can empower rural women with the knowledge to be able to perform self-

care behaviors on their own. 

Implications for Research 

 
There is a need for more research on rural women’s self-care behaviors following ICI. 

Disseminating evidence-based findings is a way to reduce high mortality rates among rural women with 

CAD following ICI. This study is a stepping-stone to more studies about self-care behaviors of rural 

women post-ICI. Qualitative studies together with quantitative measures could be valuable to 

understanding illness beliefs in this population (Long & Weinert, 1989). Different approaches are 

needed to determine what effect behavioral change, beyond appealing to people’s motivation to perform 

behaviors. Equally important are studies to compare self-care behaviors between rural women who had 

PCI and those who had CABG, to establish a non-generic way of resuming self-care behaviors post 

procedures. From the findings of this study, health beliefs and self-care behaviors may be further re-

conceptualized to allow emergent of those characteristic to rural women.  

Conclusion 

This qualitative descriptive study focused on self-care behavior experiences in rural women post-

ICI, and identified barriers to and facilitators of these self-care behaviors. Although to my knowledge, 

no other studies specifically addressed self-care behaviors of rural women post-ICI, the findings of this 

study were consistent with the literature on rural women’s self-management of chronic illnesses such as 

health failure and maintenance of CVD risk factors. Current literature on the subject indicates that rural 
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women with chronic illnesses self-evaluate and self-treat, but information is lacking as to whether this is 

related to specific symptomatic chronic illnesses. 

The study findings improve our understanding of common self-care behaviors among rural 

women; why these self-care behaviors are common; and the most influential aspects of their self-

care behaviors. Distance, which has been reported several times as an impediment to rural 

women’s self-care behaviors and self- management, is not considered a disadvantage by rural 

women. As rural women tend to live well beyond retirement age, their health belief may be 

associated with the ability to work, but rather with the ability to perform housework and normal 

routines. 

Self-care is an essential component of secondary prevention of CAD for rural women who 

have undergone ICI. Participants used different words to describe their self-care behaviors, 

which most were in alignment with self-care behaviors by AHA. With the support from their 

families, participants ate low-fat and low-salt foods, walked, did not smoke, checked their blood 

pressure and blood glucose levels, took their medications as prescribed, and went to their follow-

up appointments regardless of tribulations of rural living. 
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APPENDIX A 
 

RECRUITMENT FLYER 
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Research participants are needed for a 

study about self-care behaviors of rural 

women after coronary balloon angioplasty, 

stent or bypass graft surgery 
 

Are you 

o Age 35 years or older; 

o Have had a coronary balloon angioplasty, stent and or bypass surgery; 

o Live in Cochise (Benson, Bisbee and Willcox), Pima (Catalina and Marana), or Pinal 

(Mammoth, Oracle and San Manuel) counties; and  

o Available to participate in an interview for 60 minutes in your home or at a private place 

convenient to you? 

 

 

If interested please call Modjadji Choshi, RN at (520) 834 4945 or send an email to: 

mchoshi@email.arizona.edu  

 

 
The University of Arizona reviewed this research project and found it to be acceptable, according to applicable 

state and federal regulations and University policies designed to protect the rights and welfare of participants in 

research. 
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APPENDIX B 
 

ELIGIBILITY SCREENING SCRIPT 
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Thank you for contacting me. 
 

My name is Modjadji Choshi, a PhD student at the University of Arizona, College of Nursing. I 
am calling because you showed interest in participating in the study I will be conducting. The 
research study will be looking at how rural women care for themselves after having coronary 
balloon angioplasty, stent or bypass surgery. The study consists of one interview done in person 
at a private location that you choose, such as your home. The University of Arizona reviewed 
this research project and found it to be acceptable. 
 
First, I need to ask you few questions to make sure you qualify:  
 1. Are you age 35 or older?  Y or N 
 2. When did you have your procedure or surgery?  
 3. What is your residential address zip code? 

• Is it your own home or a nursing home? 

• Is someone taking care of you at home? 
 
 
(If she qualifies and verbally agrees to participate)  
I will ask: What is your name? 
 Residential Address? 
 Phone number? 
 Set up an appointment for the interview with date, time and place 
 Inform her I will call the day before to confirm the appointment. 
 For those who prefer telephonic interview, I will mail the 2 copies of the informed consent 
 with a return envelope, and call to setup an interview appointment after receiving the copy  
  of the consent form back. 
 
 
(If not eligible or not willing to participate) 
I will say: Thank you for your interest and your time.  
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APPENDIX C 
  

INFORMED CONSENT 
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APPENDIX D 
 

INTERVIEW GUIDE 
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ID No: 
     Date:  
 

 Demographic Characteristics and Clinical Information 

 
1.1. How old are you today? 
1.2. Which of the following best describe your race? (Circle one) 

1.2.1. African, African-American or Black 
1.2.2. American Indian or Alaska Native 
1.2.3. Asian 
1.2.4. Native Hawaiian or other pacific Islander 
1.2.5. White 

 
1.3. Are you Hispanic or Latina?  Yes  No 

 
1.4. What is your marital status? 

1.4.1. Single 
1.4.2. Married 
1.4.3. Separated 
1.4.4. Divorced 
1.4.5. Committed Relationship 

 
1.5. What is the highest level of schooling that you finished? (Circle one) 

1.5.1. No formal education 
1.5.2. Some grade school 
1.5.3. Finished grade school 
1.5.4. Some High School 
1.5.5. Finished High School or GED 
1.5.6. Some college 
1.5.7. Finished College 
1.5.8. Some graduate work 
1.5.9. Master’s 
1.5.10. Doctorate 

 
1.6. What is your approximate total household income last year? 

1.6.1. $5,000 or less 
1.6.2. $5,001- $10,000 
1.6.3. $10,001 - $20,000 
1.6.4. $20,001 - $ 30,000 
1.6.5. $30,001 - $40,000 
1.6.6. $40,001 - $50,000 
1.6.7. $50,001 - $100,000 
1.6.8. More than $100,001 
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ID No: 
1.7. What is your living situation? 

1.7.1. Live alone Yes   No 
1.7.2. If yes, how many others live in the same household 
1.7.3. How are they related to you? 

 
1.8. Within the last two years which procedure (s) did you have? (Circle all that apply) 

1.8.1. Balloon 
1.8.2. Stent 
1.8.3. Bypass 

 
1.9. Date (s) of the procedure (s) 

 
1.10. List of Medications:  

 
1.11. Where do you Live? 
 

1.11.1. Pima County: 
 a. Catalina, or 
 b. Marana 

 
    1.11.2. Pinal County:  
           a. Mammoth,  
               b. Oracle, or  
               c. San Manuel 
    
   1.11.3. Cochise County: 
                a. Benson, 
      b. Douglas, or 
       c. Willox 
 

Interview Guide 

1. I am interested in how rural women who had some type of procedure to open their 

blocked heart arteries take care of themselves after they return home. 

 Please talk freely while you explain to me your experience. After you finish I may ask 

questions to clarify some things. 

2. So you came home from the hospital on date……, since then what have you been doing 

to take care of yourself?  
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ID No: 

Prompts: 

- What food changes have you made? 

- What type of activity have you started doing? How many times a week do you 

do the activity? How has been working for you? 

- How about taking your medications, are you taking your medications 

differently or is still the same? 

- Have you made plans of how you are going to get to your doctor’s 

appointment? 

- Do have a list of questions for your doctor? 

- Do you check your blood pressure / blood glucose? If yes, how often? If no, 

why not? 

- Do you know what to do / What do you do if your blood pressure or your 

blood glucose is high? 

3. What helped you to get started to do things differently/ or to make any changes? 

4. What difficulties have you or do you experience while you try to prevent getting heart 

problems? 

Prompts: 

 - Did you have any problems taking your medications as required? 

- How about your diet, did you have any challenges when you make dietary 

changes? 
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ID No: 

         - Did you experience any problems going to your doctor’s appointment, for example, 

any problems with transportation, or the location of the doctor’s office, or the date and time for 

the appointment? 

 - What kind of difficulties did you experience when incorporating activity in your daily 

routine? 

5. What have you found helpful since you got home from the hospital? 

  Prompts: 

- Does talking to someone who had the same cardiac problem help? 

- Does having a family member or a friend with you help your efforts to prevent 

any further cardiac problems? 

4.  Now tell me about the area where you live: personal, family and community set up and beliefs 

influencing your ability to take care of your self? 

Prompts:  

- How does living in a --------- what you do or what you do not do for taking care of 

your self?  

- Are there certain characteristics that allow successful activities? 

- Have you made any connection or met with others who have had similar procedure? 

Tell me how that went? Was it helpful?  

- Does support from your family and friends improve your chances of success in taking 

care of yourself? 

- Are there any social groups or support groups in your area? Tell me what was that like. 
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Hand Written Field Notes 
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