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ABSTRACT 

Cardiovascular disease is the leading cause of death in the United States contributing to 

over 600,000 deaths each year. Native Americans are at greater risk for heart disease, with higher 

mortality rates related to this disease than other population. The prevalence of coronary artery 

disease in Native Americans is 11.6 %, compared to 6.5% for African Americans, 6.1% for 

Hispanics 6.1%, and 5.8% for Whites (Centers for Disease Control & Prevention, 2011). Patient 

education plays a critical role in the awareness of risk factors to prevent cardiovascular disease. 

The purpose of this study is to conduct a quality improvement project at an urban primary care 

clinic for Native Americans to assess the general knowledge and perceptions of cardiovascular 

disease and risk factors among Southwestern Native Americans who receive care at this site to 

guide providers in their primary prevention efforts. Participants 18 years of age and older who 

receive primary care from this care clinic will be invited to complete a quantitative survey 

evaluating knowledge and perceptions of their risk for cardiovascular disease, as well as 

perceived effectiveness and preferences for patient education. Descriptive data analysis will be 

performed to evaluate participant knowledge and perceptions. Evidence-based recommendations 

will be made to enhance patient education initiatives at this site. This paper outlines the PDSA 

steps implemented in developing this project and recommendations for next steps for 

implementation. 
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INTRODUCTION 

In the United States, heart disease is one of the leading causes of mortality for Native 

Americans causing 3,288 deaths in 2014 (Centers of Disease Control & Prevention, 2016). In 

terms of mortality rates for Native Americans, heart disease is second only to cancer (Centers of 

Disease Control & Prevention, 2016). The American Heart Association estimates that 12.7% of 

Native Americans have heart disease, 7.2% have coronary heart disease, 25.8% have 

hypertension, and 4.6 % have experienced a stroke (American Heart Association, 2013). With 

nationwide and state initiatives focused on increasing the quality of life within the Native 

American population and decreasing health disparities, a focus must be made on main 

contributors of illness, including risk reduction. Risk factors must be identified and controlled to 

prevent the high incidence and mortality of heart disease within this population. Tobacco use, 

obesity, and hypertension all remain high in the Native American population leaving room for 

identification, education, and reduction at multiple system levels (U.S. Department of Health and 

Human Services Office of Minority Health, 2016). Patient education plays a critical role in the 

awareness of risk factors to prevent cardiovascular disease. To propose culturally competent 

quality improvement initiatives to improve patient education and risk reduction, the current 

understanding of heart disease and risk factors among the Native American population must be 

established. This quality improvement project aims to assess the general knowledge and 

perceptions of cardiovascular disease and risk factors among Southwestern Native Americans 

who receive care at an urban Indian Health Service Clinic to guide primary care providers in 

providing culturally competent primary prevention education. Evidence-based recommendations 

will be made to enhance patient education initiatives at this site. 
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Background 

Epidemiology 

Native Americans have the greatest prevalence of Coronary Artery Disease at 11.6% 

compared to African Americans 6.5%, Hispanics 6.1%, and whites 5.8% (Centers for Disease 

Control & Prevention, 2011). In 2009, 1,813 Native Americans deaths were caused by coronary 

artery disease, with myocardial infarction causing 600 deaths, and stroke causing 561 deaths 

(American Heart Association, 2013). Native Americans die from cardiovascular disease at 

younger ages than other racial populations, with 36% of heart disease deaths occurring before the 

age of 65 (Centers of Disease Control & Prevention, 2016). Difficulties are present when 

comparing statistics on Native Americans with those of other races due to the lack of data 

available, which is due to several factors, such as tribal mistrust of researchers and the 

population classified as a vulnerable population. Limited data are available from the Indian 

Health Service (IHS), which provides care for many Native Americans across the country. In 

2010, the Indian Health Service reported that 14.6% of Native Americans receiving care from the 

IHS for diabetes, which is double the United States (U.S.) population rate. Diabetes is the fourth 

leading cause of death for Native Americans, and the leading complication of this disease is 

cardiovascular disease (O'Connell, 2016). While this epidemiology data shows the prevalence of 

cardiovascular disease in the Native American population, examining further health disparities 

may aid in tailoring the education needed.  

Health Disparities 

Health disparities are differences that negatively impact less advantaged populations, 

such as racial, ethnicity, socioeconomic status, gender, sexual identity, age, disability and 
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geographic locations. In the 1960’s, heart disease was uncommon among Native Americans. 

Consequently, from 1999-2009 heart disease mortality rates rose significantly among Native 

Americans becoming more prevalent than in the White population (Indian Health Services, 

2015). Native Americans and Alaskan Natives have a life expectancy of 4.4 years less than that 

of other racial populations in the U.S (73.7 years to 78.1 years) (Indian Health Services, 2015). 

Contributing factors of lower life expectancy and greater disease burden include insufficient 

education, higher poverty levels, health service delivery discrimination, and cultural differences 

(Indian Health Services, 2015). These quality of life issues derived from economic adversity and 

poor social conditions greatly impact this population’s health status (Indian Health Services, 

2015). The Native American and Alaskan Natives have along history of experiencing poorer 

health status than that of other Americans. Heart disease, malignant neoplasm, unintentional 

injuries, and diabetes are leading causes of death for Native Americans and Alaskan Natives. 

(Indian Health Services, 2015). Alterations in diet, economics and lifestyle have caused an 

increase in obesity, diabetes, high blood pressure, kidney disease, and ultimately the increased 

development of cardiovascular disease among Native Americans (Indian Health Services, 2013). 

Another factor contributing to poor cardiac outcomes in Native Americans is poverty. Native 

Americans have poverty levels 200% below the federal poverty level ($28,256/family of 3). The 

majority of Native Americans receive their health care from the Indian Health Services (IHS), 

and less than half of the low-income population is uninsured (Ruth, 2004). It is critically 

important to eliminate these disparities (Ruth, 2004).  
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Pathophysiology 

Cardiovascular disease refers to several types of circulatory problems many of which is 

due to the development of atherosclerosis. Atherosclerosis is the build up of plaque in the walls 

of arteries, and over time the build up causes narrowing of arteries reducing blood flow 

(American Heart Association, 2017). The most prevalent condition in the U.S. is coronary artery 

disease. Coronary artery disease is a condition in which blood flow to the heart is decreased due 

to atherosclerosis narrowing, which can result in a myodcardial infarction, also known as a heart 

attack (Centers of Disease Control & Prevention, 2016). Other conditions caused by 

cardiovascular disease include, heart failure, heart valve problems, arrhythmia, and stroke 

(hemorragic and ischemic) (American Heart Association, 2017).  

Risk Factors 

The primary risk factors for the development of cardiovascular disease include 

hypertension, tobacco use, physical inactivity, obesity and a combination of high low density 

lipoprotien cholesterol, low high-density-lipoprotein cholesterol and high triglycerides. 

Secondary risk factors include, diabetes mellitus, stress, poor diet, age, gender (male sex), race, 

family history of coronary heart disease (CHD), and excessive alcohol use (Centers of Disease 

Control & Prevention, 2016). Risk factors are categorized as non-modifiable and modifiable to 

prevent the development of cardiovascular disease. Non-modifiable risk factors include, 

increased-age, gender (male sex), and heredity (race and family history). Modifiable risk factors 

include, tobacco smoking, low-density-lipoprotein cholesterol, high-density-lipoprotein 

cholesterol, triglycerides, high blood pressure, physical inactivity, obesity, and diabetes mellitus 

(American Heart Association, 2016).  
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Primary Prevention 

Prevention of cardiovascular disease begins with early recognition of risk factors 

(Struthers, Baker, & Savik, 2006). Education and learning how to reduce modifiable risks 

through aquiring a heart healthy lifestyle, and the management of current health conditions is key 

to reducing risks (American Heart Association, 2016).  

The American Heart Association (AHA) and American College of Cardiology (ACC) 

have developed a clinical practice guideline that helps assess cardiovascular risks, risk reduction 

lifestyle modifications, and the management of cholesterol, and obesity in adults (American 

Heart Association, 2016). The objective of the guideline is to provide healthcare providers with 

an evidence-based guide to reduce the prevelance of atherosclerotic cardiovascular disease 

(ASCVD) events. The guideline was developed utilizing quality evaluated randomized trials, 

meta-analysis, and observational studies. The National Heart, Lung, and Blood Institute 

(NHLBI) and expert panels developed the systematic reports and summary tables. The guideline 

was reviewed by the ACC/AHA Task Force and approved by the ACC Board of Trustees, and 

the AHA Science Advisory and Coordinating committee (Goff et al., 2014). Along with the 

guidelines it was recommended that a risk assessment would be needed to help identify 

individuals at risk for developing athrosclerosis cardiovascular disease events.  

Risk Assessment 

The risk assessment allows healthcare providers to idenitfy a 10-year risk for ASCVD 

utilizing the cardiovascular risk calculator (Goff et al., 2014). Although there is no specific 

algorithm for the Native American population, it is believed that the estimated 10-year risk for 

ASCVD is higher in Native Americans when compared to non-hispanic whites (Goff et al., 



 

 

 

 

13 

2014). This conclusion is based upon data from numerous community-based populations making 

this assessment applicable to African American and non-Hispanic white men and women 40 

through 79 years of age. The guideline recommends the use of this assessment for other race and 

ethnicity groups. The primary reason for this is to utilize the lifetime risk estimates to facilitate 

discussion regarding risk reduction through lifestyle changes (Goff et al., 2014). The guideline 

also further recommends the need for further research to aide in filling gaps in knowledge 

regarding cardiovascular risks, race and ethnic groups outcomes across the life span (American 

Heart Association & American College of Cardiology, 2013). The risk assessment uses types of 

data that is easily collected by primary care providers, allowing it to be effortlessly and routinely 

implemented into clinical practice.  

The 10 year cardiovascular risk is calculated based upon nine main factors, gender, age, 

race (White, African American, or Other), total cholesterol, high-density lipoprotein cholesterol 

level, systolic blood pressure, treatment for hypertension, diabetes mellitus, and current smoking 

status. The primary care provider inputs the patient’s nine factors into the ASCVD risk 

assessment application, and the application utilizing a specific algorithm provides the patients 

calualated 10-year and lifetime risk percentage. Based upon the assessment findings the care 

provider than can discuss the meaning of the results with the patient and use the guideline to 

make recommendations regarding prevention treatments. 

Cultural Competency 

In order to improve patient education, a cultural sensitive approach is crucial. Cultural 

sensitivity or cultural primary competence is the understanding and awareness of cultural 

differences and similarities, which affect people’s values, learning, and behaviors (Lutheran 
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Immigration & Refugee Service, 2012). There are four components essential to the development 

of cultural sensitivity: awareness, attitude, knowledge, and skills. Awareness is being aware of 

one’s own reactions to others who are different. Attitude is being aware of one’s own values, 

cultural bias and beliefs, awhile also looking at one’s own beliefs regarding cultural differences. 

Knowledge involves learning a broad range of cultural practices and obtaining the ability to 

identify where personal behaviors don’t align with personal values and beliefs regarding 

equality. Skills are incorporating practice behaviors, attitudes and values that facilitate effective 

communication across multiple cultural settings. Cultural sensitivity attainment is a continuous 

process, as there are different levels of awareness, knowledge, and skills (Lutheran Immigration 

& Refugee Service, 2012). The National Academies Health and Medicine Division, formerly the 

Institute of Medicine, stresses the importance of cultural competency as a key component when 

practicing, providing patient education, and when conducting research with the Native American 

tribes (Ruth, 2004). 

Effective communication with patients, families, and communities in a cultural sensitive 

way reduces health disparities and promotes wellness. Utilizing cultural competence in practice 

improves delivery of care and increases the probability that programs, services, and policies will 

be applicable to diverse populations. Cultural competence has been found to improve health 

outcomes, quality of care and reduce barriers to care (George Town University, 2004). Two 

benefits are derived from cultural sensitive care: improved health outcomes and reduction in 

health disparities (Association of American Medical Colleges; Association of Schools of Public 

Health, 2012). Cultural competent care is an important element of delivering quality patient care 

to Native American populations, as this can help reduce disparities like cardiovascular disease 
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(Kaufman, Kaufmann, Brooks, & Jay, 2014). As populations differ, so does Native American 

tribes. It is important to recognize the individual population at a cultural level and develop a 

patient centered approach to education that will draw on the strengths of each group.  

Local Problem 

Phoenix Area Indian Health Services (IHS) provides health care services to 140,000 

federally recognized Native Americans throughout Arizona, Nevada, and Utah. There are 10 

services units in Arizona that serve over 40 tribes. The Phoenix Service Unit serves the following 

assigned tribes: The Fort McDowell Yavapai Nation, the Salt River Pima-Maricopa Indian 

Community, and the San Lucy District of the Tohono O'odham Nation, the Tonto Apache Tribe, 

the Yavapai-Apache Indian Tribe, and the Yavapai-Prescott Indian Tribe, though members of 

any Native American tribe may access care at the site. Most of the tribal members receiving care 

at Phoenix Indian Medical Center (PIMC) live in the Phoenix area, although the facility does 

provide specialty services to rural and remote health care facilties on the reservations. Some 

patients travel from neighboring reservations across the state to receive care. The IHS strives to 

maintain tribal involvement with a goal to meet the population’s health needs (Indian Health 

Services, 2015).  

Purpose 

The purpose of this quality improvement project is to assess the general knowledge and 

perceptions of cardiovascular disease and risk factors among Southwestern Native Americans 

who receive care at an urban Southwestern Indian Health Service primary care clinic and 

evaluate the adequacy, satisfaction, and preferences of current patient education. This 
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information will be used to outline recommendations for enhancing patient education to decrease 

the risk of cardiovascular disease. 

Study Aims 

1. Describe the knowledge and perceptions of cardiovascular disease risk among Native 

American patients who access care at a Southwestern Urban Indian Health Service clinic. 

2. Describe patients’ perceived adequacy, satisfaction, and preferences for patient education 

for cardiovascular disease prevention at this clinic. 

FRAMEWORK AND SYNTHESIS OF EVIDENCE 

Theoretical Framework 

The Health Belief Model is being used as the theoretical framework for this QI project as 

it explains and predicts preventive health behavior. This model looks at the association between 

health behaviors, habits, and the use of health services. The model helps distinguish illness and 

sick-role behavior from health behavior by providing general health motivation. This model was 

developed in the 1950s when disease prevention was the focus not disease treatment. The major 

components of this model that helps predict health-related behaviors include: an individual’s 

perceptions, motivations, individual dynamics, and influences of prior experiences. There are 

three factors of a person’s health perception that influence their behaviors: general health values, 

their beliefs about health risk to specific health threats, and beliefs about consequences of health 

conditions.  It is thought, once a person encounters a threat to health that requires action, their 

perceived benefits will outweigh their beliefs, and they will likely adopt the preventative health 

behaviors (Hochbaum, Rosenstock, & Kegels, 1952). 
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The Health Belief Model has been found valuable when providing disease prevention and 

management education. This model has been used in osteoporosis, diabetes and several other 

studies. In a study evaluating osteoporosis prevention in women, the Health Belief Model was 

used to implement an osteoporosis prevention program. The authors concluded that since the 

most effective way to prevent osteoporosis is through health education and health promotion that 

the Health Belief Model enhances the effectiveness of their efforts and is a valuable model 

(Turner & Hunt, 2004). The Health Belief Model was also used in another study looking at 

medication adherence in patients with type 2 diabetes. The study used this theoretical framework 

to assess self-reported medication adherence, and barriers to adherence. The study further 

concluded that the main components of this model highly influenced adherence behaviors, 

making this model a valuable component to research of health beliefs behaviors (Alatawi, 

Kavookjian, Ekong, & Alrayees, 2016).  

Perceived Susceptibility 

The unique perception an individual hold regarding the likelihood of being subjected to a 

condition that would affects their health. Individual perceptions vary widely, from denying the 

capability of developing the condition, to those who accept the statistical likelihood, and finally 

those that acknowledge there is a real danger (Hochbaum, Rosenstock, & Kegels, 1952).  

Perceived Seriousness 

An individual’s belief that they hold regarding any given disease and its impact on one’s 

life. These impacts can be perceived as difficulties associated with the condition (such as pain, 

discomfort, emotional burdens, work-time loss, financial consequences, family difficulties, effect 
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on relationships) or the development of complications due to a condition (Hochbaum, 

Rosenstock, & Kegels, 1952).  

Perceived Benefits of Taking Action 

This stage takes place after acceptance of susceptibility of a disease and acknowledgment 

of its seriousness. The individual makes an effort to prevent the development of the disease or 

begins to manage a current illness. The type of action taken is dependent on the person’s beliefs 

related to the disease (Hochbaum, Rosenstock, & Kegels, 1952).  

Barriers to Taking Action 

Taking action may not occur due to barriers, even when an individual holds the belief of 

the benefits of taking action and their effectiveness. The actions needed for treatment or 

preventive measure may be an inconvenience, costly, unpleasant, or bring discomfort to the 

individual. These barriers further guide the individual away from taking action to prevent or 

manage the disease (Hochbaum, Rosenstock, & Kegels, 1952).  

Cues to Action 

The perceptions of risks for susceptibility and seriousness of a disease are the driving 

forces for action. The benefits without barriers provide incentive for action, although a cue to 

action may be needed for a desired behavior to take place. The cues to action can be internal or 

external to the individual (Hochbaum, Rosenstock, & Kegels, 1952). 

This model can be used to guide health education regarding heart disease. By 

understanding an individual’s health risks and belief systems, providers can better focus their 

education efforts. Acknowledging patient’s perceived susceptibility and seriousness of 

cardiovascular disease (CVD) can help providers focus their educational efforts further steering 
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patient’s perceptions and beliefs. Provider’s individualized educational efforts improve patients 

perceived benefits of taking action, and reduce or minimize barriers. By providing individualized 

education on CVD and risks patients attain an improved understanding of their susceptibility and 

seriousness of the disease, thereby driving or triggering a cue to action. This model promotes 

education and guidance that provides a better understanding of incentives to take action, clear 

course of action and costs, and enhances the feeling of competency to take action regarding 

disease prevention and management. When an individual’s health beliefs are positively 

influenced, their behaviors are also positively impacted (Hochbaum, Rosenstock, & Kegels, 

1952).  

Synthesis of Evidence 

To gain a better understanding of Native Americian’s cardiovascular knowledge, 

cardiovascular interventional studies, and primary prevention efforts, a literature search was 

conducted using PubMed, Cumulative Index of Nursing and Allied Health Literature (CINAHL), 

and Google Scholar. The following key words were used: Native Americans, cardiovascular 

disease, knowledge, primary care, and education. Inclusion criteria for articles included: English 

language, articles published within the last ten years, and cardiovascular disease related. The 

search result produced a total of 529 articles. After excluding all articles that did not pertain 

specifically to Native Americans, Native American cardiovascular disease, and/or primary care 

or knowledge of cardiovascular education, eight articles remained which have been summarized 

in the following pages.  

Cardiovascular disease is a common condition among Native American tribes, affecting 

health outcomes and increasing mortality rates. Compared to other ethnic groups there is limited 
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research on cardiovascular health knowledge among Native Americans when compared to other 

populations. There are some studies indicating this population has knowledge gaps in this area 

(Brega et al., 2011). Native American cardiovascular knowledge is significantly lower when 

compared to the U.S. population (Brega et al., 2011). Poor health literacy has not been found to 

significantly effect disease knowledge, although studies have examined this relationship, and 

results have been inconclusive (Brega et al., 2013). Cardiovascular health screening and 

education may be effective in enhancing knowledge of this disease (Mooney & Franks, 2011). 

The first step to improve cardiovascular disease outcomes for Native Americans is to assess 

related knowledge and behaviors (Brega et al., 2011). There have been efforts to improve 

cardiovascular disease knowledge utilizing community outreach programs, but program 

adherence rates have shown to be poor (Manson et al., 2011). The National Heart, Lung and 

Blood Institute has developed: Honoring the Gift of Heart Health curriculum, but the 

effectiveness has not yet been proven due to limited sample data (Brega et al., 2013). Primary 

prevention of cardiovascular disease falls back on primary care providers, as they have the most 

frequent interactions with patients . Primary care providers have the power to influence their 

patients’ behaviors through educational counseling (Fang, Ayala, & Loustalot, 2012). To be 

effective with the Native American population warrants increased understanding of Native 

American’s knowledge regarding cardiovascular disease. In this way primary care providers can 

better tailor their educational focus and thus effectiveness of their education. 

Brega et al. (2011) and Brega et al. (2013) examined both Native American 

cardiovascular disease knowledge and perceptions. Brega et al. (2011) conducted a survey that 

evaluated 298 urban American Indians and Alaskan Natives cardiovascular knowledge and 
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behaviors. Brega et al. 2013 conducted a randomized control trial that evaluated American 

Indian and Alaskan Natives and how the Honoring the Gift of Heart Health (HGHH) curriculum 

impact knowledge. The study sample included 89 HGHH participants with 50 control 

participants, and total analysis sample of 139 participants (Brega et al., 2013). These studies 

found that Native Americans lack important knowledge of responses to emergent cardiovascular 

events, and the identification of these events (Appendix A). The majority of the participants 

knew of risk factors associated with high sodium diet, saturated fats, obesity, second-hand 

smoke, and physical activity benefits. 

Studies by Manson et al. (2011), Brega et al. (2013), Brega et al. (2011), Struthers, Savik, 

and Hodge Schanche, (2011), Sheridan et al. (2014), and Oser et al. (2013) all examine Native 

American’s cardiovascular knowledge, and found gaps in that knowledge. The Brega et al., 

(2011) study revealed that their Native American participants were only able to idenitfy 

approximately half of the symptoms of heart attack and stroke, and were significantly less likely 

to recognize each symptom than reported in nationwide studies. Mooney and Franks, (2011) 

found that with education efforts postscreening knowledge had significantly increased, with 51% 

of participants reporting changes in their eating habits and 11% reported increase in their 

physical activity. Struthers, Savik, and Hodge Schanche (2011) found that 32% of American 

Indian women participants would delay seeking treatment when experiencing crushing chest 

pain, and only 67% stating they would seek medical treatment (2011). Sheridan et al., (2014) 

conducted a cardiovascular educational intervention using decisions aids, and found that much of 

the impact of the intervention on intent to start any medical therapy for cardiovascular disease 

prevention may be result largely reliant upon education about CVD risks. Oser et al., (2013) 
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examined rural Native American Indian community’s knowledge of heart attack and stroke on 

two reservations in Montana. Researchers found that knowledge of three or more heart attack 

warning signs and symptoms increased on one reservation from 35% at baseline to 47% post 

educational efforts and on the second reservation recognition of two or more stroke signs and 

symptoms increased from 62% at baseline to 75% (Oser et al., 2013). Mooney and Franks, 

(2011) conducted a community based coronary heart disease health screening and educational 

intervention study, and found that 44% of the partcipants consulted with their primary care 

provider. Cardiovascular education efforts to include primary care providers can improve 

patients knowledge (Mooney & Franks, 2011). Since primary care providers have a significant 

influence in patient’s health care management, they have an opportunity to enhance 

cardiovascular disease education among their patients.  

Methods 

This quality improvement project will assess the general knowledge and perceptions of 

cardiovascular disease and risk factors among Southwestern Native Americans who receive care 

at an urban Southwestern Indian Health Service primary care clinic and evaluate the adequacy, 

satisfaction, and preferences of current patient education. This project will be utilizing a cross-

sectional quantitative survey design to gather outpatient primary clinic participant cardiovascular 

disease knowledge and perceptions. Recommendations will be made to enhance patient 

education initiatives at this site. 

Ethical Considerations 

Ethical considerations are important to ensure the protection of human participants, as 

well as vulnerable populations like Native American tribes. There are ethical principles put in 
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place that ensure the protection of human participants by addressing possible ethical issues that 

may arise while conducting research (Polit & Beck, 2012). The first ethical principle is 

beneficence, which indicates clinical research should be beneficial to patients, outweighing risks 

or harms. Non-maleficence the second ethical principle dictates that no harm should come to 

individuals as a consequence of their participation. Types of harm can include physical, 

emotional, social, and financial harm. Fidelity is the third ethical principle, which involves 

building trusting relationships between the researcher and participants (Polit & Beck, 2012). 

Trust is significant to participant’s participation, as they are entrusting the researcher who is 

obligated to protect participant from harm. Justice is the fourth principle and dictates that 

researchers treat participants equally and fair. Exclusion and inclusion of participants should be 

fair, as well as the recruiting process of participants. There should not be an unfair burden on 

participants who participant in research. Confidentiality is another ethical principle that ensures 

participant’s information is kept confidential. Autonomy is allowing patients to self-govern their 

care, by making decisions regarding health care procedures without coercion or coaxing. In order 

for informed decisions to be made patients must understand all risk and benefits of procedures 

probability of success (Polit & Beck, 2012). 

Past research efforts have caused Native American communities to become distrustful 

and cautious of researchers, as past efforts were insensitive to cultural standards and the 

protection of human participants (Jetter, 2015). Take for example the Barrow alcohol study 

conducted in an Alaskan Native community, which resulted in the community receiving a lower 

bond rating, and endangered the ability for the community to obtain funding for future 

developmental projects (Foulks, 1989). The Havasupai DNA study and the Nuu-chah-nulth 
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arthritis study are also studies that did not protect participants, as a result the study participants, 

Native American tribes were hurt causing distrust (Jetter, 2015). In spite of this, Native 

American communities want and aim to improve the lives and health of their families and 

community, and acknowledge the benefits partnership (Jetter, 2015).  

To ensure ethical considerations are addressed, this project will seek University of 

Arizona IRB and Indian Health Services review. The Health Insurance Portability and 

Accountability Act (HIPPA) guidelines will be strictly adhered to in regards to participant’s 

identification and health conditions, and individual results will be kept confidential. All patients 

attending the clinic on the days of data collection will be invited to participate in the QI project 

survey. The survey will not gather any identifiable patient information, and a disclosure form 

will be provided to all participants. Participation will be strictly voluntary, and the participants 

will retain the choice to withdraw from participating at any given time. All participants will be 

informed about the risks and benefits of participating in QI this project. The study will not 

impact care received, as the survey will be conducted after or before the patients visit. Only 

aggregated data will be shared with the clinic, and the clinic site will have shared control of how 

the information is published.  

Setting 

The data will be gathered in a Southwest urban outpatient Indian Health Service (IHS) 

primary care clinic. The clinic is part of a hospital campus that provides health care services to 

over 140,000 urban and rural Native Americans. Approximately 67% of the 566 federally 

recognized tribes receive care at this facility, and the top five tribes are the Navajo Nation of 

Arizona, New Mexico, and Utah, the Salt River Pima-Maricopa Indian Tribe, the Pascua Yaqui 
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Tribe, the Gila River Pima Maricopa Tribe, and the Tohono O’odham Nation tribe (Indian 

Health Services, 2015). The services this facility provides include: primary care, dental services, 

behavioral health, audiology, obstetrics and gynecology, pharmacy, physical therapy, 

orthopedics, respiratory therapy, rheumatology, dermatology, pediatrics, podiatry, public health 

nursing, and emergency services. The facility has 127 hospital beds, 56 practicing providers, and 

roughly 1,200 staff (Indian Health Services, 2015). 

Participants 

Participants will be Native American adult patients, 18 years of age and older who 

receive from this primary from this clinic and can speak and read English. Convenience 

sampling will be utilized, with a minimum sample size of 25 participants. The target sample size 

is 50 participants. 

Data Collection 

Survey Tool 

A paper quantitative survey tool will be utilized in this project. This quantitative survey is 

modeled after the health belief model (Hochbaum, Rosenstock, & Kegels, 1952), cardiovascular 

disease literature, and the survey developed by Awad and Al-Nafisi (2014) that was used to 

assess cardiovascular knowledge and preceptions. The survey consists of 22 close-ended 

questions and six open-ended questions that gather socio-demographic, health status and risk 

factor data, cardiovascular disease knowledge, risk perception, perceived adequacy and 

satisfaction of current patient education, and preferences for future patient education. (Appendix 

B). No identifiable information will be recorded. Prior to implementation, DNP Project 

Committee members, an IHS primary care provider, and a Native American community member 
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will conduct expert review.  

METHODS 

Data Collection 

All English-speaking adult patients presenting to the PIMC outpatient clinic during data 

collection days, mutually agreed upon by the medical director and this investigator, will be 

invited to participate in this project. Data will be collected over a maximum four-week period. 

After the patients have checked in for their primary care appointment, this Investigator will 

introduce herself and ask the patients if they would like to participate in the survey to improve 

patient education at the clinic. A disclosure will be reviewed with interested potential 

participants, including an overview of the purpose of the survey, what the study requires (i.e. 

completing a paper survey) risks, benefits, how their information will be used to enhance patient 

education, and voluntary nature of survey (Appendix C). If the patient agrees to participate, the 

participants will be given the paper survey, pen and clipboard. Completion of the survey will 

signify consent to participate. A waiver of written signature for consent is being requested to 

avoid recording of any identifiable data. Participants may complete the survey while waiting to 

be seen for their scheduled visit. The Investigator will collect surveys in a manila envelope at the 

end of the visit. It is anticipated that patient care and patient flow will not be interrupted during 

this time, or only experience minimum disruption.  

Data Analysis 

Survey data will be entered in Excel for data management and analysis. Paper surveys 

will then be shredded. Quantitative descriptive analyses will be performed for socio-

demographic, health status and risk factor data, cardiovascular disease knowledge, risk 
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perception, perceived adequacy and satisfaction of current patient education, and preferences for 

future patient education. Knowledge will be evaluated by patient’s proportion of correct answers. 

Patient health perceptions will be evaluated accordingly to an analog scale from ‘1 to 5’ with ‘1’ 

being poor and ‘5’ excellent. Rural and urban comparison will be analyzed (Polit & Beck, 2012). 

Content from open-ended responses will be summarized. 

Dissemination  

Results of this QI project will be provided to the site’s primary care providers and 

administrative staff, as an executive summary and PowerPoint presentation. Recommendations 

for enhancing patient education will also be provided based off of the results of the QI project. 

Primary care providers will be included in this project to communicate results to, with the intent 

for improving CVD education for Native Americans.  

RESULTS 

The PDSA Cycle (Plan-Do-Study-Act) will be used to help communicate the results and 

discuss the process this quality improvement (QI) underwent. The PDSA Cycle is a systematic 

process that increases knowledge for the continual improvement of a process (Figure 1).  
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FIGURE 1. Model for improvement (Institute for Healthcare Improvement, 2018). 

The first step in the PDSA CyPIMCcle is Plan, where a goal or purpose is identified, a 

theory is formulated, and a plan is put into action (The W. Edward Deming Institute, 2018). The 

purpose of this project was identified while this Investigator was doing her residency at the Salt 

River clinic on the Pima-Maricopa Indian Reservation, and is a part of the Indian Health 

Services. It was found that many of the patients seen at the clinic also received care at the 

Phoenix Indian Medical Center (PIMC) primary care clinic and required cardiovascular disease 

education. Limited time was available to provide needed cardiovascular disease education, due to 

the clinic’s busy schedule; thus, the QI project was in the making.  

Step two of the PDSA Cycle is Do, where components of the plan are implemented (The 

W. Edward Deming Institute, 2018). During this step, components of the QI project such as the 

survey, literature review, population disparities, and cultural and ethical considerations were 

developed. These elements are described in the background and literature review above. 
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Next is the Study, where outcomes are reviewed to test for validity of the plan’s success, 

and to identify issues and areas for improvement (The W. Edward Deming Institute, 2018). 

Outcomes such as the establishment of a cardiovascular disease education baseline were 

developed. While the project proposal was being written, this Investigator met hospital 

stakeholders, and the DNP committee members. This investigator also met with the Phoenix 

Indian Medical Center’s Quality Improvement and Research Committee (QIRC) chairperson 

regarding steps needed for approval by the facility. The committee oversees processes and 

approvals of QI projects, research and resultant publications that involve the Phoenix Indian 

Medical Center. The conclusion of the meeting was that the QI project’s survey should have a 

readability of 5th-6th grade reading level, and a link to the Kincaid readability score was 

provided. A QI project proposal example was provided via email to help with the expected 

formatting of the project proposal. During the meeting it was also stated that since the project is a 

QI, it does not require Phoenix Area Office IRB approval, and once the project obtains 

University approval the QIRC and the Chief Executive Officer (CEO) will then have 

authorization for final approval. A letter of support was obtained by the PIMC (Appendix D). 

Once the project proposal was complete and approved by the investigator’s committee members 

it was forwarded via email to the QIRC chairperson for QIRC and the CEO approval and added 

to the December meeting schedule for review. As required, the application was simultaneously 

submitted to the University of Arizona IRB for review. The University of Arizona IRB 

successfully reviewed the application and determined the project not to be research (Appendix 

E). At the request of PIMC, during this time, this investigator completed the required extensive 

volunteer application that was required to be able to collect data. However, the PIMC 
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chairperson later replied stating that the QI project was not approved. This investigator was 

informed that the CEO declined the project due to the inability of the primary care clinic to 

support the project related to clinic volume; the impact the project would have on patient flow, 

maintaining confidentiality and lack of staff available to provide oversight for the project. 

Another meeting was setup to speak with the chairperson regarding other options for the project. 

During the meeting the chairperson mentioned Gila River and Salt River Primary care clinics, 

but she was unsure if the clinics would be able to support the project. It would also require 

approval by the individual clinic, tribe and Phoenix Area IRB. This investigator reached out to a 

primary care provider at the Salt River Clinic whom she had worked with before, but was unable 

to meet with him prior to the administrative follow-up meeting. Of note, it is unclear if the 

unexpected departure of the previous administrator that this Investigator had been working 

closely with, who then left during the PIMC final review, may have impacted the final outcome. 

After consultation with the DNP project committee members, the project was halted at this time 

pending further review and planning.  

The next step that would follow is Act, although this QI project did not make it to this 

step due to unforeseen circumstances further recommendations will follow (The W. Edward 

Deming Institute, 2018). Recommendations for next steps are outlined below. 

Recommendations 

Despite working closely with stakeholders, this project experienced an unexpected 

change that has halted the progress of the proposed DNP project. Using a different approach may 

improve the success of this project including involving more providers at the clinic site where 

data collection would take place, or finding a specific provider in the clinic that would help 
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support the project as a champion. Further education of providers and clinic stakeholders on the 

importance of developing cardiovascular disease education may aid in allowing the intervention 

to be initiated. This could be in the form of a presentation at a med-staff meeting to educate and 

encourage buy-in. In the future it would also be beneficial to arrange a meeting with stakeholders 

and the QIRC chairperson early on to address potential problems. A preliminary meeting with a 

range of stakeholders, including administrative, providing an executive summary or a live mini 

presentation would be ideal opening it up to questions regarding potential issues and solutions. 

Regular meetings with multiple stakeholders at regular intervals in this process may help prevent 

any potential disconnects or potential issues among these various stakeholders. Identifying 

potential issues early on will facilitate being able to address these in a timely manner, including 

modifying the project to best meet the needs of the clinic and its stakeholders. 

It is understandable why it is challenging for projects to be approved through the Phoenix 

Indian Medical Center with the history Native Americans have had with researchers, as interests 

of tribes have not always been priority. Take for example, the 2004 lawsuit filed by the 

Havasupai Tribe against the Arizona State University regarding the unauthorized use of DNA 

samples, thought to only be used for type 2 Diabetes research (Garrison, 2013). A history of 

breach of trust with academic institutes may lead to hesitancy to partner with universities. 

Education as a whole to tribes and Native American communities may need to be completed to 

gain momentum within the community on advancing knowledge to aid in their personal care 

outcomes. Though this investigator is a member of one of a Native American tribe and has an 

extensive history successfully working with this clinic in a clinical role, this project is part of 
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requirements for the University of Arizona. This university relationship may potentially have 

created some concerns, hesitancy, and resulting lack of approval. 

This project addresses an important issue; as cardiovascular disease is so prevalent within 

this population. This QI project aimed to improve the patient education for high-risk Native 

American women at this clinic site to improve health literacy and patient and community 

outcomes. Advanced Practice Nurses play a crucial role as clinical leaders in facilitating projects 

such as this to promote patient education and improve the quality of patient care. 

This has been a valuable learning experience and strengthens our understanding of the 

unique circumstances and processes that must be adjusted to navigate government or tribal 

settings. Learning to steer these distinct healthcare environments will help us to become more 

successful as we develop strategies to improve the health of Native Americans. The insights 

gleaned from this project are valuable and will serve to inform future the future DNP who 

designed this project and it has already informed a local Indian Health Service setting of the 

barriers that exists when trying to collaborate on quality improvement projects. Perhaps, these 

learning milestones that resulted from this DNP project will motivate Indian Health Services and 

other tribal settings to strive towards creating a supporting environment that is open to receiving 

QI projects, research projects, and cost saving initiatives with the ultimate goal of improving the 

health outcomes of the Native American people. Change and improvement is a collaborative 

effort and systems must develop effective collaborations to ensure best practices in healthcare 

settings. The health disparities in the Native American population warrant an advocacy and 

support for QI projects and research that will ultimately improve the health of Native American 

people. 
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APPENDIX A: 

SYNTHESIS OF EVIDENCE TABLE 
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Author / 

Article 

Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection (Instruments/tools) Findings 

Manson, Jiang, 

Zhang, Beals, 

Acton, & 

Roubideaux, 

(2011).  

 

Special Diabetes 

Program for 

Indians: 

Retention in 

Cardiovascular 

Risk Reduction.  

Qual: Concepts of 

phenomena: 

 Participant 

questionaire 

Quan: Key 

Variables:  

 Participant 

retention 

 Medical 

examination 

Hypothesis: 

Recruitment of 

individuals into 

interventional trials 

is effected by factors 

such as age, 

race/ethnicity, and 

disease status, and as 

an individual’s 

decision to 

participate. 

 

Research question: 

What effects 

participant retention 

in a multisite 

cardiovascular 

disease risk 

reduction project?  

Not 

applicable  

Case 

management 

intervention 

design 

American 

Indian or 

Alaskan 

Natives 18 

years of age 

or older with 

diabetes. 

1072 

participants 

from 30 

Indian 

Health 

Services 

sites. 

Women (69.4%) and were married or living in a 

“marriage-like” relationship (59.9%). The 

average age of the participants was 55.4 years 

old with a standard deviation of 11.4. Half of 

participants attended some years of college, and 

16.2% of the participants had graduated from 

college. 2% of individuals were retired and 

25.9% were unemployed or still going to 

school. Participants at the one -year assessment 

were significantly older (55.9 vs. 53.8 years, p 

= .0113) and had, at base- line, marginally 

lower HbA1c levels (7.5% vs. 7.8%, p = .0600), 

significantly higher BMI (36.9 vs. 35.8, p = 

.0416), and significantly higher HDL levels 

(44.2 vs. 42.1 mg/dl, p = .0122). Retention rates 

than small or large-sized grantee sites (78.7% 

vs. 74.8% and 71.1%, respectively, p = .0418). 

Sites with greater than 80% female staff 

members had marginally lower retention rates 

than sites with fewer female staff (p = .0697). 

Having a BMI and higher level of physical 

activity at baseline were more likely to 

complete the first annual medical examination 

(OR=1.02,p=.018;OR=1.17,p=.0316, 

respectively). Sites where 75% or more staff 

members had completed graduate or 

professional school had higher odds of retention 

success than did sites where less than 50% of 

staff members had finished graduate or 

professional school (OR = 3.12, p = .052) 

Successful 

retention is far 

more complex 

than individual 

characteristic, as 

is also based on 

features of settings 

that house the 

intervention 

(staff/providers). 
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Author / 

Article 

Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection (Instruments/tools) Findings 

Mooney & 

Franks, 

(2011). 

 

Impact of 

health 

screening 

and 

education on 

knowledge 

of coronary 

heart disease 

risk factors 

Qual: Concepts or 

phenomena 

 

Quan: Key Variables, 

Hypohesis, research 

question  

Un-

identifiable 

Descriptive, 

exploratory, 

nonexperimenta

l study. 

 

56 participants 

recruited from two 

community health 

screenings in Little 

Rock, AR, from 

July 2007 to 

December 2007. 

Of the 56 participants enrolled, 45 

(80.4%) completed the post screening 

telephone survey. Post screening 

knowledge of healthy values for CHD 

risk factors improved, including blood 

pressure (P = 0.02), fasting blood 

glucose (P = 0.03), fasting total 

cholesterol (P < 0.01), and BMI (P < 

0.01). Following the screening, 20 

(44.4%) participants had consulted 

their primary care provider and 31 

(68.8%) made at least one healthy 

behavior change. Approximately half 

of participants reported changing 

eating habits, and 5 (11.1%) reported 

increased exercise. 

Community-

based health 

screening and 

education 

interventions 

can efficiently 

promote public 

health 

knowledge and 

empower 

individuals to 

engage in 

health-

promoting 

behaviors. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Brega et al., 

(2013). 

 

Impact of 

targeted health 

promotion on 

cardiovascular 

knowledge 

among 

American 

Indians and 

Alaskan Natives 

Qual: Concepts 

phenomena  

 

Quan: Key Variables 

Social Cognitive 

Theory and 

Transtheoretical 

Model 

Randomized 

control, 

Descriptive 

89 HGHH 

participants 

(DIHFS = 47; 

FNCH = 42) and 

50 control 

participants, 

resulting in an 

analysis sample of 

139 individuals. 

Inclusion:AI/ANs 

aged 18–64 years, 

to have a Body 

Mass Index (BMI) 

of 25.0–39.9 

kg/m
2

, to be active 

DIHFS or FNCH 

clients, and to have 

a permanent 

address and phone 

number, with no 

plans to move. 

At baseline, participants 

recognized 61.5% of heart attack 

symptoms, with 15.9% 

recognizing all five symptoms and 

4.4% having optimal knowledge. 

71.7% recognized stroke 

symptoms, with nearly one-third 

identifying all real symptoms and 

10.1% having optimal knowledge. 

The average perticipant87.2% of 

the general CVD knowledge 

questions correctly. Participants in 

the HGHH group attended an 

average of 5.3 out of 10 sessions. 

A two-sample t-test indicated that 

HGHH participants from FNCH 

attended significantly more 

sessions than did HGHH 

participants from DIHFS (P ≤ 

0.05). Participants with adequate 

health literacy gained 10.8 points, 

while those with inadequate health 

literacy gained 10.6 points. 

HGHH has 

shown to 

improve 

cardiovascular 

knowledge 

among 

American 

Indians and 

Alaskan Natives. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key Variables 

Hypothesis 

Research Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Brega et al., 

(2011). 

 

Cardiovascular 

Knowledge 

Among Urban 

American Indians 

and Alaska 

Natives: First 

Steps in 

Addressing 

Cardiovascular 

health 

Qual: concepts were 

participants’ knowledge 

of symptoms 

 

Quan: Key symptoms 

 

Research question: Are 

Native Americans able to 

identify cardiovascular 

event symptoms?  

Not 

mentioned 

Participants 

completed a 

written survey 

containing 

items assessing 

demographics 

and CVD 

knowledge. 

 

Sample: 298 

American Indians 

and Alaskan 

Native adults 

(150 from 

Albuquerque and 

148 from 

Denver). 

 

Survey-telephone calls Respondents recognized 

approximately half of 

the symptoms of heart 

attack and stroke, and 

were significantly less 

likely to recognize each 

symptom than reported 

in national studies using 

the same items. General 

CVD knowledge (e.g., 

risks of high blood 

pressure) was stronger, 

although areas for 

improvement were 

noted. 

 

Struthers, Savik, 

& Hodge 

Schanche, (2011) 

 

American Indian 

Women and 

Cardiovascular 

Disease 

Qual: patient’s 

knowledge 

 

Quan: age, educational 

level 

 

Research question: What 

responses do Native 

American women have 

towards cardiovascular 

disease symtpoms? 

 

Used a 

Inter-Tribal 

Heart 

Project 

N=847 Native 

American 

women from a 

rural reservation 

Comprehensive 

survey, and face-

to-face 

interviews, 

Descriptive 

statistics  

32% of the women in this 

study stated they would 

delay seeking treatment if 

experienced crushing chest 

pain by sitting down and wait 

for it to pass, continuing with 

what they are doing, and go 

to a medical facility when it 

was convenient to them. The 

women states they would 

defer treatment were younger 

and had less education. Only 

67% of the women stated 

they would see medical 

attention right away.  

Struthers, Savik, & 

Hodge Schanche, 

(2011) 

 

American Indian 

Women and 

Cardiovascular Disease 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Schieb, Ayala, 

Valderrama, & 

Veazie, (2014). 

 

Trends and 

Disparities in 

Stroke Mortality 

Quan: Stroke deaths 

 

Research question: 

Have stroke death 

rates diseased, and 

how to they 

compare to 

Caucasian 

Americans.  

Comparability Native American adults 

35 years and older that 

died due to stroke from 

1990-2009 

Utilized the National Vital 

Statistics System data from 

1990-2009 and linkages with 

Indian Health Service patient 

registration data. Trend 

analysis. 

Stroke deaths have decreased in Native 

Americans, but rates are still higher in 

this population when compared to 

Caucasian Americans. Interventions 

that increase awareness of stroke 

symptoms and access to care are 

needed to reduce these death statistics.  

Sheridan et al., 

(2014). 

 

The effect of a 

decision aid 

intervention on 

decision making 

about coronary 

heart disease risk 

reduction 

 

Qual: participant’s 

knowledge of 

effective CHD 

prevention 

 

Research question: 

What effect does a 

decision aid have 

on decision making 

regarding coronary 

heart disease risk 

reduction?  

 

Hyposis: Decisions 

aids offer a solution 

to improve patient 

decisions regarding 

coronary heart 

disease prevention.  

 

Randomized 

control trail 

Patients from a 

University internal 

medicine clinic. 160 

patients (81 intervention, 

and 79 control) ages 40-

79 years of age, and had 

cardiovascular history or 

diabetes 

Post-decision aid survey Increased intervention group’s 

knowledge of on CHD prevention 

strategies (+21 percentage points; 

adjusted p<.0001) and the accuracy of 

perceived CHD risk (+33 percentage 

points; adjusted p<.0001), and 

decreased decisional conflict (-0.63; 

adjusted p<.0001). Decision aid 

increased CHD prevention discussions 

with providers (+31 percentage points; 

adjusted p<.0001) and improved 

perceptions of patient-provider 

interactions. It Increased participants’ 

intentions for of CHD risk reducing 

strategies (+21 percentage points; 95% 

CI 5 to 37 percentage points). 99% of 

participants found the decision aid easy 

to understand and 93% felt it easy to 

use. 
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Author / Article Qual: Concepts or 

phenomena 

Quan: Key 

Variables 

Hypothesis 

Research Question 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings 

Oser et al., (2013). 

 

Cooperative Strategies to 

Develop Effective Stroke and 

heart Attack Awareness 

Messages in Rural American 

Indian Communities, 2009-

2010. 

This study examined 

rural Native 

American Indian 

community’s 

knowledge of heart 

attack and stroke 

warning signs. 

 

Randomized American Indians 30 years or older living on 

the Montana reservations (Rocky Boy’s and 

Fort Belknap). 

Participant’s 

knowledge of heart 

attack and stroke 

symptoms, and 

responses to the 

signs and 

symptoms. 

The knowledge 

of 3 or more 

heart attack 

warning signs 

and symptoms 

increased on 1 

reservation from 

35% at baseline 

to 47% post 

campaign. On 

the second 

reservation, 

recognition of 2 

or more stroke 

signs and 

symptoms 

increased from 

62% at baseline 

to 75% post 

campaign. 



 

 

 

 

40 

APPENDIX B: 

SURVEY 
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Thank you for helping us to improve our patient education to help patients stay healthy 

and prevent heart attacks and strokes. The purpose of this survey is to gather Native 

American primary care patient’s understanding of heart disease and health perceptions. 

This information gathered will directly help clinic providers better understand patient’s 

needs to help improve future educational efforts.  

 

A. Sociodemographics 

 

*Please circle or fill in your answers 

 

1. Age (in years):_________________ 

2. Gender: Male Female   Other 

3. Height (inches):___________________ 

4. Weight (lbs):___________________  

5. Educational level: Less than high school High school Diploma  

 College graduate Postgraduate studies  

6. Distance traveled to clinic : <30 mins 30-60 mins >60 mins  

7. Do you live in a rural area ( population less than 50,000) or on a reservation? 

8. What is your usual source of healthcare? 
PIMC for routine care PIMC and other clinics equally Usually just the ER 

First time coming to PIMC 

 

B. Health Status and Perception 

 

9. Personal health: Excellent Very good Good Fair Poor 

10. Are you a smoker? (circle) Yes (currently smoker) No (never smoked)  

  previously smoked (Ex-smoker), if so when did you stop?  

  Less than 6 months 6 months 12 months >2 years 

11. How many days a week do you do at least 30 minutes of exercise? (walking, running, 

cycling, jogging)  
  0 times 2-3 times 4-5 times >5 times 

12. How often do you eat healthy food? (Plenty of fruits and vegetables, foods low in 

saturated fat, cholesterol, salt and high in fiber) Everyday  

 Sometimes (2-3 days out of the week) Not Often (once a week or less) 

13. Have any of your immediate family members been diagnosed with a Heart disease 

(cardiovascular disease)? (Mother, father, sister, brother, own child) Yes No  

14. Have any of your immediate family members had a heart attack or stroke? Yes No  

15. How do you describe your lifestyle? 

  Very stressful   Stressful Some what Stressful Free from stress 

*Please check the appropriate answer 
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16. Have you ever been told you have any of the following? 
 

 Yes No 

Hypertension or high blood pressure    

Diabetes   

High cholesterol    

Heart problems (such as coronary artery disease/clogged arteries, angina (chest pain), irregular 

heart beats or heart failure) Heart attack 

  

 
17. If you answered yes to any of the above, do you take any medications? 

 
 Yes No 

Hypertension or high blood pressure    

Diabetes   

High cholesterol levels   

Heart problems (such as coronary artery disease/clogged arteries, angina (chest pain), irregular 

heartbeats or heart failure) Heart attack  

  

 
18. When was the last time you checked the following? 
 

 Never been 

checked 

before 

I’m not 

sure 

Checked within 

the last 6 

months 

Checked 

within the last 

12 months 

Checked 

more than  

1 year 

Blood pressure      

Blood cholesterol      

Blood glucose      

Body weight      

 

19. When you last checked your blood pressure, blood cholesterol, blood glucose and 

body weight where you told they where normal, high or not known.  

 
 Normal 

 

High 

 

I do not know 

Your most recent blood pressure    

Your most recent cholesterol     

Your most recent fasting blood sugar     

Your most recent body weight    

 

C. Knowledge of Heart Disease 

 
20. Please answer by circling true or false regarding heart disease 

 
A waxy substance called plaque can build up inside of blood vessels T F 

Atherosclerosis is the build-up of this plaque  T F 

This buildup can occur over many years T F 

Hardening or breaking of this build-up can block oxygen to the heart T F 

Angina is the feeling when the heart is not getting enough oxygen T F 

Heart disease can be preventable T F 
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21. Heart disease can cause: circle all that apply 

 

heart attacks 

irregular heart beats 

heart failure (heart not pumping properly) 

blood clots 

strokes 

 

22. Which of the following are symptoms of a heart attack?  

 
 Yes No I’m not sure 

Pain or discomfort in the jaw, neck, or back    

Feeling weak, light-headed, or     

Chest pain or discomfort 

Chest tightness 
   

Pain or discomfort in arms or shoulder    

Difficulty in breathing or shortness of breath    

 

23. Which of the following are symptoms of a stroke?  

 
  Yes No I’m not sure 

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

Sudden confusion or trouble speaking or understanding others    

Sudden trouble seeing in one or both eyes    

Sudden dizziness, trouble walking, or loss of balance or coordination     

Severe headache with no known cause    

 

24. Which of the following can put someone at higher risk of developing cardiovascular 

disease?  

 
 Yes No I’m not sure 

Smoking    

 Not regularly exercising    

A diet high in cholesterol    

A diet high in saturated fats    

A diet high in salt    

Overweight or obesity    

Stress    

Having a family history of cardiovascular (heart) disease or heart attacks    

High bad (LDL) Cholesterol levels    

High blood pressure, especially if not controlled    

Diabetes, especially poor control 

Pre-diabetes 

Sleep apnea 
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D. Education preferences and Needs 

 

*Please circle all that apply 

 

25. Where do you generally get your education regarding your health? 

 

Clinic staff (circle): healthcare provider nursing staff other clinic staff  

Handouts from clinic 

Pharmacy: (circle) Pharmacist other pharmacy staff handouts 

Online 

Friends 

Family  

Online/internet search 

TV 

Magazines 

Other: ____________________ 

 

26. How do you feel about the health educational information provided by this clinic? 

 

I am satisfied with education received I am not satisfied  

If not, please explain_________________________________________________________ 

__________________________________________________________________________ 

 

27. Is there anything you feel you need more information on? Select all that apply: 

 

My numbers (circle): blood pressure, weight/BMI, blood sugar…. 

Eating healthy 

Being active/exercising 

Reducing stress 

Stopping smoking 

Other:____________________________ 

 

28. What methods do you find it easier for you to learn information? Please circle all that 

apply: 

 

Short videos in clinic 

Short videos online 

Patient education handouts 

Group classes (nutrition, exercise, what is heart disease, stress reduction, stopping smoking) 

More time with provider to answer my questions 

More time with nurse educator 

Printed information about my health after my clinic visit (such as my blood pressure, weight…) 

Being able to log in to my clinic chart and see my health information online 
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APPENDIX C: 

DISCLOSURE STATEMENT 
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Assessment of Cardiovascular Disease Knowledge and Health Perceptions in Western 

Native Americans and Their Health Perceptions 

 

The purpose of this form is to provide the aim and goals of this quality improvement project, and 

fully inform participants of the risks and benefits of their participation.  

 

Background 

Heart disease is the leading cause of death here in the United States causing over 600,000 deaths 

each year. Native Americans are at greater risk for heart disease, with higher death rates related 

to this disease than other races. In 2009, 1,813 Native Americans deaths were caused by heart 

vessel disease, with heart attacks causing 600 deaths, and stroke causing 561 deaths (American 

Heart Association, 2013). Native Americans die from heart disease at younger ages than other 

ethnic groups with 36% of heart disease deaths occurring before the age of 65 (Centers of 

Disease Control and Prevention, 2016).  

 

Purpose 
The purpose of this quality improvement project is to exam the general knowledge and 

perceptions of heart disease and risk factors among Southwestern Native Americans who receive 

care at Phoenix Indian Medical Center to guide primary care providers in their primary 

prevention efforts of providing culturally sensitive care.  

 

Patient Confidentiality/HIPPA 

The Health Insurance Portability and Accountability Act of 1996 (HIPPA) protects all forms of 

individually identifiable health information, and requires the protection and confidential handling 

of protected health information. This project will be strictly adhered to HIPPA guidelines in 

regards to the participant’s identification and health conditions, and individual results will be 

kept private. The survey will not gather any identifiable patient information, and this disclosure 

form will be provided to all participants. 

 

Risks and Benefits 

The study will not impact care received, as the survey will take place after or before the patients 

visit. Clinic providers will not know of the participant’s involvement. Only gathered figures will 

be shared with the clinic, and the clinic site will have shared control of how the information is 

published. 

 

Participation 

All patients attending the clinic on the days of data collection will be invited to participate in the 

quality improvement survey. Participation is strictly voluntary, and participants will have the 

choice to withdraw their involvement at any time.  
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APPENDIX D: 

LETTER OF SUPPORT 
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APPENDIX E: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL 

LETTER 
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