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IMPLICATIONS FOR COOPERATIVE EXTENSION.  Cardiovascular disease (CVD) is the leading cause of death for women in Oklahoma as well as the rest of the United States.  However, many women are unaware of their risk for CVD.  Extension educators can have a role in reducing CVD risk through educational programs designed to inform women about their risk and preventive behaviors.
Overview

Most women are unaware that cardiovascular disease is the leading cause of mortality among women in the United States and few women undertake dietary recommendations to improve their heart-health. Those women living in rural environments may also face more difficult challenges than those living in urban settings.  In order to prevent CVD and change behaviors to promote cardiovascular health, it is necessary to have an understanding of women’s perceptions of the disease.   This study used the Health Belief Model and the Social Cognitive Theory as the theoretical framework to gain a better understanding of cardiovascular behaviors among rural women.  
Methods

Thirty-four white women ages 20-55 years with no more than 13 years of education were recruited by social service providers, Extension educators, and church groups.  A trained moderator and observer conducted six focus groups.  The discussion guide was designed using the Health Belief Model and the Social Cognitive Theory. The questions were designed 1) to explore perceived susceptibility to CVD, 2) to determine perceptions about diet and CVD, 3) to identify positive and negative experiences with nutrition behavior change, 4) to identify barriers to nutrition behavior change 5) to obtain ideas about types of nutrition interventions, and 6) to determine effective measures for promoting behavior change in women.   

Focus groups were analyzed using a combination of inductive and deductive approaches. ETHNOGRAPH, a text analysis software, was also used to organize the data.  Major patterns and themes were identified and reported below.  
Results

Cardiovascular Disease Prevention 
Perceived susceptibility and severity.   Women in this study considered breast cancer as the disease most feared despite the fact that a family history of CVD was commonly mentioned.  When a family history of CVD was present, women tended to feel more susceptible to CVD.  
Age differences in perceptions of severity were present.  Younger women were primarily concerned with who would care for their children if they were to acquire the disease while older women were more empowered to change their behaviors.  Additional concerns about CVD severity included cost of medications, doctor visits, and other expenses associated with CVD.  Both younger and older women felt that diagnosis of CVD would be depressing.

Barriers to Change

Awareness.  Younger women were less aware of the importance of preventive screening for CVD risk than older women.  General misperceptions about a heart-healthy diet were common in both age groups.
Family preferences.  Family tastes and preferences were considered barriers to changing eating patterns.

Preferences of husbands and children for foods that were not considered healthy were the most common barriers reported by women to undertaking a heart-healthy eating plan.  Making family changes in eating behaviors was often deemed as necessary.  Approaches to family changes varied.  Some women undertook changes their families were unaware of while others demanded that their family make changes even when they resisted.  
Cost.  A disagreement about the cost of a heart- healthy diet was reported.  Older women were able to substitute low-fat foods economically for high fat foods.  Women on limited incomes indicated a greater degree of additional costs in adopting a heart-healthy diet.  For these women, family preferences and cost were inseparable.  Limited income women felt that children should determine household meals as a mechanism to reduce food waste.

Time.  For women with children and less free time, time to purchase and prepare healthy foods was lacking.  Women with more free time did not consider preparation of healthy meals as time consuming.

Lack of support.  Family preferences were a large influence on what women consume and prepare for themselves.  Women tended to sacrifice their personal needs for the likes of family members and friends.

Facilitators of Change
Support of family and others.  Women mentioned the importance of the family members being supportive when making dietary changes.  Support was necessary to avoid cooking multiple meals.  Having a support group was also mentioned as being helpful when attempting to undertake changes.

Motivators.  Initiating and sustaining motivators were indicated by women.  Initiating motivators such as the power of a personal scare were mentioned as being necessary to motivate women to undertake changes in eating habits.  Sustaining motivators such as support of others, food availability and feeling better mentally and physically were mentioned as important for maintaining changes.  Women also felt they needed to learn food preparation and selection skills to initiate and maintain changes and avoid boredom. Maintaining dietary changes was perceived as less difficult when women themselves ate more healthfully and were more physically active.  There was also an awareness that family support was necessary to adopt and maintain dietary changes.  

Interventions.  Behaviors that were identified by women as modifiable included diet, exercise, prayer, and smoking.  Weight management was only mentioned by one group.  Women most commonly mentioned hands-on experiences like tasting, food preparation and food shopping as being important.  Having an environment of support and motivation was also considered important.  In addition to group support, women also wanted individualized feedback on their diets.  

Discussion

The findings from this study are consistent with others in that women indicated a general lack of awareness about cardiovascular disease risk.  For younger women, the health of children was a greater concern than their personal health.  Older women indicated a greater degree of confidence in undertaking behavior changes necessary to stop or prevent CVD.  

Of the barriers discussed, family preferences and cultural traditions were most common and support previous research findings.  Consideration of family preferences was perceived as important for the adoption of heart-healthy eating. Women also conveyed the importance of having the support of friends and others when making changes.  Support and encouragement were consistently mentioned when women discussed behavioral changes.  

Hands-on learning was mentioned as important for intervention strategies.  Intervention strategies that emphasize skill building and involve other family members are important.  Interventions should also focus on low-cost heart-healthy foods.

Implications and Conclusions
Although this sample was small and not representative of the entire population, ideas for educators can be gained.  Educators should recognize the role of family preferences when developing programs to improve the health of women.  It is also important for educators to note the value that women placed on social support.  The development of support groups when working with women may also be an effective strategy for promoting and sustaining behavior changes.
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