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Report of the Health EducationfRisk Reduction Conferenéé‘
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October 27-30, 1981 - . A R

7 B 7/

Conference Participants - " i , . ‘

The following is & report of tﬁ:&Anaheim Health Education-Risk Reduction
.Conference cosponsored by the.Centers for Disease Control (CDC) and the
Conference of Stdte and Territorial Directors of Public Health Education.
The report provides an opportunity to review, recount, and. assess "
accomplishments and progress made to date by many public health
proféssionals engaged collectively in this nationwide program.

The baeic goals of the original State grants in 1979 were to inventory
statewide resources for health education-risk reductionj to establish
working rélat%onships with other agenciesj to determine risk factor
prevalence by State; to identify or establish surveillance‘systems for
chronic disease morbidity .and mortality data; and to pursue an organized
approach to risk reduction. These have proved effective for stimulating
new netwokrks, new interventioms, and new thinking for ‘addressing the

* preventable health problems of the 1980's and 1990's. The local education

intervention projects are demonstrating the effectiweness of a planned
community approach to risk reduction. ’ E ' '

s . Y . : «

I am especially pleased that so maﬁy of these projects have retently

competed successfully under the Prevention and Preventive Health Services
Block Grant or otherwise generated-local revénpes_;oAsupport'their o :
activities during the coming year. CDC will continue to provide technical -
assistance in health education/risk reduction. We will .seek every
opportunity to encourage others: to j us in support of these . primary
prevention programs.: o % ' S

Thank you for_yoﬁr continued efforts towards making this a Nation of
healthy people. ' '

William H. Foege, M.D. ' - -
Assistant Surgeon General :

‘. v
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. ‘- As an ingenious w'ay of getting the boss on the program where he can do the least harm, David Ramsey. and his confer-
‘e cg_pl;:m)e,ts—ha’vg asked me to review, in effect, where we cante\from and how we got here—in health education and risk
reduction—past and. present. The future, I notice, is significantly omitted from that, and rightiy so, in a way., because you in~
this room and the people you’re working with will have a lot to do with shaping that future. We will have a better feeling as
to where we are going, | think, when these 3 days are over. The problem with this assignment isgthat for some of, you, who
have been subjected to Ogden rhetoric in the past at assorted gatherings of -the tribe, this will represent a fairly familiar
’ song. it had been said that | have one yeryegood speech, so those of you who have heard it before wTII.just have to bearwith
me. The majority of you, however, have been spared in\th€ past; so you are now -going to be subjected to Ogden- 101, for
about the next 15 minutes. : ‘ t ' St .

Y

| have been trampling around‘the circuit ever since the fo:n“ation of the Bureau oftHealth EducatiohMr for O
Disease Control (CDC)* in 1974; over.the melting sherbet, | have giverr talks that were generalby entitled something like
“Federal Initiatives in Hea%: Education.” Last week in. Virginia, Linda Redman, who is one of your colleagues and who
is here today, asked me to talk down Federal initiative and talk up national concerns in health education. | think the distinc-
tion between the concepts of Federal and national is a’very apt'one at the moment. ' : :

-

For. nearly half a century those of us who have woerd in the Federal establishment and, in fact, those of us who have

|ibored in health and social welfare generdlly have found it relatively easy to-use the words Federal and national inter-

" changeably. People like me have been especially susceptible to the beguiling notion that the Federal initiatives really are

“national initiatives and Federal concerns are truly nationai' concerns. This has’ sometimes led us into the still more serious:

" delusion, of course, that what we. say'to eei_ch other in'memoranda is more important than what actually happens out in the
~  States and cormmunities. This is patently untrue. it is especially untruein a field like health education. Health education v

happens or doesn’t in families, schools, neighborhoods, commupities, and worksites. Anything we can do from the Federal

level, which is several steps removed fsom this reality, is useful only to thé extent that it enhances what happens where the

* people are. ' ' . ‘ o
v ] . . 8

*Effective ‘October 14, 1980, the Center for Disease Control becameé the Centers for _Di;ease Control and the Bureau of
Health Education became one of the three divisions of the new Center for Health Promotion and Education,
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lt 5 hardly a hot news break for me to announce that we arc at a dramauc turning polnt right.,now in regard to the role
of the.Federal Government in social change. It's rather remarkable that, since 1933 -which is 48 years and two full profes-

'sional generations ago—the primary engine drjving social changedn this country has been funding programs from th¢Federal
-Government, i.e., those Federal initiatives that |'ve been blathering -about to ail of you alt these years. Now, for good or ill
and like it or not for how short or long | don’ t think any-of us can foresec at the m,omtnt that situation has changed. Byt
one might assurge that those Federal initiatives that, havu really corresponded to national concerns will prosper. And if thi
is really true, 1 am optimistic at the moment about the futurc of health education, even during the rather different epoch of

Federal support that we seem to be entering. = . f

. . ' ‘

B really believe’there has been a national concern for cducatmg people about health that predated Federal ;nltlatlyes'

by many years and probably will survive them by many years. “This interest in thc premotion of better health through

individual choice has been fueled by a number of popular movemengs. The consumer movement has dramatized the idea .

that people reaily are entitled to an informed choice as to the products and services that they.buy. The environmenta! move-

ment has stressed the concept that “‘quality of life” should provide gpportunitics to enjoy a healthful lifestyle. The women's

rights movement was really the generator of self-carc as a supplerffent to -and, at times, even a substitute for_.medlcal care
practices that were perceived to be msensrtlve and inappropriate. . ‘ o : s

Y - 4 .

i think that health education and health promotion have been at the pomt of confluence of all these ldeas‘\e‘(\ucated
choice, quality of living, protecting one’s own heatth, and gaining skills to do so, The'interestthg thlng is that all of these, as
i indicated, are real grass roots movements. They have grown up independent of and frequently in spite of,.the mcdlcal
establlshment the governmenta{ establishment, and _the educational establishment. | think |t can even be suggested.that the
recent wave of towering rhetoric on the subject of health promgotion, which we have all cmoycd so much, represents an
attempt to some extent (at least on the part of those establishments) to catch up with wherethe people already are. We in
health education’ have been the beneficiaries to a limited extent in terms of resources to a considerable extent in terms of
approval of these changes—and we are also the intermediaries; ofc‘ourse, in carrying out much of this change. -

At the Federal Ievel ‘the resurgence of interest in hcalth"':ducatlon{is brought several new agencies-and programs\r‘nto
being in the last several years. Our Bureau of Health Education, recently®eorganized as part of a new Center for Health Pro-
motion and Education, was the first and was ¢stablished on'a shoestring in 1974. The string has held the shoe &n the foot all
this time. It "was established at CDC in Atlanta over the howls of protest of 2 good many pcople Because CDC was

ot

becoming a prevention arm primarily of the Public Health Service, because health education. was viewed as an important

-
instrument for reducing risk and therefore causing prevention to happen, and because CDC had long- -established relation-
ships with the States and commuinities, we were gstablished at CDC rather than at somc other agency. All these factors have
come tpgether in this grant program; | think establlshrng the Burcau at CDC has proved a most rortultous ch0|ce. -
Two years after the Bureau was formed, Public Law 94-317 gave official Congressional sanction to our new interest in
our long- -neglected field. Among other things this law led te-the establishment of the Office of Health Information and

- Health Promotion at the stratospheric levels of the Office of ‘the Assistant Secietary. So now- where there’had been none,

there were two separate but compiementary prograrhs in the Federal health enterprise. This office, OHIP, at the pOTlCY-

making level was to provide a leadershlp and coordirating rale for-a number of. governmental and nongovernmental agencies -
that were engaged, at least part of the time, in health cducation. The Burcau at an operating program level was gradually -

able to bujid the staff,and resources to begin to stimulate program dcvclopmcnt in hcalth education amd promotion in the
States, in the communltles and in the private sector, e .

We hdve had m“good years and our bad years, but through italll don t thlnk olthu of those two agencnes has lost

sight of our commoansmission and complementary 1unct|ons The situation was one whichl to some skeptlcs appcared to be,
E]

made to order for battles over turfdom. |lve rarely, if ever in my 30 years in the Federal Government, seen a stronger
mutual commitment to coHaborat:on over the years. That’s quite a little success story “that I am personally very proud of.

»

As a consequence of all this, some exciting things have been happening And are strll happcnlng, in part at least,

through these Federal |n|t|at|ves Better school health education curricula are being devoloped tested, evaluated, and:

A7

[
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# or 12 State programs in healtn

’ S The Beginning and Current St_atusﬁf thebclﬁe.althEducatfon-Risk' Reduction'Program:
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disseminated around the country. Patient edugation hasbecome an accepted and a growing part of inpdtient and outpatient
care. Thert are new and promising health education methodologies, such as health risk appraisal,, There aRaf many other
models that are being, developed andevaluated. Business and industry are increasingly expressing real interest in the work
place asa tocus for heatth cducation, and some businesses are beginning to demonstrate this. * °
‘Most recéntly over the past 212 years, the State health agencies have béen enc'(;uraged.to initiate or build-on existing
programs thrpugh the hedlth cducation-risk reduction grants, which intidently were also authorized by Public Law 94-317.
“In fiscal year 1979, a very modest $31 million - modest when you spread it across 54 States and territoriesbecame avail-
able to us at €DC to start what we wanted to do frop1 the beginning, as | indicated. That was to build or rebuild the capabil-

ities of the State health departments to act as stimuli, as catalysts, aird as coordinators of effective local health education
programs. When the program started, health education had virtually disappeared as an identifiable or an active program in

many of thes50 States. Invsome there was still a nucleus around -which to build, and-in others it hadyfo start almost from- . -

scratch. But in that first year, with those relatively few bucks of seed money and a small staff of circuit riders to provide-
some technical assistance, the seeds really Q‘qgan 1o grow. Some bright new pcople were hired, and that was very important.

“One of the things | lik® most-about this audience is the fact that there arc many new faces and many young people in the
, _ e th

roup. ot
geup

‘ : . ’ o
i That first year spmé long-existing plans ‘and resources at the community level were dusted off and polisheds other
great new general iit\yention projects were funded, and, not surprisingly, a few of the States continued to flounder around
dium after the game. But, by the time the.FY 1980 budget was ready to be issued, instead of 10
cation around the country, therc were around 40 States with prontising programs under-

way, and several others just about ready to_take off. So we planned and obtained funding for a good sensible increase up to

and sort of 1ook for theNW

~ about the $6 million level, to continue the program for the second year. Then a funny thing happencd. A rather obscure -

section of an omnibus health sefvices amendment for 1978 authorized $10 million to support local projects to deter
children and adolescents from smoking and using alcohol. To the surprise of a lot of people, including me | might add, the.
full $10 million was'appropriated. So here was a new grant program {ooking for a home. It was originally lodged in the
Office on Smoking and Health (OSH), which had been created by Mr. Califano, again at the upper c/éhelons of the

, Department. _ _ : : : : S
. . ‘ _ -,

-

OSH CO|1v9|1ed a group to explore where the program.could most cffectively be administered, and administered in a

hurry because we had to get those grarls out very fast. Incidentally, two representatives’ of the Office of Smoking and
Health with whom we"have worked very closely over the years are here for this'meeting, John Bagrowsky and Bill Lynn. If
you don’t know them, | hope you wi get acquainted during these sessions. Anyway, OSH called together five agencies that
might logically have been a home for this grant program: our Burcau, the Office on-Smgking and Health itself, the Institute
of Alcohol Abuse and Alcoholism, and the then Office of Education. Instead of cngaging in a five-way tug of war, which
would have beén predictable, it was agreed, in a rcally remarkable display of interagency coobera‘fion, that our fledgling
health education-risk sreduction grants werc the best available vehicle. Frankly, we were a little intimidated, here was a
- $10 million tail to wag our. $3}% nfillion dog. The time was very short, and some of us felt a fittle bit Iofﬁy at having this very
‘categorical program tacked on to what had earnestly started out as a comprehensive program of health education. However,
there was the money, and it seemed to us that it was “better to have loved and lost than neverto have loved at all.” So we
went to work. ' RN ' . . - ' S ‘
- . L : ) ‘ ‘ 'y

-
[}

‘We ashed you 50 State peopl: and a lot of your ,fr‘i‘ends and copstituents in othér agencies to beat the bushes for proj;

“the State agencies to meet our deadline. | don’t know if you can envision 601 grantprogram applications cach application
was very thick, cach a fairly formidable package, especially when we had requésted several copics. :

™.

“We .then put together some excellent review pancls representing 10 different parts of the Public Health Service. Thi§
in itself was nu.small achievement. Those review people worked literally night and day to review those applications, scoring
them on a scale of 0-200. They read applications at night and discussed them during 1 full week of wopking meetings; at

» ects,;nd boy, what i crop we harvested. Six hundred and one, count them, 601 grant applications were forwarded to, us by"

“the end of that effort they scored applications and arranged them from high to low, and we funded/t'hem from the top .

e ;
. ‘ /
’ . . " /



ERI

' Introduction - ’ o .

scores down as far as the money went. This is why you're here and a l(}t
were alale to fund\1 65; so we l;n:(l;" have 165 friends and 436 enemies, but-we had to live with that. We did have enough
money ‘for 135 smoking and alcohol pr(')jects’and about 30 very good genhefal interventions. About half the smoking and
-alcohol‘pro.jects were school based and about half community based, which we had been hoping for. About one-third of

them, which was better than we had hoped for, were entirely or predominantly addressed to minority'groups. The projects
were as-diverse in proposed méthods as they were in sponsorship. ' ' K

o
All b-u't about five ‘of.those initial projects were strong enough o merit %}ntinuation funding for the second year.
.These funds just got out—the funds that were awarded in August 1981. Mean

were looking-ayen betteri and we awarded all 54 participating ates and territories 1981 fiscal funds, which you know carry
projects thro\%ost of fiscal year 1982. Hence, our presence Yere, and that’s the past and present of a little Bit of h& we

" got here, and bringing us to the here and now and the somewhat thcharted future.

As you know, of course, the Health Education-Risk Reductién Gragt Program has been lumped into the Prevention
and Preventive Health Servicgs Block Grant for fiscal year 1982 and beyond. That means that when 1983 funding runs out
(for you, September 1982), the comipetitive arena becomes the State level. Each State one way or another will decide

* henceforth how much of its preventive services money will go to health education and risk reduction. Some*may decide to

. that can begin to help 'you apply heat in the right places; that you will begin to hdve .enough results to satisfy resource .

support it more liberally than it is beifig supported now; others may decide toythjow it-out all together, and my suspicion-iss
that most of them will fall somewhere between. Out hope is that nearly ail\off our State programs will have sufficiently
demonstrated their vitality and usefulness to merit continuation; that you will have generated some constituencies out there

allocators that you're worth it; and that you will indeed survive and prosper, even in times when ‘competition for health
resources is going to be tougher than at any time in recent memory. A not-so-hidden item on the agenda of this conference
is helping to make this happen any way we can. And that’s where those national concerns come in that | started with which
apply not only to risk reduction grants but to aH the other projects we hav_é been doing—the school programs, the health risk
appraisal, inpatient hospital programs, and so on. - - ‘

) ) s

" The- Federal~initiative era for the time being is'on the downswing, but if these initiatives that we are talking about

_ really reflect the national concern, then somebody out there is going to pick them up and keep them rolling, and that’s you.-

For our part, we plan to be alive in Atlanta and we are going to provide al! the advice and help we can. We do not know for
sure how much in the way of resources we will- be able to preserve at the Center for Health Promotion and Education for
health education purposes. But wé continue to be assured that we will be able to retain a core of competence that will
permit us to keep health education anglrisk reduction as going parts of our program. To the extent resources permit, we do
hereby solemnly promise to do certain things. We are going to provide information:to you when we can and assistance'on
transition from a categorical to a block grant era; we plan to continue to disseminate ‘‘Dear Colleague” letters and other
useful information. We hope to be able to do a little bit of walking around the codntry to provide some advice and manage-
ment assistance and strengthen some of your methodologies. Generally speaking, we are going into a technical assistance
mode because we no longer have money to grant. The great faucet in the sky is now temporarily at least cut off from the.
water source. But we:do think we can be helpful; we do hope you will continue to call on us.

i We have at CHPE a staff of people working out of our field seryices component who will be working,on the risk -

prevalence survey part of the program and some Eaeopie in the central office who will be working on the health education
program. We hope likewise that you will keep in touch with us. | have talked about from where we came and where weare.
I haven't talked much about where we are going because we don’t know, but I'm going to close by paraphrasing the
American philosopher and opossum Pogo, who said, “We have met the future and it are you.” Thank you very. much,

4
-

“people aren’t. From the 601 applications, we .

dle, the State programs in that second year .

.
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When | became Commissioner of Health in Massachusetts about 6 years ago,’healtﬁ education was kind of the back-
© water in the department. We combingd it with something called ““community health services” into a more-active division of
C __preventive medicine. The first-year we eked out a few dollars from block grant money and gave it through this division, in

R _ © very small amounts, to a2 number of worthwhile health promotion projects throughout Massachusetts. When we asked our -
_ legislators for meney the next year, the Chairman of the House Ways and Nﬁns Committeé said, “‘Are you kidding?"That’s
a silly way to spend your money; i don’t belizve that’s\what we should be spending public funds for.” So we made a few
phone calls to the many organizations that had each-golten a few thousanddollars, and we got.our-money from the State
Iggis_lature within 24 hours without much of a fight. e . °
\ , s
\ At this phint, within the Depar#gent of the Public Health ‘in Massachusetts, because we had worked hard initially '
to T\%m a constituency, there is a very visible preventiveé medicine division shat has formed good ties wfth the community.
In 1981 about $1,600,000 is coming into the departmient for these activities “The block grant, which contributes signifi- -
cantly\to the total dollars available, is now administered by the head of that division of preventive m'ed'icine,‘There are cur-
rently..\p)rograms in about 10 different preventive medicine/health ‘promotion areas with evaluation attempts in nearly all
of them\.\Th'e point is that if.we did not spend our money particularly well initialiy in terms of backing a few large, exgep- ‘
tional programs we were at least able to use the funds to create a strong constituency that made it possibile to build stronger
- programs }n a'few years, Sheldon Barr, who is the head.of preventive r;iedicine in the Department of Public Health in -

- g Massachusetts, can answer your questions about what Is going on there now and what have been the continuing efforts to
. . \ . o
maintain a cgnstituency. > , =~ :
. N\ : E L . : . ) ] »

. \ N .
| think fo build a constituency also requires visibility. In my experience health education people have been very self-
effacing, and although it’s nice to be modest; there is also a time not to be. If you have programs that you think warrant -
public attention) you should make sure they have visibility. The real battles for funds are often fought before the time
when funding d&isions are made. These battles are fought in newspapers and on television and in people’s perceptions of
what you are domg‘. e - o o : - .
A ) N c .
~N . One of the p>gb|ems we all have jn risk reduction activities is that we don’t have tried-and-true techniques. But we
' don’t have to be bashful, | think, in admtitt_ing this. Clinical risk reduction activity-has only recently been shown to be repro-
ducibly effective: And for a'number of areas—for example, the prevention of alcoholism or sustained weight loss—i’m not
yet aware of good reproducible community projects with clear, long-term beheficial results. In man¥y areas, we don’t yet
" have 'sgcc'essful projects that have any outcomes whatsoever that you would want to get up in front of a group that was
making funding decisi8is and talk about. So what you are doing, what we are all doing together:is a lot of formative evalu-
ation. We are basically pioneérs. We are trying to run creﬁib @gréms and to tell pt-apple we know what we are doing, but

‘at the same time we are trying to. figure out what we aré doing. .

| think it is also important not to over-promise. We have many gab§ in our knowledge. If anything can undermine our
credibility, it'is promising'things that can’t be fulfilled or making assertions that afe not justifiable. We can make suggestions
based on what is prudent, but, for' examplg, | would be very uncomfortable telling people that if they reduced their choles-
4 ' terol, they were going to reduce their risk"of heart disease. } can tell them that\ is a prudent recommendation, pased.on !

o ) |
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existing knowledge. But if they say, “Is there proof of that?” the answer, 1 think,:is no. There .is no vanous reduction of

overall mortality in'a couple of large: studies that have been done here and in Europe. We can’t say what is the exact mecha--
nism bY‘WhICh exercise is going - to he!p/us reduce the risk of heart dlseaSe in spite of good evidence that it will. If people
say, ‘Do we reaIIy know ﬁow to measure stress?” | think it is very hard to answer yes. Reproducible ways of measuring it
and measuring (‘:"ﬁanges over tinfe are extremely difficult. We also don’t know, for example, how to maintain a consistently
high level of participation in ongoing rlsk reduction programs. We know how to give a big bang and get things started, but
not how to Keep people interested over time. ‘We don’t know how, in a heterageneous population; to get people of parucu-
larly high risk\to attain a high rate of participation. We don’t know how to get either young drivers or old. drivers or any
othegkind ofgnver to wear seat belts. Therefore, we should not over-promise. We frequently cannot produce the leve! of
. ewdence that we and others would like at this point,

. S

Despiterall these quallf‘ers we can say that risk reduction works-and that a lot of what makes'it w0rk is a combination
© of elements rather than a smglé program or a single effort. There was an interesting paper by Ken Warner! a few years back .
in the American journal of Pubhc Health, an ana!ysrfc)f smoking trends. He is posmve that smoking would be 25%-30% *
higher in terms of consumption per capita had it not b&n for a number of activities, starting with the Surgeon General’s
' Report of 1964, the radio and television,ads about smokl g in the 1960’s, and theantlsmokmg ads of 1970 and related
publicity in the press. Smoklng has declined, but its decling is not primarily the result of organized risk reduction programs
or of individuals deciding to stop smoking because they heal d it was bad. It is the result of many actions—a combined diffu-
e sion, if you will, through opinion leaders, communications ~and organized programs. We can say that it is not one program
that makes a dlfference ‘but that organlzed programs are part \bf what makes the\drfference .
Cholesterol Ievels have decfined, and people are more cc\msc&ous about their weight. These, | think, speak to the fact
that risk reduction is worklng in the United States. One reason we needl controls in our evaluations i$ because secufar trends
are changing rapidly. If rick reductlon were not happening in the absence ofa specific targeted rogram we would not need
"controls because we could say any change that was noted was due to our program The dlfjwulty IS in determmlng what is
the relative contrlbutlon of the various efforts to the desirable changes we are experiencing. - !
l . Y
In that regard, ! bring up the growing problem of gojng up against certain economic interests, for cxample, the
“tobacco |ndustry The tobacco industry |S\startlng to fash out §nd Iash back, taking up the cause of smokers’ rights. I saw an
ad the other gay that had an Indian smokikg a peace pipe and saymg nobody told him that he couldn’t smoke if he wanted
to. The ad was -trying to show that it was American to émcke, and it violated your civil rights if somebody told you not to
smoke. A big muitimillion dollar campaign is now going on to éncurage smokers not to be intimidated by the nonsmoking
majority —assertiveness tramlng for smokers! As people interested in risk reduction, we should be concerned not only about’
our individual programs but also about\countenng that kind of actlwt\y,, which | think is extremely proficient and which is
extremely well financed. S : '

We need to be vocal wherever we see efforts to undermine good health promotmg programs, whether it is |n the area
of smokmg cessation, nutrition, famlly planning, etc. Unless we are willing to stand up against organized attacks on particu-
«lar heaith program areas.we are viewed as solely concerned about ou” Yvn program. This is not in our long-ternrinterests
. . or consistent with our professmnal responsibility. It has been- said s~ s that there arc no gold stars for prevention,
and that’s true. We all work in an area where you cannot tel; fennl= o, . stopped them from having a heart attack and
-expect them to embrace you. We are dealing with statistics and prObaJHItit' < ot diagnoses. Nonetheless, we can'use the fact
“that risk reduction works to find allies in a way that we have not done befcre, Several people at this conference have talked
about the problem of getting teachers in schools interested and-excited aboutfwealth education. Many teachers view health -
- education as a bother—something that has been mandated from above. Yet, yot\ can'talk to a teacher and say, for example,
regarding smoking, “How many opportunities do you have ‘as a teacher to add '&good years to the life of each of your sti:
dents? -That’s exactly what you can do by helping them not to start smoking because the average smoker lives 7 years less
than the nonsmoker.” If you can talk to teachers and convince them that they can -perhaps, be the single most important
persen in stopping Johnny from winding up as a drunk-driving fatality, then, | th\nk you can add some scnse of-worth to
activities which sometimes are not' viewed as deserving a high priority. You can increase thc self-esteem of todchers and
make them feel that their role is very important, as, in fact, it is. ) \
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In the future; evaluation will become even more important. People are going to start asking tough questions regarding
these programs. They want to know, “What were the benefits, how can“you show them, and how reproducible are they?”

Part of the evaluation, and the pat that | find is frequently missing even in careful'évaluatiorr design, is, what was the inter-

vention? | can't tell you the number of papers that | review where the evaluation scheme is faultless and the analytical and

the biostatistical techniques are great, but try to understand what exactly -was done and you can’t find it anywhere. My

t

* point is, please try to make sure’you spell out the risk reduction activities. Is there a clear-cut curriculum? Are people deliv-

ering it the same way? ls there quality control built in? , ' v

7

In terms of future directions, | think public funding clearly is going to undergo greater scrutiny. What has happened
t& Federal funding, in terms of the faucet being turned off, is happening at the State, county, and other local levels as well.

It seems to me that in the future the public is going to say the role of the public health department is to ook to the poor, -

the people who can’t afford these kinds of services on their own. The more one can make tire argument that the program is
going to have only good, clear effects on health and that it is going to save Medicaid, Medicare, and other public dollars as
well, the better the chance for funding. ~ K
; v o o N : ] )
A second directibn in the future is going ‘to be consortia. | hope that the voluntary organizations are going to be able
to work cooperatively. with health agencies because neither really can exist alone. '
' o . _

There are two areas that are still Iikeiy to enjoy continued support (and again; 1’m making a broad generalization that :
may not apply to your area), One is for programs for kids. There is a feeling that there is a pubtic resppnsibility -as well as |
a private responsibility for children, so 1 think the more the programs in the ‘community are oriented toward children and

can be shown to be effective, the better the chance of funding. The other is for programs perceived as public health

problems. For example, the issue of fetal alcohol syndrome is perceived as a public health problem and the issue of rape

is perceived as a public health problem, so | think they both will be funded. However, your programs are going to have to

compete effectively in terms of quality and cost-effectiveness with the private providers who are out there. These are the

hospitals, consultants, universities, and industries that.have developed model programs thabthey themselves are selling. It's
" going to be a very tough competitive market, an even more competitive market tharj the one for risk reduction grants.

Now a few comments regarding wellness as a concépt to be idén‘tjﬁed with your program. At our UCLA Cen{te'r for,

Health Enhancement, we certainly.use the term wellness, but we use it sparingly. In many cases, wellness hag a bad image,

and | say that just from a political viewpont. From what | observe, people are more attracted to the terms health promo-

'tion; health enhancement, and disease prevention than they are to wellness. So I think in your communities you might

assess the reaction to the concept ‘of wellness. | think you have a better chance of selling health improvement or risk-reduc-
tion programs than wellness programs. S o » N

" In most places where we ar;competing for public monies, the issue of persqnal exemplarsi\s\felevant. We must presh
an image that we, at least, do most of these things ourselves that we support. 1 Yon’t mean | think everybody ought to be
jogging 60 miles a week. or th_at'everybody ought to become a vegetarian or that nobody should consider moderate drinking.
I’m not talking dbout that. But it is very difficult for someore who is 50 pounds overweight, who is a smoker, or who gets

into a¥car and doesn’t put on a seat belt—the simple obvious things we talk about in risk reduction/health improvement—to - '

deliver our message. I’m not trying to blame people who can’t change these habits, but it does reinforce our need to help
our colleagues’who have problems in these areas. ' o -

-~ .

Finally, the issue of recidivism is one we have to address on a continuing basis. In smoking literature, everybody pro--

claims #h 80%-90%-100% cure rate. Well, that ’s great, but 6 to 12 months later, the average is 20%-25%. If you look at

some of the articles on it, when people get 509 abstinence at 6 months, as we recently reported and a few others have also -
reported, everybody thinks that’s very good. But it’s still not very good; it’s just a little better. With obesity, until Steward’s’

paper in late 1960,2 there was no demonstration of sustained weight loss, and still the number of demonstrations is very

small. Exercise, spas, a\nd health clubs would go broke if everybody that signed up to exercise actually did it; they rely on
the fact that 90% won’t. They are relying on recidivism. Of course, their pricing structure might change if they had people

v,
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actually. exercising. Recidivism in all our risk reduction programs is-a great problem, | hope evaluation ifS/our program
- always addresses that issue carefully. : . .

- -~

-—

, Let me talk for just a few mihutes, in conclusion, about the center at UCLA. UCLA was one of the first universities '
to decide that there was a great enterprise within the university devoted toillness care, ize., devoted to reduce the burden of
disease af;ér people| have already had disease. But the feeling grew- that there was also a need to focus on health and how we

- can prevent disease, and promote health. From those very simple thoughts, a Center for Health Education and Research
developed. Education and research were hard t&sell. And it took some people in the community who were, willing to put up
-a lot of dollargfo help get this concept started, but not a// the dollars it takes to get it started. So what has been developed

" is a.multidimensional center, not part of the medical slch'o'é,i or the school of public health, but part 6f UCLA. It has an.

advisory group including the dean of the medical school, the dean of the school of public health, the_d&an ‘of the nursing
-~ scheol, and the chairman of the department-of medicine. It has a staff of about 50 people now, about 25 to 30 health pro-
fessionals of one type or another and about 20 support staff. ) S ‘ '

”
2

* Its mission is very-gimple: to prevent disease and to improve health. Its activities fall into three basic areas. One is the
clinical area, the program that was first started and the one that some people associate mdst with the Center. We have a
residential program where people come -and live for 24 days at UCGLA, trying to make significant chariges in their health -
habits. We include a S-year followup, but the actual intervention, the most intense intervention, is the 24 days. We get peo-

- ple with hypertension, many people with cardiovascular diseas€, and a few | would like to see there more, the people who

have a number of risk indicators—obesity, smdking, lack of exercise, or stress~people who are at high fisk. But usually they

5

don’t come into a program until they have Yeveloped a heart attack &g sdme other serious problem.
C s : _& p

> We have a very intense behavior modification program. We also have good medical care and r{phabilitation.‘We’ have, m
addition to the types of professionals you would expect, psychologists, nutritionists, and exercise physiologists. We have ~
people who are expert in behavior change and physicians and nutses who are patient educators and health educators ail
working cooperatively. Trying to keep that coordination is very-difficult. It is also very difficult becaUge we don't have good
reimbursement, and it costs $5,000 for 24 days of this live-in program. This is not expensive, however, compared with
by-pass surgery or a comparable 24 Hays in the hospital,hwﬁich at UCLA would cost you about $15,000-$20,000. None-
theless, it is expensive because it is an out-of-pocket expense}We've had, lim happy to say, a contract with Medi-Cal in Cali-
“fornia to put a limited number of Medi-Cal recipients’ through the program. So it’s not simply a program only for pebp'le
who can afford it. We've also given away over a quarter of a million dollars in scholarships. That’s something that almost
made us go broke. We run_our own food service, and we have, | think, a fairly reasonable, sensible nutritional program of
reduced salt, reduced #4t, reduced saturated fat, high complex carbohydrates, and high fiber—the regimen you would
~  <expect. . : . N : : '

’

We are also déveloping an ambulatory program that is a weekend-type program or evening program for the person who:
is working. This is going to be operational in a couple of months. We are going to give people a couple of days®rientation
and éjn have them sign up fot various action p?ogr;_ams, like weight reduction or smaoking cessation. But we want all to
have an opportunity to do the prografi over a period of a year or a couple of years, not simply for a week andythen fg’rget
it, because the recidivism is the V@g‘t’;robkm. , - .

o -

-+ » We have other spheres of activities that we want to expand. FTfSt, we have a cardiac rehabilitation program, which is
part of the Center, where we arggtaking people after myocardial infarction or also after Py-pass surgery. It’s not just an exer-
cise program like most other rehabilitation programs. It has a nutritional compo‘r'ient,r_? stress component, a smoking cessa-

~ tion part, and weight reduction. So we are. taking what we have learned and trying to \put\i‘t@to a less expensive environ- .
ment. Another area is children. I’'m a professor of pediatrics'at UCLA, and | am very i Leﬂsted in"children. One project we
have now is the risk reduction-smoking and alcoholism prevention project. We have devélloped a curriculu
alcoholism- and smeking, and it is being used with seventh graders. We are testing it in four-school systems in a randomized;
controlled manner, over several years. We have also done some consultation with a “Know Your Body Program.”

—
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. We are very active 'at the worksite. We have two hulticomponent risk assessmenfand risk reduction programs at com-

panies in the Los Angeles area. One is at the Mattel Corporation. We are, of course, doing a careful evgluatjon of it, and it’s

hard. People here that work on worksite projécts know ali the problems that never get written about in trying to do things

in that environment. We have a ‘second program just starting now, at TOSC ,/hich is an oil company, also in Los Angeles. -
We have provided consultation. to manyn.othér companies both locally and ndtionally to set up effgctive programs, to do

good planning, and to evaluate the impact of these programs, ) C ) ‘ -

- -

From an educational point of view, we have stude'nts’m nutrition and administration at the Center from the School of

? Public Health. We have students from behavioral sciences and health education and ones inferested in epidemiology and bio- -
,' statistics. We have had psychology 'studengs,/nursing students, nurse practitioners, and residents and fellows from the
— division of cardiology and from family Bcaétice at various ‘medical schools. ,We have tried to put all these things together t
. provide fessional ongoing ed}ucatipﬁ to physicians and nurses, health educators, and other groups about what we are
‘ © doing. ' A . ’ —
. ' * /

) Ve . g . . §
I'm ;ure we are on.l‘y'dqiﬁg probably about a hundiedth of what we should, and I'm sure we aren’t doing it as well-as
‘we could because wg are all/in the proces$ of learning. But it is at least one model, Perhaps, in your area there are educa-
tional institutions that you could use. ln many cases there can be'a mutual benefit from some gf the community programs
by working with universities. Universities need access to populations. Most schools of public health or medical schools don't
‘have population-based programs. On the other. hand, you may need some help and some clinical advige in some cases, espe-
cially in the area of evaluation. v . . S :
~~ Let me close by saying that it's very exciting for me to have seen this as‘semblage come together. | really think there is’
™. not enough credit given to the Centers for Disease gontrol and to Hod Ogden’s leadership. It is difficult to administer a
’ ~ program in these times, and the fact that this meeting was “able to happen at all is a testimony to him, his staff, and to all -
* of you. Thank you. C o ’ : '

! ’ . Lo
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As hds been pointed out, there are only a few physicians in the audience of this particular meeting, and | am the only
" physician on the panel. | want to discuss the leading causes of death and risk (eauction from my point of view as a physician

' in'the private practice of cardiology. -

e Ve

First, | know that people can change their risks. | have seen highly motivated pepple make enormous positive differ-/
ences in their disease states. For example, | have one patient who is 37 years old; after | had put him on an/eggg;ciseﬁ'd .
dietary program, he reduced his cholesterol lével from 340 to 170:and his triglycer[gpﬁironﬁﬁto 160. When he, like any
2 " other motivated person, was really ready to make the effort, he could affect-his health. Therefore, we cannot deny that we

as individuals have a b'ignresponsibility for our own health. But, although we can produce dramatic changes, it is difficult to )

\ 2 ke_ep us mjo_tlvatedj . - ‘ . : . L . \(
: . . @ - :
Cardiovascular disease is a problem we can change, yet 54% of the American population {1977 data) will die of heart

disease. Most of these deaths- will be from heart attack, i.e.,myocardial infarction. Additionally, 17% of the population will

die from cancer and 6% from accidents, leaving 23% to die from all other causes. With over 50% of the population involved,

cardiovascular disease is the ‘biggest ‘health problem jacing"}\mericans‘today. Other sad facts'related to this are that

coronaries (heart attacks) have increased by '500% Tn the last 50 years and that 10% of American males at age 45 years will

not make it to age 55 because of a coronary. It is a tragedy today that cardiovascular disease kills people, men particularly,

when they are at their most creative and productive ages. About one-half of all cardiovascular attacks occur Qutside a ¢
_ hospital,-and for about 25%, the first sign of coronary artery disease is a quick heart attack and death. The fat deposits-ithe

fatty plaque.that builds in the arteries—build up over time on the arterial wall, eventually occlude, closing different vessels °
i around the heart, drecipitating a heart.attack, stroke, or other cardiovascular event. Yet this and the other leading causes.
-+, - "of death for men today ages 35-54 are preventable. * ) S

'Y . .
- - T

3

For mortality amohg men, heart attacks rank first, lung eancer second, automobile accidents third, cirrhosis of the,

Jwer fourth, and strok’eé (related to high blood pressure) fifth, as leading causes of death. Ken Cooper, in his book Aerobics,

- - talks about these as self-induced diseases.! If you look at them, they are. We can prevent the -induced diseases by
1) not developing arteriosclerosis (i., lowering cholesterol, to aveid developing Xterial plaguef, 2) not smoking, 3) reduc- -
ing alcohol consurhptidn, and 4) not drinking and driving. The ranking causes of d  amongwomen are al/ ost like those

*Iforig men, except that breast cancer ranks first among women. Lung cancer has moved.Ire number eightfto number two
as a cause of death for women. So the cigarette ads are not kidding when they say, “You've come a long way, baby.” Yes,
from number eight to number two. ‘ : !

There are known risk factors for all leading causes of death. Three major risk factog are cigarette smoking, high blood
pressure, and high cholesterol levels. There are others including physical inactivity, stress, excess weight, high triglycerides,
and diva"betes. Although we cannot‘change our age and we cagnot change our family history or backgrou nd, we can workon
our risk factors. ‘ s : ' ’

BN




Risk Reduction o . . : -

N
.

’ . d : : A . /

In the absence of 3 major risk factors, coronary events occur at the rate of 22 per 1,000 population; withs1 factor
present, at the rate of 55 per 1,000, with 2 present, at the rate of 100 per 1,000; and with all 3, at the rate.of 185 per
*1,000. When one looks at cholesterol levels in the general patient population, 20% of patients who have cholfesterol levels
of 203 or less will have coronary artery diéeasé;__4_0% of patiffits with. cholesterol levels between 203 and 230 will; 60% of

patients with levels between 2371 and 260 will; and 80% of patients with cholgsterol levels over 260 will. v '

Onc of our problc‘nﬂs is the concept of a normal ra/n’ge of cholesterol. Norms are ordinérily,based on measures of popu-
fation. We tend to be an inactive popu.latioﬁfhowever/; thus, our average level of cholesterol is probably higher than it would
be if we werc a population that exercised regularly. Therefore, we should think of optimum levels of cholesterol rather.
than our current norm. ' ' ‘ : - '

Although high biood gressure is cont}ollable, in 1962, 44% of the pobulation with high blood'oressure were unaware
Lh‘at they had it, and only 16% of those who were aware of their disease were under adequate treatment. This continued
through 1971, until the Natidnal Institutes of Health, seeing these data, pushed fard, through the National High Blood.
Pressure Education Project, to identify hypertension and40 see that these persons sought adequate_care. In just 3 years,

through this national effart, the percentage under adequate treatment rose to 29%. These are major changes, yet it is terrible
~that less than 30% of patients with hypertension in 1974 were under adequate treatment. | think this is a deplorable
statistic. » ‘ o ‘ ' A

. _ , L2 . ,
But to change these statistics, we must reach people before they have had a heart attack. Through health promotion

~ and education, we can make a major impact, to help people understand andknow their risk factors. ‘ n

Coronary disease does wake people up; the coronary patient is ready to accept a personal responsibility to help. The
physician says, “This is'what you must do. | cannot do this for you. The prescription is not drugsy but éffort<—yes, effort—
diet, exercise, and change in attitudey” : ,

' v . . - .|

In.our program, we get a history of physical activity and do an examination. All ¢ardiac rehabilitation patients
undergo treadmill stress testing, but persons either for health promotion alone or because they have high risks should.also
do a treadmill stress test. Then, we tell them to exercise four times a week for 30 minutes at a minimum (a 5-minute
warmup and 20 to 30 minutes of sustained activity.) : ) -

Ralph Paffénbarger, one of the best cardiovascular disease épidemiologists, has identified a dose-response relationéhip
- . . . o . . . . . .
between exercise and protection from either having a fatal heart attack or a less severe heart attick.2,3 Vigorous exercise.

provided the most protection.

'
1

’ Now just a few words, about how cholestero! s transported. As you know, cholesterol is carried by a lipoprotein,

There is a high-density lipoprotein ('HDL) and a'!ow-dens[ty lipoprotein. We have learned that a high HDL level is protec-

tive' factor against heart ‘disease, and this finding has treméndous implication for the prevention of corona y ‘heart

discase. ' S . .. ' iz
. \ . / ] 5’

Five known ways to raise the HDL levels are exercising, stopping smoking, losing weight, a low-fat dié‘t\éfd a Sm_ali

amount of alcohol intake cach day. TR — < -

Coronary artery discase regression is also possible. A recent study documeéntéd tis process in monkeys (tﬁrough%iet :
changes)* and in a study of one patient (through exercise).> We know that we can reduce heart disease. He7‘t disease in
/ .

1982 is our fault, it is not God’s or Nature’s way. : . . =
R"‘:fgrences ) , : ‘ A /. » /
1. Cooper K. Aerobics. New York: M. Evans:1968,253.
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€« ] ' . T ] Lois G. Michaels .
. Health‘ Education Center
200 Ross Street |
Pittsburgh, PA 15219

Fl . »
‘Why shouid community health centers or anybody care about disease prevention and health promotion programs?
Why-should 30% c)\f\eigh Region’s allocation be used 'to support the abstract notion that a system centered approach to
" health care services wil, in fact, improve individual and community health? Aren’t the weliness people a little eceentric, you
know, the health nuts, the kooks, and. fadists? Aren’t you already stretched to the limit ofj your imagination to provide
.basic patient services that you kriow how to provide without having new demands plated upon you? What evidence is there
that people can or will change their behavior to reduce risks to Health? :

_ 'Providing_ answers\to these questions based on experience with a community based health education center is my task
for this' morning. Your task is to think critically about how what | am saying applies to your own situation. Why shéuld we
care about prevention and.promotion? There are. several good reasons.. Disease prevention and health -prqmotion w0rk;'v
they save lives; prolong productive years; improve the quality of life; and use limited health doMars more e,q'uit"a ly.,

.

ased on what has been lzarned about prevention in recent years, the, following can be expected about
in United States: ' ' :

)

— Degenerative diseases (such as heart disease, cancer, and stroke) cause 75% of all the deaths in this country. Many
of these deaths could be prevented. :

. r . s .
— Accidents are the most frequent cause of death among persons between the ages of 1 and 40 years. Most accidents

can be prevented, T o : : , .
~ Environmental hazards contribute to many of our serious health problems. Many environmental hazards can be .
“controlled. ’ o o : v ,
— . Unhealthy habits (e.g., smoking, overeating) p}éy a role in the development of chronic disease among middle-age -
Americans. Habits can be c_i:anged.v ‘ ' o

-

~  Why the current interest in health promotion and disease prevention? Somtetime. in the last decade people started to .
become aware that what we did to and for ourselves was more important toour health than what was done to us. Some
authors have cited disillusionment with'curative medicine as a majol\w@;'}qthers emphasize the high cost of doing more

., and more to achieve fewer and fewer benefits.- : ‘ ® : '
’ . ) a .
_ My own interest grew out of a community study that took place ?’n' Pittsburgh ear’ly in the 1970’s. As a health pl'anner,
I had the job of sta(fing a citizen’s task force. looking for gaps in health services. What did we find? We found that services
were actually available. There was a free clinic for youth; there were neighborhood networks of community’health centers
(some represented right in this room); HMO’s were .dev‘eloping; hospitals were changing services for medically underserved;
\ and hospices’and other !ong-\term care facilities were growing. What was missing was a mechanism for getting information
about the services to the people who _nee@;’:d them and a structure for empowering people to make decisions on behalf of
their own health. o 2 . . : : :
' oo R : '
The Health.Education Center in Pittsburgh was organize(to respond to this need. At the same time that our-focal
community was organizing the Center, a Bureau of Health Education was established at the Cén'te'rs for Disease Control in

Atlantajand shortly thereafter, a National Center for Health Education was “started in the private sector. National legisla- '
tion was Massed authorizing the Office of Heaitk Information and Health Promotion in the Secretary of Health’s Office, '
\ | - ' 14 ' '
Q \ ' : ‘ ) . - ' . . E
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Health Promotion and Prevention Activities,

, . . ’ {;’“‘Q . . e .
' ‘and Healthy People, A Report of the Surgaon Gengral calling for a national commitment to efforts designed to prevent.
disease.and to promote health was published. T the late 1970’s for the first time, our coentry had national prevention goals
and guidelines for reaching these goals, Prevéntion and promotion programs cargied out in your communities will assure our
reaching these goals by 1990. ‘ A « o -
) . \\ Lot : - ~ ’
- . . . \ 3 - . : . els . ) . . .

"~ ™y The allocation of funds for your programs requires carryingout these activities in cooperation with others, The Pitts-
burgh Céhter uses a community based of systems centered approach for all of its activities presentatives from’ seven
community groups work together to achieve goals related to reducing risks in six areas: smo i, nutrition, accidents, stress,

. exercise, and alcohol and drugs. BN . : ; .

’

Pl

. o - ‘ : :
What about the notion that the heal h promotion people are a fringe group, health nuts, fitness freaks? Yes, there are
. e . . . . g . . . . g e . p? . "
some self-appointed experts, eccentrics, an fadists offering alternative therapies without scientific JUStlflcat\rQn. There are,

d b - . . . - . . .
however, ways to avoid being entrapped by*these-without ignoring the real _contn'butlon that planned and measurable health
promotion and education programs make. T ) S . :
s . ’ o o A 9 . . . A
. First of all,’ it is important to understand what health education and promotion i and-is not. At thie HEC, w} se-the
-words interchangeably and say that educational programs that promote health are any combination of learning oppowm-
" ties designed to make it easy for individuals, groups, or communities to voluntarily behave in healthy ways.
. . M . : . ’ . . . ) 3 p
There‘are many other definitions—some more formal, some less formal than this one, butinall:. =~ - o :
. - : + 0 .
- * — the operative word.is behavior, . / e ' : ,
- — .the defining characteristic is vofuntary, and o . : ; » T
. — the key to success is a combination of learning experiences. : I e '

The activities we call health promotion/education can take place in schools, homes, and communities, medical care
settings, and worksites. The personal behayiors most likely to promote health relate to: smoking, eating, stress management,
drinking, exercise, safety, drug use. A Body of scientific literature, a group of professionals, and-a growing public awareness
that medical technology has its limitatiohs and that maiptaining health is easier than recovering health have put health edu-
cation in the forefront of wnat is being called the *‘wellness revolution.” ' ’

Health education and promotion contribute to well-bging by continuously facilitating and reinforcing behavior
change. B : : N '

2

. -

-tht ‘Health Piormotion/Education Is Not ‘ . \

o

‘ l:fzilth education.and. promotion are not just public relations, marketing, or communications programs. Although
all the<k are related and social marketing comes closest to health promotion, ahy health promotion program worthy of note
will have a mix of strategies and will base expected outcomes on socially respon?ibie.goals. ; ‘

X : ‘ NG e

: : : . , I
'_Exampﬂlc 1: Blood pressure screening. How was this done? Did the nurse talk to thé patient,aboﬂt the nature of
“hypertension? Were pamphlcts distributed that éould be undérstood by clicnts? Were persons with elevated bldod pressure
rescreened? Did someone assess their diet? Is the salt content indicated for foods distributed from the health center’s vend-
ing machines? Are patients with elevated blood pressure rescreened regularly? If the person}with high blood pressure is.2
- ‘smoker, are choices for. smoking cessatio_n prdgrams offered for his or her use? Are there gxercise resources for the hyper- -
tensive person who wants an exercise program? -If the blood pressure screening was part of & total program that provided .
information, counsciing, and support services and that had preplanned followup activities designed with the population in
mind, this was a health education/promotion program. If these things did not happen, this was a screéning program’ only
and not likely to promote health. : ' o . ' : o
. N - .

b6

ERI

Aruitoxt provided by Eic:




Risk Reduction N , R ,
a "~ T Gl p . -

. . . . p .
1 - )

i Y . . . ..: -

A . ~

Example 2: Physical fitness program, Are there professionals avaitable to prescfibe the correct acceleration &f
exercise? Arc the participa?é’s exercise preferences taken into account? Are nutritional habits assessed ind changes, if
necessary, recommended? Ark materials about exercise distributed that take into account the participant’s age, ability to .
réad, and physical limitations?"-Are the grounds and the building conducive to walking or taKing the stairs rather than the @
-elevator? If so, this is a health education/promotion program. .- ’ ' )
, If only the exercisc equipment.is made available with. little or no supérvision, then this is not a health education
program. Sporadic exercising may make the person feel momentaﬂy terrific, but it will not be 'ehh}ancing his health.

-Example 3: Health “risk appraisal. .How was the health risk‘appraisal administered? If self-scored, is an explanation ;
. provided? If computer scored, is sopeone availablé to help interpret the results? If risks,are identified, are classes or other
services available to help reduce risks? Are the data on which the health risks are estimated adjusted for the population
using. the appraisal? If a printed appraisal form and a corhputerizbd anaiysis are all that are provided, this is not a health .
education program. Contrary to some claims, there is no known health risk appraisal that will increase productivity, lower )

health care césts, and decrease morbidity and mortality. . . . : .

A

. The conclusion is that there are many activities and progfams which could enhance health, create awareness, and *
’ -pr;:vén}t' disedse and disability. However, only when they involve more than one contact with people, where the person‘is
allowed to decide for himself/herself swhat to do, and wherg the emphasis is on not only identifying problems, but also
. having services and resources available so people can do something about their problem, can you confidently call it health
promotion/education. Only then can you expect behavior to change. . : .
What evidence is there that people can or will change: their behavior? The incidence of .coronary heart ‘disease has )
decreased 25% in the last decade. A recent conference called by the National Heart, Lung, and Blood Institute to exa"mine
the reasons for this decline concluded that aiteration in health habits-—especially smoking but probably also nutrition and .
early -de-tcctioq of hypertension—followed by better-and more sustained treatment Were in large part responsible for the

decline. : . « B

Recent figures from the Alcohol, Drug, and Mental Health Administration show that adolescents’ use of marijuaha

has shown a significant. decline in the last few years. This decline is credited t‘o’young people’s growing awareness that pot
is not cool® : '

Q » : L ‘ . : . . , . . e
The number of people who have stopped smoking have made it actuarially sound for insurance tompanies to offer
redupedﬂteXfor nonsmokers, v . L ' '

When planned .programs respect individuals’ rights -and are not aimed at‘blaming the victim, behavior change does
occur.

. The “Health Promotion Assessment Guide” published,by the Bureau of Community Health Services in January 1981
is still an excellent and pertinent document for use in your program. It offers practical advice on what to look for in pre-

ventive screening) health protéction services, and health promotion.’ : : "

_lt'is not just morally and socially responsible to have health promotion -and prevention prograims/in your organiza-
. tions, it makes gool economic sense. Business and industry arc increasingly concerned about the costs bf health care. The
front page of the Wy// Street Journal last month had an article saying that even with the economic (;ru/nch businesses with

fitness programs were ot cutting them out. ‘ -
. 3\ ’ ) R ) )

» Whe'r\ie‘_ do you start? Start with your own environment and your own staff. Carry out health risk.assessment in your

“own organization. Are there options for people who want a2 smoke free.environment? Are vending machines with cigarettes

and snacks still around? Is there an exercise program accessible to your employees? Can your staff serve as models of

healthy behavior? '

/- - - 16 S~
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Once it works for your staff you can transport itito others. It’s not easy, it's not cheap, but it can be done. Who better
to do it than community heaith centers, like mine, like you'rs'. ' . ® -
The Institute of Medicine sponsored a 'high level think tank type conference on'commimity' oriented primary care.
earlier this year. They lamented the fact that primary care-had not caught on in this country, that centers like yours were

_still on the periphery of medicai care, that medical schools were not interested in it, and that physicians were not trained

for'it. The analogy was made tha; tertiary care practitioners were like the astronauts, getting all the attention, the exquisite
echnology ,_the goadies, and—that primary care fFactitioners. were like the bus drivers. Well, not too many of us are flying
tovthe moon, but plenty of us need buses to gejdis where we'want to be. Let’s make sure the bus is equippe: 10 do the'job.
The Health Education Center of Pittsburgh wif bk proud to work with other community resources like yours . .elp people

. . - . ;

Enjoy Life. . . Stay Healthy!

)
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| Health Education-Risk Reduction in the
T : ’ Business/Worksite Arena

- * Terry Robert Monrge
Director, Wellness Resdurces, Inc.

.o . - 375 Osgood Court - ~
| , " Laguna Beach, CA 92651

What 1 bring to ou is a few message about the nature of risk reductlon as a health educatron goal. Havmg b&gn in
having moved into the private sector as'a consultant, I’'m here t8 give you some stiggestions‘on

“how your work relates to the emplo\/ee world and can be transferred to that world

@

Let me read the following example: .
. ¢ t

You work in a factory, your day begins.at 7:30 a.m. » you arrive on time, cheerfu‘lly greet your feIIow -
workers. At the sound of the small whistle you are at youir place and begin a 20-minute session of stretch-
ing and limbering exercises; at 8:00 you head for the assembly line fresh, |nvrgorated and alert. At mid- -+ - .
morning, you take a short break, then join the quality ciréle and talk about lines productivity, possible -
improvement, about any potential new policy forthcoming from management and then back to'work. At
noon you eat a moderate lunch, very nutritious, then you head out to the athletic area for a quick game

of tennls volley balt, or soft ba!l A'rter a 9-minute break, you return to the line. - _ ' .

. Sound like another world? It i is srmply a picture of everyday work hfe in Japan It’s no coincidence that productrvrty
in Japan is inggeasing at 10% a year, while productivity in the United States has been declining. The enlightenment of

Japanese business management with,respect to the health of employees may well have srgnrflcant implications for workers

in this country. _ . - . ) = .

The Japanese expenenc%ppeals to our comradery as heaIth educators. Asa tralned healgh educator 1 know that we
are visionaries, especially-div:; the area of risk reduction. We are literally working on the cutting edge Of health care, wrth a
formidable path before -us to influence and reduce the percentage and the incidence of preventable disease fn this

country.
g ¢

But let's step back a m|nute for a larger perspective, One hundred flfty years from now, not on® of us in this room

will be alive on this planet. Wa'll all be goRre, and a whole new generation will be sitting in rooms like these listening to |

conference presentatjons. What kind of legacy will be waltrng for them? Will they feel victimized by society and approach
their health solely by receiving medical attention. from their druggist, doctdr, or nfedicine cabinet? Will ‘television continue’
to state,)“If you have a headache, take an aspirin; if you have\ a stomachache, take Di-gel. "% Qr, are we going to leave thls

planet for the next generation with a sense of feeling good about\ personal health, and a clear sense of se|f~estcem7’ (;’
/

As a past staff member of the HSA here in Orange County, I have had an opportunity. to influence the future, be;ng
responsible for developing a 5-year health. promotion plan for the county. The document recejved national attention. And,

- as a restlt;’) travéled with Hod Ogden and others around the country, bringing the message of health promotion ‘to people

across the country My important message, from that cross-country experience and from my current consultant experience,

is that with 3 good program and good ideas, in a local- or State- IeveI nsk reductron program, it is-possible to transfer your

skills into the prlvate/corporate sector. » » o |
. -9 . )

*Trade name is used for identification only; its inclusion does-not constitute endorsement by the u.s. Department of
Health and Human Services or any of its agencres . ¢ »
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Health Education-Risk Reductionin the Business/Worksite Arena

¢

In the face of both State and Federal cutbacks, w¢ must Bok beyond our present situations as professional health
ediicators to influence others’ health status. Four years ago, | femember a meeting, in my hometown, Laguna Beach, at
‘which I was listening to a woman from the California Arts Couffcil talk to the'local Arts Commission. She said to them:

You know, you are looking for public grants to continue meeting the needs of people in an acsthetic
_~ sense. These funds are shrinking. Instead, go into the corporate world and encourage them in their social
responsibility to assist with some of your financial needs.

This is the same situation we currently face in health education. There is a lot of talk about developing e'mploy'ee

- health programs in the corporate world. But it is not an “easy nut to crack.” First we must ask ourselves, “Why is the
' corporation a suitable location?” | have uncovered statistics reporting that General Motors last year paid more"money to
Blue Cross than to. U.S. Stee!. Moreover, almost 10% of the operating budgets of most corporations goes-toward sick care.
in 1978, the National Chamber. of Commerce created a dgcument‘ about how business can promote good healt‘h for the
employee and their families. This report lists the benefits’ businest would realize if employees were healthier, including
reduced insurance prdmiufns,_ reduced absenteeism, greater productivity, énd less labor turnover. Each year businesses {ose
an estimated 52 million” workdays to heart d’isease; a billion dollars lost productivity to common backache; and the list
goes on. In the final 'zinalysis, through promoting health actions, businesses will be helping to improve the well-being of
employees, their families, and society as a whole._ ' ’ : :
. _. . . . )

Why would we choose to work in the corporate arena? One way we really can reach the greatest number of adults

‘in society tgday is through the corporate stru?:‘ture. Business is also the arena which maintains the greatest control over the
livelihood of people. With. decreasing available public monies we need to pursue other avenues, one of which is the corporate
arena. Several good models of ongoing corporate programs serve as examples. We know about the Rolm Corporation, here
in California, which has developed a comprehensive fitness center and employee health focus; the Sentry Insurance Com-
pany and Kimberly Clark in the Midwest also have recognized programs. These programs, h'oy&/ever, reveal only the tip of

the iceberg. , . .

N . : coe . .
Attempts to develop programs at the worksite aré much broader than those examples.-However, numerous barriers
“are encountered as we tiy to enter the corporate arena. First, the institution’s goals often don’t séem to be consistent with
the health of the employee. A second barrier is that businesses tend to feel health promotion programs may take valuable
time away from employees’ jobs. (Remember, the corporate bottom line is money.} Third, more information is needed to
demonstrate to the business world that risk reduction is iniportant. Facts about-reduced absenteeism, increased produc-
tivity, and resulting profits need to bé'communicated so we can match health goals with corporate goals. :
What are some strategies to enter into the corporate world? First, | would suggest that &/ou begin to identify corpora-
tions in your own community that are already’ tied into health promotion. Worksites - with existing facilities for their-
, - employees, such as swimming pools, jogging trails, and maybe tennis courts, should be included. ldentify individuals at the
. top executive-tevel who are already involved in health; perhaps they serve on some kind of health-related program at the
HSA or local voluntecr organization, suchas the Amjerican. Heart Assaciation or the Cancer Society. Sometimes, it’s possible
to identify- key executives who are considered t(;rjbe “health nuts.” §\{c6h‘dIy;'USerpegseve_r,cncg:ﬂYou don’t reach into a
corporation by saying, “We have a great program for you, and we know you are going to love it,” z{pﬂi&Xbect the officers-.
e " of the corporation to respond positively. [t more likely requires™‘pounding the turf,” presenting your information, your
package, and waiting for that 1% to 5% responsc from the hundreds of letters or proposals you sent out. The third strategy
is to know your statistics about the corporate potential for programs. Be aware of how to meet their needs, not your needs
“as a health educator. They want to hear about how their corporation will be bettered or improved, more than about your
- impact or your intervention within their ¢orporation. The fourth strategy is to sell health. Market your ideas in a slick,
professional manner. That is the corporateigame. We must market our ideas in ways that are responsive and sensitive to the
way pcople in business think. Often the business world does not share our perspective. ’
Finally, wesmust remain role models. Jonathan Fielding said something similar this morning. | cannot. begin to tell
. . you how important it is that health educators be good role models for the rest of health education. Sometimes it’s difficult - -
e ' . -
Vo | S | X | .
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to be a professional health educator at the worksite and watch other health consultants who approach. Hé'gfth promotion-

risk reduction without exemplifying people who [gake care of themselves. ..
Lastly, | wanted tc speak about strategies for developing successful risk reduction programs. Obtaining baseline infor-
rzation through some kind of evalurtion or health hazard appraisal is essential. Baseline information will help ensure that
the programs you develop are geared appropriately for target employees. Secondly, | would involve management in the plan.
Conducting an ‘introductory seminar or workshop_for management can begin the consciousness-changing process since it
must understand and be able to integrate the concept of good health. Once those in management feel that sense of positive
addiction to their own health, it will hecome easier to sell and market your ideas in the larger corporate setting.-The third
/strategy is be flexible to institutional goals as well as your goals. We health educators have a tendency to assume that people
are empty vessels. They. are -not. Most people already know much about health and also have their own priorities. It
behooves us to discover and initiate our programs from those health priorities. The fourth thing is to institute those pro-
" grams that will earn the quickest results, cementing the corporation’s trust in your programs and methods. In other words,
while an evaluation procedure. can. identify smokers, mahy people with high blood pressure, and certainly enough people
who can afford to lose weight and be on some kind of a physical fitness program, implémenting a blood pressure control
program first can more easily demonstrate to the constituency that health education works. Angd the fifth strategy is that
we keep up with the best training-and behavioral methods known today. So often we read about a successful health promo-
tion program but we haven’t a clue to understanding the intervention, Keep your skills current-and maintain a good under-
_standing of state of the art behaviofal techniques. Earlier, a woman asked Lois MicRaels about information gansfer versu
skill” building. The answer is that inforr_p;ition is important, but the true spirit of health education is the motivationgl
Aﬁpr‘ocess. | |
To summarize and conclude, we are not far away from developing more worksite health promotion programs. My
message in leaving you today is that more businesses are becoming responsive to the needs of their employees’ health as
it relates to their own ipstitutional goals. As health educators, we have a rare opportunity within the corporate setting to

initiate stcps toward that end. . . . X |
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Setting A Baseline: National Assistance in Conducting Surveys

Dennis D: Tolsma, M.P.H.

Assistant Director for Program Operations s
Center for Health Promotion and 'EducatiQn
Centers for Disease Control
Atlanta, GA 30333

-~

In this program we are going to thy to present a lot of information in a short time period. 1 will cover in some detail
the approach to prevalence surveys that we have developed over the last year and a half and that have been implemented

' recently by the Georgia Healtfi Education-Risk Reduction (HE-RR) Program. Dr. Marshall Kreuter, from the University of

Utah, is going to talk about the State experience there, and we will have a presentation by four people who have been
involved in gearing up their States’ activities. ' . o .
My presentation is entitled “‘Setting a Baseline.” | will begin by describing some of the reasons we feel this is an essen-
tial activity. in the last year, several complementary events have helped to broaden the scope of public health by increasing
attention to the risk of certain chronic diseases and to the leading causes of premature death and disability. One of these,
“Healthy People: The Surgeon General's Reportson Health Promotion.and Disease Prevention,” is familiar to most of you:‘
It provides a rationale for shifting priofities to reflect. today’s leading causes of premature death and disability and their
associated risk factors. A sequel, issued by the Public Health Service, is the “Promoting Health ‘Preventing Diseases Objec-
tives for the Nation,” which described in specific, quantitative terms the national prevention targets toward which we.
should direct our public and private sector efforts in this decade. o

A third, the “Mode! Standards for Community Preventive Health Services,” provided measurable statements of pre-
vention objectives, that were intended as a basis for State and local communities to negotiate agreement on quantified com-
mitments on health status levels. they wish to reach, as well 4s timetables to reach them. And finally, of course, the HE-RR
Grant Progiam has provided 3 years of funding to official State health agencies so that they can begin to use the model
standards and the message from “Healthy People” and tl‘(e “1990 Objectives” to establish and organize health education
risk-reduction programs at the State and local level. i ' , “

.1I'm going to use those words—health, education, risk, and reduction=fairly frequently in the next days. The common
theme that links these four is a pronounced emphasis on the outcomes of prevention programs —particularly on measurable
statements of those outcomes. Baseline data are clearly necessary if these new directions are to be more than good’
intentions.

For 2 years, we have promoted a concept we have called “‘an organized app\roach to health education and risk reduc-
tion.” Representatives from the Center for Health Promotion and Education {CHPE), at the Centers for Disease Control
(CDC), have worked closely with States to help establish this approach. By the way, our representatives are known fondly,
inhouse, as “circuit riders,” and they pursue their job with all the missionary zeal of those pioneering preachers. Since |
wrote this, I’ve pondered that image, and 1 still find it satisfying and fit. I really appreciate the enthusiasm of our program

_representatives in this area.

The development of this “‘organized approach® concept was based on 'the recognition of several programmatic necessi-
ties. First, within most cdmmunitieg, multiple organizations are using unknown-amounts of resources to reduce certain
risk factors, without the advantage of recognizing the combined resuits of their efforts and without the ability to compare
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the effectiveness and efficiency of multiple community efforts w1th those occurring in other comnfunities. Second, Federal
funding of intervention activities would never have been sufficient by-itself to achieve a dramatic impact on risk factors-—for
example, to meet the 1990 Objectives. The third point is that Federal funding for the demonstrations of cffective health
education methods in local communities will be of little significance unless the decisionmakers within these communitiés
are sensitized to the needs of such methods and place priorities on maintaining effective methods. | must confess that these
last two points are even more apt™now than at the time CHPE first put forward the concept of the organized approach
because very little Federal funding for demonstratlon activities can be ant|c1pated until the economic climaté improves.

- o

.

The capabilities that-characterize an organized ap;;soach arc designed to meet the deﬁciencies to which | just referred.
Most of you know these characteristics as well as | do, but | would like to review them very bncﬂy First is the capab:llty
to define speaﬂC{IIy the extent of State and local risk.factof Problems—in other words, the prevalence of the risk factor.
Another is the capability: to establish, realistically, the specific measurable ob/ectlves and priorities for reducing risk factors.
Also important is the capability to select appropriate' methods-and generate sufficient resources to meet these objectives.
Finally, an organized approach demands thc capability to evaluate periodically the status of risk factor problems and

ach|evements so that objectlves can be updated and resource sufﬂcnently reviewed.

BaSe//'ne_ Data: The Keystone ot an Organized Approach -

" Without proficiency in these arcas, cffective  basic program management cannot occur. For examplé without the

'capablllty to determine the prevalence of risk factors and to portray vividly what decisionmakers should be concerned

about, the other three capabilities arc not likely Mo be established. We see prevalence data, therefore, as .an essential

“component of an organized approach; baseline data need to be established within the State and local communities and

periodically rcassessed This is a keystone for the- establlshmento. sound, ongoing programs.

At the outset, however, we found certain problems. First, only a few States currently have this capability. Second,

- existing data were found to have been of inconsistent quality, generally not comparable, and--fairly frequently—out of date.

' sa|d the other side of the negotiation
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Third, the cost and effort necessap{ to determine the prevalence of risk factors were often descrlbed as excessively high.
But, as you will sce, this need not b€ so.

The usefulness of risk factor prevalence data can be demanstrated at the local State, and Federal levels. In the local
community, the collection, analysis, and discussion of the data are part of an educatlonal pa®Cess to sensitize the com-
munity to the prevalence and importance of these risk factors. The data can also be used by local organizations to stimul§te
and justify efforts to reduce risk, and they can be used to mobilize resources. Comparable data, when gathered periodically,
permit community organizations to assess their individual achievements in light of the problems in the community. And |
might add, States that adopt something like the Model Standards precess have the opportunity, using the data base, to
negotiate their realistic objectives. The Model Standards process is based on the notion that State-level people and local-level
people can come to an agreement on what will be accomplished with agreed-upon resources. However, agreemcnt on future
achievement depends on knowmg the current level—that is, knowing the ‘baseline. .

- /

At the State level, we think that statewide data will provide program managers with an edge in relation to other health:
programs in competing for limited health dollars. Statewide data will provide the decisionmakers at the State-level organiza-
tions with the ability to establish their statewideobjectives Well-developed plans to achieve these goals will allow decision-
makers to facilitate the invalveméntof local chapters and agencies. Finally, comparable data from local communities can
be used at the State lcvel to identify Snmunities in which special stimulation and assistance are needed to establishrisk
reduction efforts and, frankly, to lint y also those communities that are detalllng progress in. reduc:ng risk. And as |
Tocess, as envisioned in the Model Standards, is the ﬁtate

We have uses at the national level as'well for these kinds of prevalence data. Data that arc collected in a consistent and
comparable manner can be aggregated to demonstrate differences in risk factor prevalence among States and local com-
munities. Comparable data can aiso be agg’regated to provide insight into items on population groups that might not reach

A
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“MMWR, it is a vehicle that CDC has used very effectively to produce and "quickly distribute information on important

.emphasis in.our technical assistance capabilities i in the comlng year.

> . . . g

Setting a Baseline: National Assistance in Conducting Surveys
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'

significance in individual States.’ Also, epidemiologic research can be greatly assisted by access to quallty data—espeaally
as t|me trend data begin to accumulate

Unless our data are periodically made visible at the national level, I’m afraid that the rather abstract nature of risk
reduction will continue to be overshadowed by programs that-are the perennial winners in health budget competition. Even
Wlthln public health, su.gh/p/ograms 4s immunization and maternal and child health often fare better than others, in my
oplmon, because” of'two things. One is that they can demorfstrate hard data on the extent of their _problem: immunization
rates, measles case report rates, infant mortality rates. Second, such programs can show that these rates can be changed for

the better.

There is no reason that rlsk redUCtlon could not do some’ of the same klnds of thlngs and CHPE is therefore placmg

(TheseLDC responglbrlmes, by the way, are also lodged organizationally w1th|n CHPE.)

It is |nterest|ng to note that CDC established the°wor|d s first surveillance system—for polio—and that it did not occur
until 1951. The second surveillance system did not comie into being until several years later. Now, of course, CDC main-
tains surveillance in dozens of areas. We are really at the infancy of risk factor snrvelllance——we are, in 1982, probably close
to the position public health was, with infectious d‘seases in 1951.

| doubt that it will take us as Ioné to obtain comparable data sets in this area because CHPE now has the experience .

of infectious disease surveillance—and, more recently, the transition to other noninfectious diseases—as a guide and resource.
In other words, we will try to do the things that small organizations like CDC have to concentrate ‘on: we will do a few key
things and try to do them as well as po<51b|e

s

13

In surveillance, we expect to be able to give you technlcal assistance m prevalence surveys. | will return to thisin a
moment.

We also expect to produce a natlonal surve:llance report as soon as possnble so you can see why | am emphasrzmg
an approach that produces comparable data. Also, we will regularly be.seeking your contributions to CDC’s newsletter, the
Morbidity and Mortality Weekly Report (MMWR). The Utah State Survey, which Dr. Kreuter will be discussing, was the
inaugural report. We hope it will be the first of many such articles. To those of you who are perhaps not familiar with the

public health events that are occurring across the Nation. Originally, it was largely restricted to infectious disease articles.
“As CDC's mission has changed, so has the MMWR. Occupational health articles now appear and, recently, we have started
to place risk reduction and health education material in it as well. '

ObVIoust, surveys are not the sole eIement in the ‘surveiliance system, but these are gomg to receive the gneatest

-’ N

We have pooled taIents from several of our newly organized divisions to identify a practical method that States can
use to determine the prevalence of risk factors. You will recall that we prevrously assembled a set of common data items—

in effect, a survey instrument. Each specific risk factor data item wrresponds to a key data item used in major natienal

surveys and to the data sets that those national surveys produce.

The common data items were then used to prepare a telephone survey questionnaire. Our educational research team
has worked very closely with the survey group to tighten up the-wording of the questions. We reviewed random digit dialing

_methods and modified them to meet the needs of risk-factor prevalence surveys. Common data items were pretested and

>
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modlfled To pilot-test the random digit dialing’ process, a risk factor prevaIencc survey was recently completed in the

'State of Georgia.

Q

L 73 - " N

To assist other States requesting this help, CHPE is putting together a technical assistance package We hope to begln
providing technical assistance/directly to the States that request this assistance early in the nex} calendar year. The package
will use a cooperative agreement signed last month with the Association of the Schools of Public Health. This agreement
will provide additional consultation and guidance before and during the slirvey process. We will be diseussing your interest
in this klnd of assistance at the round table discussions on Fridayy ° :

In quick summary, | can assure you of several things. The survey provides a pretested guestionnaire and a readliy
adaptable random digit dialing methodology to create a sample. We will provide intensive interviewer- tra\‘}'nmg sessions; you
will not have to-have or to hire-a trained survey team. Statistical and similar expertise will be available throughout the
process. Within days, we will provide a baseline printout of selected items. Our assistance package then will help you to
design an ana|y5|s plan to study, indepth, any areas of special intefest in your State becauise, obviously, a standardized print-
out of items is not'the, only analysis that you can or should do with the data. Later, our panel members are probably going
to talk a bit about how they plan to use thelr data.

The agreement with the Schools of.Pyblic Health continues a three- way relationship that CDC's Dlrector Dr. William
H. Foege, has been seeking to strengthen over the last couple of years. One of the three links is between CDC and the State,
which is a traditionally strong CDC lin kage CDC’s finkage with the Schools of Public Health has also been fairly strong, but
it is ay area in which we greatly need a-strong working relationship. Finally, the link between the States and the schools is
an azl that, “with a few exceptions, has not been ‘particularly strong. Frankly, this ||nkage may find a more favorable
environment in sofc States and in,same schools than in others, but, obviously, w'/@hope that strong, long-term relationships
will evolve from this kind of package Dr. Altan Stecr\Ier will refer to one such technlcal a55|stance arrangement that is
already in place

-~

All j our program representatives continue to work closely with you regarding an organlzed approach to health
education. Regardless of their organlzatlonal assignment, all will be addressing that emphasis. Two of our people, Jack
Jones and Gary Hogelin, will take the lead on risk factor surveillance; this responsibifity has been assigned to our Field
Services Branch, under Gordon Rabbins. Liaison and technical assistance on educational methodologies and on the smoking
and-alcohol replication projects, for which additional money was provided this past year, will be provided within our health
education group by John Korn, Dave Ramseyl and Fred Murphy Both groups will be helpmg you further develop an
organized approach to risk reduction. '

tion, and—as an indexfof accidents—seat belt use. It takes about 7 minutes to administer. It contains ail the appropriate
instructions within itfthat the interviews need-—appropnate introductions and call-back instructions; a table for selecting
respondents to assure that the statlstlcally appropriate person, other than the person who answered the phone, is actually
picked in each household; and-appropriate wording to smooth the transition between questlons There is a 60-card column
for keypunching. on wh:ch you get all the data. Your keypunchers will not require any lnstructlons~thc form is self-
instructional. :

The .questionnai?has 33 items. 1t contains questions in smoking, hypertension, alcohol misuse, exercise, stress, nutri-

Both the telephone numbers and the respondents are randomly selected. Telephone nu:nbers are randomly generated,
based on the primary sample unifs, which were randomly selected, screened, and identified as residential. The number of
respondents, number of primary sar‘.puns units, and the cluster size are determined to meet survey confidence and preci-
sion levels (that we established in talking to you abou® what level of confidence you want in. your data). The respondent
is determined randomly when a housenold is reached, based on the'number of adults in the household and the |ast digit in
the telephone number. ; '

Many people believe that surveys are costly and that it takes a lot of effort to carry them out. What are the resources
“that are required? For consultation with. survey rbsearchers and statisticians, we estimate that there is a 10-hour

A : -
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commitment. We can provide that in our assistance backage The printing cost for the Georgia survey was $77. Telephone
costs depend on what your rates are, how big the State is, how large a sample you want, and so on. Keypunching took, 16

" person-hours_ for the beorgm survey You can get prefixes free. Presumably, you can also use office space without rent, for
example, by using vacant offices on the weekend. There are marvelously inexpensive ways to get this survey donc. The inter-

viewers on the Georgia- survey were paid about $2,500, total. The supetvisor and editor were from.the State staff. We
provided—and will continue to provlde—technlcal assistance for using the survey method and instrument. Admittedly, there
are other costs. Obviously, your staff and your office space have costs associated with them but they are fixed costs that
you already have; it's just a matter of what your priorities are for allocating them. -

.

s ,Very quickly, let me shoé you the personnel used in the Georgia survey, by day. There were 11 interviewers on the

first -day, a Saturday. We'learned from experience that the actual number of personnel nceded was fewer than that; they
were able to get many more: interviews done at the beglnnlng than we thought they would. On Saturday 247 interviews werc
completed, 111 more were done on Sunday. The. rest was really just trylng to reach people we did not reach on'the week-
end or who were difficult to reach. The completion rate was 84%, based on true contacts. If you base it on a more conserva-
tive denominator that includes all possible numbers, whether a contact was made or not the complctlon rate was 74%

A
/
Interviewer performance was monitored carefully, and interviewers were required topomplete 45 interviews for paw/ ,

ment. Two interviewers were finished before the third day was completed. Only 4 of the original 11 interviewets ook S
days to complete the required number. Approximately 187 interviewer-hours. were required. Interviewers avetdged 2.8 -

‘completed interviews per hour. Of the 150 respondents who dnitially refused interviews, only 77 totally refused aftef call-

backs. Interestingly, two of our interviewers accounted for: 37% of the refusals, so there is some variability in infer-
viewers. That is a problem we will work on.

. -

4

Let me review some special problems You have to have supervision. 1t is helpful if'that is someone wha& has been
through the process. You have to folow the interviewers’ procedures very carefully. We found that statistical support was:

. necessary from start to ﬂnlsh ‘We thought we had._all the questions answered, but questions sfill came up. You need discre-

tion regardlng eliminating poor mterwewers You have to be careful about holidays -intervening on your schedule. Our
view—and | think.this is the view of many people—ls that;you S ould not allow |nterv1ewers to do the interviews from home.
The process has to be monitored; it has to be supervised. Y ave to tra|n interviewers. Th|s is better done by their prac-
tlcmg than by your lecturing. :

In conclusion, 1 would stress to you that we consider the issue of prevalence data one of the critical ones in HE-RR
programs. We in public health will never know where we’are going or how far we have gotten unless we know where we
started. |- do not think we have a compeiling case to make to the*decisionmakers unless we come forward with rather

' spec1f|c data to define these important public health risks. We have got to be able to establish what is- happening in our own
' community, to make that message clear to the public, and, obviously, to design good programs to address the most urgent

of the problems. Prevalence surveys are an important first step.

- ” ) K
. ) ¢ .
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Introduction . _ S w )

e . . . R

Our task isgo_'fé'sp%n,d to the general questlon What is the rationale (need and value) behind conductmg State-level

- surveys to determine the prevalence of risk factors? We agree with the famous notion of. Occam’s razof: “It is vain to do -

with more that which can be done with less.”1 As a result, we were |n|t|a||y tempted to SImpIy say, ‘It doesn’t mgke good
sense-to shoot ﬁrst and call whatever you hit your target ” - .

.. That short seﬁtence reflects a fundamental pr|nc|p|e for program planning for public health education in Utah and
does indeed express the basic motive behind the assessment of rited in general. The answer to the question, “Why risk
prevalence surveys?” ‘appears to be self-evident and has. been well establlshed in the literature:2:3 In the face of limited
economic and staff resources and a public mentality that |ust|ﬁab|y is ca|||ng for greater. accountablllty from public service
agencies, we cannot afford to be qunderbusses in our approach to health promotion and health educatlon, we must have
a baseline. . : - ) . - D e . ’

We have chosen to elaborate on a few selected issues we found to be critical in developmg risk prevalence surveys,
the issues are presented in two parts. The first pertains to the frequently overIooked act|on of purposefully promoting the

-/concept of health promotion both within and outside the health department. This action is essentially polltlcal The secord

Support for Your Program: Hea/th Promotion Politics

part is a summary review of the general procedural steps taken to date in Utah in rigk .prevalence survey " We wish .
to emphasizesthat the views are pgjmarily distillations of our collective experience in Utah since the spring of 1979. Never-
theless; interactions with other risk reduction groups around the country suggest that the approach we’ve taken may have
some general app||cat|on :

o

A brief review of some initial events that’ contrlbuted to the support of risk prevaIence survey actlwty in Utah may
|Ilustrate the |mportance of capitalizing on opportunltles to enhance the image of your health education or health promo-
tion unit. o i : o oo .

The spring of 1979 marked a turning point for public health in the State The department of health was in the throes :
of a significant reorganization, and James O. Mason, M.D., Dr. P.H., had just been appointed Director by the Governor. Dr. -
Mason was intrigued by the bold innovations in health promotion undertaken by the Canadians, as reflected in the book
A New Perspective on the Health of Canadians (1973). As he began to shape the administrative confi iguration for-his new
department, he continually tried to squeeze in a health promotion unit to bring an upbeat posmve approach to public

health. . o o e

In April of 1979, he created what is now the Bureau o@HeaIth Promotion and Risk Reduction. Immediately he began
to publicly acclaim that bureau as a critical link in Utah’s public health chain. Three months later, he hired a health edu- -

* cator at the University of Utah, Marshall Kreuter, to be Bureau Director and charged | him with getting the new unit off the

@ound The interactions that took place between Mason and Kreuter during the early weeks of the bureau’s existence were
crucial since two philosophic points were agreed upon: 1) that speclﬁcrty in planning and evaluation-would not be compro-

_mised, and 2) that program efforts:should be highly positive and V|S|ble As a result, Gregory Chrlstenson an Evaluation

- . . - .
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* Research Specialist, was hired as Associate Director of the bureau. His tasks were to provide technical expektise for program

evaluation at the State and to serve as a consultant to local-level health educators throughout the State. |
-During this time, two significant events were taking place. The first involved the ‘Centers_ for Disease Control (CDC).
The bureau staff had prepared an application for the initial round of risk reduction grants from CDC. Interaction with CDC

k staff revealed that their philosophy and ours were remarkably congruent, especjally conceming the belief that program

objectives should be §|
occurring concurrently;

cific and tied to outcomes that were based on epidemiologic data. The second critical event was
r. Mason's administrative staff was developing the State’s new health policy. It was organized -

“around the four comporgnts of the health field congept: the health care system, the environment, human biology, and life- o

style. In the llfestyle condonent, héalth promotion and health education were accorded a major function in the Utah health
policy. And, since the format of 4he document called for measurable objectives in all. programs, justification for the collec-
tion of valid basellne data was literally a matter of policy. Everything seeméd to fit.

-— i 3 .- . . 's

We ‘think it is important to point out that, since the inception of the Bureau of Health Promotion and Risk R&duc-

- tion, bureau staff have engaged in extensive consultation with categorical programs within the State health department

(Women, Infant, and Childrens Supplemental Food Program; Early Periodic Screening, Detection, and Treatment Program; -
Chronic Disease, Communicable Disease, Family Health Services, Nursing, and Vital Statistics) as well as with local health.
departments Most of the consultatiops focused on program planning and/or evaluation assistance. As a resul® of these
encounters, our fellow health professionals seemed to discover that there was something more to health education than
managing a film library, ‘giving lectures, and cataloging pamphlets. In addition, considerable collaborative work has been
generated and is continuing with faculty and students at local universities through evaluation research efforts and student
preceptorshlps and |nternsh|ps :

? ’

All of. -this activity has generated a very supportlve ‘network of colleagues—a network that has greatly enhanced our
potential and cred|b|l|ty )

»

Risk Prevalence Survey Activity in Utah

With philosophic and policy fopndatfons reasonabjy in place, risk-prevalence survey activity in Utah began with a pilot
study initiated in the fall of 1979. The technical work (instrument development and methodology) was carried out by Greg
Christenson, who collaborated w;th a health educatlon doctoral student at.the University of Utah, Margle Freston.4

An original pool of 192 items was generated; they covered 8 contact areas: smoking, personal health history, family
health hlstory, phy5|cal activity, coping with stress, dietary intake, alcohol consumption, and selected demographic varia-
bles. After being reviewed three separate times by expert panels, the questionnaire was reduced to 96 items. We drew the
pilot*study sample uslng a random digit dialing technique developed by Dr. Reed Geertsen at Utah State University (see
Appendix). Telephone ‘interviewers obtained information about the number, age, and sex of household members and con-

firmed the-mailing addresses. Interviewees were told that the State health department was.conducting an important health

. survey and that they might receive a questionnaire in the mail. There were 1,001 randomly dialed numbers and. 576 com-

-
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pleted interviews. Five hundred qUestlonnalres weremailed out. \\ :

The malllng strategy was qurte detailed, and care was taken to create a personal, yet professional appcarance Typed
cover letters were presented under the handwritten signature of the Director of the bureau. A telephone number was
included so that participants could verify the legitimacy of the survey. The return envelope had metered postage and was
addressed to the State department of hedlth. The subject’s name and address were typed an the outer envelope, and com-
memoratlve stamps were used to enhance the probability that the envelope would be opened! Of the 500 questionnaires °
that were mailed out, 488 were actually delivered; of those, 448 or 92% were completed and returned. For costs involved,
see Table 1. t :
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'TABLE 1 — Cost of Obta/n/ng the Sample and Prepar/ng, D/str/but/ng, and Returning
the Freston Pilot Survey Questfonna/re

’

_ Questionn,aires ' ' ' /‘:’
Typesetting ' 9 srse0 o
Printing, collating; stapling . 159.00 $ 334.00
Stationery | o ] - R
- L.etterhead paper for introductory letter _
: (800 sheets at $55.60/1,000) © T 44,50
Envelopes (1,600 at $70.00/1 ooo) .0 11200 ~
: Cards (500 at $ 03 each) ' 15.00 171.50°
'Postage : ’
'$ .30 700 (regular mamngs) ,210.00 .
.09 x 500 (cards) ., ° : : 4500
1,08 x 100 (certified marlmgs) - 108.00 - S
30x448 (metered returns) - « 13440 - $ 497400 -
Keypunch- o ’ o . “
-$3.00 per subject x 500 subjects - ' $1,500.00
Selectioan’t'he Sample’ ‘ - ’
$3.00 per subject x 500 subjects o S $1,500.00
TOTAL oL $400290 ¢
. , .

Aday et al. (1981) in a state of the art review of health surveys,. summarrzed the advantages of local surveys, as

follows: r - ,
1 3
Provide information on the needs of people who have not sought care (diabetes, hypertension)}; permit
- special studies of particular target groups (Navajos, diabetics, specific age cohorts); provide data which g5

] only available from “asking” people (risk factors); enable information to be collected on a'range of corre-

lates and indicators of health care behavior {e.g., Morrhons, non- Mormons) and permit well-timed com-

munlty estimates of the impact of experimental programs.2, P.835

(The |nformat|on in parenthesrs reﬂects critical data we *ve gathered ifr Utah from our survey work, )

The Freston pilot generated some interesting data. In Utah, 18.5% of adults smoke crgarettes, 37.3% drink alcohol,
9.2% drink five or more drinks of alcohol more than once each month, 69.9% report no regular physrcal fitness program, *
and 10% age overwelght Fewer than 20% wear seat belts on a regular basis (Table 2) | :

The mean welght for men was 177.6 pounds, they showed an’ average weaght gain of almost 16 pounds since age 20.
Women™ reported a mean weight of 139.9 pounds, which alsd reflected a net gain of almost 16 pounds per subject since age

. #720. Other potential nutrition problems were apparent from the data: 37.5% added salt to their food at most meals, and

26.7% drank whole milk mstead of low fat or sklm milk.
»
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TABLE 2 — Risk Prevalence: Utah Contrasted With United States
/ N T N ‘ ‘ %U.S
. N o Risk Factor . S % Utahns - " Residents =+
Smokers L "18.5 33.0
Alcohol users ' L 373 67.0
- No regular fitness activity o y © 699 ' ' 65.0
- Do'nog wear seat belts - v - - 820 89.3
S Overweight (120% of NCHS* Standard) 10.0 ©o190
J < - ;ﬁ L4 z —F L. -
v *National Center for Health Statistics. U
9 ) ) ’ . o
v When Mormon* and non-Mormon cultural groups were contrasted, differences in alcoholb and toba_cco'.use' were

‘apparent, but there appeared to be no- differences in mean weight or exercise. Responders who |dent|f' ed themselves. as
Mormon smoked at a rate of 15.1% in contrast to 28.5% for the non-Mormons. ‘A similar dlfference was observed for
alcohol consumption: 24.7% of Mormons and 73.3% of non- -‘Mormops consumed alcohol. :

~ After the Freston pilot ¢ effort we conducted several important surveys, using the random digit diaiing and/or mail-out
protocols to ascertain 1) chronic disease morbldltyjy local health district, 2) risk factor prevalence speclf'caliy pertalmng
to known diabetics, and 3) general risk prevalence for the State by health district (Flgure 1)

It is cIear that obtalnlng risk prevalence data has become an mtegral pwmth education and health promotron‘
efforts in Utah. It just seems to make sense if your goal is to take aim before s ing!
Pl

14

*Members of the Church of Jesus Christ of Latter day Saints (Mormon) are taught to abstain from use of alcohol and
tobacco. .
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FIGU RE 1 — Risk Prevalence Survey Activity in Utah 1979-1981 - il
SURVEY : - SAMPLE\ ot DETAIL
FIRST GENERATION |
Freston Risk - = _' "} N=500 : Random dlgit dial (RDD protocol) 0
Prevalence Survey ' o (92% -~ Mail-out(protocol)
return) . . Estimated statewide prevalence
” Y
. ) r
SECOND GENERATION ’ L B )
Chronic Disease - S ‘N =4,365 . : RDD protocol, telephone contact
Prevalence Survey - - : Weighted sample
o . (3.5 x 4,365 = 15,278, estimate)
" ‘Chronic disease prevalence can be. mterpreted
by health district - v
> (Diabetes, Hypertension, Cardlovascular disease,
. Arthritis, etc. )

Diabetes Risk e - N=318 . - Mail-out protocol ' e

* Prevalence Survey » ' (87% . Risk factdr prevalence for diabetgs

. i : ' return) : ¢ ‘

. ~ ~

THlRDGENE'R}TlON ’ ) .!|, T,

Utah, Healthy Péople - | N=1,500 Revised Vversion of Freston survey
Registry . . _ ' Weighted for risk factor
- o B ~ Prevalence can be interpreted by health district
’ : : (3.5 x 1,500 = 5,250 estimate) *
. AT ‘ RDD protocol ' '

p:\
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Methodologlcal Summary for Selecting Samplmg Frame
for Mail Study :

Reed Geertsen

s.all
working telephone numbers an equaI chance of being selected regardless of how.long they have been in service, whether

they are listed or unfisted, or who they serve. The high propoﬁon of Utah households wnth/telephones {over 95%) helps to

minimize biases found in most sampling frames covering statewide populations. To maximize telephoning efficiency, we
identified working banks to numbers by first selecting listed telephone numbers_from pub}lshed directories throughout the
State. Numbers were selected proportionate to estimates of working and nonworking numbers in six relatively homogeneous
districts in the State. These estimates Were made from previous outcomes in studies in Utah conducted by Dr. Geertsen,

- that used random digit dialing. We next randomized the numbers by replacing the last two dlglts in the number with ran-

domly generated digits, using standard computer procedures. Of the 1,011 numbers |n|tla|Iy dialed, 382 or 37.8% had to |
be excluded because they were nonworklng or nonresldentlal :

To safeguard further against’unequal probability of seIect|on for certain households, interviewers verified that each
number reached was a home residence beforé conductmg the enurmeration interview. They also checked for the presence
of -a second nenbusiness telephone number in the home, such as a separate phone for an aged parent or a teenager. Where
more than one private number was indicated, interviews were terminated or continued according to a fixed randomization
procedure. A total of 576 interviews were successfully completed, for a completion rate of 91.6%. Of this total, 18 were

eliminated as ineligible (under 21 y&r&of age, 2 working numbers in the same household in cases where fixed randomiza-

tion procedure called for termination of interview, temporary quarters, students in dorms). Another 42 completed inter- -
views were excluded because the interviewees exceeded the 75-year-old, age cutoff point established for this study Another
15 households were randomly deleted to reduce the sampling frame to the desrred 501 households. -

Only 53¢ telephone numbers failed to produce household |nformat|on because a persen ref&sed to talk or had a
disability that prevented it or because there was no answer on repeated calls. Figures from the telephone company were
used to estimate what proportion of the numbers never reached were likely to be unreachable” because they were test
. numbers, pay telephones, summer homes, churches, or the like. The potential number of reachable households was then
determined -and is included in the number given above, which was used in calculatmg the completlon rate. All of the
enumeration interviews were completed dur|ng the first 2 weeks of September 1980. X

CALCULATION OF COMPLETION RATE: 576 (1 011 - 382) = 576/629 = 91.6%

a




v Baseline Risk Assessment Survey: Pennsylvania’s Experience - ' .
With the County Health Improvement Program, . , : |
A /Cardiovascular'Risk Reduction Project - o

.

* Katherine Becker

County Health Improvement Program (CHIP) Research Staff -
g , . o Pennsylvania Department of Health
T . C , . PO Box 90 ‘ K
! ' ' : . . Harrisburg, PA 17108 L : .

4 ’ ‘
«

Program History

o The County Health Improverhent Program (CHIP) was initiated by the Pennsylvania Department of Health in coliabo-
w , " ration with the University of Pennsylvania in December 1977. The Program is a long-term research effort devoted to ascer-
.taining the effectiveness and cost of preventing, cardiovascular disease. Two large-scale community studies laid the
groundwork for this effort. These studies—the Stanford three<community’ study and the North Karelia Project in Finland—"
demonstrated that community-based programs that use mUItipIe'h'eaIt;h educat'io\rfstrategies can lead to significant reduction '/
. in the risk factors for dardiovascular disease. -~ LT _ : % ! - '
i ’ . ‘ ‘ -;:.v o """ . v ) ,

. i CHIP is a cooperative program involving two major universities, a small coliége, the Department of Health, and a
private health media firm. The program will be implemented over 6% yedrs in Lycoming Couaty, a county of 115,000,
residents located iri“north-ccntr‘?ﬂ Pennsylvania. - T R

. 1Y

)

. 8.
- \ »

. . To date', our program has éomple\ted 1 year of activities in"the field. It attempts to use e_xistin'g resources and chafpel
' . . these resources into a wide variety of community agencies and institutions. Programs have beef developed in"fourqsé'ttihgs < e
| . or areas: mass media, health care, worksites, and community organizations. Programs are planned for thg schools. Figure 1
) - illustrates the framework used to plan the CHIP program. . = _ A '
Research Design . . . T .

| T , i ¢ - : ’ S / .

The goal of CHIP is to determine the feaﬁbility of community-based cardiovascufar risk reduction program. The key

*  research questions addressed in the evaluation design are as fc_)llows. o : - . .

-
.

. Has there been an increase in risk reduction activities as a result of our program? , _
.Have there been any <changes in beliefs, attitudes, and behavior related to smoking, hypertension, diet, exercise,
and weight? o : )

— Have there been any changes in the levels of risk factors for cardiovascular diseases?

— Have there been any reductions in morbidity and mortality from coronary heart disease and stroke?
— -Can these results be achieved in a cost-effective manner? -

»

i To answer these questions and evaluate the impact of CHIP, periodic surveys will be done in Lycoming County and

p in a matched control county, Franklin County. The research design is a nonequivalent control group design that compares
. trends or changes in Lycoming County with those in Franklin County. Table 1 illustrates the types of data colléction

p efforts that will be undertaken to assess the effectiveness of the program. o ' ‘

To -assess changes in morbidity and mortality, cardiovascular disease registries will be established in both counties.
Changes in risk reduction program activifies will be monitored by means of the Community Resource inventory, a biannual

4
]

ERIC T

Aruitoxt provided by Eic:



AN a
FIGURE 1 — The CHIP Framework *
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Reviews ‘ofo epidemiologic, behavioral, and

sociologic literature led 'to selection of risk
factors and ehannels affecting risk factor
change through changes in behaviors and.
knowledge, cues, reinforcement, and skills.

N

=3

" Work Sites

Knowledge

w

Rewews of nationai data and baseline survey
led to choosmg programs for each channel
-that were targeted to groups most in need.

Be_liefs

: oo . Community
Cues 1 + Health Sector Organization

B B " Process.
_Reinforcement .
‘ . ! \
Skills "
Voluntary

“ Organizations

Schools

) o % S
Reviews of ‘community organization litera-

ture led to social planning perspective for
|mplement|ng the prolect

E

. . A~
[ .
-

*The steps from left to right lllustrate the development of theory, readlng the dlagram from rlght to Ieft ulustrates the |mplementat|on process,

tCHD = Coronary Heart Diseage.

r
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Baseline Risk Assessmént Survey

TABLE 1 — Chart of Data Collection Efforts, thé County Health Improvement Progra}n

VJ .' -
\ ) Period of Data Cotlectiont

Area | Measurement Technique* -
< o N , o 1980 ~ - 1983 1985 - 1987 -

\
N\

l:yco}ing County (intervention begun . RAS X X X X
7/80; will terminate 12/86) CRI

. : X - X X
WY CHDSM ’ixxxxxxxxxxxxxxxxxxxx_xxxxXxx}
\ Registry XXXXXXXXXXXXXXXXXX

\\“
_Franklin County (reference county; ' RAS ' X , X X X
‘Ao-intervention) o CRI X X X | X

o ST .CHDSM L XXXXXXXXXXXXXXXXXXKXXXXXXXXX
R : Registry T XXXXXXXXXXXXXXXXXXX -

- c el

*RAS = The Risk-Assement Survey, designed to measure changes in risk factors, beliefs, subjective norms, behavioral inten-
tions, and specific risk-related behaviors; CRI = The Community Resource Inventory designed to measure c?ange in the

risk-reduction programs and activities  of organizations such as industries, health agencies, social and civic clubs, etc.;

CHE-SM = measurements of coronary heart disease and stroke mortality; Registry = a registry designed to measure inci-
dence or new cases of coronary heart disease and stroke. ' , : .

X = Period of Data collection confined to 1 year, XXXX = continuous data collection.

o

survey of industries and-community organizations. Changes in beliefs, attitudes, behaviors, and risk factors will be assessed
by a risk assessment survey, a sample survey of residents in Lycoming and Franklin counties.’ A baseline Community Re- -
source Inventory and the risk assessment survey were cbm‘pleted in 1980. A manual that details the methodology of the
Community Resource Inventory has been prepared and is available upon request. The methodology and results of the risk ‘
assessment survey are presented below. . i . ‘

aq

* Méthodology

The risk assessment survey serves three main purposes. First, comparing changes in Lycoming County with those in-
. Franklin will enable us to assess the effects of the intervention. Secondly, baseline assessments of beliefs, behaviors, and risk
b .  factors will enable us to target the intervention actitities to the county. For example, the baseline survey indicated that
many of the smokers believed ‘it unlikely that they would succeed in their many attempts to quit smoking. Media messages
will.be. aimed at increasing smokers’ confidence in their abilities to quit and teaching smokers specific practical skill$ for
quitting. The third purpose of the survey is to describe trends in beliefs, attitudes, behavior, and risk factors that, along
morbidity and mortality data, may help to explain the role of risk factor change in the recent downward trend in coronary
heart disease and stroke in the United States. CHIP data, obtained from urban and rural areas in Pennsylvania, will provide
complementary data on geographic and socioeconomic diversity from the cardiovascular risk reduction community studies

[ in California, Minnesota, and Rhode Island. - :

1980. Using local telephone dire o}lies, we. selected a stratified random sample of adults 25 to 64 years old. Individuals-
were contacted by telephone and asked to come to-a screening clinic, where a questionnaire was administered and cardio-

€

|

|

| |

! The baseline risk assessmentcsurvey in Lycoming and Franklin counties was conducted in February, March, and April
| J

vascular risk factor measurements were ta ken.

A
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' measure of change as well as analysis of how changes occur
" -5, "Do individuals-who quit smoking make other lifest

_Risk Prevalence

e - - [N

CHIP is planned.as a 6} year intervention period; it began in_1980. Subsequent risk assessment surveys will occur in
1983, 1985, and. 1987. Two types of samples will be used. at #&ach survey period. A longitudinal cohort of 600 people
selected from the baseline risk assessment survey will be resuryeyed in each county. The cohort will allow a more sensitive
ithin individuals. A cohort study vgﬁ answer questions such
chinges?”’ )

v

The one drawback .to a cohort design is that the interview or measurement process may influence lifestyle change.
To avoid this drawback, independent random samples will also be selected. This will permit us to evaluate the effect of the
intervention on a community basis.
. ’ ! <N + . .

Before we started the baseline survey, a media campaign involving radio, television, and newspapers was conducted.
Physicians were informed about the surveyyzy personal letters and presentations to the county medical societies.

The process of recruiting individuals for the survey began with an introductory letter followed by a phone call 5-7
days later. During the phone call, an appointment was made at a clinic, where a questionnaire was to be administered and
physical measurements taken. A followup letter confirming the clinic appointment was then mailed, and individuals were
called 1 day befote their appointment as a reminder. All individuals who attended the clinic were sent individually signed
thank-you letters. . . o :

Data were collected at screening clinics established by the Department of Health for the survey. Screening sites were
located in hospitals, schools, churches, and State health centers. Clinics were held during the day and in the evening to
accommodate people who worked during the day. During the baseline survey, there were 20 clinics in Frankiin County and

" 18in Lycoming County. . _ . 4

At the clinics? subjects completed a consent form and a self-administered questidnnaire. Then they proceeded to
stations, Where blood pressure measurements, blood samples for determining total and high-density lipoprotein cholesterol,
and height and weight measurements were taken. The final step was an exit intgrview. Subjects were thanked for partici-
pating, informed and counseled about risk factors, and given a packet of educational materials on blood presstire, smoking,
diet, and exercise. They were reminded that the risk factor measurements would be sent to their designated physician in
3-4 weeks. The entire procedure took approximately 50 minutes to complete. . '

The questionnaire contains items to assess the prevalence of behaviors related to smoking, high-fat and cholesterol
diets, hypertension, and physical activity. Knowledge and attitude-items were included only for three primary risk factors.
The theoretical model %emuWons is the Behavioral Intent Model described by Fishbein and
Ajzen. A set of items was desig measure peliefs about the effects of changing risk-related behaviors, perceived family
and peer support for a respondent’s preventive behavior, and intention to change specific behavioral patterns.

The number who participéted in the survey was 1,373 in Lycoming County and 1,395 in Franklin County. Approxi-
mately one-third of the sample was ineligible, and another one-fifth refused to participate, resulting in response rates of
53% in Franklin County and 57% in Lycoming County. B : : ‘

To determine possible bias resulting from nonresponse, a sample of one hundred nonparticipants was called in both

counties. A short questionnaire was administered; the results of this study will be compared with the baseline risk assess-
ment survey findings. '

Data Anclysis Plans
The first step in p;reparing the data for analysis was to weight the age-sex' stratum so that the sample data reflected

population values. For the baseline survey, the sample was stratified such that equal numbers of people were drawn from
each of the six age-sex strata (males and females, ages 25-38, 39-52, and 53-64). This was done to achieveva larger number
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L' . Baseline Risk Assessment Survey

of. people in the older age group than would have been selected under a simple random-sampling scheme. Thys, the reliabil-
ity of the estimates for the older age strata was improved. i i '

" Recent po,puiation estimates -verc used to weight the sampling data. If the 1980 age-sex ccnsus data for ;Lycoming
and Frankiin counties indichte that these weights are inappropriate, the data widl be re-weighted with these values.

The First questions to be addressed in the data analysis are, “How similar are the intervention and xeference cotinties

in terms of risk factors?” and “Are the values obtained in these surveys similar to the findings of national iUrveys and other

I . community studies?” As a first step, averages and proportions were calculated for all of the variables. A qt\ick examination

of the data for Lycoming and Franklin counties showed surprising similarities.

In answer to our second question, about the comparability of Sur surveys to other studics, the results\bof the national
Household Interview Survey and the Health and Nutrition Examination Survey were examined along with the results of
community studies. A comparison of data from the 19690’s and early 1970’s with the CHIP survey pointed to substantative
differences in the risk factors. However, more recent studies found rates for hypertension controi, smoking, and cholesterol
very similar to the preliminary estimates of the CHIP survey.

\ The data will be further analyzed. One of the purposes of the baseline survey was to provide information for planning
interventions. To target our intervention activities, we need to know the demographic characteristics of undetected hyper-
tensive people, smokers who are willing to quit, and people who consume high-fat foods. An analysis of-the beliefs that are
most closely associated with a specific behavioral intention will indicate what messages need to be emphasized in media

. and worksite programs. ' >

. Resource Requirements f -

At this point, CHIP has just begun to analyze the data. By june of 1982, analysis will be complete, and the findings
published. The entire process from questionnaire design to data collection took approximately 1 year. The effort to coordi-
nate the various organizations involved in the survey was considerable. The University of Pennsylvania was responsible for -
the overall research design, including the questionnaire design and data analysis. Pennsylvania State University, located in
the central part of the State, was responsible for drawing the sample, recruiting and scheduling subjects at the clinics, and
coding and editing the data. The local project office provided public information about the survey. The central office of
the -Department of Health coordinated the entire process and worked with the local offices to schedule and conduct the
screening clinics where the data were collected. The costs for conducting the survey in other counties totaled approximately
$300,000.

Issues and Considerations for Planning Prevalence Surveys

Substantial resources were required to conduct the CHIP baseline risk assessment survey. Given the long-term nature
of the intervention and the amount of intervention activity planned for the project, we feel that the expenditures are well
(justified. With a massive program effort, with activities in schools, worksites, community agencies, and physician offices,
we expect to see significant changes in risk factors after a 6'%4-yéar period. o

A less costly method for evaluating risk reductt?‘m programs might be used and should be considered in programs with

limited funds for interventions. For example, 1 yedr after the start of the mass media program, a telephone interview

survey was conducted in Lycoming County. The purpose of the survey was to assess the extent to which the first 9 months
of the media campaign activities created awareness of CHIP and a special hypertension screening cvent."A systematic
random sample of 1,187 telephone numbers.was selected. Over a period of 7 days, six interviewers completed intervicws
with 83% of the eligible people in the sample. A report of the survey was written 3 months later.

’
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Clearly, this telephone interview survey required considerably fewer resources than the risk assessment survey: The
methods and quality of data were appropriate for the purpose intended. The report’ indicated that 10% of the sample was
dware of a new health. program in the county and could name CHIP as the new program. The data also indicated that
‘newspapers, rather than the radio, were the most often mentioned source of information. Based on this survey, the future
media campaigns will attempt to take greater advantage of newspapers and reduce radio activities. Thus, the telephone
survey- served its purpose of midproject evaluation—helping the media planners decide how to modify their strategles to
reach the communlty wtth |nformat|on about CHIP. ;

The prevalence of risk-related behaviors in Lycoming County could have been assessed by means of a telephone inter-
view survey similar to the media awareness survey. The outcome measures for evaluating the effectiveness of -CHIP would
have bezn self-reported behaviors rather than actual medical measurements of risk factors. Thus, although the evaluation
costs would have been less, the validity of the results would have been more ‘questionable. The issue of which methods to
use in collecting and analyzing the data is not easy to answer. A risk assessment survey similar to the one done in Pennsyl-
vania does take considerable time and effort. We received a great deal of consultation from epidemiologists, statisticians,
and behavioral scientists before designing. the survey. The telephone recruiters and clinic staff were .trained and closely
monitored to assure conformity to the research and medical protocols. This type of quality control is essential in a research
program with a large-scale intervention component. Such an elaborate evaluation design may not be approprlate for risk

reduction programs that recelve only minimal funding for |ntervpﬁ‘on and affect only a very small proportion of com-
munity residents. : .

\_‘/
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" stress, and personal health history. Selected demographic information was also obtained.

_/

) /‘
. /
] Developing a gurvey Instrument
for the Risk Reduction Prevalence Survey /
. ; | /
. . -/
. Garg' Nelson : /

Formerly
Utah State Department of Health .
State Direcfor of Risk Reduction
Division of Community Health Services .
Burgau of Health Promotion/
,/ P.O.Box 2500
s 150 NW Temple
-/ Salt Lake City, UT 84110
/ ' * Currently Y :
Assistant Professor in Health Education
University of Alabama
Birmifigham, University College
_ School of Education, HPER
Birmingham, AL 35294

.

: A I i .

This morning you heard an excellent account of the Utah experience with risk prevalence surveys. What,l‘iwould like
to do very briefly is to share with you the methodology for developing the instrument and some of the specialicaveats we
think we came across in developing that instrument. - ' . v

Y
N .

One of the tasks of the Utah statewide risk reduction program was to develop a descriptive survey instrument which
would generate information regarding selected self-reported behaviors known to be risk factors related to cardiovascular
disease. As Dr. Kreuter indicated earlier, we are extremely pleased with the survey imtrument and its ability to establish
baseline data for the planning, implementation, and evaluation of health premotion and disease prevention programs. We
hope to use this instrument to monitor behavioral changes as they are influenced by educational programs.

The instrument is a written questionnaire composed of 109 items abpropriate for adult respondents ages 21 to 75
years. The questionnaire requires approximately 30 minutes to administer. Information generated by the survey is designed

“to reveal epidemiologic Information regarding incidence, prevalence, onset, and duration. In addition, information regard-
© ing patterns or styles of behavior will be obtained for selected risk categories. Cardiovascular risk categories surveyed

included family health history, cigarette smoking, dietary habits, physical activities, alcohol consumption, coping with

-

The development of a risk prevalence survey instrument is >gArounded in psychometric theory and is based on six
phases; it included the following: ‘ : oo ' ‘
1. Identification of pertinent risk factors. A library search was conducted to identify and classify those behaviors
related to cardiovascular disease. Additionally, the search provided a review of the work done to date on the de-
velopment of survey instruments that assess risk factors. :
. ) . A
2. Determination of the questionnaire format. This is a very important part of the process if you intend to increase
‘the reliability or the return rate. As you've seen, our return rate for the pilot survey: was 92%. After we had gen- -
erated a first pool of potential questionnaire items, several sample survey formats were considered and tested on a
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group of individuals. Scaling, grouping, sequencing, and flow were also evaluated. The questionnaire 4fo§matr most

appropriate for elicitiﬂg the desired information and response was thenselecte

M. SRV,

3. Developing an item pool. Questibnnaire items were genefated from information obtained from literature review,
interviews with experts, examination of questionnaires in. related health fields, and personal perception. (Incident-
~ ally, the literature review and justification of the items selected are available, and wé will b glad to share them.)

4. Refining the instrument. Preliminary drafts of the items for the pool were written by three health professionals
and two instrument design experts. The reviewers were asked to evaluate the content, apprdpriateness, and clarity
of the items in relation to the survey’s goals. We intended to establish the readabillty at the'eighth-grade reading
level. The prefliminary instrument was tested on a small group of approximately 20 individuals, to recheck the
readability and the flow and sequencing of items in the questionnaire, :

5. Establishing.content validity. The final preliminary draft of the instrument was submitted to a panel of experts in

- the fields of medicing, epigemiology, and instrumentation. They were asked to review the instrument and judge

the range and balance of the questions in measuring Behavioral risk factors for cardiovascular disease. Since the .
assessment of content validity is essentially a matter of judgment, a team of judges was engaged for this purpose.

6. Establishing reliability. The program that we used is entitled the Fortop Item Analysis Program. This.program uses
the alpha coefficient as the computational procedure for assessing reliability which in some cases has been shown
to be superior to the odd-even or test-retest reliability methods. That’s pretty much the procedure for the devel-
opment of the instrumentation. Lt ' :

3

As Dr.'Kreuter indicated, we have sent our fkrst round of surveys out, followed by a post card. Our return rate at the

present time is 50%. With the two additional 'i‘ollow-up‘}mailings we hope to increase that to an acceptable level, hopefully
above 85%. There are a number of things that we tkink & couraged the high return rate. ‘
; , .

: \ .. ‘ .
1. Survey appearance is important; including the esign of the cover, the type of print, and the format of the items.
Consult frequently with your printers, layout arf\ists, graphic designer, and statisticians. ' "
2. That the instrument be based on a sound measureménts theory and on sound epidemiologic information is
important, ‘ . .

3. The nature of your audience is important. In dealing with special populations, the choice of language may affect
the participants’ interpretation and response. ' ‘ :
: ; N .
' 4. It’s important to ensute confidentiality. Design the instrument so that there’s no question about its confidenti-
ality. In Utah that’s a very important issue. : ‘ k

5. We believe the random digit dialing process worked very well for‘us in establfshing a representative sample. That
procedure has been written up and is available upon request. : :

d . . . .. ) . . . ~ . .
6. 1 think it’s very important to delineate procedures for matching returned surveys with survey participants, while
still ensuring anonymity of responder and avoiding unnecessary duplication and the like. * :

7. Finally, networking is very important. Work closely with other departments such as the bureau of chronic diseases;
diabetes, hypertension, or other programs in establishing baseline data; it is important to establish questions de-
signed to serve multiple programs. Pooling resources and manpower enabled us to keep survey costs within the
projected budget. '

| would like to refer briefly to the costs involved. Total cost for the development of the instrument, excluding com-
puter time, was about $4,000 for the original sample. (The sample size was 500.) | can give you a very quick breakdown

| . | 40 | .}
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- on that. Typesetting, collating, |
envelope, and the cards, was about $171. At the time ‘of our mail-out, postage was $500. The keypunching cost-ofthe

-

- \ % o ,‘ Developing a Survey Instrument for the Risk Reduction Prevalence Survey

]

and stapling cost approximately

¢

§234. The stationery, including the letterhead, the

e
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original sample (N=500) was estimated at $3 per subject. Witlrasar

-3 L‘

mple size-of-1;500; which-we are-now-dealing with;-the

cost is estimated to be approximately $1.35 per person for keypunching. Selection of the sample, perhaps, is the mast

expensive ahd, at the same time, one of the more important proce

- digit diali;;g selection process was $1,500.

dures of this survey. The cost involved in the random

From our experience in Utah, we believe that establishing or setting up the baselirie data and the development of an

instrument go a long way ir) promoting an_d selling to the public the need for risk reduction. The process has bogh political

as well as program benefits.

-
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/H © - Health Education-Risk Reduction—Colorado : e
N %n . :

" David West ' ' ‘

State of Colorado Department of Health
4210 East 11th Avenue
, Room 357 . T _ :
- Denver, CO 80220 : v i : . , .

Introduction
® - .
A reduction of card|ovascuiar and cerebrovascular mortality has occurred in the Unlted States during the last decade.
‘In explamlng th|s phenomenon it has been pointed out that:

-~ Per capita use of tobacco is decreasing ) -
— Lesser amounts of saturated fats are being consumed ] _ _

- — More people are controlling their blood pressure. ) .
— More people are exercising ; ' '

All of these indicators strongly suggest that a widespread change away from harmful lifestyles has' begun in the United
. States. However, as was noted in a New England Journa! of Medicine editorial, “Over-interpretation of this temporal rela-
tionship would be folly at present §|nce many other risk factors, environmental conditions and treatment approaches have
changed.”? In light of this statement, it is apparent that substantiation of the effects of healthful ||festy|es is necessary prior
to mvestmg in lsfestyle-changlng health promotion programs with complete conf'dence

Confldence can. only be gained |ncrementally by a comblnatlon of controlled studies and careful monitoring of health
events and behaviors over time. The surveillance of mortality supplemented by the surve|llance of morbidity can be instru- .
mental in pinpointing health problems in target populations that should be addressed. At the-same time, changes in lifestyle,
ie. health risk behaviors, must be monitored to document their effect on morbidity and mortality patterns and to identify
harmful health behaviors in specific populations that could be |mproved to reduce the |nc|dence and prevalence of pre-
mature death and disability. . »

s

¥

To encourage the development of programs to reduce health r|sk factors in the population and to develop mechanisms’
for monitoring health status, the Federal Government has funded the Health Education-Risk Reduction (HE-RR) Grant
Program admlmstered by the Centers for Disease Control (CDC). The program has three national goals, which are: i

“ -
— To increase the awareness in the general population of the health hazards of smoking, alcohol abuse, obesity, stress, . —-H
-and, hypertenslon, as well as other risk factors relatlng to preventable health conditions-and drseases e

— To proV|de high risk groups, such as adolescents Bfegnant women, the elderly and minority populations, with the
opportunlty to make informed, responslble decisions that will affect their health. : y

— To reduce the |nc|dence and prevalence of risk factors and bring about a measurab!e reduction in premature death
and disability .2 . ._

~In October 1979 the Colorado Department of Health received a grant from CDC to begin a HE ‘RR Program in
£
Colorado. The purpose of the Program was to reduce the risk.of premature death and disability- assocnated with smoking,
alcohol abuse, obesity, hypertension, stress, and other preventable health cond|t|ons and chronic disease among Colorado
cmzens

Q
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Two of the basic requirements or elements of the program, as outlined in the HE-RR Grant, were:
— Establishing methods to determine the prevalence of risk factors in communities and selected target populations.

" Identifying existing sources of data relating to chronic -disease morbidity/mortaiity and’ the pgevalence of risk
factors to assist in the planning of improved surveillance. (Surveillance of disease is the continuing scrutiny of all
aspects of occurrence of a disease pertinent to effective control.)3

These pro‘gram,requirements‘ coincided with the relatively high priority placed on the collection of an adequate data
_ ~ base to guide health program planning by the Office of Health Care Services within the Colorado Depariment of Health
- (CDH), particularly in the assessment of the prevalence of health risk factors. o
. . . >

Statement of the Problem/Project Goals
A review of existing data solrces and pertinent, literature currently, available revealed that the information needed to
meet the health risk factors for collecting data on guidelines of the HE-RR grant did not exist. The information that was
. available did not address the suggested variables to be collected, as outlined in the HE-RR grant, was limited to specific
populations, and/or was not suitable for comparison and/or aggregation with data being gathered in other States and geo-
'graphical areas. It was also determined that there existed no widely accepted, standardized means for determining the prev-
alence of the risk factors related to preventable health conditions. - '

Given the limitations of availabie health risk data, a task force was formed to advise CDH about the most gppropriate
methods for collecting health risk information. Based on the need for health risk information to satisfy HE-RR Grant Pro-
gram requirements and-the advice of the task force, CDH made the decision to initiate a project to collect additional health
risk data. A survey of the adult (18 'years of age anp older), ‘noninstitutionalized population of Colorado was the vehicle
chosen to implement the project since populationi-based .surveys repeated over prescribed periods of time are a cost-
efficient, easily- facilitated method of providing quality information. Although the main objective of the project was to
assess the prevalence of specific. health risk behaviors among adult Coloradans, there were four primary goals delineated by
program administrators. They were: Ca ) ,

— To measure and monitor in a statistically ?!Iid fashion the changes our society will make in its health behavior
over time resulting from broad, ill-defined societal norms and not from specific and/or localized health promation
. projects. ' )

— To establish baseline data as a standard against which surveys of smaller geographical, racial, socioeconomic, or
other population strata within Colorado may be compared. (Note: This method of comparison potentially can
spotlight intriguing- differences in ‘health risk behaviors that may identify a=population that can be targeted for
health promotion projects or other efforts toward change. These data can also be used to assess how Colorado’s
health risks compare with those of the nation as a whole and those of other States.) .

— To develop a standard health risk prevalence methodology and expertise for use by others to survey smaller popu-
lation groups in Colorado. ’

— To generaté data to become the focus for informed participation’in health risk reduction planning by various
organizations and funding agencies in Colorado.’ o ‘

[ . ’
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"Risk Pr_evalence \

Methodology L ) R .
<

Survey Method : U U, S

Y

The three methods (_:onsidefed for gathering the prevalence data were mail surveys, face-to-face interviews, and cen-

~ tralized telephone interviews. Four basic issues addressed in assessing the merit of each survey method were:

5

N\

~ Costand time efficiency

Standardization of interviewer behavior -

|

Survey completion rates

i

— Noncoverage bias.
" In weighing the relative merits of these survey methods, telephone interviewing was selected because of the.cost
efficiency, rapid completion time, and consistency it offered.4 These advantages, meshed with the cost and time iimita-
tions of the project, made telephone interviewing the logical choice. ' '

Sample Size Determination )

N . N N B . .

— For the purposes of this survey, it was determined that the estimate of the prevalence of health risks must be at
least 95% precise at the 95% confidence level, i.e., the results of the survey are within 5 percentage points of the
true value for the total population about 95% of the time. »

— Consultation, advice, and technical assistance with the choice and devslign‘of the methodology as well as with the
data processing were provided by Jan Lehman, Acting Director, Health Statistics and Vital Records Division,
Colorado Department of Health. " '

- This concept of -precision is actually. a measurement of error. It'indicat_ed how closely we can reproduce from a
sample the results which would be obtained if a complete census of the population were taken, using the same
‘methods of measurement, survey design, interview procedures, and supervision and having all other things equal.
Too small a sample size would yield unreliable results; conversely, too large a sample size would waste resources.
It should be noted thaf‘\(here is a chance that the results obtained from the sample selected will be in errar by
more than the desired amdunt regardless of the sample size chosen. In this particular survey, the choice of a 95%
confidence level allows a 5% chance of this happening.

. \‘\\u : : .

A random sample of at least 425 individuals was determined adequate to represent the general adult population of

Colorado and to describe the d'istri'bution of -the population with respect to age, race, and geographic area. This sample

“size ‘allows researchers to make generalizat‘ions\-about the adult citizenry throughout the State. An example would be

determining the prevalence of cigarette snﬂging among the entire adult population. of Colorado. It also will allow certain
breakdowns to be made into major data categories, such as sex and age groups. However; while these large demographic
categories could demonstrate trends, this.information will not be as reliable as data from the entire sample.

The prevalence of an attribute should be between 10% and 90% for the entire sample for it to be estimated correctly
by this survey. The data gathered in this survey will not be useful in accurately analyzing small subgroups of the popula-
tion, such as individual counties, or relatively rare characteristics in the population, such as diabetes. However, the results
of the survey may spark in\)estigations of characteristics within subpopulation groups based on the limited information
available. Thus, while all the information from the survey is interesting, the information can only be generalized to the
entire populatio Colorado with varying degrees of reliability, depending upon the prevalence of the characteristic. The'
information fro/g:lire survey is to be used with care and discretion. ‘ , ya

-
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" to be surveyed. Initially, each prefix is assigned the same number of randomly

_ ing inherent in this technique eliminates any need for guesswork and upfront docum
- prefixes. .

Interviewing Process

Health Education-Risk.Reduction,—Coiorado

Sample Selection Procedures

) : - ..

~ Random Digit Dialing: In order to randomly select a sample of indivi
dialing (RDD) was chosen.-RDD is a random generation of four-digit numbexs to be matched with: the telephone prefixes
generated are called, and a contact attempt record is maintained for each. Nopworking and nonresidential numbers are
discarded as they are encountered. Since telephone prefixes are composed of varying propertions of residential numbers,
the final sample is apportioned correctly -across prefixes through the number-discarding process. The automatic apportion-

Two important conditions must be met when RDD js used:
— The set of prefixes to be surveyed must be completely specified prior to the gene ation of four-digit numbers. If
not, residences in exclqded;prefixesrwill not have any chance, of being surveyed. '

There’mUst be absolutely no adjustmentsv at the prefix level (i.e., changihg of prefixes for the total number of pre-
fixes during the four-digit number generation as this would produce a dispréportionate sample).

RDD provides a random sample based on afl households having telebhones and provides for greater representation

_than do samples selected from telephone directories. Unlike samples derived from directories, unlisted and newly listed

telephone numbers become part of the universe from which the sample is selected, and there is no possibility of duplicate
coverage from duplicate listing and directory overlap. T ’

. The primary drawback to RDD is that many numbers must be-called in order to locate residential telephones. This
disadvantage can be minimized by obtaining a current.bank of usable residential numbers within the area-to be surveyed. .

Eligible Respondent Selection: For this survey, eligible respondents, or 'th,e individuals selected to bé_ interviewed,

. were those 18 years of age or older living at least 50% of the time in the household contacted. Since the individual was the

tation of residential densities within.

-

[

generated, four-digit numbers. All numbers’

uals To interview, the technique of random digit

4

}‘_

unit of analysis, the respondents were selected at random from ‘all eligible household members to ensure against any bias ‘
due.to the time of day that the call was received for household telephone-answering patterns. Persons answering the phone:

were not necessarily the person to be interviewed. -

" To determine who would be the respondent within each household, the interviewer first made contact with a perma-
nent member of the household who was 18 years of age or older. This individual was considered the “initial contact” and
was asked to provide information about household membership. The initial contact and the interviewer tonstructed a

respondent selection roster containing a chronological list of the first names of each eligible respondent within the house-

hold, starting with the oldest. Using a set of six random selection tables, randomly assigned to each survey, the interviewer
then selected a respondent from the roster and made whatever arrangements were necessary to conduct an interview with
that person. ' ' :

Interviewing activities began April 16, 1981, and ended May 8, 1981. This timetable ensured that all surveys were
completed in such a way that they provided a snapshot in time. An interviewing schedule that was lengthy or drawn out
would put the results of the survey at risk of reflecting a changing rather than a static population.

The Center for Social Research and Development (CSRD) of the Unive'rsify of Denver was contracted to conduct

the actual telephone ih;erviewing process. CSRD recruited and hired one project, supervisor, one data editor, and 10 tele-

phone interviewers.
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the original answers to identify any inconsistences. Results showed 100% consistency.

Risk Prevalence

K

All interviews were conducted ;D\ CSRD facilities. Interviewers were scheduled to work 7 days a week for the entire

survey period (except Easter). Interviews were conducted from 11 a.m. to 10 p.m. during weekdays and from 10 a.m. to
S Npm during-weekends.- Peak-work -times-were between 5 p.m. and T0 p.m. on ‘weekdays. Interviewers worked a total of

453.5 hours during the interviewing period. Each interviewr:r was required to complete one survey for-every 1% hours of
work. . : . . o

Data editing involved the reading of all completed surveys to ensure that all information required was cotlected and
recorded and that all skip ﬁatte_,rns throughout the survey were followed in a logical manner. The data collection problems
encountered by interviewers were identified and resolved by the data editor. To ensure that all interviews were indeed con-
ducted and to establish some measure of test-retest reliability of the survey, 47 (or 10%) of the respondents were retele-
phoned and reasked factual (rather than attitvdinal) questions by the data editor. These responses were then compared with

 Costs

_The average cost per completed survey was $17.94. This is based upon a project cost (telephone interviewirig only).

* of $8,415.00, and a total of 469 completed surveys. This does not take into account data processing and the time and

salaries of the investigators, i.e., CDH staff. The cost for data processing was approximately $600.00. The estimated staff
time involved in the project was approximately 200 hours for the project director and clerical staff combined, for a total
estimated salary expenditure of approximately $2,400.00. (This figure includes only survey administration, not research and
development.) '

v

Respondent Contacts

To obtain a-minimum of 425 completed surveys,-a total of 2,754 telephone numbers were generated. Of these num-
bers, 1,714 were verified as nonworking by telephone operators (either out-of-order, or unassigned), 189 were non-

was 1,985. Table 1 summarizes this information.

. residential numbers, and 82 were temporarily out of service. The total number of telephone numbers resulting in no contact

TABLE 1 — Summary of Numbers Resulting in No Contacts

: Number of
Number Classification o ‘Telephone Numbers
Verified nonworking numbers 1,7‘14
Nonresidential numbers g 189
Temporarily out-of-service \ ‘ 82
' TOTAL : 1,985 (72.1% of all
generated
numbers)

Y

Of the 769 total possible contacts attempted, 121 individuals-refused to take part in the survey, 5 surveys were
terminated by the respondent after questioning had begun because of the personal nature ofo the questions, 174 parties
could not be contacted after 8 callbacks at different times of day over at least a 2-day period, and 469 surveys were com-
pleted. The completion rate (based on a denominator of 769) was 15.73%. The percentage of surveys terminated in

. progress was 0.65% and the percentage of numbers with no contact after 8 calibacks was 22.03%. Table 2 summarizes this

information.
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TABLE 2 ——‘Sbmmary of Numbers Resulting in Possible Contacts*

Number Classification Number of Telephone Numbers I
Completed surveys 469 (61.0% of all possible cp'ntacts)
" - (78.8% of actual contacts)
. Refusals - o 121 (15.7% of all possible contacts) *
- ’ (20% of actual contacts) .
Termiinations ' ‘ -5 (0.7% of all possible contacts)
‘ . ’ (0.8% of actual contacts)
-» .
No contact after 8 callbacks , 174, (22.03% of all possible contacts)
TOTAL " 769 (27.9% of all generated numbers)
*Includes all contacts and numbers with no contact after 8 callbacks.
. ) ; : *

. The expected refusal rate of contacts in RDD_intervieWS is 13%-15%.5 In this su?v'ey, the refusal rate of coEtacts was
approximately 16%. While many of the refubals were immediate and the contact merely hung up the phone, a fiumber of
refusals were caused by the respondents’ suspicion about the legitimacy of the survey. To reduce this-problem, an introdue-
tjon stating the origin and purpose of the survey was carefully developed, and interviewers were authorized to give out the
CDH telephone number. Collect calls were accepted regarding the survey. A total of nine verification calls were received.

The completion rate in RQD surveys aiwéys should be approximately 75%. In this case, the cbmpletion rate was
only 61.0%. This discrepancy can be attributed to the relatively high frequency of no contacts after 8 attempts, as refusals -
and termination percentages wer({';?@imilar, to those experienced in other applications of the RDD technique.® This issue
will be discussed further in this document. . \
Instrumentation
Instrument Development °

The survey questionnaire was compiled by- drawing from th_reé key sources. The CDC developed the Common Data

. Items that composed the core of the survey. In these items, the wording and response categories are standardized for the

“purposes of reproducing comparable information in a number of surveys throughout the United States. When a question

was included, that was-not a Common Data Item, the most standardized wording possible was used. Second, numerous
agencies within the CDH were consulted to aid in the addition of questions to the survey, as were members'of the Task.
Force of the Colorado Health Promotion Consogtium. Third, the health risk surveys conducted by New York and Utah
were used as models for the development of the Colorado survey. o

e

*Preliminary Analyses
Before the actual drafting-of the su[vgy,jt was necessary to compile the following information:
— A complete list of the desired variables, i.e., risk factors, to be measured by the survey.

" _ A validation of the importance of collecting each variable, as documented by references in currentﬁerature.

-
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— A documented data base from other surveys of thefnational%prevalencéx of eachvariable to provide a point of refer-

*  ence for the Colorado data. {Note: For some variables, the only. available baseline data were from other statewide
surveys. For others, no baseline data were available.). o ) -

i B ~

i + . . . " '. «
Once a complete list of variables upon which to base the survey had been compiled, survey questions were written

to measure each variable, : N . -

Question Inclusion - ' - | : - .

For “assessing whether or not a proposed question should be included in the survey, the following protocol was
established: ' . . R . ‘

-

. -

— Does the question collect information on’ relatively common conditions?

Are these data unavailable from any other sources? N =
3 . . .
. . LA N :
Are these data associated with a chronic disease of a cause of premature death or disability?
'~ Is the question quantifiable? ;

If a question met these criteria, it was included in the questionnaire.

[N
, -

Skip Patterns

3 . - ’ ' )
\ . : e . . Ry . § .
After all the questions were written, appropriate skip patterns were inserted into the ‘survey to direct the interviewers’
questioning, to expedite the interview PrOCﬁSS, and to eliminate repetitious questioning of the respondents.

ES \
Al

-

Instrument Validity/Reliability A

The recommended procedure for validating an instrument that is largely multiple choice and scaled response is to
compacse a large pool of items and try them out on a subsample of the target population. This pijot or field-test process
helps to identify ambiguities in question items and limitations among response categories. Indepth personal interviews,
using the survey as a guide, reveal other deficiencies. relating to question intent and response interpretation, The question
list is then pared down by analyzing responses and identifying those that correlate highly with one andther. This process
not only increases the validity and reliability of the survey, but aiso reduces the number of refusals and terminations by
making responses to the survey easier. _ __— :

The Colorado survey instrument was developed with sensitivity to the issues of possible ambiguity in question items
and intent, possible limitations among response categories, and the need for validating the questionnaire. The Task Force
of the Colorado Health Promotion Consortium and CDC were consuited to review the survey and comment on the short-
comings of any aspect of the instrument. The instrument was cursorily field-tested througih 10 face-to-face interviews, .

The pilot/field-test process was subverted to some extent by the time and resource limitations imposed (intensive
development efforts began in March 1981, and the interviewing process: began mid-April, 1981). Although scientific rigor
! 15 always desirable, the information required for policy makers is often needed in advance of and for a smaller.fund expendi-
ture than what could be generated through totally rigorous procedures. In this instance, it was more useful to gather timely
policy-making information that was available and reasonably rel{able rather than to postpone the input of relevant infor- »
mation until all desirable conditions could be accommodated. This project therefore substituted intensive internal review
and expert consensus for the more time-consuming pilot process.
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i P
Content Overview

>

.
-

The questions asked in this survey fell within three general categories. Théy were factual health information, health
risk jnformation, and demographic information. Data gathered by the survey will be used to assess the incidence and prev-
alence of certain health risks as well as the representativeness of the information collected.

The key variables that were-the focus of the survey, the data elements coilected, and the health risks associated with
cach as a justification for collecting them are identified in Table 3. i :

TABLE 3 — Key Survey Wariables

3

) Data Associated
~ Key Variable Elements Collected Risk Factors/Justification
Prevalence of smokir%g Cigarette smoking indicted as a risk factor

Smoking

Blood Pressure

Current and past tobacco con-
sumption patterns

Age of starting smoking

Smoking cessation patterns
and rates

Brand of cigarettes used

Use of filters

"Prevalence of hypertension
Time sifce last blocd pressure
« -.check >

Population ever told its members

werd hypertensive
Time since they-were told -
Extent.and type of treatment
modes

’
.

.

fors
- 1

Cancer of the lungs
Cancer of the larynx
Cancer of the oral cavity *
Cancer. of the esophagus
Cancer of the pancreas -
‘Cancer of the bladdef
Bronchitis )
Emphysema

Coronary heart disease
Hypertension .
Abortion :
Stillbirth

Intrauterine growth
Retardation®.

Cigarette smoke acts synergisticaily with oral

contraceptives to increase the risk of
. coronary and cerebrovascular disease.®

Cigarette smoke agts synergistically with
alcohol to increase the Fisk for cancer.®

‘Cigarettessmoke causes and/or aggravates, -
allergic responses.

Hypertension presents risk for:

Coronary heart disease
Stroke

Disease of kidneys

-- Disease of the eyes®

-
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TABLE 3 (continued) — Key Survey Variables

Data

- Key Variable Elements Collected

Associated
Risk Factors/}ustification

-Blood Pressure (continued) Adherence to treatment

Reasons for nonadherence

Diabetes ' Prevalence of diabetes

Family history of diabetes

Those ever told they had dlabetes -

By whom they were told

Type and extent of treatment
modes R

Extent of urine testing

Exercise - Leve! of occupational exercise
Frequency, duration and intensity
of leisure time exercise

Frequency of physical recreation

T

Hypertension presents health problems
_because:

— ltis asymptomatlc and many hypertensives
are unaware of their condition

— Many unaware hypertensives do not under-
stand the implications and do not adhere
to the treatment regimen

<

Diabetes shoWn to be risk factor for:

' — Cataracts

— Glaucoma

— Blindness

— Cardiovascular disease
— Hypertension

" — Kidney disease

— Ketoacidosis

— Skin conditions

— Gangrene :

— Amputation

— Perinatal morbidity8.2

Hyperglycemia may be asymptomatic; many
diabetics are unaware of their condition??

Physical inactivity identified as risk factor for:

— Decreased working caﬁacity

— Obesity

Coronary heart disease

— Stress .

— Chronic fatigue®:11,12

-

Regular exercise posmvely effects
conditions such as:

— High blood pressure

— Smoking

Diabetes

Obesity

Musculoskeletal problems
Respiratory diseases

I

The lnf“ggkinon collected on diabetes is not within the desired precision parameters because the prevalence of the condltson

is befo

10% prevalence limit required for results to be in the accepted range, as “previously discussed. However, this

information was very useful to the Chronic Disease Section of the CDH because of the scarcity of data in this area.

~
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TABLE 3 (continued) — Key Survey Variables

. . . Data
Key Variable - Elements Collected

. Associated
o Risk Factors/)ustification

AExercise (continued)

-Level of stress
Frequency of nervousness
Times when respondent unable to
" work because of nervousness
Frequency of irritation with
people
Ways sought to relieve stress
ldentification of greatly stressful
event in past year

Stress

. B )
Nutrition Nutritional status of population
Current height and weight
Frequency of eating: -

— Red meat
— Salty snacks
— Desserts and sweets
— Between-meal snacks

Breakfast

Frequency of salting food

Prevalence of alcohol consump-
tion
Frequency of drinking
Total quantity of alcohol
L consumed
RN Frequency of heavy drinking__
i binges
Frequency of driving after
drinking

Alcohol

\J

-
Stress is an overu\ked term with various definitions and connotations.

tensions of behavioral, biological, economic, andfor environmental
maladaptions, if not managed appropriately.6

3

51

* — High dens® lipoprotein

cholesterol levels®3

Most Americans do not engage =

in satisfactory amounts of
physical exercise

Stress implicated as risk factor leading to:

— Fatigue

— Headache

— Chbesity

- Absenteeism _

— llness

— Accidents

— Violence-

— Substance abuse
" — Hypertension

— Heart attack

— Stroke613 ‘
Excessive intake of certain nutrients increases

risk of developing conditions such as:

— Obesity

— Heart disease
/— Diabetes

— Hypertension
— Dental caries

— Possibly cancer®

Misuse of alcohol results in adverse biological,
psychological, social, and’économic conse-
quences for abuser and his family®

Excessive alcohol intake risk factor for:
— Alcoholism ' -
— Alcoholic psychosis

— Cirrhosis

In this context, it is used to mean those pressures and
sources which can lead to psychological and physica!
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TABLE 3 (continued) — Kéy Survey Variables

“Data )

o

key Variable « Elements Collected

.~ Associated
Risk¥Factors/)ustification

Alcohol (continued) _ Evidence of drinking problems

8

General Health Dental practices -

Automobile safety
practices

Job-related illnesses,
injuries, and exposure
to health hazards

“\j

¢

Inciderice of:
- — Heart attack

— Stroke y

— Emphysema

— Asthma
Bronchitis .
Cirrhosis of the liver
Cancer

Individuals’ perception of their

own health /\

"Age, sex, and educational and
ethnic representativeness of
. sample ~

Information to spark further

Demographics

research into specific health risks
encountered in subpopulations

— Cancer )

— Cardiomyopathy

— Heart disease _ .
Injurious or fatal automobile accidents

~ — Homicide

— Suicide N

Fetal. Alcohol Syndrome6:14115

“Inadequate dental care gan lead to:
.

-

— Dental caries
— Peridontal disease
— Tooth loss

Death/disability from motor
vehicle accidents -

Occupational illness/disability
fatality®

“\

Exposure pc;ssibly_ contributing to:

Skin disease
Lung disease
Cancer

‘Birth defects
Genetic changes
He;}rt disease .
Sensory deficits

. Psychological problems®,11

N,
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Results

Sample Characteristics

7 When the demographic characteristics of the sample interviewed are compared with those of the general adult popu-
lation in Colorado, some measure of the representativeness of. the information collected can be determined. Table 4 sum-
‘marizes the demographics coliected for the sample and the corresponding demographics from the Colorado 1980 census.

TABLE 4 — Summary of Demographics

Demographic "+ 1980 Census Data _Survey Data

—Average age of adults. o : ' N -
18 years of age and

older 41 years . 40 years
Sex (adults 18 years of age )
‘and older) _
Male 49.06% . 38%
Female . 50.94% 62%
Race (adults 18 years of age
and older) .
White L C8505% 85%
Black R - 320% L 4%
American Indian I 051% 7 1%
Asian-Pacific Islander  * 0.95% , 1%
Spanish Origin S 9.82% . 8%

Other , 047% . 1%

t ! v
- \
These exhaustive and exclusive race categories were. derived from the 1980 census standard tape file by Bruce Ellis,
Vital Health Statistics, CDH. The “‘average age” and ‘‘race” comparisons are encouraging and indicate, for the most part,
that the population surveyed is at least very similar with respect to these parameters to the entire population to which the
investigators will generalize. : : ’ '

Table 5 compares survey respondent and Colorado census data® on age distribution.

Figure 1 summarizes the data from Table 5 and indicates a chi-square value f 17.36 with 14 degrees of freedom.
This value is well within the traditional 5% limit, and indicates there is insufficient evidence to show that information
obtained from the survey was from a sample not normally distributed by age. : '

The mast significant difference between the 1980 census and the survey data is the sex distribution. The number
of male respondents was approximately 10% less than what was expected, and the number of female respondents was,
of course, approximately 10% more than expected. This may be attributable to the fact that more single women than single -
men have telephones and to the tendency of men to refuse telephone surveys more frequently than women, according to
Mountain Bell marketing specialists. This unequal sampling of the male and female populations should be recognized when
géneralizing survey results about sex-related risks to the entire population. ’
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 TABLES - Age Distribution
. - |

. : Census Data - . Survey Data
Age (% of Population 18 years and older) . % of Sample

18 , 2.68% O 1.92%
19 : - 2.88% 1.50%
20 2.90% ' : 2.78%
21 - . 2.86% - 2.56%
2224 8.78% S 6.84%
2529 ' 1 14.54% Ce17.95%
30-34 h 12.83% ~ - 1538% ., *
| 3544 16.67% ' 16:24%
45-54 - 13.01% . 11.32% -
5559 ' . 6.04% - 6.62%
60-61 - 2.10% L 2.35%
62-64 , 2.83% _ © o 3.63%
65-74 . 7.14% : 7.26%
74-84 : R 3.57% , 3.31%
85+ - 1.17% 0.43%

-

FIGUR_E 1 — Population (1980 Colorado Census) vs Survey Respondent A ge Distribution =
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Estimates of Health Risk Factor Prevalence

The descriptive statistics that follow are those collected from the respondents interviewed. They are separated by risk
‘factor to provide a profile of the behaviors, beliefs, and/or conditions that relate to specific health risks. The most salient
_r,"esults are summarized for each risk factor. '

o 'Foriexach variable a male/female split is presented. While this is the only demographic breakdown that has been made
at the present time, it is possible to retrieve specific data for any demographic combination desired. ’

For many of the variables addressed by survey questions, information from other surveys conducted nationally or in

other areas is available. This information is not directly comparable to the Colorado data because of different response

. categories and different ages of the survey populations. However, data from-dther surveys are listed in the tables along with
the. descriptive statistics from Colorado as a point of interest. Several general comparisons between Colorado as a point of
- interest. Several general comparisons between Colorado and national surveys are made in the narrative that follows. —-

Smoking -

About 36% of the survey respondents are smokers. Approximately 60% of those over age 18 who have ever smoked at,
least 5 packs of cigarettes are current smokers. They smoke an average of one pack per day, which is approximately equal
to the national average.'® Over 60% of these current smokers would like to quit; an average of 2.3 attempts to quit have
been made. An interesting sex difference in smoking behavior is noted in the choice of filter versus plain cigarettes. Approx-
imately 20% of the current adult male smokers surveyed use plain rather than filter cigarettes, while only 7% of the adult
female smokers choose plain cigarettes. Table 6 presents data collected concerning smoking behavior. ’

3

. Blood Pressure

Sixty-five percent of the survey respondents have had a blood pressure check within the last 6 months, which is higher
than the nationally estimated level of 57%.18 Approximately 20% of those surveyed have been told at one time that they
have elevated biood pressure; 68% of these have had treatment of some-kind prescribed. Of those having treatment pre- -
scribed, 91% had medication prescribed as part of their treatment. Twenty-two percent of these have stopped taking their
medication, and 3% are taking it less frequently than recommended (which is approximately the same-as the national rate

- of compliance).’® The two most frequently cited reasons for stopping treatment of any kind are “I was cured” and
“because of side effectsf.” Table 7 presents the blood pressure-related data collected.

0

- ! A S T
Diabetes
- Forty-one percent of the survey respondents have a family history of diabetes. Only 5% have ever been told by some-
one they have diabetes. Of these, 329 feel they are still diabetic. Of those reporting to be diabetic and for whom treatment
. has been prescribed, 37% are taking insulin. Table 8 presents data collected regarding diabetes. -
.. &
Exzrcise

Approximately ~ne-quarter of the survey responden‘ts encounter a ‘‘great deal’’ of hard physical work in their job
or daily household tascs. Of all the individuals surveyed, 45% exercise more than 3 times a week; 47% of the males and 44%
of the females surve_*d exercise this frequently. The average frequency of exercising is 2.5 times/week when exercising,

ERIC . 60
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TABLE ‘6>-~ Smoking Data

Prevalence in Colorado Sample

cigarettés (n=265).

Response Prevalence in Other
Variable Categories Aggregate Male ‘Female ~ Populations (Aggregate)
Individuals smoking at  Yes 280 (60.0%) 118 (66%) 162 (56%) ' 54.0%*
- least 100 cigarettes in ‘ ’
entire life (i.e,, thosewho No 189 (40.0%) 61 (34%) 128 (44%) 46.0%*
“ever smoked”) (n=469). ' B E
Of those who “ever Never regularsmoker. 11 {4.0%) 3 (3%) 8 (5%) 2.0%*
.smoked,” age of onsetof ~ Average age ofonset.  18.6 years 17.2 years 18.6 years «
regular smoking (n=280). B ’
Of those who ‘ever Yes 169 (63.0%) 67 (58%) = 102 (66%) 33.7%*
smoked regularly, those - ' S
currently smoking No L. 100 (37.0%) 48 (42%) 52 (34%) -20.3%*
(n=269). _ - - :
Of current smokers, . Number of cigarettes  19.6 1207 " 18.9 , 21,78*
number of cigarettes (1 pack=20 cigarettes). : ‘ '
smoked per day\n=169). . _ _ ) .
Of those who once Less than 1 year. 20 (18.5%) 10 (19%) j0 (18%) 11.7%*
smoked regularly but are ‘ = '
not currently smoking, More than 1 year. 88 (81.5%) 43 (81%) 45 (82%) 88.3%*
time since last smoked .
regularly (n=108). +
Of current regular Yes 107 (63.0%) 41 (62%) 66 (63%) 60.0%*
smokers, any attempt .
made to stop smoking  No . 63 {37.0%) 25 (38%) 38 (37%) 40.0%*
(n=170). ' _
Of those who have made .1 time. 37 (29.0%) 18 (37%) 19 (25%)
an attempt to stop, _ : .
number of timestheyhave 2 or more times. 89 (71.0%) 31 (63%) 88 (75%) 99.6%**
tried (n=126). -« Y
Of those who have made ~ None. 64 (52.0%) 26 (51%) 41 (55%) 327%*
an.attempt to stop, 1 time. 42 (34.0%) - 20 (39%) 22 (29%) 17.8%*
number of attempts made. . . 2 or more times. 17 (15.0‘}) 5 (10%) 12 (24%) 8.4%*
in past year (n=123). ‘ ' ' .
Of those who have made ~ More than 1 year. 73 (59.0%) 28 (57%) 45 (60%)
anattempt tostop, length  More than 1 month _ ’ . :
of timesincestart of last  but less than 1 year,» 40 (33.0%) 16-(33%) 24 (32%) o - o
attempt (n=124). " Less than 1 month. 11 ( 9.0%) 5 (10%) 6 (8%) .
Of those who havemade  More than 1 year. 20'(17.0%) 5 (10%) 15 (20%) More than  29.4% .
an attempt tostop, length  More than'1 month B 1 month.
of time off cigarettes but less than 1 year. 48 (40.0%) 25 (50%) 24 (32%)
during last attempt Less than 1 month. 51 (43.0%) 20 (40%) 35 (47%) 70.6%
(n=128). _ ’
Of those who'currentlyor ~ Filter. 231 (87.0%) - 92 (80%) 139 (93%)
ever smoked regularly, : 4
use of filter vs. plain Plain. 34(13.05%) 23 (20%) 11 (7%)

_ * from a 1978 national survey of individuals 17 years of age and older.
** from a 1980 survey of adult Utahns.* v
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sure is still high (n=97).

7~
TABLE 7 — Blood Pressure Data .
_ ‘Response Prevalence in Colorado Sample . Prevalence in Other
Variable _ Categories Aggregate Male Female Populations (Aggregate)
Length of timesincelast  Less than 6 months.” 304 (65%) « 106 (59%) 198 (68%) 57%*
blood pressure check - 7 — 12 months.. . 65 (14%) 28 (16%) 37 (13%) 20%*
(n=469). ™ ' 1—2years. 60 (13%) 28 (16%) 32 (11%) 14%*
: Over 2 years. 37(8%)  16(9%). 21(7%) 9%*
Never checked. 2 K1%) — 2(1%) .
Do not know.. 1 K1%) 1(1%) — _
Those ever told theyhave  No. 372 (79%) 143 (80%) 229 (79%) 70% of those aged 30 - 69 o
high'blpod pressure,and  Yes, by a doctor. 90 (19%) 32 (18%) 58 (20%) know their :
by whom (n=469): Yes, by a furse. 51 1%) 3(2%) . 2 ( 1%) blood pressure.**
. ) Yes,bysomeone else. 2-(<1%) 1(1%) 1( 1%) '
Of those ever told tﬁe‘y Less than 6 months. . 9(9%) 4 (11%) - 5(8%) 18%* -
have high blood pressure, 7 — 12 months. 1 (11%) 4 (M%) 7 (11%) 8%*
length of timesince first 1 — 2 years. 16 (17%) C 4 (11%) 12 {20%) ! 16%*
told (n=97). Over 2 years. 61 (63%) 24 (67%) 37 (61%) - 58%*
Of those ever told they, Yes. "~ 66 (68%) 25 (69%) 41 (67%) 87%*
have high blood pressure, - ! o
those with treatment  No. 31 (32%) 1 (31%) 20 (33%) 12%*
prescribed (n=97). S
. Medication. 60 (91%) 22 (88%) 38 (93%)- 89%*
. Low salt diet. " 48 (73%) 16 (64%) 32 (78%) . 20%*
Of those with treatment ~ Weight loss. 29 (44%) 9 (36%) 20 (49%) 13%*
prescribed, kind of "~ 'More exercise. 29 (44%) 12 (48%) 17 (38%) 3%* -
treatment {n=66). Avoid stress. - 33 (50%) 15 (60%) 18 (44%) 6%*
» Cut down/stop : o
smoking. 16 (24%) 6 (24%) 10 (24%) 3%*
_ Other.. 6 ( 9%) 3 (12%) "3 (7%)
Of those with medication  No: 13 (22%) 4(18%) 9 (24%) . 23%*
prescribed, those who  Yes, mostofthetime. 45 (75%) - 17 (77%) 28 (74%) Yes. 77%*
are still taking it (n=60).. Yes, but not as often 2( 3%) 1( 5%) 1( 2%) -
' as recommended. .
Of those with other No. 8 (14%) 3 (14%) 5 (14%) 19%*
treatment prescribed, Yes, most of thetime. 39 (66%) 14 (64%) 25 (28%) ' ‘
those who are still Yes, but not as often 12 (20%) -5 (23%) 7 (19%) Yes. 78%*
following it (n=59). as recommended. :
- Cost. - - — Too - 2%*
‘ T expensive. ’
» : No longer ‘
Of those stopping . Cured. 5 (36%) 2 (40%) 3(33%)  has high 289%** o
treatment, reason for . blood pres--
stopping (n=14). Just quit. 1( 7%) 1 (20%) — sure. No 60%** }
) Side effects. 5 (36%) 1 (20%) 4 (44%)  need. , 33%**
y : Doctor’s ,
v _ Other. 3 (21%) 1 (20%) 2(22%) . advise. 22%
Of those ever told they No. 72 (74%) - 23 (64%) 49 (80%)
have high blood pressure, ~ Yes. 2 (%) 11 (91%) 11 (18%)
those whose bloodpres- Do not know. C 73 3%) 2 ( 6%) 1(2%)
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TABLE 8 — Diabetes Data

—

Prevalence in Colorado Sample

Prevalence in Other

Response
Variabie Categories Aggregate . Male . Female - Populations ('}g\ggreggte)
Those having family . Father. 30 ( 6%) 6( 3%). 24( 8%) 37.1% of personls' }M)
members with diabetes Mother, 31( 7% 5( 3%)~- 26{ 9%) contacted had a fa
(n=469). Children. 4" 1% 1( 1%) - 3( 1%) _ history (of some kmd)

) -Other blood relatives. 128 { 27%) 35 ( 19%) 93 ( 32%) of diabetes.* 8
Those ever told they have ~ Yes. 25( 5%) 7( 4%) 18 6%) 8.0%"*\
diabetes/high blood . No. 444 ( 95%)° 172 ( 96%) 272 ('94%) 92.0%**"

. sugar level (n=469). ' - o :
Of those ever told they ~Doctor. 23 ( 92%) 6 (- 86%) 17 ( 94%)
have diabetes, person -~ Nurse. 1( 4%) - _ 1( 6%)
who told them (n=25).  Other. 1( 4%) 1(14%) — :
Of those ever told they  Yes. B8 ( 32%) 3 ( 43%) 5( 28%)
have diabetes, those who  No. 15 ( 60%) 3( 43%) 12 ( 67%)
are now diabetic(n=25). Do not know. 2( 8%) C 1 14%) 1( 6%)
Of those feeling they are . .
now diabetic, those with  Yes. 8 ( B0%) 3 ( 75%) 5( 17%) 80.9%***

. treatment: prescribed  No. 2 ( 20%) 1( 25%) 1( 83%) 19.1%***
(n=10). : '

Insulin shots. - 3(37%) 1-{ 33%) 2( 40%) Insulin only. - 7,8%***

" Ofthose with tfeatment ~ Pills. . 6( 75%) 3(100%) - 3(60%) Pillsonly.  19.5%***
prescribed, kind of Diet. o 8 (100%) 3(100%) | 5(100%) Diet: only. 18.6%***
treatment {n=8). Other. . 2 ( 25%) . "2(40%) Pillsand diet.  20.7%***

: : Insulin and T
diet. 13.5%*++
Of those feelingthey are  Daily. ' 2 ( 22%) 1( 25%) 1 20%) 29.0%*
now diabetic, frequency 1 time/week. 3(33%) 1( 25%) - .2 ( 40%) * 4.0%*
of testing.urine (h=9).  Lessthan1time/week. 1( 11%) 1(25%) — 2 times/ 21.0%*
: . month.
Never. 3( 33%) 1( 25%) 2 ( 40%) : 46.0%*

* from a 1980 survey of adult Utahns 7
** from a 1973 national survey of individuals 17 years of age and older 18

*** from.a 1976 national survey of diabetics 20 to 60 years of age.?

6254 of all the respondents—69% of the male_respondents and 58% of the female respondents—keep at théir exercise for

longer than one-half hour at a time. Approximately 502/% of al| the respondents usually exercise vigorously enough each time

Stress

to cause sweating. Survey respondents participate in physical recreation or hobbies an average of 3 times per week. Table 9
presents the exercise data collected.

,

One of four persons in“the sample reports being worried or nervous a good deal of the time. Only 5% of the Colo-
radans surveyed were frequently or consistently unable to do their usual work during the past year because of their stress.

58

63




Heal;h Education-Risk Reduction—Colorado

TABLE 9 — Exercise Data

Prevalence in Colorado Sample

Response Prevalence in Other Pog‘ulations"
Variable- Categories Aggregate Male Female - Male Female
Amount of hard Great deal. 103 (22%) 51 (28%) 52 (18%) - 24.0% 10.4%
physical work required ~ Some. 173 (37%)- 57 (32%) 116 (40%) 25.8% 18.0%
on job/daily house-  Hardiy any. 123-(26%) 40 (22%) 83 (29%) 20.4% 23.0%
hold tasks. None. 70 (15%) ;31 (17%) 39 (13%) 29.7% 48.5%

v Everyday. 93 (20%)° 36 (20%) 57 (20%) Often. N5%  17.2%
Frequency of exercise 3 - 6 times/week. 118 (25%) 49 (27%) 69 (24%) Sometimes. 25.4% 24.1%
or participationinan 1 - 2 times/week. 88 (19%) 36 (20%) 52 (18%)  Rarely. 15.1% 16.6%
active sport. 1 - 3 times/month. 1{ 9%) 14 { 8%) 27.( 9%) Never. 28.0% = 421%.

Less than once/mo. 129 (27%) 44 (24%) 85 (30%) : :
‘ 1 hour or more. 183 (39%) - 85 (47%) 98 (34%)
When exercising, ¥ -1 hour. 109 (23%) 39 (22%) 70 (24%)
length of time kept 15 - 30 minutes. €8 (14%) . 18 {10%). - 50 (17%)
at it. Less than 15 min. 109 (23%) 37 (21%) 72 (25%)
_ Usually/often. © 203 (43%) 88 (49%) 115 (40%)
Frequiency of exercise  Sometimes. - 112 (24%) 42 (23%) 70 (24%)
vigorous enough to  Rarely. 49 (10%) © 14 ( 8%) 35 (12%)
cause sweating. Never. 104 (22%)° 35 (20%) 69 (24%) ‘
v Everyday. 30(6%)c 7(4%)  23(8%) Often. 45.0% 43.7%
Frequency of partici- 3 - 6 times/week. 87 (19%) 37 (21%) 50 (17%)  Sometimes.  27.4% 29.1%
pation in physical 1-2times/week. - 149 (32%) 68 (38%) 81 (28%)  Rarely. 13.7% 13.0%
recreation or hobbies. 1 - 3 times/month. 79 (17%) 31 (17%) 48 (17%)  Never, 13.9% 14.2%
Less than once/mo. 124 (26%) 36 (20%) 88 (31%) '
n=469 '- o o

 * qrom a 1979 national survey of individuals 20 - 64 years of age. 2 -

Ten percent frequently or always feel upset with others. In responding to questions concerning how respondents deal
with stress, the following results from nonmutually exclusive choice categories were observed: almost 60% of the survey
respondents seek to deal with their stress by getting angry, while almost 30% deal with it through alcohol or medications.
In contrast, 55% exercise, almost 60% meditate or relax, and approximately 80% talk over their problems with a support
person to help relieve their stress. Table 10 presents the stress-related data collected.

Nu tr/t/'or;
t

. Over 60% of the population surveyed routinely salt their food before tasting it. The frequency of eating salty snacks *
is less than weekly for about half those surveyed, but over one-third of the respondents consume sweets over three times
weekly. Approximately 70% of the survey respondents eat red meat at least three times a week, and almost a quarter con- |
sume it daily. The percentage of male respondents that eat red meat is higher than that of female respondents: 28% of the
"‘males versus 18% of the females eat red meat daily. Over half the individuals surveyed snack between meals every day to
several times a week. Approximately half the respondents routinely eat breakfast 5'to 7 days a week, but the da/ly con- -
sumption of breakfast is lower in the Colorado sample than across the nation. Thirty-nine percent of .Colorado males
surveyed and 47% of Colorado females surveyed eat breakfast daily, as compared with 53% for males and 56% for females
nationwide. Table 11 presents the nutrition data collected.

~
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CTABLE 10 — Stress Data .

. Response Prevalence in Colorado Sample Prevalence in Other
Variable - Categories Aggregate Male . Female - Parulations (Aggregate)®
Frequency of feeling All of the time. 39 (1 8%) 14(8%) - 25( 9%)-
worried or nervous.  Often. 91 (19%) 33 (18%) 58 (20%)
Sometimes. S 174 (%) 65 (36%) 109 (38%)
Seldom. 141 (30%) 53 (30%) 88 (30%) |
Never. 23 (5%) - 13(7%) 10 ( 3%)
Do not know. 1<1%) 1 1%) —. i
N , Al of the time. ©6(1%) 2( 1%) 4 ( 1%) ‘
Inability to do usualwork ~ Often. 17 { 4%) 7 ( 4%) 17 ( 6%) .
in last year duetoworry  Sometimes, 27 (6% , — 20 ( 7%) ]
or nervousness. —-Seldom. 67 (14%) 25 (14%) 42 (14%)
o - : Never. 352 (75%) 145 (81%) 207 (71%) |
Frequency of feeling ‘All of the time. . 6{1%) - 3(2%) C301%)
upset, uptight, or Often. ) 43 ( 9%) 16 { 9%) 27 (9%  * .
irritable with others. Sometimes. 187 (40%) 60 (34%) 127 (44%)
. Seldom. . 204 (43%) 87 (49%). 117 (40%)
Never. - 29 ( 6%) 13(7%) . 161-5%)
Drink alcohol. 86 (18%) 45 (25%) 4V(14%) - 17.5%
Take medication. 51 (11%) 13 ( 7%) (13%) 8
_ Exercise. . 257 (55%) 98 (55%) . 159 (55%) 31.9%
Ways attempted to. Meditate/relax. 277 (59%) 84 (47%) . 193 (57%) 16.7%
relieve nervcusness, Get angry. 278 (59%) 95 (53%) 183 (63%)
stress, or irritability. Do nothing.” 216 {46%) 95 {53%) 121 (42%)
. Sleep. - 160 (34%) = 64 (36%) - 96 (33%)
Talk over problem 378 (81%) 129 (72%) 249 (86%)
with family/friend. ' “
* Other. 182 (39%) 69 (39%) 113 (39%)
Occurrence of greatly  Yes. 191 (41%) 60 (34%) 131 (45%)
upsetting event during  No. 278 (59%) 119 (66%) 159 (55%)
past year, ‘ '

n=469 ' -

* from a 1980 survey of adult New Yorkers.?!

N\

AN
N,

Alcohol

Eighty-two percent of the male respondents and 72% of the female respondents report consumption of alcohol. For
females, this is higher than the national rate of 67%.20 Fewer Colorado males surveyed but more Colorado females surveyed
consume alcohol on a daily basis than do men and women nationwide. Twelve percent of the Colorado males surveyed and
9% of the Colorado females surveyed who drink alcohol do so every day, compared with 20% for males and 5% for females
nationally.292 Of all those surveyed who drink, the frequency of drinking averages 3 days per week. Males average 2.48
drinks a day when they drink, in contrast to 2.07 drinks a day for females. In the month preceding the survey, males had
more than five drinks on one occasion, an average of 1.95 times, while females consumed this many drinks only an average
of 0.52 times, Almost one in three respondents who drink report having driven a car when they had had “‘a good bit to
drink.” Table 12 presents the data collected about drinking'behavior. .
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TABLE 11 — Nutrition Data

-

Response : Pr?vaience in Colorado Sample - Prevalence in Other Populations
y Variable Categories Aggregate Male female . . Male Female
- Everyday. 102 (22%) = 50 (286%) 52 (18%)
Frequency of eating 3 - 6 times/week. 232 (49%) 91 (51%) 141 (49%) -
red meat, . - 1-2times/week. 113 (24%) 34 (19%) 79 (27%)
Less than weekly. 21(4%) [ 4(2%) 17 ( 6%)
Yes. 291 (62%) “114 (64%) 177 (61%) ,
Food salted beforeit  No. 117 (38%) 64 (36%) 113 (39%) 38.8% add salt at mealtime.* i’v
is tasted. Do not know. LT 4%) 1(1%) . — . . ;
L Everyday. - 29( 6%) 16 (-9%) 42 (14%)
Frequency of eating 3 - 6 times/week.” - 72 (15%) 32 (18%) . 59 (20%)_ )
salty snacks. ‘ 1 - 2 times/week. 125 (27%) 58 (32%) 92 (32%)
Less than weekly. 243 (51%) 73 (41%) 97 (33%) -
Everyday. 67 (14%) 25 (14%) 42 (14%)
Frequency of eating 3 - 6 times/week. 106 (23%) 47 (26%) 59 (20%)
sweets. 1 - 2 times/week. 150 (32%}) 58 (32%) 92 (32%)

Less than weekly. 146 (31%) 49 (28%) 97 (33%)

Between mostmeals. 44 ( 9%) 17 ( 9%) 27 ( 9%)
‘ . Almost once o
Frequency of eating  everyday. 126 (27%) 44 (25%) 82 (28%) 27.0%**  34.0%**
snacks between meals.4 Several times/week. 119 (25%) 46 (26%) 73 (25%)

Lessthanonce/week. 107 (23%) 46 (26%) 61 (21%)  Rarely/occ. - 73.0%**  65.0%**

Never. 73(16%) 26 (15%) - 47 (16%)

, Everyday. 206 (44%) 70 (39%) 136 (47%) 53.2%%**  55.9%***
Frequency of eating 5 - 6 times/week. 30 ( 6%) 18 (10%) = 12 ( 4%) ‘
breakfast. 3 - 4times/week. - 52 (11%) 20 (11%) 32 (11%) .

1- 2 times/week. 112 (24%) 45 (27%) 63(22%) Sometimes. 20.6%***  19.8%***
% Never. . 69 (15%) 22 (12%) - 47 (16%) 26.1%***  24.3%***
¥

n=469
* from a 1980 survey of -adult Utahns.”
** from a 1974 survey of adults in Alameda Coumy, California. 4
*** from a 1979 national survey of individuals 20 - 64 years of age. 2

_ General Heah‘h

’

Dental Hea/th Over half the survey respondents have had a routine dental checkup within the past 6 months to a
year, although a quarter of the population has gone more than 2 years without a checkup.

- Automobile Safety: Less than a quarter of those surveyed consistently wear seat belts when driving or riding in a
motor vehicle. Over half never wear seat belts. Over 40% of the children associated with the sample surveyed are restrained
in seat belts when r|d|ng ina motor veh|cle :

Occupational Health: Seventeen percent of the individuals surveyed haf® lost time from work and/or received Work-

men’s Compensation because of a job-related injury. One in five respondents has worked at a job which he/she perceived
to be dangerous to one’s health. Of these, over half were exposed to the hazard a year or more.

1. %
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TABLE 12 — Alcohol Data

Response Prevalence in Colorado Sample ._Prevalence in Other Populations
‘ Variable Categories Aggregate Male Female Male Female
Those who everdrink  Yes. 354 (75%) 146 (82%) 208 (72%) 81.4%* 67.2%*
alcoholic beverages No. 115 (25%) 33 (18%) 82 (28%) 18.6%* 32.8%*
(n=469). ' ’ : : '
Of those who drink,  Everyday. 33 (9%) 18 (12%) 15{9%) 5 6 times/wk. 19.7%*  4.8%*
frequency of drinking 3 - 6 days/week. 63 (18%)  41(28%)  22(14%) o) " 27.3%*  16.0%
(n=354). 1 - 2 days/week. 97 (27%)  42(29%) - 55(35%) o g 138%* 11.0%:
1-3days/month..  88(25%) 27 (18%)  61(39%) o 14.0%* - 19.3%*
Less than once/mo. 73 (21%) 18 (12%) - 55 (35%) ' T, 5.8%* _  15.0%*
Of those who drink, 1-2 drinks.  40.2%* 46.1%*
number of drinks/day.  Average number 23 2,48 207 3-4 drinks. 23.7%* 16.6%*
they have ondaysthey  of drinks. 5 or-more S
drink{n=354). drinks. 16.1%* 3.7%*
Of those who drink, _ X
- number of times in  Average number 1.1 , 195 0.52
past month they had  of times. '
.5 or more drinks on N
_ one occasion (n=354). -
Of those who drink, None. 250 (71%) 88 (60%) 162 (78%)
number of times in ©nce. 36 (10%) 18 (12%) 18 ( 9%)
past year theydrove §72- 3 times. 44 (12%) 23 (16%) 21 (10%)
* car after “agoedbitto 4 - 5 times. 9 ( 3%) 7 ( 5%) C2(1%)
drink” (n=353). 6 - 9 times. 5( 1%) 4 (3%) 1 (<1%)
* 10 - more times. 9 ( 3%) 6 ( 4%, 3(1%)
Of those who drink,  Yes. 10 ( 3%) 6 ( 4%) 4(2%) 2.3%%*e
. those told by a . - '
physician thatdrinking  No. 344 (97%) 140 (96%) 204 (98%) 97.7%***

is injuring their
health (n=354).

%

Vi

* from a 1979 national survey of individuals 20 - 64 years of age. ©

** from a 1977 national survey of Air~torce personnel.2?

Chroni§
surveyed. A
disease, af’

Disease:

aluation: Almost 50% of the respondents assessed their health as

Table 13 presents the gene"ral health data collected.

Discussion and Recommendations

-

By conducting the Colorade Health Rlsk Prevalence Survey, the CDH has met the goals established at the outset.of

-~

n

Bronchitis is the most frequently reported chronic disease, afflicting 21% of ‘the population
hma, at 7%, was the second most commonly reported disease. Stroke was the least frequently reported chronic
E)ting only 1% of the population surveyed.

%e/f-
“Excellent.”

“good,” while another 40% assessed it as

the project. The data collected should not be interpreted and/or put to use |n program planning and related activities,
however, without cognizance of their limitations. !
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TABLE 13 — General Health Data |

Response Prevalence in Colorado Sample Prevalence in Other Populations
Variable Categories | Aggregate NMale Female Male Female
Dental Health: Never. X < 13(3%)  4(2%) 9 ( 3%) 2.1%* 2.6%*
Length of time since  Within last 6 mos. 182 60 (34%) 122 (42%) )
last dental checkup- 6 months - 1 year. 79 (17%) . 30 (17%). 49 (17%)  Lessthaniyr.  36.4%* 31.5%"*
(n=469). 1 - 2 years. 82 (17%) 35 (20%) 47 (16%) 2-4 years. 16.9%*  14.2%*
More than 2 years. - 113 (24%) 50 (28%) 63 (22%) Morethan5 147%* ' 11.7%*
' o _ years. ' T
Auto Safety: " Always/almost 102 (22%) 40 (22%) 62 (1%). 19.8%* . 19.5%* °
. Frequency of wearing  always. ) ’ oo :
safety belts when More than half 29 ( 6%) 14 ( 8%) 15 ( 5%) Sometimes. 13.6%* 15.3%*
driving or riding in-a —the time. ' ' » C
motor vehicle "~ Less than half 68 (14%) 24 (13%) 44 (15%)  Seldom. 18.1%* 17.6%*
"~ (n=469). the time. . : \ o
o Néver/almost never. 270 (58%) 101 (56%) 169 (58%) 48.5%* 47 .5%* -
- ) ~ Always/almost 159 (43%) 51(37%) 108 (51%)  Less than 90% of children five years
When riding with always. - ) " of age and under ride’with
children in a motor . More than half 17 ( 5%) 7 ( 5%) 10 ( 5%)  restraints.** . ’
vehicle, frequency of the time. : : i
their wearing safety  Less than half 32 ( 9%) 14 (10%) 18 ( 8%) !
belts (n=368). the time. ’ o
Never/almost never. 140 (38%) 58 (42%) , 82 (38%)
Do not know. 20 ( 5%) 8(6%) -12(6%)
Occupational Health:  No. , 387 (83%) 128 (72%) 259 (89%) ’
Those who ever lgst  Yes, lost time. 29 ( 6%) 19 (11%) 10 ( 3%)
time from work or Yes, received Work- 4 ( 1%) 3( 2%) 1 (<1%)
received Workman’s  man’s Compensation.. '
» Compensatiori dueto  Yes, fost time and 49 (10%) 29 {16%) 20.{.7%) )
job-related injury " received Workman’s - . -
(n=469). Compensation. -
Those who have Yes. 92 (20%) 64 (36%) 28 (10%)
worked at a jobthey No. 375 (80%) 114 (64%) - 261 (90%)
‘felt was dangerousto Do not know. C 2 (<1%) 1( 1%) 1 (<1%)
their health (n=469). h *
Of those who have
worked at a job they
felt was dangerous to N
their health, source v ' M - 4
of danger. ‘
Of those who have  Less than 1 week. 6(7%) 6(9%) —
worked at,a jobthey More than 1 week 7 ( 8%) 5( 8%) 2 (8%) -
felt was dangerousto  butlessthan 1month. ’
their health, length  Morethan1menth, 37 (30%) 16 (25%) 10 (38%)
of exposure tosource  but fess than 1yr. - A .
1 yr. or more. 49 (559) 37 (58%) 14 (54%) - ~

of danger’ (n=99).
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Response Prevalence in Colorado Sample Prevalence in Other Popdlations
Variable Categories Aggregate Male Female : Male Female
Chronic Disease B
{n=469): . T
Heart attack. Yes. 14 ( 3%) 10 { 6%) 4 ( 1%) .
Stroke. Yes. 7 ( 1%) 1( 1%) 6 ( 2%)
Emphysema, Yes. 10 { 2%) 3(2%) 7 ( 2%)
. Asthfa. Yes. . 34 ( 7%) 13 ( 7%) 21 ( 7%)
Bronchitis. Yes. 97 (21%) 29 (16%) 68 (23%)
Cirrhosis of theliver.  Yes. 2 (<1%) - 2 ( 1%)
Cancer. Yes. ‘ 18 ( 4%) 2 ( 1%) 16 (-6%) o -
Breast. ' 4 (22%) '
Of those reporting  Genitourinary. 6 (33%)
cancer, organ from  Skin. 5 (28%)
which cancer origi-  Bladder only. O 1( 6%)
nated (n=18). Bladder and lip. 2(11%) .
Self-Evaluation of Excellent. . 192 (41%) 79 (44%) 113 (39%) 35.6%* 30.8%*
Health Status: Good. 223 (48%) B2 (46%) 140 (48%) = . 47.9%* 51.3%*
Way in which Fair. 43(9%)  13(7%) 30 (10%) S127%% 141%*
respondents judge - Poor. 10 ( 2%) 14 ( 2%) 6 ( 2%) 2.9%* 3:2%*
their own health Do not know. 11%) — 1(<1%) | S
(n=469). A

" * from a 1979 national survey of individuals 20 - 64 years of age.2?
‘** from a Department of Transportation report.?

Methodology and Process

With respect to thé methodology employed, there are two cancerns of which users of these ddtd shuuld be aware.
First, the sample size determination of a minimum of 425 interviews was more than adequate to yield results within
required precision levels for binomial parameters. However, the survey instrument utilized questions thdt collected various

multinomial responses. Although the investigators are SdtlelCd with the survey results, it wouldbe_ advisable to use a multi-

nomidl carrection factor (MCF) to increase the sample size in future applications of this survey. 24 this case, an MCF of
1.53% would have increased the minimum sample size to 588. This would provide for the increased reliability of multi-
nomial facters inciuded in the survey. It should be stressed that the original sample size calculation is considered sound by
the investigators and that the MCF is merely an enhancement of this calculation, recommended for use only when resources
allow. Second, a disproportionate distribution of male versus female respondents was obtained using this methodology
not only in this application but also in two subsequent applications involving subsets of the original target population in
Colarado. This uneven distribution can be explained, at least in part,-by the larger number of single female adults whao had
telephones. The result'is a female bias in all houscholds with only one adult. Representatives of Mountain Bell are familiar

with the phenomeénon of Jow male response rates in Colorado and attribute it to the above as well as to the tendency of men
to refuse teléphone interviews at a higher rate than women. To climinate this problem, it is suggested that the sample be
Stratified with respect to sex before interviewing begins. This would assure a proper balance. in any event, this uneven sex

distribution should be' recognized when these data-are used, partic®arly in u)mparlng the health risks and/or conditions
included in the survey by sex.

An examination of the survey process also raises a concern that requires discussion. While the refusal rate observed

was ApmeImathy cqual to refusal rates observed in other random digit dialing telephone health surveys, the overall com-
pletion rate of all possiblé contacts was relatively low (60.99% as compared With an established norm of 75%) his low
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completion rate is directly attributable to the high number of “no contacts” after 8 calibacks (over 22% of all possible -
contacts). While Colorado may be significantly different from other areas with regard to the. frequency of no one being at
home, this rate is still very high. The callback instructions speaﬂed in the training manual and the contract with the inter-
viewing firm required that the 8 callbacks be made at different times during the day and on different days. When the call
records were examined, the 8 callbacks were indeed made but were often spaced as close together as 4 attempts at
15-minute intervals over-2 days. The investigators believe that callback attempt instructions in the future should delineate
a procedure to ensure that the callback process is conducted in such a way as to cover a more diverse range of times over
more days. -

Recommendations

Data obtained from this survey will provide important information about the specific behaviors, attitudes, and con-
ditions relating to a_number of widely recognized heaith risk factors. However, to be useful, this information must be
developed into more than a mere list of descriptive statistics. It must be carefu!ly developed with consideration to the |evel
of expertise of the target audiences, i.e., key policy makers, mclud‘\ng

Legislators ’
— Local health departments .
Existing health planning agencies
~- Health care providers ;
- Institutions of higher education
- Business and industry
— Other agencies and as appropriate.

In disseminating this information it will also be important to distinguish between th05e hea!th risks identified that are
amenable to change and those that may be static and unchangeable over time. /

The CDH plans to-embark on a systematic review of the data collected and to use the information, in light of the -
inherent limitations, as a needs assessment tool to influence the planning of future efforts to alleviate specific population
health risks. In addition, the methodology developed to conduct this survey will be used to assess the prevalence of health
risks in various subpopulatlons in Colorado. . / B

Because of the lack of ongoing surveillance activities in the area of health ;fisks, this survey will be the sole source
of a wide spectrum of statewide health risk prevalence information. For this reason, it should be fully recognized that the
information is based on a snapshot in time and relates only to the sample interviewed in the spring of 1981. While large
populations generally change their characteristics relatively slowly over time, the future use of these data should reflect
their age.

It is recommended that this survey again be conducted when enough evidence mounts to suggest that the prevalence
rates of health risks in the population may have changed significantly. While specific changes in health risks may not be
attributable to any single event or program, the analysis of trends in health risk prevalence fluctuations will be important
to future health poticy formulation.

JIn conclusion, the cost-cfficient mode of telephone interviewing via the random digit dialing methodology has pro-
vided data that are adequate for further manipulation. The examination of these data can help decisionmakers to better
identify areas of need in dCSIgmng specific health-related intervention programs. Building on the experiences of statisticians
and researchers who attempt to asscss the prevalence of health risks, this research represents what the authors believe to be
an cffective assessment tool. What lies ahead is the responsible use of this research as Eut one of the many sources of infor-
mation needed to imprave the health status, and thus the quality of life, for the citizens of Colorado.
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The Use of Health Education-Risk Reduction = - ' . i
Prevalence Survey Data in Georgia . ' - ’

Kathleen Miner . )
, ' ¢
“Georgia Department of Health and Human Services
Division of Physical Health
47 Trinity Avenue
Atlanta, GA 30334

I'm from Georgia and as you have just heard, Georgia helped with the field test of the Centers for Disease Control’s
(CDC) version of the random digit dialing risk prevalence survey. | want to give you some of the history of health efforts in
Georgia as background to our participation in that field test. 3 ’

Under the leadership of James W. Alley, M.D., the Director of the Division of Public Health for the last 10 years, -
Georgia has been working towards conceptualizing a health program which recognizes current disease patterns. Beginning
in' 1973 Georgia started a study called SCripplers and Killers,” which idéntifiéd the 10 major discases that affect Georgians.
ed on thesc data, Georgia developed a hew epidemiologic model that tended to look at chronic diseases-rather than the
infektious diseases or parasitic infestations of past generations. At the onset, it was recognized that the epideimiologic model -
currently in place for infectious diseases (one identifiable disease-causing agent) is an unsuitable mode! for current disease
patterns. There appear to be no single etiologic agents identified as the specific causes of heart disease, stroke, cancer,
motor vehicular accidents, and suicide. Rather, these conditions reflect discase patterns influenced by the postindustrial -
society and current Georgian fifestyles. By contrast, the predominant society of yesterday nurtured in the infectious
diseases, maintained high fertility rates, suffered high infant mortality rates, and had a high percentage of the population
in the middle to- younger age groups. With increased industrialization and technological advancements, the population
patterns have shifted toward a larger-population in the older age groups, and diseases have emerged that reflect a dispro-
portionate iftluence of lifestyle, including smoking, obesity, and ‘sedentary activities. Yet with this new disease picture,
relatively few resources were being directed toward these health problems. ‘ T V

n 981, the Division of Public Health, with assistance from Al Dever of Health Systems Analysts Inc., conducted an
additional study entitled “Passages.” This study has formed the central theme of Georgia's new health outlook. ““Passages™
recognizes that further-analysi; of mortality data is necessary to determine the disease patterns present in all life stages from
birth to death. Diseases and health conditions make up patterns characteristic of most persons bf a particular age cohort.
“Passages” recognizes that-cach age cohort must be analyzed from a number of different perspgctives that extend beyond
mortality data. These perspectives include the physical, psychological, and sociological assessm{ents, all of which, in com-
bination, help to form the complex- factors influencing the health status of particular age groups: Further, it is evident that
the significance of the multiple factors influencing one life stage remain influential throughout the later life stages.
In Georgia, “Passages” is divided into ninc different life stages: infancy, from birth to 1 year; childhood, from 1 to 4;
later childhood, from 5 to 12; adolescence, from 13 to 19; early adulthood, from 20 to : young adulthood, from 30 to
44; middle adulthood, from 45 to 59 late adulthood, from 60 to 74; and older adulthood, from 75 forward. After identi-
fying the diseases prevalent in cach life stage, the “Passages”’ approach focuses on the preventive, health. promotional, .
remedial, and rehabilitative activities most likely to impact on the morbidity or mortality of that life stage. These include
the establishment of realistic health goals and the identification of program approaches necessary to achieve these goals.
This approach also identifies the negative factors for each life stage that foster the disease conditions and the positive ones

"that, when promoted, will enhance health. The concept encourages the specific public health activities with the greatest

potential for positive yield; this {urther directs the increasingly scarce health dollar toward specific diseasc targets.
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To plan effectively for health program activities, including health promotion programs, the Djvision of Public Health
has outlined specific objectives such as those defined in ""Promoting Health-Preventing Discase, Objectives for the Nation
for 1990.” Georgia has planned. its own objectives with specific attention to the priorities of “Passages” and to the avail-
ability of fiscal and other resources. Inevitably, there will be decisions made to balance the greatest good for the greatest
number of people against other humanitarian concerns. ' '

As a result of Georgia’s.“'Passages” study, all sections of the division have incorporated the concept in programmatic
.developmerit. With this as a cue, the Georgia Health Education-Rjsk Reduction (HE-RR) staff reviewed the objectives for
Georgia and their associated programs. We then began to knock on the doors of the program directors, offering assistance
with their ““Passages’’ responsibilities. in some cases, objectives were set for specific diseases without the baseline data for
‘the lifestyle activities associated with the diseases. At this point, the prevalence data gathered by the HE-RR program were
offered for additional guidance in their planning efforts. Although not in the current version'of the ““Objectives for Georgia”
“(but in future publications), risk factor prevalence data will bé used to assist programs to develop reasonable, measurable,
and attainable objectives. The data will be used to select objective indicators and help decide upon strategies for program
implementation. ’ -

The Department of Education can also use these data. Georgia has competency-based education (CBE). In part, CBE

. requires all graduates from Georgia’s high schools to achieve specific status objectives. The prevaience data will be useful
in revising the State-level health education curricula and in selecting the areas for content revision at the local level. As
indicated above, the Georgia HE-RR program is to-act in partnership with other programs that may have a need for the
data. Because of the aim of becoming an important part of other programs, Georgia agrced to be a test State for the collec-

. tion of risk-factor prevalence data, using the instrument and plione methodology developed by the CDC HE-RR staff. The
~survey was completed this week, and the results have not been examined. The impact of these riew data bits is still uncer-
tain. However, there are a number of individuals and agencies awaiting the information. Future plans are to collect addi-
tional risk factor information within specific target populations associated with public health programs,

Both the needs of the public health community and the needs of other agencies (i.e., education and voluntary) con-- ,
cerned with health status will dictate the types of data to be collected similar to risk factors. There will be continued efforts .
to collect-prevalence information using different instrufents on the school-age populations. Currer1tly, both of Georgia’s
intervention projects have collected baseline school-age data in specific regions. Depending upon the future funding oppor-
tunities, there are plans to expand the prevalence data collection to include all segments of the "Passages” life stages,
including childhood and older adulthood. : .

Prevalence data can enhance the ability of these people who are interested in prevention to affect the direction of .
health programs: Several ways in which this enhancement can be viewed are summarized in the following statements:

1. “I've got it!” Prevalence data in combination with health education invenitory information can make health edu-
cators reliable and useful resource persons for their own agencies and for other allicd organizations, i.e., schools
and industries.

2. "“Let me help!” The prevalence data can form the core of a marketing effort for both the notion of prevention and
the usefulness of the professionally prepared health educator.

3. "Trust me!” Prevalence data provide prevention programs with a level of credibilify by indicating that the health
education staff understand the health parameters of their populations.

In summary, Georgia will be able to use the prevalence data by beginning to incorporate the data and their impli-
cations into the design and delivery of public health services. This incorporation can occur in two planning Ievel/S'/I) at the
policy development level, within the State-level health agency, and 2) at the strategic planning level, withifi the service
delivery programs. :

v
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. At both levels, the data can assist program directors in making the decisions necessary to meet their stated program
objectives for 1985. With “Passages’’ as a guide and prevention as an emphasis, the existence of risk factor prevalence data
make this an exciting time for health education in Georgia. This information will be used in a public health context, not in
_isolation from the social environment, so that Georgia is.beginning to explore the epidemiology of health as well as the

epidemiology of disease. : ' :

.

|




.Teenage Alcoho! and Smoking Prevalence Data

" Craig Lambert

Division of Preventive Mzdicine -
Massachusetts Department of Public Health
600 Washington Street
Room 705
Boston, MA 02111

I'am the Director of the Research and Evaluation Unit for the Division of Preventive Medicine in the Massachusetts
Department of Public Health. | am going to report today on some of the prevalence data from the smoklng and alcohol
'mtcrvent!on projects in Massachusetts funded by the Health Education-Risk Reduction (HE RR) Grant. -

l
The evaluation questlonnalres were designed to assess knowledge and attitudes regarding drinking and smoking before
and after participation in an alcohol and smoking curriculum that included teacher training, peer leadership, and life skills -

traihing. The target group was approximately 6,000 students in grades 5-12 in several different school systems and com-
munities in eastern Massachusetts, The communities were a small town of 18,000 population in an agricultural area; three
affluent suburban communities; a blue- and white<ollar suburban area including four school systems; and an inner-city
community of Asian and Chinese students in the Boston School System .

| would like to acknowledge many of the health educators who are here and who part|C|pated in.these projects. They

did a magnificent job of collecting the data and handlmg the projects: Debbie MacNeill, Margie Crooks, Dawn Sibor, Julla

Chu and Pam jong. _

I will report only prevalence data based on the pretests adm|n|stered prior to the health education cuﬁlculum The
posttest results have not yet been analyzed. »

The data 1 will glve represent 6,000 questionnaires from students in grades 5-12 during the 1980-81 school year. For
the question, “‘Have you ever smoked a cigarette, even one puff,” the percentages of smokers by grades who answered yes
are as follows: 5th graders, 28%; 6th graders, 38%; 7th graders, 51%; 8th graders, 68%; 9th graders, 74%; 10th graders, 77%;
11th graders, 82%; and 12th graders, 84%. The data indicate a big jump at grades 6, 7, and 8 in the percentages of students

who try smoking. When analyzed by sex of the student, the data indicate that boys try smoking earlier than girls. By 6th¥

grade,44% of the boys have tried smoking versus 32% of the girls. This difference disappears at grade 7 and, in fact, by
grade 8, 72% of the girls had tried smokmg versus 64% of the boys. This finding indicates that many girls begin experi-
menting with smoklng in the 2 years between 6th and 8th grades

To begin to understand current prevalence of actual smoking versus experimental smoking, we also asked the ques-
tion, “'Did you smoke any cigarette in the past month?” The percentages of yes answers were as follows: 5th graders, 3%;
6th graders, 6%; 7th graders, 14%; 8th graders, 31%; 9th. graders, 32%, 10th graders, 43%; 11th graders, 32%; and 12th
graders, 349% . _ 7

From responses to the question, ‘‘Have yau smoked between 5 and 15 packs of cigarettes in the past week,” we
learncd that in the Sth-8th grades, the percentage is low; by grade 9, it is 5%; by grade 10, itis 10%; by grade 11, it is 11%;
and by grade 12; 13%. For boys, the rate was between 6% and 7% in grades 10, 11, and 12, but for girls, the rate was
between 169 and 17% in these grades.
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From these: data, it appears that ages 1-2,'13; and 14 are the ages at which many people try smoking; that often, a
~ fairly stable smoking habit is established by grade 10 or age 16 years; and that many girls not only catch up by then but
have a well-established habit. ] :

We asked one question, for our own interest, regarding the type of cigarettes smoked. We found that about twice as
many girls<{(13%) as boys (6%) smoked lower-tar-and-nicotine cigarettes. '

We also wanted to determine the relationship of smokihg to academic success as measured by grades. We found a-

significant relationship between reported smoking in the past month and lower academic grades. Nine percent of those "

who got A’s and B’s repoited smoking; 18% of those with B’ smoked; 28% of those with C’s smoked; and 45% of those

whose grades were in the C-F range smoked. Thus, those who reported the lowest grades reported the highest prevalence:

of smoking in the past month.

- Another analysis of these data showed that girls generally got slightly better grades and, yet, as a group, were smoking
more than boys. To understand this finding, we analyzed the data further and determined that girls in the lower academic

range (C’s-F’s) are smoking at a .very high percentage. rate (76% in one school and 63% in another). These girls raised the -

general female rate and represent a prime target for intervention.

~ "Now ! am going to turn to the alcohel data. We asked, “Did you drink an alcoholic beverage last month?” Of 5th
graders, 10% reported yes; of 6th graders, 20%; of 7th graders, 23%; of 8th graders, 43%; of 9th graders, 61%; of 10th
graders, 75%; of 11th graders, 83%; and of M2th graders, 89%._Ndw in Massachusetts the legal drinking age is age 20, so
practically all these students are drinking illegally. But by senior year in high school, 90% of them were succeeding in doing
50, at least duririg the month previous to the survey. That is a rather astounding degree of prevalence. The big increases in

¥

the number who drank during the previous month occurred ameng the 8th, 9th, and 1 0th graders, slightly later phasing than-

for smoking. ' ' ‘ ' \( '

Although these are not longitudinal data (sinte we are not tracking the same people through the various grades), |-

think these are similar ‘cohorts of people measured at one period of time. We can guess that this is a pretty good picture of

“the progressive pattern of drinking as people get older. According to the responses to the question about drinking in the
previous month, boys have a higher rate of drinking than girls in every grade up through 8th grade; in high school the rates
are comparable. : - ‘ ‘

When you turn to established drinking haBits, like really ‘“robust”-drinking patterns (i.e., 11 or more drinks per week),
we found the percentages quite low (1%) in grades 5-8. At®Dth grade, 6%; at 10th grade, 8%; at 11th and 12th grades, to
21%. When data were analyzed for boys and girls separately, the boys’ drinking is far in excess of the girls; the percentage

of boys reporting 11 or more drinks per week is 3 or 4 times the percentage for girls. At 11th and 12th grades, 31% and 43% -,

of the boys actually reported drinking 11°drinks or more in a week. By contrast, only about 9% or 11% of the girls did. So
in terms of amount of alcohol, the pattern here is very similar to what we find in adults, with males doing much more of
the heavy drinking. : S ' '

We also looked at the drinking patterns according to reported academic grades received; of the A and B students,

52% reported drinking in the previous month, for those reporting B's, 64%; B's and C’s, 66%; of those reporting C’s-F’s,

.79%. The pattern we saw between drinking and asademic grades received was similar to that seen for smoking.

Data from the question, “Who was your companion when you had your first drink—was it your parents, someone
glse in your immediate family, another relative, or was it a friend?” produced interesting results among 7th-12th graders.
Of people whose first drink was with a family member, 62% reported drinking in the last month; this compares with 84%
for those whose first drink was with a friend. The type of initial companion appears to make a difference in those who
reported drinking in the past month. In grades 5-8, there was an even stronger trend: only 33% of those whose first drink
was with family had drunk’in the last month compared with 63% for those whose first drink was with a friend. 1t looks
like an interesting aspect of people’s introduction to alcohol use. S
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| will conclude with comments about the usefulness of prevalence information of this kind. First, we can use these

data to target intervention programs to the students at highest risk. This is particularly helpful when we have a very limited
budget. Second, we may be able to learn a good deal about targeting interventions from the students’ answers. One of our
questions. found an association that will probably not surprise anyone: people whose friends drink or smoke are more
likely to drink or smoke themselves. But there is also another, much smaller, group of people who do not smoke or drink,

but whose friends do. This would be an interesting group of students to study more closely because they are people who

are resisting temptation, peer pressure, advertising, etc., and who are not taking up smoking or drinking despite the fact

that their friends are. Maybe we will learn something from these ‘;peopIéA who are “living success stories.” We intend to-

study these students this year. We have revised our evaluation instrument to get more data on friends in order to locate

those who resist peer pressure to see if we can find out something more about their characteristics, which may give us clues
for successful intervention. : ' ‘

Third and last, the ages that people begin smoking and drinking indicate something which makes a lot of intuitive
sense to everyone, that is, that adolescents in junior high think of smoking and drinking as atlult behaviors and therefore
as indicators of adult status. Thus, drinking and smoking are initiation rites into adult maturity. It might be wise for us as
adults to take a look at the modeling effect of our own drinking and smoking behavior. Are we creating for children a
smoking and drinking adult status mode! which they will follow tr; establish their own maturity?
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l ~ selecting the actual interviewee from the householid through a precoded,table.
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Risk Factor Prevalence Survey—MOHAKCA

‘ Lisa Brimer Schwartz
. : 20 W. 9th Street
Suite 715 . :
Kansas City, MO 64105

’

| actually volunteered to speak( about a communiity preval'ence survey. Why did | agree to present a short talk on a
subject. that | consider pretty dry %nd, at times, very dull? | thought that those risk reduction projects considering their
own prevalence survey production might be interested ‘in hearing firsthand a description of the script, the directors and .
performers, the constumes, and, finally, the performance of one particular prevalence survey in a large metropolitan area.

| have compared the process of a prevalence survey to a stage production in hopes of making the unknown more

real. | would suggest that a prevalence survey is'a comedy, a tragedy, and a little of the thcater of the absurd. .
. , . : ‘ N :

Our script was developed mainly through the State Project Coordinator in Missouri, who assembled prevalence survey
questionnaires from several States and developed the draft of our questionnaire. This script went through two series of
reviews and changes by the public health educators and risk reduction grantees. The result was a closed-question instrument
that took about 10 minuites to complete. :

We used the.random digit dialing survey method, a phrase like.the Billings method of birth control, the Leboyer birth
method, or the Anderson/Green Precede planning method—that most of us now recognize without knowing the principles
of the method. Ba;‘n:’ally, a randomizéd sample is ensured through screening telephone prefixes for residents, selecting the
four digits to be added to the prefixes from a table of random numbers, limiting the contact attempts of interviewees, and

The beauty of this survey method is that it elicits a _S?lmple that can be generalized to your pobulatibn. However, it
takes incredible clerical skills to screen out business, nonworking, government®, and other nonhousehold telephone
prefixes. In addition, a log must be developed to.keep track of telephone numbers called and contact attempts.,

In our survey.'we wanted to have 400 respondents in Missouri and 400 in Kansas. We genefate.d a table of 10,000
random numbers. We ended up calling 2,781 telephone numbers at least once to successfully interview- 386 Missouri and
359 Kansas respondents. By “successful,” | mean that their completed interviews could be used for survey results; some
completed ‘interviews could not be used because of clerical or interviewer error. We made a total of 4,054'calls. | hope this

gives you an indication of the sheer bookkeeping nightmare that is necessary for this task. However, not all community

‘'surveys need to be so extensive. ) : .

Jim Parrott, the Missouri State Project Coordinator, and | were the directors of the production, the people who ran
the show. We were not prepared for the immense amount of recordkeeping involved. Even had we known the recordkeeping
requirements, we could not have been totally prepared. : BT '

The Cente's for Disease Control agreed to provide training for participants, marnly the directors and assistants. An
excellent workshop on the mechanics of the random digit dialing method, questionnaire design, supervisory needs, inter-
viewer skills, and recording forms was held in Kansas City by Walter Gunn and Naomi Golding. Although the workshop
was superb, | believe we were not sufficiently organized to receive its full benefit. e

The directors designed the surVey with the help of local health educators. Because of our few resources and our nced
to target risk reduction programs better, we chose to survey Jackson County (Kansas City) in Missouri g Johnson and
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“phone numbers and coded completed interviews. The interviewers performed spectacglarly: they kept track of whom they

Risk Prevalence

- .

Wyandotte counties in Kansas. These areas are mainly urban with some suburbs; there is no rural population. Not sur-
prisingly, these areas are served by the 3 health departments (out of 10 in the area) that are beginning either an inhouse risk
reduction program, a health promotion program for business and industry, or both. :
o
These Lhrec hecalth departments, along with two others in the Metropolltan ©Official Health Agencies of the Kansas
City Area (MOHAKCA coalition), the local Health Services Administration, the three risk reduction projects (besides the
MOHAKCA one), two voluntary organizations, and a few individual voluriteers, contributed a total of 371 person-hours,

which, when converted into dollars, amounted te approximately $3,000 of service. This did not include my work or that of ~

ihe Missouri Division of Health. In addition to the volunteered help, our staff had six paid |nterV|ewers who worked about
’()() hours on the project. .

MOHAKCA risk reductlon grant funds paid for the |r°1terv1ewers and the |nstallat|o ang use of six telephones. All
other resources--the questlonnalre forms, the rooms, desks, chairs, and the like—were donated. The whole production cost
the MOHAKCA project about $1,000. The performance— the actual telephone interviewing—was intense. Two directors
and usuzlly snx interviewers telephoned from 9 to 9, Monday through Friday, for 2 wetks. The Directors distributed tele-

called and the results of their-contacts, and they filled out the completed questionnairés. Some interviewers lost their voices;
a few lost a bit of their sanity. It is incredibly difficult to calistrangers, introducé-tife survey, be rejected, try another num-
ber, ask all the questions on the 10-minute instrument, and complete the paperwgrk for any continual length of time. It is
tedious, dull, boring, and exhaustmg work. 9

- I
For all this work as well as the organizational and research skills and the patience needed, what were our results? We
have a survey of the prevalence of negative health behaviors and risks in a major metropolitan area (Table 1). "
s ° »

/
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TABLE 1 — Prevalence of Negative Health Behaviors and Risks, Jackson County
(Kansas City), Missouri, and Johnson and Wyandotte,Coﬁnt/'es, Kansas

. , . - ' Prevalence
-l -  Risk ) ‘
% Kansas . % Missouri ~
Smoking ; 139.9 334
\ Hypertension ’ 31.3 i .« 253
Diabetes : ‘ 8.8 9.2
- Alcohol use 65.3 65.2
Alcohol misuse (defined as five or more
drinks at or® sitting in last month) 22.5 : 18.1
Stress (perceived as great during daily
life) e 223 |~ 17.5
Nonexercise ‘ 324 ' 26.6
Obesity (20%q0r more overweight) 141 . 12.1

*The diflference in percentages between the two States is related to the sampling. Kansas data
|nclude suburban respondents, white, middle class and the Missouri sample’is mainly inner-city.

76.
» _;31

o



-

Risk Factor Prevalence Survey—MOHAKCA

A}
z e . Y _ : | |
Why do a prevalcgﬁcy"urvey? The overt reason for gathering baseline data is to assess the impact of the health promo-
tion effort. Gathering community baseline data has an a‘dditiy\al purpose: it can demonstrate the special needs of your
target population. For example, if there are significant differefCes in the prevalence of smoking between your community
and your target population, the data may help you demonstrate the need for your program. Also, comparing your com-
munity wide data with national data may help your community name these health problems that most require action.
L. A .

.
Unfortunately, our ability to assess the communitywide impact of programs is going to be limited because money »
will not be available for continuing communitywide‘})revalence'sur_veys.
>

There js a less-obvious reason’ to conduct 'a prevalence survey and that is to organize your community, the health
agencics in your area, and the- coalitions that serve the public to focus

, on a task. A prevalence survey can be the point at o
which agencies become aware of their potential to cooperatively appraise health problems and plan for the health of their / "
v community. : -
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THE HUMAN POPULATION LABOKATORY
_ALAMEDA COUNTY, CALIFORNIA .

GEORGE KAPLAN
Human‘Population Laboratory
California Department of Health Services
: 2151 Berkeley Way
Berkeley, CA 94704

-

- It is a pleasure to be here to talk with you about the Human Population Laboratory (HPL); some of its past
activities; what we are doing currently; afid what wé expect to do in the future. The reason for doing this is notto
toot my own personal horn. In fact, | can taka little credit for this work as it represents an effort which has been
going on for over 20 years, and I've only been involved for a little over 5 months. | am really in the wonderful

- position of-having interesting information to talk about, viithout having had to do all the work involved in

gathering it. The reason for talking about the HPL to this group is that many of our findings have had asignificant
input on the developmient of preventive activities as represented inthe many health education and risk reduction
programs seen at this conference. What1’d like to do is to tet} you about where some of this information has come
from, some’of the findings, some of the problems of interpretation, and some of the chellenges which come from
these data. ‘

WhatisHPL? itisa 22-year-old research effort, originally funded by the National Institutes of Health in 1969,
Our current funding is almost entirely through the Centers for Disease Control. Itis a research effort which has
carried out 13 field studies, produced 74 publications, and 6 PH. D. dissertatio;xs.

Much of this wotk has been an attempt to deal with three themes: the firstinvolves the realization that some

- time ago we moved from the era of infectious diseases into an era of chronic diseases. We haye moved from
situations where we believed there were simple etiological paths which connected host, agent, and
environment. As it turns out, even with infectious disease, it was really not that simple. Chronic disease etiology
appears to be very different from the etiology of most infectious diseases. Chronic diseases are highly complex,
involving many factors related in complex ways. We cannat isolate with any assurance a single factor which would
invariably Jead to a particular event. For example, in the cardiovascular area an attempt was made to pool the
results of eight or nine large scale prospective studies on cardiovascular disease in the United States. One of the
results of this effort was the finding that in over 10 years of followup 90% of the people who had two or more
cardiovascular risk factors did not have any cardiovascular disease. Of those who did have some kind of
“cardiovascular event, 60% had no more than one identified risk factor. So now, even in the cardiovascular area
where we think we know much about the etiology of the disease, we are still unable to predict with any great
certainty who will experience cardiovascular disease and who will not. Thus, our knowledge even in this'area is

still rather prim:tive. ‘ |

The second theme that occurs in our work reflects the viewpoint that health is something more than the
_absence of dis%;se: health also includes social, physical, and mental well-being. The HPL has done a good deal of
work attemptikiz to quantify and clarify this broader notion of health.

health and its determinants by looking at people who present themselves as sick in medical settings, or to study
special convenient populations, is valuable, but it is important also to study the range of health experienceina
community in order to learn the overall epidemiologic patterns related to health.

Thus, part of the HPL's éffor‘ts over the last J2years have beentolook atalarge number of normalpeople, in
an average community representative of many other communities in the United States,andtostudy afull range of

\
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~The third theme has te do with the importance of a community base for the study of health issues. To study.
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Beaith outennn - i boedeesiont variables, The full tange of health oot Gnes incieies physical health (defined
in terms of morhidits ad martality as well as in terms of disabiiity Gind mpaiimeaty, awental health, and social
health. Muci of this w. 1k hasinduded the use of a longitudinal, prospesdue desigin. As you know, i¥'s absolutely
imperative to look at these types of relationships in a prospective veay 1o get areund difficult issues involved in
interpretitg crossesectional data and to learn the causal nature: and patterns of asociations. For example, from
Crass-se Honal data we dost know if health outcomes reflect the inysact of what pecple do on their health or
instead reflect the impact of their health status on what they do, or bork £ ospective, longitudinal studies are the
beost approar b 1o tesobving such issues. -

There b e been coany methodological probiems inyslved in dobis: s, and much eftgri at the HPL over the
vears has been oriented towards developing solutions to the methoduological problems raisz:-d in consideration of
these three theines, :

The Hrggist probiene | euppose. has to do with how you are actuadl geing to <ty the health of a large
group of people, One conbd take a large group and give them all some sort of medical interview and physical
graminations.

N

1

indeed, thece are iongitudinal stindies such as those i the Framinghata serieswhich have done so. But this s
very costhy. and obvioushy we are going to miss people whis don’t have anv great love for medical studies. There
are also a nurbes of ssues which relate to the highly selected nature of such groups and resultant bias Thus, very
parly, the HPL deciéed 10 develop survey interview technisues that could be used in studying health. Thisis “old
hat™ now, bist back in 1954 and 1960 the use Of survey information for studying someone’s health was a novel
approach with many unknowns, Itwas considered something that really did not tell you very much about health.
Thus. the earty HPL work was heavily involved in trying to establish the refiability and validity of survey measures
ot health. The success of this is shown by the fact that the health data collected in 1965 have been shown to be
strangly related to peonle’s health 10 vears later. The next preblem had to do with who would be studied. Many
of the stiadies which examine the relationship between what people do and their iealth have suffered from the
fact that they tend to deat with convenience samiples, thatis, the groups studied are easy to study for one reason or
another. The HPL investigators tried to arrive at a method which would give a picture that was true for an entire
commuiity. in this case, the community was Alameda County, and a concerted attempt was made to get a
randor, representative sample of adults in Alameda County.

A final problem which plagues survey interviewers is how to get people 1o cooperate. When \}‘QU give
people a lang sur ey, what vou would really like (o do is sit there with them while they fill them out, but that’s
enormonsly expensive iprohibitively, in many cases). You could send it to them, but the return rates are goigg to
be very low What the HPL investigators developed, after a number of field studies, was a staged process: First, a
particular household is identified as part of the sample. Then the household is enumerated by an interviewerwho
eollects descriptoe information such as who lives in the household, family coinposition, and the names of the’
peaple wha [ » there. Then questionnaires are left for all the eligible respondents in that household who are
asked to retuin theni by mail. They are sent a post card thanking them for their cooperation. Those who don’t
respond are sent 4 fetter, and thenatelegram. If they have still not responded, they are called. Then, if there is stili
no response. an mterviewer is sent out to find out why they were having seme problem completing the
questionnaire. Bediess it or not, thisis much cheaper than going cut and interviewing = erybody. It also gives you
a much better sample in terms of ifs being representative of the population you are trying to study. The
developmrient of this strategy at HPL has led to a survey approsch whirh has ¢ considerable amount of reliability
and validity and results i a group of respondents who are much like the community at large.

Mo | oali ke 1o ell you more of the specifics about one of aur vain dets collection and analysis efforts.
in 195 a gronp of about 8.000 people were selected in a multi-stage probability sample of Alameda County,
created to mirror as rlasely as possible the characteristics of the county popuiation. The sturdy was restricted to
adult residents of the county who were not institutionalized. This v s they were slightly healthier than the

overall popatation. Fligible respondents were over age 20 years or oer 16 ears old i€ marrind in 1965. Today, 16
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years later, the median age of this population is roughly 55. The 8,083 people were given questionnaires in 1965,
and roughly 7,000 returned theirs. This group of 6,928 constitutes the population that has been followed for the

last 16 years. One of the questions you may wantto ask immediately is, whether the people who responded to the-

questidnnaire were different from those who did not. It turns out théy are not very different. The strategy for
selecting the people was very successful in getting a group of people who were representative of the county.
However, this is only true because of the elaborate 4-stage followup process which was used in going after those
people who did not initially return questionnaires. If we had stopped with the people who mailed in interviews
after the first stage, these would have been highly unrepresentative data. By following up with multiple attempts
at data collection, we can say we ended up with data that truly represented the community..

Now we turn to what were they asked in the questionnaire. The data we have reflect first some general
answers about their health, appetite, sleeping habits, energy level, fatigue levels if they have only 3 or 4 hours of
sleep, how often they feel worn out. In addition there were questions about preventive heaith service—when was
the last time they went to see a doctor for a general checkup even though they weren’t feeling sick, when was the
last visitto the dentist, do they have a particular doctor, do they have health coverage of any sort, during the last 12
menths how many times did they see a doctor; how many sick days were they in bed, were they hospitalized,
were they institutionalized for any reason.

Theen there are responses to a list of 16 or 17 conditions, high blood pressure, heart trouble, stroke, chronic
bronchitig, asthma, arthritis or rheumatism, chronic nervous trouble, epilepsy, cancer, diabetes, tuberculosis,
émotional'disorders, drinking problems or alcoholism, stomach ulcer, duodenal ulcer, chroniclung trouble, gall
bladder trouble, liver trouble, hernia or rupture. People indicated whether they had thyfondition during the
last 12 months, if it bothered them very much, and when it started. - :

P
PR

Then there are a series of questions about 11 physical ailments—such as frequent cramps in the legs, painin

- the heart, pain in the heartor chest, trouble breathing or shortness of breath, paralysis of any kind, stiffness or any

swelling or aching of anil joint or muscle, swollen ankles, stomach pain, headaches, back pain, and constant
coughing or frequent heavy chest colds. | think you can begin to see that we started with many standard
epidemiologic questions. We also asked questions of impairment having to do with the ability to perform
activities of daily living, self-care activities, changes in having to cut down in work, etc.; we also asked questions
that have to do with whether or not people are employed, self-employed, the kind of work that they do,
occupations, type of job, how good they are at what they do, how many differenttimes they have changed jobs,
how much hard physical labor they do in their job, and if they worry about keeping the job.

Then we asked questions about health habits. This area has probably received the greatestattention among
health education and risk reduction people. It’s very important information and, | think, in conjunction with
some other information, gives a lotof clues for preven®on. The questions about habits involved how often they
eat breakfast and snack, alcohol consumption, usual amount of sleeg., smoking, and physical activity in leisure
time. . ' .

In later contacts with the respondents we asked about the presence of certain kinds of stressors. Questions
concerning the orcurrence of change in residence, bereavement, neighborhood deterioration, divorce, etc.,
were asked. :

There were also questions about people’s feelings—general psychological indicators that give you some
ideas about depression and morale. Of course, standard demographic information was also collected. Other
questions addressed people’s social involvement—their marital status, how they feltabout their marriage, and/or
their children, whether they were involved with other friends and relatives, and how often they saw them. In
addition they reported on more formal social activities such as participation in organizations and religious
groups. Now | just want to point out something. These are all questions which people currently include ir;
surveys, because it’s now recognized thatsocial connections and social support impact on health. Butin 1965, this
was not generally recognized and | think that it’s a real tribute to the thinking of Lester Breslow and his early
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. colleagues at HPL that this kind of information was included in 1965. Today as | examine the HPL data l.consider
myself very fortunate that 16 years later | have these types of data. '

Finally, the last question asked is probably the most important of ali - “Would you please give the name ofa
relative or friend outside of the househoid with whom you keep in touch, in case we want to contact you in the
future.” In 1965-the HPL was already planning to follow these people at a later date and knew how difficult it
would be to folloNp without such a contact person. In fact it was difficuit because aswe later found out, 60% of
this population md\)§d in the period 1965-1974. .

In 1974 in order to locate the survivors from the 1965 survey we first attempted to identify all those who had
died in that 9% year perioc. Even this was difficult. HPL staff developed a computer linkage system which allowed
~ usto scan the California death registry for bur 1965 respondents. This is a procedure which will become more and-
more common as we develop a national death index, butitis avery complicated business; people change their
names, they appear as Robert in one place and Bob in another; or they change their names by marriage, or
whatever, so it's difficult but possible to carry out. In9-1/2 years we identified 717 deaths that hadoccurred in this
population. We then put all our resources into tracing the other people, i.e., the people believed to be living.
These absolutely heroic efforts involve calling employers, neighbors, current residents of previous residences,
searching records out of state, etc. With these efforts, it was possible to account for 96% of this population 9 years later.
There were only 252 out of 67928 who were not found. For purposes of analysis these people were considered lost
to followup. . v B .

U

In 1974, we were able to find almostall of the 1965 respondents who were stilf alive and to measure health
habits, psychological functioning, health status, and social functioning for the fecond time. Half of these 1974
respondents will be interviewed again in 1982. Thus, this year we will have 17-year mortality figures.

~ow, | will highlight a few of the findings from a variety of different domains that have come out of the HPL
studies in order to indicate the broad spectrum of risk factors associated with the future health of this population.
Probably the most often quoted result from this study is the relationship between number of heglth practices and
mortality. The health practices index is composed of information reflecting smoking, height relative to weight,
alcohol use, leisure time physical activities, sleeping patterns, and eating snacks and breakfast. Figure 2shows both for

N /
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men and women that there is the same pattern of mortality associations with the practice of more health habits
with lower mortality rates.

People who practiced seven good health practices have the lowest mortality, while people who practiced
zero to three good health practices show the highest. That is true in each age group and for both men and
women. The overall relative risk associated with practicing zero-three versus seven health practices is
approximately 3.6 for men and.2.3 for women. What that says isthat if you do all these things, if yousmoke, if you
are over or under average weight, if you drink more than moderately, have little leisure time physical activities,
and if you sleep more or less than 7-8 hours, your risk of dying during the next 9 years is around 2.3 times that of
somebody who does not do any of those things. So | think.this is the strong evidence that has buttressed a lot of
prevention activities, i.e., the notion that there is a relationship between discretionary behavior and health—the
things people do—studied in a large community, and future mortality. It turns out that this relationship also exists

—between future morbidity. People’s health status in 1974 was related to how many of these discretionary health
. \ : ‘

practices they had practiced.

A second major domain of analysis that has been carried out at the HPL involves looking at the relationship

" between measures of sacial functioning and future health. Berkman and Syme created what they called a social

network index. This index is a measure of the extent to which you are involved with friends and relatives, are
married vs. single, and belong to formal or informal groups. As you cah see in Figure 3 people who were more

involved in their social environment show a lower mortality rate between 1965 and 1974. Furthermore, this .
association between social participation and mortality remains when 1965 health status or health practices are .

taken into account.
4

FIGURE 3 Mestalite Rates tromr aff Catises by Social Network Indes Age, Sex-Specitic Rutes, 1965-74
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Psychological variahies such as life satisfaction are also importantly associated with mortality. An index was created
from responses 1o a4 variety of items in the HPL questionnaire which asked how satisfied respondents were with their life in
general, with specific arcas of life work, marriage, family, etc. As you can see in Figure 4 those who reported high life
satisfaction had low moratality rates, and thdsej,.whn reported low life satisfaction had high rates.

So what have we found? We have found that the things that poeple do, their social interaction with other people,
and how they teel about their lite are all related 1o mortality and, in some cases, morbidity.

FIGURE Y 9 Year Mortality Rates)100 for Alameda Counts Resigents Aged 50 64

.y

12.8.

.4
8.4
7.1
5.0
3.0
Low  Med. High Low  Med. High
Men ' Wonen

Life farisfaction

, Source: Berkman L, Swvie 51, 19

We have also examined the relatlonshlp between the occurrence of various hfe stresses and respondents’
health. Here, instead of looking at mortality, we examined the 1974 health status of 1965 respondents. On the
basis of their age, sex, and physical health status in 1965, we predicted their physical health statusin 1974. We then
examined the deviations between this predicted health status and actual health status for those who reported the
occurrence of various negative life events. As you can see in Figure 5, the number of negative life events which
they reported happening in the 3-year period prior to 1974 was related to 1974 health status. Those who reported

~six or more negative events have substantially poorer physical tatus than was predicted. Figure 5 also
shows deviations from predicted health status for specific negdtive events: separatmn or divorce, financial
problems, neighborhood deterioration, and death of a spouse.

Thus we see from these analyses that a variety of aspects of people’s lives are related to their survival.
Identification of these risk factors can help substantially, we believe, in the planning of mtervennons and alsoin
the analyses of why some mterventlons fail a')d others succeed. :
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FIGURE 5 Deviations from 197+ Health Predicted by 1965 Health Status, Age, and Sex
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Forexample, successful intervention programs often involve action at all of these levels. If you look atsome
of the large-scale clinical trials. evaluating, for example, the effectiveness of a new anti-hypertension drug you
can generally see that the intervention mvoﬁ"es more than just a new drug. Participants in such studies find
themselves involved in a new social support system, They become part of a new refererice group thatinvolvesaall
the other people who are also heing treated. They’re sometimes even driven to the clinic to be checked. They get
lots of encouragement, social support, and’they probably feel better about themselves as a result. I think this has

“got to become.a part of any successful intervention; what’s happening in successful intervention probably
involves interaction between all of these different factors. In fact, | think it's highly likely that these efforts act
synergistically. Suce esstnl antismoking attempts are another good example. They often involve creating peer sup-
port groupsand invelve more than just vsks, They involve restructurlng the nature of [w(;pin ssocidlanet psycho-
|()§.,K<1[“’5U[){)()H svotems anid how they tee] about themselves.

The work in the future at HP!. will involve following up on many of the findings and ideas which I’ve been “
mentioning, and also continuing data collection. Starting in January, we will be outin the field interviewing a 50%
sample of the people who responided in 1974 and who are still alive. One of the major purposes of this third wave
of data collection is to be able to fook in mere detail at things that have to do with trajectoiies of health——both
upward and downward. What makes some people more resistant or hardier?

Increased host resistance which allows some te remain healthy over time more likely than not involves
features of the individual’s social. psyrhologic al, and behavioral functioning. We will be searc hing for the thread
which links them all. :

We will also be examinmg 1965-1974 changes in levels of physical activity, smoking, and health practices |
between in general. We will be ahle 1o get estimates about the impact of those changes on future health. In order A g
- to understand these changes we are also we will look to factors in their social and psychological environment in ;

1965 which made it moie filely that they will change. Thus we are starting to look in a more complex way at the
relationships between a variety of factors and health in these data. | am convinced that thv information from thls
will be relevant to raany - rwh ot prevention and intervention efforts
\.\ [ ’ |
' In additi(m ten g ;ze‘nwr,il health nutcomes, we will also be looking at factors related to specific conditions
and causes of death, and isenes asso-iated with aging, disability, and improved health functioning in the aged.
Our overall purpesscs i this phase ot HPL analysis is to obtain more information on the factors that are associated
with less or more 1 in individaal. i oeder to have better documentation on areas where prevention is most
called for, Througs: siiis snalyaiowe Ler - to help focus prevention and intervention efforts where the impact is
likely to be grear 4
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IV. LOCAL INTERVENTION PROJECTS

Fetal Alcohol Prevention Program--Verniont

"Karen M. Nystrom

Vermont Department of Health
Medical Services Division
115 Colchester Avenue
Burlington, VT 05401

The Vermont Department -of Health’s fetal alcohol syndrome program was developed this year to address alcohol as
a risk factor {we previously had no program effort in this area) and to.address the emergence of the fetal alcohol syndrome
as a recognized, preventable cause of mental retardation. While most of you are probably aware that this syndrome has
been labeled the third and, more recently, the leading cause of birth defects associated with mental retardation, | would
like to point out that for 92% of all birth defects the cause is unknown. Still, fetal alcohol syndrome is known to be
environmentally produced and therefore amenable to primary prevention efforts. '

[ .

The fetal alcohol prevention effort was incorporated into the Health Education-Risk Reduction Program as part of
a conscious effort to use existing resources and service delivery systems that will, we hope, be ongoing. We feel that both
the general public and the health protessional community will need educational input on a Iong-term basis before knowl-
edge increases-and practices change regarding this problem

An edsential first step was to determine the extent of need for- this type of prevention program. In some States the
alcohol and drug abuse division, a governor’s commission, or a categorically funded program has initiated an extensive fetal
alcohol syndrome public education campaign. in Vermont, there was no such program,

Our second step was to measure the level of knowledge both among prenatal care providers and members of the
public at large. We began by surveying statéwide and, in person, a small percentage of our prenatal care providers, including
the most sophisticated wbstetric practice in our largest city. We found thit, in general, obstetricians were not inguiring
about alcohol dsc during pregnancy unless- they felt there was an obvious indicator that the woman was already abusing
alcohol. Questians about alcohol intake are not listed on the preprinted American College of Obstetricians and Gynecolo-
gists {ACOG) form used by most obstetric practitioners.

_Although a national survey by the Opinion Research Corporation in 19791 revealed that 66% of the total population
and 80% of women of childbearing age have read or heard something about the effects of alcohol on the fetus, a more
indepth survey hy the University of Washington in Seattle showed many persons lacked specific knowledge about the
quantity of alcohol required to produce these etfects. The Vermont Department of Health’s Statistics Division is currently
carrying dut a.statewide telephone survey of 300 randemly chosen women of childbearing age. Only minimal costs, for

computer time, will be associated with the survey. State-specific information from this survey and our -upcoming -risk

Jrevalence survey will be most helpful in targeting our educational efforts and making professionals aware of the problem.

N Lately, close coordination with our State Alcohol and Drug Abuse Division was another essentigl and early part of
program planning. Preliminary meetings with that division’s director, media information specialist, and community educator
led to the coas dination of efforts and the pussibility of cost-sharing,

The Vermaent ietal alcohol prevention program is targeted at three separaie subgroups of the population: currently

pregnant woinen, infants barn to wonien who drink during pregnancy, and women of ¢hildbearing age who are not currently

-
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pregnant. We have found two ways of using existing health department resources .to reach the first target populatiovn, cur-

-rently pregnant women., One is to have the staff for the Women, .Infants, and Children (WIC) Program administer a stand-

* ardized screening tool for alcbhol use and to educate other health care professionals via referral. The other is to have

i Q
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Maternal, Infant and Child Heglth Clinjcs incorporate into their current activities a model alcohol screening, counseling, and
referral program, )

In our State, nearly 50% of all pregnant women are being served by the WIC Program. At the intake process, questions
about diet, medications, ailcohoi and smoking are routinely asked to determine eligibility for the program. The single ques
tion about alcohol use, which was :being inconsistently asked and unevenly reported, was replaced by a series of four
questions requiring specific, quantifiable answers. The questions are based on Cahalan’s Volume-Variability Index,2 and
with simple multiplication and addition the number of drinks per month can be calculated.

Women identified as drinking above a certain level are then referred back to their prenatal care providers to have an
alecohol history taken at a prenatal visit. A fetal alcohbl coordinator has been named in cach health department field office.
This person makes personal visits to obstetricians to deliver professional information packets and describe screening activ-
ities of the WIC Program. Much of the information in the professional packet ¢can be obtained, at no cost, from the National
Clearinghouse for Alcohol Information. In addition, | have included two altérnative screening tools for identification of
alcohol use among obstetric patients, a list of local alcoholism treatment-referral sources that specialize in counsellng
women, and three sample pamphlets tbat can be ordered for use with pments :

Our objective is to gradually integrate strategies to prevent fetal alcohol syndrome into existing obstetrics/gynecology
practices by demonstrating the cffectiveness of our screening tool. I should add that we are beginning by piloting this pro-
gram in three of our field offices and that we have provided extensive training to the field staff who will be doing the
screening. . : _ .

In Vermont, there is only one Maternal, Infant and Child Health Clinic in the entire State, so our efforts there will
not have much of a numerical impact, except as “spillover” into the large obstetrics/gynecology practice with which is is
associated. The model program | am attempting to have replicated is based on the work of Dr. Henry Rosett et al. at the
Bouston City Hospital.3 These researchers administerd a 10-question drinking history to all prenatal clinic patients, pro-
vided individual counseling onsite, and rescreened and counseled on later visits, as necessary. Because the Maternal, Infant
and Child Clinjc has a nutritionist, social worker, and nurse-midwife, who see patients on their first prenatal visit for a total
of 1t: hours, ,ti‘me and staff expertise are both available.

Ouy seuond target group consists of those |nfants born to women recipients of the WIC Program who are ldentn‘lcd

as drm&mg ahove a specified level during pregnancy. A 4-year followup program is currently being developed by a staff

pedmlﬁcmn affiliated with the Department of Health’s Child Development Clinic. The objectives of this program are the
early identification and treatment of the more subtle effects of alcohol on the fetus as well as the full-blown syndrome.
The fetal alcohol COordlnator will be trained to do standardized developmental assessments at periodic intervals. At age
4, children will require psychological testing for precursors to learning disabilities; it is anticipated that the health depart-
ment psychologist can perform this function. Information from these assessments will be relayed to the child’s pediatric
care provider; the protocol for the followup program will be included in an infurmation packet for this group of pro-
viders. Children requiring further evaluation and treatment services will be referred to the Child Development Clinic for

cdre. ) ‘

Our last and perhaps most important target population is women of childbearing age. Since childbearing age is tra-
ditionally defined as starting at age 15, our principal objective is to integrate curricula on fetal alcohol syndrome into
junior and senior high schools. Fortunately, in our State the Aicohol and Drug Abuse Division offers [(équent teacher-
training workshops that are well attended. Several good curricula®t. on fetal alcohol syndrome, muudln;, films, already
exist, and several more are in the final stages of development. It appears that the Alcohol and Druz, Abuse Division, with
only a little encouragement on our part, will purchasg and use these materials. .

-
.
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We will also attempt to reach women in this age group via the mass media. The National Institute for Alcoholism and
Alcohol Abuse has cooperated with our effort by producing a nationwide media campaign due for release in 1982, This
campaign will focus on alcohol and youth, alcohol and women, and fetal alcohol syndrome. Public service announcements
for radio and television, feature articles for newspapers, and press releases will be distributed to each State’s primary alcohol
agency. Other States have also developed public service announcements about the syndrome that can be purchased and used
“in the interim. | have scen the public service spots-that were developed by the National Institute for Alcoholism an)l/\luxhni
Abuse after extensive marketing research and pretesting; they are innovative and technically well done. We also have one
more information packet in the works for 1982. It will be distributed to groups that dcal with women in the cl;q’dbearm;,
age group. Résults from the randomized telephone survey will be used to help determine the contents of that packét. Since
pamphlets or other printed material on pregnancy, childbearing, and related health issues directed at women who are
not pregnant are scarce, we would like to be able to produce our own.

Built into this entire program are three methods of evaluation. One is the iLIcpjl_one survey of knowledge levels; this

can easily be replicated later. Second is a personal interview survey of all prenatal cdre groviders. It is being carried vut by

the fetal alcohol syndrome coordinators. It measures current physician practices with regard to alcohol screening and

counseling. This can also be readministered after the program has been in operation for several years. Finally, we can

measure changes in the numbers of WIC recipients who reportéd significapt alcohol use before and after use of the more
sensitive screening techniques.
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Safe Woodburning Project

' Edward M?Il_cr

Director, Division of Health Education
Maine Department of Human Services s
Bureau of Health
Statehouse
Augusta, ME 04333

The Sate Woodburning Project is a supplemental activity of the Maine Risk Reduction Project, designed to reduce
morbidity and mostality associated with the unsafe burning of wood as fuel. As the cost for other forms of energy con-
tinues to rise, more Maine citizens {over 50%) are relying upon wood as a primary or secondary source of heat. In a State
with an 8-month heating season and one of the Nation’s lowest per capita incomes, wood burning is not a fad; it is critical
for survival. When fuel oil prices were 16¢ per gallon, only the poor burned wood, but when 60¢- 70¢ a gallon became
common, the middle class had to reach for alternatives. With the current price of oil greater than $1, even the more affluent
urbanites and suburbanites have installed wood stoves. Along with this marked increase in the use of wood as fuel, however,
have come dramatic increases in personal injuries, deaths, and property damage.

The Safe Woodburning Project is helping residents of Maine increase their understanding of the use of wood as a fuel;
it is also assisting them in selecting, installing, operating, and maintaining woodburning equipment. This program, operated
through a grant to the University of Maine Cooperative Extension Service, is guided by an advisory group, which includes
representatives from the State Office of Energy Resources, the State Fire Marshall’s Office, wood stove dealers, local fire
departments, home and fire insurance agencies, chimney sweeps (really!), and the Division of Health Education in the
State Burcau of Health. In addition to helping set direction for the project, this advisory group has been helpful in assisting
project staff understand the nature and complexity of the problem in Maine. / ‘ ..

[nitial attempts by the project to obtain data on the magnitude and severity of the problems caused by unsafe wood-
burning were disappointing. A new uniform-fire-reporting system had only recently been instituted by the State Fire
Marshall’s Office, and few local departments were using it, so provisions were made to specifically identify fires + aused by
faulty wood-heating practices. As with many other new data collection efforts of this size, data processing ani ‘analysis
were painfully slow. Mortality data avaiiable from the Fire Marshall’s Office, however, revealed a growiz.g problem.
Anccdotal information gathered by fire department chiefs also revealed an increasing problem of copsiderable scope. .

During the past summer, a major survey of 100 fire chiefs in Maine was conducted to determine 1) the number and
specitic cause of wood-heat-related fires; 2) the nature and scope of safe woodburning educational efforts; 3) the level of
inferest of local fire departments in further education in woodburning safety; and 4) the content and methods for such
training. Since all information was gathered through personal interviews with project staff, another important aspect of
the survey was developing rapport with many focal fire fighters and promoting the Safe Woodburning Project as a resource
dvdilable to them

Among the major findings of the survey were the following:” .
There was 4 60% increase in wood-heat-related fires from 1979 to 1980. »

Pasr burning practices and lack of chimney maintéhance account for aver 86% of these fires originating in
chimneys.

18]
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—~ Although rural areas are currently experiencing the highest actual rate of wood-heat-related fires, the rate of
increase in urban areas is much greater. -

— Although most local fire departments promote safe woodburning to some eXten_t,'_no)é,ssociation,gould be estab-
lished between their informational and educational efforts and the actual incidence of wood-heat-related fires.

— Most fire departments identify thc need to do more in the area of prevention and are willing to attend everiing
evening sessions to incredse their skills. . :

« .— There is a great deal of ambivalence and a genera| lack of public support for statewfdesor local mandatory inspec-
tion programs. : - ' - s :
2 . //

Perhaps the major finding from the fire chiefs’ survey is that woodburni {safety is complex and multifaceted.
Because of the degree of human involvement in woodburning, a “foolproof” sy/l/s,tgn does not exist. 1t is human error—lack
— of foresight, judgment, experience, information, and often common sense—ngt the actual stove, that causes most fires. A

periodic’ house-by-house inspection pgogram, followed by individualized rﬁﬁair and modification and an educational pro-
gram that addresses_issues in woodburning “from the wood lot to th c/hi/mney top” might go a long way toward reducing
_ fires. However, such steps are simply unrealistic for economic and political réasons.
a <

, The Safe ,M)odburning Project is developing a wide array//éf approaches for educating about woodburning safety.
IWhite local fire departments will always remain the central cqy’ﬁmunity entity identified with fire safety and prevention,
believing that they, alone, can address the problem would l;'é urifair. Fire fighters are anxious to receive more indepth,
intensive training in woodburning saf .y. Regional workshgbs, gompetently stafiad and conveniently scheduied to meet
the needs of volunteers, are now being planned. Resousce people have been identified from throughout the State,
representing diverse areas of expertise, from chimney swg;éps to mechanical engineers, #fom masons to insurance company
representatives. ' T

‘Project staff are also exploring the possibility of supplementing small-group training of,volurigeer firemen with a
televised statewide program on publiz broadcasting, that would include a toll-free call-in capability. Special efforts are/eing
made to focus training initially in the counties with the highest rates of woodburning-related fires. - ~

"One of the major advantages of the Safe Woodburning Project’s being sponsored by the Cooperative Extension Service

i§ the use of its existing service-delivery network. During the project’s first year, a Safe Woodburning Workshop was held for

all of the county'. agents. Plans call for this type of sefminar to be offered on an annual basis. Individual counties have taken

a nurnber of initiatives in public education. One couhty has developed an cxte_nsive safe woodburning demonstration as part

& of a “Warm Home Energy Conservation Project.”’ This active woodburning exhibit is part of a building that has been tom-

- pletely renovated to serve as a “self-guided-tour” museum. Thousands of people have taken the tour and learned more about

- proper woodburning techniques. This center.also serves as a site for numerous cognmunity workshops on energy conserva-

_ tion and woodburning safety. Other counties have begun regular radio programs and newspaper columns on woodburning

safety. Exhibits hq\'/e been developed for use at county fairs and at other ’pLilz_li’c gatherings. A number of county agents

- have held organizational meetings with fire department personnel, wood stove dealers, chimney sweceps, masons, social
service providers, and educators to plan a coordinated strategy to educate about safe wood burning.

In another area of Cooperative Extension Service responsibility, work is under way to design a woodburning safety
unit for the 4-H Program. Often children are the ones who are operating wood stoves. With the increasing number of single-
parent households and ones where.both parents work outside the home, children are often the first to arrive, late in the
afternoon, to a rapidly cooling off house. Since little attention has been given to this situation, the 4-H Program has begtin
to address this issue with a number of efforts. This activity will not only prevent possible prqbfems now but also expose a

- new generation to proper woodburning techniques and practices. Materials developed by the 4-H Program will also be
available for in-school use. A ' 7

S
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-Because so many people are burning wood ip Maine, television is being used to increase knowledge and awareness of
safe woodburning practices. Public service announcements, based upon prevention of the major causes of fires that were

‘uncovered iR the fire chiefs survey, are being developed. Special programs on commercial -and public televisi'on_'have
- addressed issues about ‘safe w00&burning, often in. conjunction with energy conservation and alternative energy systems,

Guest appearances by ‘loca! wood-heating experts on both television and radio have become much more common. The
timing of these public media presentations is also a factor that is being taken into consideration. It does little good to have
a public service announcement on- the virtues of cleaning your chimney -pre‘sented in May. By that time of year, most

pe_op/ie want to forget about chimney cleaning for-a few months.

: _ e{hse needs of the county agents
and others seeking nontechnical information, the_project has been able to work closely with ome of the Nation’s leading

authorities in wochburning. - o : , : o _— -

Unless some new sotirce of chegply available energy is developed soon: (which seems u"nlikely), wOodburning yvill be
with us for along time in Maine, The Safe ‘Woodburning Project is playing an integral role in assuring that wood is used as
safely as possible. Through our project’s cohtihuing relationships with ‘county extension agents; local fire departments, stove
dealers, health agencies, school systems, the media, and others, a variety of methods for public educdtion on this jssue are
evolving and a system for monitoring.progress is being developed. ' o

- ;'r v .. ’ N ‘ . ' 5
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Health education-risk reduction programs have as their general puipose.an improvement of the participants’ health

.status and perceived quality of life. While therquali_ty ofilife"concept is some_wiiat nebUIQus,_most program evaluation efforts _

justifiably devote some resources toward measuring jt. However, the primary focus of the evaluationi should be'on health
status, since an inability to demonstrate ‘change in health status is likely to result in a reductien or- elimination of AMmin-
istrativg and fiscal support for the program., ‘ : B :

lems Joceur, they are usually caused by improperly calibrated instruments (skin-fold caliper) or improperly conducted
procedures (laboratory tests for cholesterol, taking of blood pressure). If evaluation protocols are well'fo‘rmul_ated and
adhered to, measurement problems in this area can be avoided. Most of the procedures listed to measure'health status are
relatively easy to do and are inexpensive. (High-density lipoprotein cholesterol is an exception,) ' :
: ~ Measurement of individual risk behaviors is neither straightforiyard nor simple. To help ensure the evaluation: of risk -
behaviors is valid and useful, three rulés should be followed.

’ . : (I < ! - ) - :
First, always examine the behavior from severaj perspectives. To simply ask the question ‘Do You smoke cigarettes;?”’ _
tells youvery- little. While the individual may still smokeglhe/she may have changed the mariner of smoking thus reducing
the risk. Rather, you might gsk, “How many cigarettes a day do you smoke? What is the tar and nicotine content of the

‘
L,

‘Cigarette that you smoke? Do you inhale? If so, how often and how deep? How mauch of the cigarette do you smoke? Do
. You smoke filter or nonfilter Cigarettes?” Examining‘behaviors from more 'than one Perspectivetesults in increased oppor-

tunities to demonstrate that the program has been effective in reducing risk factors. Thus, individuals who smoke only a
few cigarettes .a day may be able to quit entirely, while heavy, long-term smokers may reduce their. daily consumption,
change brands, or smoke only a part .pf each cigarette. In both cases, the behavior has changed; thus it may be possible to
demor]strate a reduction in the risk factor. : ’ ' '

* Secondly, be certain that the questions are properly “constructed (both the question stems and the response
options). - s o ) . . '

Proper constructic_)n‘ includes: 1) being certain each question has a correct or best réspbnse; 2) assuring that ‘'the

respondents are capable of comprehending the Question (paying particular. atfention to the readabilitysof the question);

~and 3 being certain that the format of the7questionnaire (including the directions) is not confusing. - . )

Thirdly, always attempt to have a standard. against which Your findings can be compared anq’inierprete'd. In the

While few people would argue against the desirability of this approach, ‘Most persons conducting health education-risk
reduction programs find they have neither the resources (ﬁs’\cal or personnel) nor thé extent of Cooperation (school or

- agency officials) necessary to generate data from a contrdMer comparison group. Therefore, data are often compared og a

-Federal. survey instrumens
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pre/post-program basis. This is a useful comparison (i'nd in.some cases a sufficient comparison for decisionmakers), but it
is susceptible to severe criticism. . : : : ' _ .
T N . . ‘ :
A feasible, albeit not erfecf; procedure to ensure reasonable adherence to these rujes is to use test items from existing
é_or other commonly used ‘noncopyrighted instruments. Fed’e'rai survey instruments and their
test items have been subjected to review at the program, department, and Office of Management anc‘_i B'udget'ievels. Often,

.
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EValuation of Health Education-Risk Reduction Programs
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TABLE 1 — Measurement of Heqlth Status and Health Behav/or Variables for Se/ected Hea/th Educaf/on Risk
Reduct/on‘Programs o : . ‘

.
N .

Program .

H
3

Health Sta:tus'lndices o

S
T . . Behavior

Exercise/fitngss

3 - )
Drugs_/alcoﬁo! .

-~

oy '«

.

* Smoking cessation

Weight loss .

General nutrition

-

~ Stress management

‘High bload pressure

control

 Cholesterol levels (high- and low-density

lipoproteins)
Percent body fat

.
LN

Resting pulse Fate , .
Pulse recovéry rate  _ * o
) . ' el

- 4 TR PR £ -

None feasible’ . ;
. h N
, s
i ) a

Vital capacity- (in select cases)
oo . .
~— [

Body weight
Percent body fat R

=S

Nane feasible '

None feasible > . ..

Blood pressure readings Ca

Frequency of exercise
Intensity of exercise v
Duration of exercise .
Type of exercise

~

Type of drug/a!cohol used

Frequency ofuse . |
Consumptlon per occasion s ' -
Pattern of use (including time factor)

Number of cigarettes smoked/day

_ "Brand of*cigarette smoked

Eattern of smoking (including |nha|atnon)
onsumption of other tobacco’products

Daily caloric intake :

Da||y nutritional intake (fats, protein, carbo-
hydrates)

Eating patterns (e.g., eating rapldly)

Daily energy output

2

taloric intake 7

¢

aily nutritional intake - Yo

Recognitian of stress factors
Actions taken to avoid stress factors
Actions taken when stressful situations oeeur

i

Compliance with medlcatlon regimen

many of the persons involved in the review process are experts on c0ntent‘.(e g,

. ‘ /@&dherenct\to dletary and exerclse regnmens

7
R
]

~

\\\
o

|

nutrition) or measurement. The instruments

have been used.with a variety of. popuIatlons in some inStances, for many yeaf/s Thus, it is reasonable to believe that the -

instruments are well constructed and usable. Another reason for using fed
include items that examme behaviers from many perspectives. In i

stances

é%y developed instruments is that they tend.to

ere thé items _selected from.one mstrument.

are not examining a, _particular behavior ‘to your satisfaction, items from other federally deveIoped instruments can be used
*to supplement them. But, perhaps, the most compelling practical reason for using existing instruments, or items from them,
is that they. provide you with a stapdarcgfor comparison. Your -results can be compared with those from the federally -
sponsored studnes (many of which have used random sampling prgcedures). This will endble you to compare State or local
program results (speclﬁcally prevalence of specified risk factors) with-national risk factor prevalence data. There are ||m|ta—
tions to this approach but such comparlsons often are favorany vnewed by State’ and’ local decnssonmakers

A number of research and evaIuat|on instcuments have been developed and used by the Federal Government over the
past two decades. Many contain |tems fhat are approprlate for evaIuatlng‘ﬁeaIth education-risk reduction programs. AIso

b
=
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the survey results;can be used as the standard for comparison for localyprogram ‘data, The studﬁsj listed below uged instru-
. ments that cangbe used by evaluators. . ‘ N : " 7 B
. . .. . . . : .
-~ The National Survey of Health Practices and Consequences is a one-time study ‘condlicted by the National Center
~Yfor Health Statistics. Tﬁe, ata’ were collected -in telephpne interviews with about 3,000 persons ages 20-64 repre-
- senting a national probability sample. A randomydigit dialing technique was used. Two waves of interviews (spring
of 1979 and 1980) were conducted; the first wave included 3,025 interviews and the secdnd 2,436, Results of the -

. surveys have been Published by. the _National’.Cehtevr for Health Statistics. Copies can be:purchased' from the

Superintendent of Documents, * — !
‘» .' ¢ 1__' ’ - : ] - . : ) . .
— The Lifestyles and Values of Youth Survey is sponsored by the Nati@nal-lpsti;Utgon Drug Abuse, Data from this
y have been collected annually singe'1975- by the University of Michigan’s Institute for Social Research. The

— The National Health and Nutrition survey is a periodic survey obtaining data from physical examinatjons, clinical
v and Iaboratory tests, and related measurement procedures on’a natiofnal probability sample. This survey provided
N data on Mersons 1-74. years of age for the period T971-1980. Item areas in the instrumant include blood pressure,
dental conditions, nutritional status, nutritional behavior, and physical activity. Results of the s'urveys'have been
published by the National Center for Health Statistics” and can be purchased from the Superintendent of Docu-
ments, " . ) . . . . -
s B . . t / )
— The Framinghaim Heart Disease Epi&erﬁiolbgy Study was initiated in 1949: Data ‘were collected from a panel of
~ approximately 6,000 respondents, ages 30 to 50, for a 20-year period. Data weie collected on a number of cardio-
‘ vascular risk factors including body weight, cigarette smoking, blood Pressure, serum cholesterol,"and physical
L activity. The.methods used to collect the data and the procedures used to create indices are thorouglﬂy described.
The 33 reports that have been published by the National Institutes of Health8 can be_purchased from the Super-
intendent of Documents. L S . -
s S . . ) .
in addition to examining health status and health pra'ctic'qs'»,' evaluation plans usually specify collection of data related

. ——-

to the constellation of'fac,gors believed to precede and sustain behavioral cchange. This often inyolves measuremeént of the

-
-

o ‘

¥

relevant predisposing, enabling, ard reinforcing factors descriBed,'by Green and his associates.9 However, to specify more

clearly the important factors that showld be examined, the Centers for Disease Control’s Center for Health 'Promotion_and .

Education (CHPE) and the Office of Health*Promotion are Working together to develop ?ésearch/prqgram evaluation hand-
bodks for seven health areas. An indepgn&ent contractor, Instructional Objectives Exchange #0X), 'is'cqnducting the work
on this project under the direction gf Dr. Walter Gunn (CHPE), ) : .
| - &
- h . 4 . ’ * J, ¢ . .
*U.S. Superintendent of Documents, Government Printing Office, Washington, D.C. 20402.
! . - . )

-
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l?h To identify the relevant behaviors and the. constellatlon of antecedent and sustalnlng factdrs belleved to affect the = - |
. t behaviors, panels composed of health education and content specialists were cbrivened in “Los: Angele> in the spring of 1981. .~
s ;53;5- - To'Yacilitate the panelists’ dls(:ussuon on pfogram outcomes, a categomiatlon scheme was developed by 10X which classnfles )
.7 . program outcomes, into five related, but dlstlngulshable categories: 1) health effects, 2)‘behavjors, 3) knowledge, 4) atti-
tudes, and S) skills. In geheral, behavior outcomes were considetéd. the,most profound because#l)'ey reflect the actual post-
Jproéram activities of persons (e.g., participant use& tress- -management t&hnlques as a: resalt ofprogram partICIaatlon)
. . ‘\
T Knowledge, attltudes, and skills were viewed as contributing to the ‘behawor outcomes. The - l\'lowledge categoryr
/ . encompasses recollection of factual lnformatlon (e.g., an individual cap fecall fatts about -basic nee,rophysrology) The
- attitude- cat‘zgory deais with the’ participant’s-disposition to regard somethlng in a pagticular manner (e.g., the individual ‘
v vnews stress' as something that can be handled without using- pharmacologlc agents) The ‘skills category has three com-
ponents ‘psychomotor skills, lnterpersonal sknlls, and hlgher order |ntelleotual skills (e g., an |ndrv1dual recognizes stress
& symptoms) While this categorization is different from that proposed by Green and his associates, the result is similar.
e * Also, siace many of the behaV|ors identified in Table 1 are S|m|lar to those |dent|f|ed by the panellsts they are not included
in the followmg sectlon :

The con ellat1/n of antecedent and susta|n|ng factors identified by the panelists and pertainmg to the five health
N promotion areas\{escribed in ‘‘Healthy People”1 0 are listed in Table 2. -

&

©

‘

e e . TABLE 2 — Measurement of Antecedent and Sustaining Factors for  *
j S o Selected Heafth E ducation-Risk Reduction Programsz - ‘ .
T ,\ .A. _ Alcohol and Drug Abuse Consultant o .\ ‘ —\f;‘ ] ) : % /
- ~ . o e . * / : :
, Knowledge . ' . y
1. Local information on alcohol and drug abuse ' ‘ ‘
4, . _ < 2. Consequences of alcohol and drug abuse o A
3. Danger signs and variables leading to excess :
. \\ N ’ . . - . )
, - Skills - : e o
' ' 1. Alternatives for managing-emetional needs o _ \
2. Dealing with external psychdlogical pressures : ' '
‘ ., 77 -3, Relating gffectively to others , . K
- f' 4. Technlques of responSIbIe alcohol use
L ‘ . Attitudes .
1. Morality of alcohol and drug use R
- 7 2. Perceived effects of alcohol and drug use . ‘
’ - 3. Openness to alternat|ves : ) : . A . ,
: . 'y Respect for authority ‘ ; - R
v N : 5. Sense of efficacy dbout theé*use of alcohol and drugs . 2 § Y
¥ » ' s Y 6. Intention to refrain from. using alcohol ahd drugs ’ -
e : ' - B.  Exercise Programs - - - < L
‘ Knowledge Lo b . - /
: 1. Effects of exercise . ‘ e
< . L ] C 2. Fitness categories and options
See footnote at end of table. ‘ ‘
‘ ‘ ' R &
. &} = \, N
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S TABLE 2 (continued) — Measdre'men{ of Antecedent and

AN

ZI tainyhé Fe ilct r
S, ~actqrs
¥

for Selected Hea/tfz E dug:atiori-Rijk Re'a'uct/on Programs* '
. - B. -E'Xe,rc‘?gs;a Programs (continued) =~ -+
. , ’ s : :d K ‘f;":l"." . : Lo ’ : ' ! -
R : 3. Barriers toexercise - : / :
) : 4. “Risk prevention ., ~ o ‘ "
. % . . . . - . ‘ . . N i . . .
. N L .o . . . Py
- T s L o . T
) 1.. Fitness self-assessment e T -
= - 2. Goal selection’ ROE ' . N
- 3. Program design and care of injuries . ' _ o .
. 4. Program implementation .- - o . ' ‘ ' "
v 5. Avoidance ' :
R ’ N
. Attitudes : | N
1. Perceived ability to exercise regularly , _ :
2. Intention to exercise regularly . ' g Lo
3. Positive attitude toward éxercise ' .
. ‘ . | . ' . ‘l . R '
: : . C.. 'Nutrition Knowledge — o . °
- - i - ‘ - N
~ ) .1, Food classification and composition , T L ,\
’% = - 2. Health consequences of food and diet - PO : BRI
3. +Diet and life-cycle o -
! 4. ,Diet management
5. Economics of food purchasing
! 6. Legal guidelins o R
. " " . i
. Skills . g e o ' )
. - 1. Diet plan selection ‘ S - -
«s \_ 2. Analysis of nutrition information S ' o .
v 3. Analysis of food consumptign patterns_ . " \ . . )
4. Food preparation ' L ‘
5. Securing maximum Nutritional value from food expenditures
L s ) o - . ¥
- TN . 2 . E ’
. o ' Attitudes. , c ' /
' : : . . 1.- Commitment to health and nutritien o o L
. T 2. \ Weight given to nutritional risks and benefits R
: 3, Acce'pt;nce of different dietary patterns\\
4. - Acceptance of food/diet variety - . . .
5. Natural skepticism regarding miracle diets ‘
R D. Smoking Cess&tion Programs o o
. Knowledge - i . ' T
1. " Benefits of not smoking !
\ 2. Situational control techniques
" 3. Factors influencing individuals to smoke
*Séé footnote at end of table.
14
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: Evaluastion' of I:{ealth Education-Risk Reduction Prog’l"éms

The attached listing of program evaluation references includes
opment phase of evaluation. In addition, the Health Promotion Medl
‘Office of Health Pramotion, may-be useful for some ev

- beliefs, media viewing patterns, health information sources,

and smoklng Many of the questions were developed around the Héalth Belief!1 and Fnshbem models.12

The instrument was admlnlstered in a panel of a
palgn Results, which can be used for comparison, can b

ey

0O 3,
: -

«~ TABLE 2. (continued) Measurement of Antecedent and Sustaining Factors

for Se/ected Hea/th E ducation- R/sk Reduct/on Programs*

X

¥ D. Smoklng Cessatlon Programs (contlnued) N e
- ) ) i .
~Skills ‘ - . :
1 ‘;Use of situational control téchniques
y 2. Monltornng one’s smoking behav:or : ' N
3. Assertlveness in relation to smoklng . Lo - _ oot
e o ) . i
Attltudes : oo
1.. Beﬁefm the beneflts of not smoklng
2. Apprewation of ohe’s body _ . .
i 3. "Perceived ability to refrain from smoking . o ) » ‘,4
. 4. Intentlon to refrain from smoking oo : ‘ . ﬁ ‘\
: . -0 i \
'E. Stress»Management Programs ' - T s . : Y

ledge \ _— . . .

2ghe stress re;ponse » T e, B .
2. -Resgurces for coping : ‘ s -
Skills . . - . \

1. Personal stress analysis - , ' ' |
2 Using stresssmanaggment techniques . .

3. Life Management. /

4. Recognition of stress symptoms
"o )

Attitudes . : . : ;o
1. Positive outlook on.life - ' ) !
' 2. Perceived capability to manage stress

3. Intention to manage Stress

PR

*These outcomes weze identified by the various expert Ppanels assembled .
to assist 10X develop the seven evaluation handbooks

L . ' o o : ‘
sources of mstruments useful to the instrument devel

a Campaign Target Audience SUrvey, deyeloped by the
aluation efforts The instrument contains item§ on geneéral health

and a varijety ‘of health behaviors including nutrition, exércise,

i

pproximately 660 households in two&ntnes b\fore and after the cam-
e obtained by contactlng the Offlce of Health Prc’ﬁnotlon

/,,

/

/

* Office of Health Promotion, Reporter’s Building, Room 13,300 7th Street, SW,)"\/ashington, DC 20201.
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- Summary 3. o - i w0 f o SN
- N , ) PR . R
Persons responsible for evaluatlng health education-risk reductlon programs should consider evaluating thelr programs
“at three levels: 1) changes in healthstatus indices: ;+2) changés in personal health behaviors, and 3) changes in the knowledge,
sknll and attitude 4factors beliéved to affect the measured behavnors Tables 1 and 2 identify thidse variable$, by program
type, -which shor&e Mmeasured. Federally developed instryments, which include Mtems pertaining to the variables listed .
on Tables 1 and 2, are-also identified. While evaluation is ldom easy; the eff‘aency and value of efforts to evaluate’
programs can often be improved by using the suggestions ¢ ined in this paper. . :
. N . ) . - ) p Al J
&REferences . - . ‘ e .
P : .
v 7. National Center for Health Statistics. Highlights from wave | of the National Survey of Personal Health Practices and
- Consequences: United States, 1979. Hyattswlle Maryland: Natronal Center fonﬂHealth StatIStICS (serles 15;n0 1)
DHHS publication no. (PHS)S] 1162.
2. National Institute of Drug Abuse. Highlights from student drug use in America 1975~1980. DHHS. publication no.
(ADM)81-1066. . ) I _ ,
) . ) . \ ." r
3. National Institute ¢f Drug Abuse. National Survey on Drug Abuse 1977. (Main findings; Vol 1). DHEW publication
_no. (ADM)79-618. A ‘ - . .
* 4. Naffonal lnstltute of Drug Abuse. _Drugs and the class of 78: behaviors, attitudes, and recent national trends. qHEW' '
publication no. (.ADM)79 877. / : '
‘ 5. Natlonal lnstltute of Educatlon Nov. 1979: Teenage smoking:: immediate and long term patterns DHEW Publlca-
* tion, : ,
6. National ’lnstitute of Educatlon Teenage smoking: national patterns of cigarette smoking, ages 12 through 18 in 1972
and 1974. DHEW publication no. (NIH)76- 391 S - , . @
) . \
7. Natlonal Center for Health Statistics. Data from the’ HeLalth and Nutr|t|on Examination Survey.: Hyattsville, Maryland
National Center for Health Statistics. DHEW publlcatllon no. (PHS)79- 1310; (serles 1; no 10 a&b for instrument;
- series 11; nos 201-214 for results) - L . -
“ . . ) ] ) 4 “
' 8. National lnstntutes of Health. The Framingham study. (Section. 33; An index to previous sections 1-32). DHHS pub-
\ lication no. (NIH)79-1671. R ' . : ‘
, 9. Green LW, Kreuter MK, Deeds SG, Partridge KB. Health education planning: a diagnostic approach. Palo Alto, Cali-
. fornia: Mayfield Publishing Co., 1980. ’ -’ :
. e ) '
10. U.S. Department of Health Educatlon and Welfare Healthy people the Surgeon Gendal’s reporton‘healthf promo-
tion and disease prevention. Washmgton DC u.s. Government Printig Office, 1979, DH blication no, 6 (PHS)
"79-55071:, ‘ ) B - '
) " 11.  Becker M, ed. The health bel|ef model and personal health behavior. Thorofare, New'lersey: harles B. Slack, lnc.,_
1974, . :
12, Fishbein M, Ajzen 1. Belief, attitude, intention, and behavio_r_. Reading, Massacnusetts: Addison-Wesley, 1975,
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Ion§~time. lri.fact, it may be the biggest thing to hit health education since

-B-1 bombher, it’s not exactly. chopped liver eith.
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biggest things to happen to F\ealth education in a

Like Marshall Kreuter, we believe that risk reduction is one of the
the portable, 16-mm sound projector. _

~ , .
- it’s not enough to pay for the bucketseats and other options on a new

Fifteen million dollars plus change. . .. While
ir. It’s the largest singlé funding source ever for health education, The mone

is being channc.zd into those preyiously moribuind State and local health education departments.
y a minor goal. A more important one is demonstrating the effec-

But reviving heglth.education departments is onl
tiveness of health education. For if it’s not demonstrable now, and if, in the end, health education is found lacking or
1y professional genértions from now before wesee another national hgalth edu-

1

wanting for whatever reason, it will be man
cation effbrt of this scope.

isk reduction prog\l%s than first meets the ey\e. The public and many -

Thhs,—a lot more hinges on the success o:f the r 3
these projects, They are particﬁlérlxinterest,e.d

policy makers and health professionals are watching to see\what happens to

in the degree to which local programs can show an impact qn the prevalenc
term expectation tHat projects can demonstrate a relationship between reductions in morbidity and mortality for chronic

disease and other preventable health conditions. -
L. : .

If 5 years from now, the overall conclusion drawn from the g:urrént risk reduction proj’edts is that they had no
measurable effect, we, as a profession—regardlgss of how much we learn about our craft—will be in big trouble. All of us

may have to go back to teaching high school biology. - ,
‘ v . L _
our best. The risk reduction grants are a golden opportunity
e field. The earmarked evaluation funds were npt designed
rovided- specifically for the purpose of furthering the arlg

It is not only the fear of failure that must prof)us todo

only to intimidate and frustrate local project people. They were p
and science of health education, by answg’ring questions such as the following:

N -
. L 4
¢ .
. . .

~ Was the project successful?

e of targeted risk factors. There is also a long- .

(4
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, Tepresent the most up-toidate thinking reflected in the literature and in the highest levels of professiona! practice.
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| - )

— What specific elements contributed to project success or lack of success?

-

-

Al

s

If we can 't "answer these questions, we 'cann&bblame policy makers for not providing resources to evaluate health education
projects. \h(&miy be left blaming ourselves if evaluation efforts are insufficient. - . .

It is not only evaluation design and data collection methods that are necessary for good program. evéluatjons,‘ but
also souhd intefventions. It is obvious, therefore, that the local risk reduction intervention projects should, to the extent
possible, represent state of the art health education. By this, we mean they should incorporate concepts and strategies that

[‘\

s « . ) 7 ’
An example of this-in a school curriculum might be focusing on the immediate psychological effects of smaking or

~on the process of deciding to smoke or not to, rather than on straight informatien sharing. Another example might be

interventions that incli'de predisposing, enabling, and reinforEi_ng factors that affect a specific target population. )

Most brogrgms cannot and will not reach the state of the art without external assistance. To -plan, conduct, and
evaluate quality health education programs requires many professional skills and resources, some of which cannot logically

or rationally be expected tobe resident within local project staff. This line of thought figured heavily in the development of

the evaluation contract between the State project manager and the: Department of Health Education at the University of
North Carolina School of Public Health. It was decided that technical assistance was needed on the impiementation end
of local projects. This would lead t0 the devglopn)ent of, stronger intervention strategies and methods, thus increasing each
project’s potential impact on target populatidns. It was also thought that this approach to evaluation would maximie
resources available to local projects and would make formative evaluation strategies easier.

v
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All four North Carolina local projects are focused on preventing alcohol misuse and smoking within target populations
of children-and adolescents. All of the projects have a school-based component, whigh involves adoption or development of
curricula to be implemented in junior‘ high grades. - . . : -7 ’

The curricula involve such things as decision-making skills, learning _to identify the pressures to smoke or drink, and
learning skills to fend off these influences. Curricula also focus on im_medi'ate effects of alcohol and smoking. In addition,
all projects have teacher training as an aim. The community-based component varies greatly from project to project;
however, all of the community strategies com’plemeng the school-based element. Examples are smoking cessation strategies
aimed at adult role models in target populations, peer counseling within local church groups, and organizaing Mmu-
nity to develop alternative activities. : . S - '

3 . e

The State-level project manager has contracted with the Department of Health Education in the School of Public
Health to i:or(d_uct the project evaluatioge” it wae decided during the evaluation cohtract negotiation that the State-level
project manager would work as a memt:eg{ the evaluation team. In addition, three of ghe regipnal health educators who
work with the Division of Health Services have served as consultants to the evaluation team because the local health
education-risk reduction projects in North Cérc@na fall into-their territories.

‘5 . . . T .‘\\' - . ‘ - . 0 . :
To assist the local risk reduction projects in the. planning, implementation, and evaluation of their programs, the
evaluation team has engaged in a variety of activities. The e‘valuétion team is divided into two subgroups. One concentrates

©_on program ‘planning aAd intervention strategies, and one on designing evaluation planis and developing appropriate data

collection instruments. — o . : ~ .
e‘program Pplanning team includes two faculty members and the state project manager; t uation team includes
* two faculty members, a doctoral student, and the state project manager, Both teams keep in clpse contac are under

— Was the project implemented in such a way that success, as defined by project objectives, might be expected? R4

\..
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the direction of a faculty member who has been designated principal investigator and who is directly fesponsible to the state
project director. The evaiuation of local intervention projects is given initial priority. Second in priority is the development
of a statewide survey of risk factor prevalence. e ’ : ' v s
oo A .

e
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Our technical assistance qc;ivities,havc,taken several forms continuing education, onsite consultétions, provision of
other resources, cooperatjve evaluation planning, and program monitoring. In the area of continuing education, we have
provided, to date, three highly specific and tailored workshops for local project staff. Two workshops on tying bjecti\‘/es
to strategies and evaluation and one on implementirig and evaluatingsaturriculum design have been held. Eac workshop
was planned jointly by facgltfl, the §tate Project manager, and local project staff and was done under the au bices of the
School of Public Health’s centinyipg education department: These continuing education sessions hgve restfited in some
positiog,spin-offs, S}J/QK as a sense of cohesiveness among the project staff and mutual sharing and probIJn ‘solvipg.
. 7 We ha’ve a'l/so_provided onsite consultations. Each local project has been jointly visited onsite no fewer than three times
by the pro'e{t manager and by ‘at least one faculty member, often two. The main purpose of these onsite visits has been
‘to followip the previous workshops,to help focal projects implement the concepis developed in those training sessions and
to assist/in developing 'plans to implement p‘ro;'gcts. » ' ‘ ' T ‘

- The evaluation team believes that evaluation begins with a good implementation plan that not only details objectives
« * to meet needs of a distinct population, but also specifies the rationale for £hoosing the methods to be used. Developling the
_implementation plan has been a focal point for the technical assistance provided by the evaluation team. .

- ‘ Im'plementation plans have been important in.helping focal project staff identify comgbnents of their project that
should be given priority. They have alsg helped staff troubleshoot those environmental fictors that might impeda project ’

progress, for example, anticipating difficulties in getting school administrators to support teacher training.

- i [ .

E - Another technical assistance role we have undertaken is to help practitioners bridge the 83p between incorporating
new knowledge being produced and organizing-existing knowledge.\'We have written a_literaturg review entitled “Smoking
. and Alcohol Education/Prevention Programs for Adplescents.” Tt has-been given to each of the projects. In additjon, we’
regularly find and distribute new relevant publications and make known to project staff refevant, locaily available, con-
tinuing education, opportunities, e.g., workshops conducted by the School of Public Health’s Center for the Study of Early
Adolescents. In short, we are constantly on the lookout for resources in the academic community and elsewhere that are
irelevant to the local Fisk reduction projects and, in whatevgr way possible, we are making those'resources available. -
We have also helped make cooperative evatGation planning possible. One of ouwr primary operating principles has
" been—to the'extent feasible and practical-that the program evaluations and the community surveys of risk factorlprqv- ‘
alence should be ‘“‘owned” by local project staff. Another principle 'is that the evaluation'should’npt determine proéram
form and substance but rather that the evaluation should be determined by thespterventions. There is’,‘:however, a “creative
tension” that results from working with  projects that are in the process of clarifying’ objectives and proposed
interventions. . o ' . ~ ‘ : : , -

. . ) N : :
. Other roles of the evaluation team are controlling quality and ensuring some consistency across projects so that the
* _ data'in-the four projects are somewhat comparable. ‘ '

L . : .
! Since each of the four North Carolina projects has a strong school health education-component and since, this is
where each project is now concentrating its efforts, we have worked more intensively with the pr'qjeng to develop quanti-

tative data collection instruments for schooi settings. So far we'havé?developed/}dapted and pilot:tested instruments on the B

- - following subjects (all written at the fifth- or sixth-grade reading level): - [ : :
n & .
- 1. Smoking behavior (common data items from the Centers for Disease Control (cbC)

2. Drinking behavior (CDC common data items) , : o
3. Attitudes towards smoking _ o e

BN ’ T 105 - o (
~ERIC " 10 o .

kS - . R R . ~




ER]

Aruitoxt provided by Eic:

_- Evaluation

. Attitudes toward alcohol .

. Smoking knowledge

Icohol l(now[ed,ge

. [Basic and extended demographics
. Children’s health Iocg’é’ of control ‘ . .
. Self-concept ™ e » ' . o —
10.” Decision-making process A '

11. Media and other influences on*smoking and drinking A

12. Social environment for drinking (e.g., behavior of peers, family) -
13. Social environmgnt for smoking o -

i &

14. Future time orientation e

© 0oy s

’ ‘w .

- . . [} '4 o
The purpose of these questionnaires is to quantitatively measure the success of the specific interventions, as depen’dept

N

* variables, and, to some extent, as control (or population-sgrting) variab1es.» For 'example, do students with an initial
internal locus of control benefit more. from educational interventions than students with an initial low internal contro!?

.
.

_Every project is not expected to use every :que:stionnaire; in fact, some of the questionnaires may never pe used. B

~——Wwhatever is used will be consistent across projects. The questionnaires were developed as a result of mee ings Wwith the -
local project staffs in-which a list of teaching concept areas was g&nerated and in which some_interest. was expressed in

“évaluation.. Local project staff were involved in developing the instruments-and were very invSlved.in pilot testing the
drafts. T : e . e o _

o P

The evaluation team now has a dual role in evaluating school. components of the projects: ‘1) consulting with each

. project about the evaluation design {e.g., about administering the before and after test, training projéct’staff in their admin-
istration, and developing appropriate comparison ‘groups); and 2) analyzing data and writing reports. Since most school
systems do not havé the facilities, personnel, or other resayrces for data analysis, this function is appropriately done at
the university. o . . ,

- Fimally, we have given technical assistance in the ‘area of program monitoring. One of the frequent weaknesses of the
literature on health education evaluation is poorly documented interventions, a fact mentioned yesterday by Jonathan
Fielding. Most evaluation reportstdescribe the evaluation plan, hypotheses, and results, but neglect to adequately describe
and'document the interventions, themselves. To some extent this is partly responsible for our continually “reinventing the
wheel” in health education, Noreen Clark alluded to this in her recently published review_of the new-Ross and Mico

textbook. Clark wrote, . . , o . 3 - .
{ . .

r - . . ' .

\

Avoidance of the Iearn'ing event is evident in' most of our health literature. We describe how to plan prb-
’ M ) . . . . .
grams, we discuss in medsurable terms the outcomes arising from our interventions, but we neglect the inter-
] f . . . . .
. ventions themselves, ! : '

-

As part of our evaluation strategy for the risk reduction projects, we intend to carefully observe and document the program -

_ interventions. We know" that programs will evolve and change over time and thatm rely using before, during, and after
‘measures will not adequately reflect these program developments. Ideally, one would appfach quiﬁﬁ;ive evaluation using
~ a theoretical framework sich as the grounded theory approach described by Pat Mullen.2 . ' :
. N ’ ¢

We probably will not have 'adequa-te resources:to be as systematic as this;'approach; would-demand. Rather, we intend
to implement qualitative evaluation th{ough participant observations and through structured interviews with such program

participants as school principals, tgachers, students, parents, and_project staffs, themselves. One of the potential strengths

of the local projects is the link between the school and community components. The degree to whigh such linkages exist
and reinforce each other will also-be observed and documented. Furthermore, it is our infention to involve the project
staffs in the planning and, to some extent, in the collection of these qualitative data.

. . o s
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Probjems/Barriers _ , : ‘ ,

" Those of us in North Carolina who are involved in the Health Educdtion-Risk Reduction Project are attempting to
develop relationships among the university evaluators and the State and locaj projects that are based on a technical assist-
ance model. We say “attempting,’’ because _we‘have found several problems and barriers to such relationships. Program
evaluators are normally expécteq to collect before-and-after program data and then, 3 years later, to declare the project
to have been a success or failufe. Such ~orms are set early--in one’s professional childhood, so to speak—and thus are
difficult to change during the-professional adolescent and adult years. Resolving these normative.expectiti_ons is not some-
thing that can be accomplished quickly;’it‘must be demonstrated through long-term, mutually beneficial relationships,

. On the bureaucratic side, it has been difficult but not impossible to convince somexpersons within North Carolina
State’ Governﬁnent that it is both':necessary and appropriate to usé funds eagnarked for evaluation to provide-certain forms
of technical assistance, We were successful on this front primarily by arguing that, in effect, ““You’ve got to have something
worth evaluating.” - - e s o : : o

st isAo_ur position that evaluation begins with a good implementation plan that not only details objectives for'distinct‘

target populations but also specifies methods and raticnales for choosing methods. Developing implementation plan has
been a focal pointﬂfpr the technical assistance provided b);the evaluation team. N .

The evaluation team, the Staté project manager, and, regional health education consultartts have shared: responsibil-

. ities in providing consultation and technical assistance to improve these implementation plans. These roles and responsibil-
~ities have been difficult to define and. delineate, so developihg these plans has required much -thought. It has been our

experience that most practitioners-know the pasic eleménts of planning but have difficulty with tie rationales™and particu-

\_’ larly with the theoretical lin kages between project objectives and specific interventiohs or activities, 4

'

LA Y . . . ' ' .
- Local program staffs do not have ali the resources necessary to design and implement state-of-the-art programs, but this -

*

Q

ERIC
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Another potential problem with a technical assistance approach to evaluation is the evéluators' losing their objectivity. -
We may become so involved and so identified with the implementation aspects that our judgment about evaluation becomes

“biased. We have no dﬁinitive answer for this problem ocher than to recognize it as a possibility and to try to remain as

objective as possible in the evaluatioh aspects.
h ] .

©

i )

In summary, the Health Education;Risk Reduction Grant Program is an opportunity for our field that doe®not come
.. .. . S hd . . -~
often’ To maximize this opportunity, the resources provided far evaluation must not remain separate from the programs,

themselves. The goals.of objective and scientific evaluation and the best possible interventions can e met simultarié'ou‘sly.

gap can be filled, to some extent, by é‘x.tern'al evaluators who adopt a technical assitance approich. It is also our belief-that
the long-term interests of health education will best be served when the “awnersh p" andfresponsibility for program evalu- /
ation remain with local project staff. Through a process of technical assistance consultation, and continuing edication,
professional skills can be developed ana,'improved. In the long run, this will increase.no/only individual professional com-
Petence but also that of the field as a wh:czl;r. T ‘ -

e
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Practical Tips for Evaluation
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- . : Ma‘rian Upchurch, Dr.-P.H.
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.- Some view evaluation as a painful process. | would like to present evaluation as a friend—-a way to compete success-
P I . } !

- fully for the limited dollar. .

qujyation is the art of the possible. The task is to improve decisionmaking; the purpose is program improvement.-We
have a strong tendency to measure only what we can -control and often this is not behavioral change. Several definitions of
evaluation can be presented. One. is, “gathering info'rmatiqn about a subject ip.Bder to make an effective decision regarding
it.”1 Larry Green's definition of evaluation is a “a comparison of an object of interest with a standard of acceptability.””2

)

The key ingredients in any definition of this.term are some measurement or observatjon, a criterion for'success, and

a ju‘dgmen't?df worth. The criterion for success is based on youf standard for comparison. The standards for comparison
" ¢an be historical, normative, absolute, th€5retigal,, and negotiated. A historical standard cémpares one time with the time

ERIC.

A runtoxt provided by exic |8

. reflects a change in knowledge acquisition or knowledge application. Few programs ask questions about behavior. -

before it, as with pretest/posttest scores in an"edu;atidnal session. Normative standards gompﬁre ‘one group with ano}the'r',
similar group, e.g., the results of one clinic with those from another clinic. An absolute standard is 100%‘5uccess,, This is
redlly impossible to achieve in a community ‘setting. A theoretical standard is develo'ped,‘ from looking at the results of the

research and literature of others. It provides a frame of reference for yoh to set your standard of comparison. A negotiated -

standard is a compromise worked out among all parties involved. The important thing to remember is that the standard for
Lomparison must be worked out in advance of the evaluation. Why do we evaluate? We evaluate to determine if objectives

were met; provide information for detision making; improve a program; establish or justify worth; and meet requirements

of.grants, requests for proposals,agencies, and other funding sources.

Evaluation begins in the beginning. When you determincaobjécti\ies, you should formulate the evaluation questions

and identify the criterion of success. Determine at this point how.you will know when you win. This is the planning stage
of program evaluation. Identify ‘the program elements and determine the exact -nature of the educational treitments -and
intervention activities in measurable termsﬁ\ : ‘ o

A

'The second stage of program _evaluation is the implementation stage. Here you determine the program activities of
concern and the possible side effects. ' ‘ )
“  The -qi:rd stage is the performance or impact stage. Ever‘yaevaluatlon should ask something about outcomes ¢f a pro-
gram. This should include immediate impact and long-term outcomes, o e '

IS
u

"There are two major kinds of evaluation. Oné }s to imprfove the program; the other is to determine effectiveness.

Process, which is a term that is interchangeable with formative evaluation, looks at the appropriateness of an educational-

- 14

strategy. It looks at the activities during various phases of the program. .

mation gathered or 'w‘hen it was collected. J

The difference between process and evaluation lies in ho/vdhe informatior}ﬁsysed rather than in the kinds of infor-

-

Outcome evaluation determines the effect of impact of the program. This type of evaluation asks questions such as,
“Did a change occur in knowledge? Attitude? Behavior?” Most programs use an ‘historical standard of acceptability that

/

L . ’ V | . i . . )
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. type of measurement is the degree of impact of the program upon its clients. E ,
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\ -~ Effort measures, the quantity of ai:tivity, such as pamphlets_distfibu’ted or films shown. Performance effectiven_eﬁs
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Process evaluation looks at dif_feréntattrjbutes of a program, such as appointmeny systems and timing and recipients
of the program. It looks-at duration of effects, use of _service§ and resources, appropriat s of the educational strategy,
and patient/client satisfaction. Information for process evaluation can come from bu&get repoiNs,.clinic attevn'dance records,
broken appointments, personnel records, and home. visits attempted and completed. It provides quality control, monitors
progress of the program, and measures effort. Process evaluation is important becduse it illuminates the reasons for certain
outcomes. It should be set up so that the informationcollected can be used by the program staff throughout the program.

We can evaluate prbgram’s from several perspectives. These cbhstitute'the categories of evaluation—effort, performance :
effectiveness, adequacy of performance, efficiency, and process. ' : B o

measures the results or outcome. It asks, “‘Did a change occur?” ¢
: . A

'Ad'equacy:of performance compares a. program’s\effec.tivg,nesi/with its potential for success. One concern with this

1

\ Efficiency measures the input and output of a program. A basic concern is whether there is a better way.in terms of

\ © .
llars, time, and™ersonnel to. get the same results in effort or effect. Finally, process looks at how and why a program

warks er doesn’t. ' A ~
N . . ) .
The weakness of many evaluation plans is that they are informal and fragmen ‘ d,.with little cémmitment_ to use the
information generated. The focus of program evaluatiqn is so narrow that the results\have ittle applicability. One other
major weakness is the lack of finances and personnelsto-accomplish a realistic evaluati S
; S Ly ‘ - A

ﬁw evaluation process reviews objectives and identifies outcomes. Next, you. have to Jeci

'
*

-

evaluation questions

and consider and select standards for comparison. Select the methods of evaluation and plan the analysis of.the data before

they wé‘ﬁg collected. At the conclusion of the evaluation process, communicate the resuits to yous peers and fellow
employees: Don’t simply file.the report. Let others know what you’re doing. ' ~

-

The last step in the evaluation process is evaluating the evaluation. An evaluation should be educational. It should -
show weaknesses and places to change which can be to your advantage. '

K~

Evaluation Designs and Methods . o o .

+ This describes the way people are groW‘é@We the program. All evaluation strategies begin with~a, recordﬁeeping
system. Some use a system of collecting rog&\e‘data on a regular basis. Others use a benchmark system in which data are .
collected after a predetermined amount of time, e.g., 6 months. : . o

L}
The most common design in programs today is the single-group design, typlcal}y known as the pretest/postiest design.
It is displayed as follows: o . '

- ‘ ' E _ - 0; X 0, o
An example of this design' would be a prograrfi aimed at determining the school dropout rate, conducting 'an‘educat'ional
intervention directed at potential dro ts':’and then determining the dropout rate at the concIUS’ion of the program. This -
type of design has the problem of competing explanations for the results you achieve. It is important to consider possible
competing explanations or. threats to. validity. | refer to these threats as fuel for competing explanations. The idea behind
the selection of an’ evaluation design is ruling out as many competing explanations for the succes of your program as you
canaffordtodo. ~, : 3 - '
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v . The threats of most corrcem % you and your program are as follo& o N
. 1 L h . . -

— History—Some major event happens between thi first and segond measurement. -

- Maturation—ﬁ\le process that occurs in subjects as they get tired, older, and hungry. It can be a biologic or a psy- _
chologic maturgtion. P ' « : a ' S,

— Testing—The effécts of taking .one test upon the scores of the subsequent test. Pe’ople"tend’to do better the second -
time they take alte,st. Also, the more fovel the testing device the more effect if will have. Educators actually con-

- ' " sider the act of te]sting to be part of the-educational process. . ) : <
: \‘ ) . : - \ ¢« 7
« . / . . "s _ ) : . \ - ; )
— Instrumentation-,The chariges in. calibration of instruments and the differences in how observers score and-inter- :
" view.One way to counter these shifts is to shuffle ob/s'ngrs between the pretest and posttest phases. ) e

- Re‘gression'—Scorwes'tend to work toward the mean. If we select extreme scores, the high et lower and the lower
get higher. Some people refer to this phenomenon as “beginner’s luck.” It is one of the\g‘gst difficult threats to
. handle. - . ' - o N
~ Selection—Differences in the selection of groups (subjects) f6'r the program, such as putting the “good’/patiqnts
. : / :
ip the educational program. o

. 3 : * . :
— Attrition—The loss of participants from the program, for whatever-reason. .
Another mgjor design used in educational programs involves two groups, one educafional and one for comparison.
Although this design may/ be ‘possible in your'situation, it has a disadvantage, namely,/that the groups often are not *
equivalent. : ; ot — '
. / ’ * .

oo ‘ *0;X0, |

03 X.0,

To use this desfgrb find a clinic, classroom, or neighborhood group, and find a group to ‘match with it. One gets the
program and the other does not. Try to look for natural groups.. The more ‘similar the pretest scores for both 'groups, the
more effective control you have and the stronger case for your results. : ‘ K

©

When it is possible to assign the educational in.terVeniion randomly to the groups, you have an experimental design
* such as follows: . : A - :

R 0\X 0, .
’ - 1 R 031 0, L )

s :
-

This is the most common experimental design used in educational programs. It rules out the competing explanations that
plague the educational practitioner who is trying to document effectiveness. If you don’t randemize the groups who will
receive your pro'graml, then judgment should be used to ensure that you are dealing with comparable groups. An %xperi-
‘mental- design may be difficult or impossible for you to do. If you have little control over what happens in your program,
.applying an. experimental design only -invites trouble. If you design a ﬁQdomized evaluation, have a backup, quasi-’
experimental option to fall back on if the randomization fails. - ) '

¢ One quasi-experimental design that may be useful in an educational ;Srogram"is the one-group, time-series design, ;
depicted as follows: v oe : - o
™ N ¥
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" vention because of preceived immediate benefits, This may be desirable in prenatal care programs or cancer-screening

" gram if you only have ong observation in your'evaluation plan. R . - g /

- useful results! One question to ask yc’)u_.rself,i's, “What is knawn about the sub/'

& ! il
TTTTTTTTT .
000000000 o B

In"this design; you have muitiple measures before the educational program, which controls for history and'maturation and \3(
helps guard against unpredictable events. It s a possibility' when you can’t get a control group or funds to match a compari-

son group. Here the group serves as its own control, Tt'is also useful with self-selected participants. However, it is always

better to have two groups, as it strengtheps your evaluation. . . ) .

The timing of the educational pro‘gram and your evaluation efforts is crucial in hunting what Larry Green terms “‘the
elusive effect.” He describes these effects in detail; | simply want to refer to three of them that have a particular impact on
educational evaluation. The first is “decay of impact” or the “backsliding- effect.”, This s seen with complex behavior-
change programs, such as. smoking cessation,.diet changes, and complicated drug programs. T e

Decay of impact (—“backslidingsffect”)

~n

]

. ,;

The second effect is “‘delay of impact” or- the “sleeper effect.” This is seen in programs -in which it takes time to K
bring about the desired change, such as in attitude and actual behavidr-change programs. ) '
' - l . . .1‘,7:
- Delay of impact (“sleeper effect”) .
. . . - ¢

.

- " The third effect is “borrowing from the future” or the “trigger effect.” Here, clients use services early after the inter-

- programs. B - » oo )
N - . S ) . ) . o

Borrowing from the Future (“trigger effect”)

‘01 E 02 . 03 ) 04 .

Because of all of these effects, it is highly likely that you may overestimate or underestimate the effects,of youf pro-

“How should you choose an evaluation design?; Your first concern is gettihg the design that. will give You the-most— ——-
ject and my educational approach?”

" If the answer-is “little,” usg a single-group case design and a déscrip/t/ive 's_tudy. Describe the participants and results, -
This a pre-experimental design with all the threats of history, maturation, agtrition, and 'instrtyntation. But it is useful
when yoti're exploring new ideas such acupuncture clinics and biofeedbackfprograms. y : o ) y ’
. v _ N : - -

" If, on the other hand, you know great deal about your swbject ard educational .appr}oa_ch,fyour cheice is based on .
what -you want to accomplish.*Try to’have a control or comparison group. Look for the natural groups in your service
area. - ’ . 3

1 . N . . \ ’ '
. . .
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Whgt is the chance of ydur pro’gram’s effect being detected? Most social programs are weak-to-mo'derate in their
“ability to detect an effect. You-lose the ability to detect program impact when the Program is not delivered equally, whén

the quality #f staff differs, or when you can’t control the' variables in the field. Try-to enhance the chance of detecting an
effect. by ‘increasing the sample size, using reliabie measures, and monitoring the activities of your program as closely as
N, . .

. possible. . E . . . . .

When do you éxpect the effect to appear? If you expect the effect to be manifest vimmediat'ely,‘ you are very lucky
and ‘can choose from many of the available designs. If it will take months to see any impact, then some design that uses
. time-series measures.is desirable. ; ' '

Do you need to pvrove-cause-ahd-evffect? If you do, then randomization is an important ingredient in your evaluation
design.’ It is important whene you expect ‘the effect to be 'small,‘ Ifyou can’t randomize, try fo match groups. You likely
/\/_ill get an underestimate of your, program effects. ' . , e :
4 ' : , . . .

o a
o

To6 be effective, evaluation muét produce timely and hélp’ful infE)rmatior]. The activities to include when conducting
. evaluation include the following: . : : ) '

. . . S - . . . . N . 4
- Formulate the evaluatiqri questions. These should be based on program goals and objectives.

‘

'~ Develop, the evaluation design. How will you group subjects? If it is for improvement of the program only, use
o R case studies or noncomparison designs. If you want to know effectiveness, you need a stronger design.

~ -t . N .

— Plan information ‘collection. How will you collect information? Using what system? How will it fit into routine
. . . 4 : -

activities?
= Collect evaluation information. This is the actual collection of data.

/ . . ‘

- Plan and conduct information analysis. Summarize and analyze data to find answers to evaluation questions.
. Lo q .

= Plan and conduct méhagement of evaluatiag. Prepare and follow a schedule of activities. Who does what, when? _

— Reportevaluation information. Report the results of your
presentations to others in your organization. Share your results.
o ) . * . . ’ L . .

In reviewing educational programs and reported evaluation problems, the most commori obstacles we face are that the
objectives of the program are not measurable; the necessary data are not available or may be inaccurate; there are not
enough participants ‘in the program; it is hard to find a control popu!ation; evaluation effortsOare seen as last-minute
thoughts or afterthoughts; and the time frame is unrealistic for health education. ’

- @ - ’ L

C : . ’ ’ - o i . ' . )
The key ingredients in evaluagion are 'méas,urefnent, a criterion for succdss, and—most important—a_judgment of
worth, You must provide this through careful and thoughtful analysis. ‘ ‘ :

- All human. disciplined creatién_'s—-boetry,'music, mathematics—have formmat stress on the tongent of

their creations, not 'reélizing that ‘without strong structure, no matter how rich the content, the creations are weak and
s'tevge.* An evaluation plan can give you that needed structure.36 : : » ’

-
- .
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VI. PERSPECTIVES FOR THE FUTURE

~

Realitieg of tﬁe NevaevderaIism
-

- .. Stanley j. Matek, MS( ~ o P
President, American Public Health Association Lo
1015 Fifteenth St., N.W, '
~ Washington, D.C. 20005

+ Stan Matkk discussed the components of the New Federalism (‘‘Reaganomics”) in terms of its goals (restoring pro-

~ ductive. investment) and its methods (detaxatidn, deregulation, decentralization, and defehse spending). He emphasized- -

that the 'key to the Reagan model is the belief that economic self-interest is the real and proper motive for behavior in
the realm of American business. Matek then sketched out how a health educator can effectively communicate and succeed

_in such an environment. In attempting to secure funding, for example, arguing that programs or even institutions are in'
“jeopardy is not likely to be persuasive. On the other hand, linking baseline data on health status with cost-benefit analysis—

the ability to ssll what you have to offer onthe. basis of self-interest to a buyer—does work. So does marketing; As Matek

used that term, it¥qcluded creating simplified messages and repeating them in the mass media (particularly cable"elevision)’,

but it invoked far mores reating of incentives to use those messages. S - \ »
14
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A Reaction for Health Education o S
(Abstract) T /.

Marshall W. Kreuter, Ph.D. ,

Division of Health Education
' Center for Health Promotion and Education
Centers for Disease Control . .
Atlanta, GA 30333 - oo

L 29

Echoing Stan Matek'’s characterization of the New Federalism (“Reéganomics") as a philosoth"a.nd belief system,

- Dr. Kreuter cautioned health educators.to keep perspective and not react defensively in the face of massive Federal cuts.
~ Rather, he urged them to keep in mind the cyclical, almost ecological nature of Federal policy. He suggested that health

Promotion advocates creatively apply the salient dimension of Rene Dubos’ philosophy of health: adaptation. As in illustra-
tlor, Kreuter pointed out that the Health Education-Risk Reduction Grant Program has produced some exemplary risk
reduction programs that have generated spin-off programs, many .of which were supported by the private sector. He argued
that such a multiplie( effect Was analogous to the Administration’s position and tha&pubﬁc health edzcators w0u:‘ld be wise
to use this concept in‘the political arena as they make their case for precious resources and a legitimfte place in the public
health picture. ' : : : ’ :
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. . | \
* " Dennis D. Tolsma, M.P.H.

. Assistant Director for Program Operations
- Center for Health Promotion and Education

o ' | . : Centers for Disease Control
- ! : ' Atlanta, GA 30333

- -
> "’l \\
N,
. L . . ) : . . .
. In_the trendier “‘fast lanes” of American life, it seems fashionable, unfortunately, gven chic, to see the target of health .
-

‘education as a negation of human pleasure, as a chare, a programmatic equivalent of one’s ‘“‘granny’’ urging prudence. As
R . one of Mark Twain’s characters said, “The only way to keep your health is to eat-what you don’tm drink what you .
' "don’t like, and do what you’d druther not.” ~ - N -t

. As with so much of Twain’s writing, there is 4 uncomfortable nubbin of}r th in that. Part of the problem, of course,
is society’s “druthers.” Many things that people want like, and perceive as their heart’s dgsire‘al;e the consgc?uances of alot
of hard work and cold ¢ash in Madison Avenue and in the corporate headquarters of cigarette manufacturers, distillers, and
television networks, Another part of the problem, until recently, was the lack of much in the way of an institutional base
in the public sector to organize community responses to counter such skillful promotion of unhealthy habits. That has
| changed, at least in part, as a result of the 3 vears of health education-risk reduction funding w\é\have provided, and the
clear statutory-intent that these activities are allowable uses of Prevention and Preventive Health Services Block Grant funds.
This gathering of 200 risk reduction professionals is strong testimony that the capacity of the public sector for health
education and health promotion became stronger in the 1970’s. Your programs will be a central element of the institutional

.base for health education in the 1980’. , _

-

AN

Let me take a few moments to review what | perceive as the institutional base on which we can build te accomplish

our prevention objectives. ' _ » ' » ‘ .

The first element is the cpmmlqnity. The primary emphasis of our grant support to States, our ‘management work- -
‘ shops, and our technical assistance, has been to foster an organized approach to health education at the community level.
i Neither the funding nor the intent\was aimed at accomplishing that in every community in every State by 1981. However,
establishing models and replicating themi, with ‘the resources available in community after community, is a challenging but
attainable target for the 1980’s' The Health Education-Risk: Reduction-Programs provide a solid beginning. In addition to
the 31 general interventions, 59 of thé 125 smoking and alcohol demonstration projects are wholly or partially community
based. I ‘am hopeful that the additional funds provided this year to ‘‘showcase” exceptional programs will help speed

adoption of similar prograras within each State.

A second institutional base is the school. Several years ago, Bob- Johnson, then the President of the private-sector
National Center for Heaith Education, noted that the fesurgent interest in health education had a number of wellsprings; - -
* including cost containment, patient education, the self-care movement,the wellness movement, the consumer movement, .

and school health education. Bob made some interesting observations about the latter source: Persons interested in school
health come from-a variety of views Some discount influencing adult behavior and would concentrate all efforts on
children. Otherssee the ultimate question to be one.of value formation, ‘in_this-instance, the acceptance of health as a high
. value in American culture. Recognizing that value formation is a lengthy process, they, too, would.concentrate on children
- in school R o : » : .

o B S L3

. : To this-| would add that some of us see school health education as potentially the most enduring and effective
-, . approach by which to achieve health-related behavior objectives. As you know, 93 of the smoking and alcohol demqnstra~
tions are entirely or partially school based. In addition, the Centers for Disease Control’s Center for Health Promotion and

We . ot
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effective? These are_difficult research questions, but we hope to have quantitative evidence of effectiveness at the end of
this project. In the meantime, thousands of teachers and schools are today praviding high-quality heaith education—an awe-
some beginning. Still, a large gap remains between what schools might do and what they actually do. We need to reduce
that gap in the 1980%. ’ o o . : .

©

; = . . R - * nd ’ -

T ~.._The third institutional base thit | want to mention is the primary care system. Health care providers and the organi-.
zations in which they function can be powerful forces in educating the public about health, and they can be invaluable in -
bringirg about, or lending credibility to, health education-risk reduction activities in other settings. To be sure, there are
constraints—for example, the fact that medical education often jl| prepares practitioners for their roies, and the fact that the

better off. The fact remains that’primary care offers a setting that s appropriate for and conducive to many forms of
health educatjon. ' , B : : .
. . . ¢
The health care system can be a health education resource for the 1980%. A 1978 survey .of 130 hospitals—part of
our collaboration with the American Hospital Association—had some interesting findings. (The survey response is not pre- il
, dictive of all hospitals, but it is gn interesting indicator of hospital posture.) The overwhelming majority (79%) agreed or, '
- strongly agreed that hospitals should be involved in health education for the public. Yet, only one-third actively solicited
or promoted community involvement in health education activities. Evidently, half of these hospitals agrée they.should be
involved, but are not. - : ST
Physicians also can do more. Two years ago, ! spent a day with the House of Delegates of the Americari Collcée of
Physicians; these very clinically oriented doc E)rs, internists, were ‘genuinely interested in defining a role they could play in
promoting hedfh. As one physician told rnﬁjhe was frustrated by his lack of skill -in causing patients<to stop smoking or
_ drinking heavily, but’he Was even more frustrated by the -modest impact he could have on the health problems that these
behaviors were causing. A lafge‘gap exists between what health care providers might_»do and what tilcy actually do. We need
- to reduce that gap in the 1980’ ) < . '

A fousth institutional base, quite obviously, is the Statc health agency. An important objective of this conference is ~
to enable you to exchange informatioh, views and approaches=not only on tgchnical issues’ut also an institutional
survival. The State-level risk reduction coordinators constitute the core of a group’ that must provide leadership, make the
compelling justificatfons, supply “the surveillance‘ and evaluate data to decisionmakers, and generally stimulate a positive
State and community attitude towards health education. We at the Center for Health Promotion and Education are pleased
that we were able to provide support to coalesce ant define this State focus. We intend to continue close program liaison

with you. .

activities, will be made at the State level. Secretaty Schiveiker recently testified before a Senate hearing that the Department
of Health ‘and Human Services will continue to be w partner with, and a catalyst for, health promotion programs in States.
You may be sure that we will be encouraging, promoting, évaluating, and disseminating information on health education—
risk reduction processes in States. We at the Center obviously hope that the 1980’ will- be characterized by growth in the
number of commuinities with organized approaches_to health education, which is another way of saying communities that
are effectively reducing the prevalence ‘of smokin:mhol misuse, obesity, high blood pressure, accidental injury, uncon-
trolled. stress, and lack of physical fitness. If that end s to be reached,Ait will be essential for you to ‘succe'ssfﬁdll‘y'claim suffi- ~
cient resources to sdstain'l the performance |evel, visibilityj_\and credibility you have established. | profoundly hope this
conference has been valuaéble to you in that regard, both in the formal presentations and in personal exchanges with your ,
colléagues. - - ' S A ‘ ,

[
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The fifth institution | want to mention is conceptually quite different from the others; it is the family. For a society

to. flourish, when its ultimate nurturing unit, the family, is unhealthy; is a questionable prospect in my. mind. It is unfor-

: tunately true ‘that family structure is, at lease, changing, 4nd, to some. ob3ervers, changing in ways detrimental to fafnily

development. Regardiess of the interpretation one makes, there are facts that must be considered. The 1970’s saw some

unfortunate landmarks reached. In 1975, for the first time, 1 million divorces were granted. The number of children in

__divoreed-homes had reached 1 ‘million 3 years earlier. One million abortions—pretty clear indicators of unwanted-preg-
“nancies—were performed in 1977. As might be imagined, one-parent households increased steadily during the 1970%s.

All of this may not suggest an institution on which to build successful health education, but let me offer an altérnative
.logic. First, the family is an institution with a troubled course, but that does not automatically mean it is not a potent force
in affecting behavior choice. Second, while health education can be fostered by healthy family development, healthy family
development can also be fostered By health educatiori and ‘health promotion. Consider violence, an area our Center has
recently begun to examine epidemiclogicaily. One category, child abuse, may be preventable in many cases. One of our

epidemiologists, Dr. Janine Jason, has been-doing surveillance -of child abuse in Georgia. Household factors that appear to |

be associated with an increase in child abuse include large families; families without the genetic mother or without the
genetic father present; and low socioeconomic status, .defined as families ever needing Aid to Families with Dependent

Children. Isn’t it possible that information and education about the use of family planning services may have an impact on ]

child abuse rates? Isn’t it possible that educational approdches that imprové self-esteém and decision sk_ills' can improve’

health and thereby contribute to improved socioeconomic status?

. ' | believe health education has done much to'improve the capabilities and the development of families. | also beljeve
we need the positive influence of healthy families on individual behavioral decisions fully as much as we need the ofher
institutions | have mentioned. - : L o

. In short, when | consider my théme, the future of health education, .it presupposes that we wili both rely on and

* .~ extend the institutianal bases that now exist as support systems for health education and risk reduction in the 1980’s.
S ., . »

»

Of course, another strength we can rely on is the diversity of forces that can be marshalled. Our weapons include not

just the institutions, themselves, but the societal forces that influence the health system, schools, communities, and families.

Your resource in\?entqries cover many of these—youth organizations, parents and parenting groups, voluntary organizations,
professional societies, special interest groups, the media, and many others. Last year, you may recall, we published a large,
orange-covered book that summarized all of the 166 Health Education-Risk Reduction Programs. The list of that project’s
sponsors is an exaple, in miniature, of this diversity. This year’s program for the American Public Health Association
conference also illustrates this. Not'bnly the Health Education Section but also several others sponsored health education
sessions—on a remarkable array of topics. Perhaps it is this diversity that makes it so difficult to describe what health edu-
cation is and does. Health education is the ‘‘Rubik’s Cube” of public health. It will be no simple task to get all the faces

and the forces line up, but it will be very satisfyving when we do.

But what about barriers? What do we face that threatens our success? You will expect:me to identify lack of funding

as a threat, but, frankly, it is more reasonable to call that a management problem than a barrier. Let’s be realistic. Medical -

care wilt always claim an overwhelming majority of the national expenditure for health. Medical care: demand will not
diminish, nor will costs suddenly retreat, freeing up large, nev»"bublic sector-revenues for other health priorities. However,
there are health education resources around. Naturally, you should vigorously pursue a fair share of the block grant in your
States, but I really.mean private sector and independent sector resources. We can mobilize community support—funds, but
also people resources, inkind support, third-party reimbursement in health care settings, philanthropy, corporate help, and
SO on.

. A potentially more serious barrier is fragmentation. We are unlikely to attract community resources to health educa- -

tion objectives if we haven’t got our act together. | have emphasized our commitment to an organized approach to health
education, and the vital role that risk reduction programs will have to fulfill, because such organization appears to be the
best hope we have of avoiding uncoordinated, fragmented, unasscssable health education activities.

>
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Anoiner thyeat i, 'n'uni.caily, unbridled. enthusiasm for'prevention; another, the hard reality of an aging bopulation.
= While these two notions may seerg unrealistic, there is a common issue within them. R
. R A y » . . .
Eirst, the demographic question—the ‘“‘graying’’ of America. The next decade will see our aging population continue
“to grow. The number of persons ages 65-74 is projected to grow from 1 5,412,000 in 1980 to 17,613,000 in 1990, an
increase of 2.2 million; and persons 75+ from 9,112,000 to 11,402,000, an irterease of 2.3 million. Now, there is much

These population increases are likely to increase the prevalence of a number of chronic problems; moreover, people in
these age groups, especially those 75 and over, are heavy users of costly forms of cate. ’

Second, the danger of unbridled ent/h'u/sia'sm. It is {;.)arent that much of the new interest in prevention reésts on the
premise that it will contain costs—usually, this means health care costs. | can document that a number of specific preven-
tion interventions have excellent returns on their investment. | think it likely, even if it is not documented at this point,
“that additional investments in cbmmunity' health education and risk reduction efforts would return positive econgmic

* benefits to society.“l doubt, however, that we can cIaim.tI"mat health education as an entity, or'even Eroader, prevention as

- an entity, will reduce health care costs next year—or any year in the intermediate term, at least. In other words, | suspect
that a prevention dpllar-invested today is a good. investmént—that is, all the savings from reduced morbidity next year and
the year after and so on, even when discounted back to their present Worth, would exceed that investment: These savings
include medical savings in future years, elimination of the [ost productivity due to iliness and disability, and similar benefits.
But that is rather 'differe}nt from saying medical care cost‘s:)will decrease or even be contained in a measurable way that can
be directly attributed to prevention. ' : ' ' L '

. . . N N
One reason | fear this to be so is the demographic trend in Population age that | cited. Older persons have heavier
medical care requirements. This is in part a simple matter of biology, but it is also due in part to the likelihood that they
had much less access to preventive services, including the facts 'we now have about the\health consequences of personal
behavior. Most projections | have seen include a trend toward rising hospitalizations, nursing home care, prescription drug

today with children will change these trends very little fof many years, and our work with adults, while it will have some
rather immediate berefits in some risks, cannot overcome the counter trends in age. ‘
We should not‘encourage decisionmakers to expect this sort of dramatic impact on costs as a result of health educa-
tion. To do so is a prescription for failure, a blueprint for disillusionment. Rather, ['think we should continue to talk in
terms of things we can legitimately claim as impacts. Projects such as the Stanford three-community study and the North
Karelia, Finland, study (and not tco far in the future, | would venture to guess, Pennsylvania’s Lycoming a)unty Project)

- our-baseline data published, and our evaluation re'sults reported, we should have i robust and vivid case to make for health
education-risk reduction. | argue that this is the best rationale we have for prevention—it helps people. And we are on solid
ground, epidemiologically, in claiming so, : e

In closing, I'would like to describe a vision |-have of health education in the future. It involves a community thathas
made a commitment to health wducation for its citizens. In this community, children attend schools that use tested, effec-
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s this vision naive, totally unattainable? Perhaps. Every one of us knows the barriers and constraints. Yet, we have
the blu'epri_nt for such a hypothetical comniunity, and if we have the skill, inventiveness, and most of all the will, the 1980’s
can be a decade of real progress. On every side, the r.he‘toric of prevention has been endorsed and hailed by decisionmakers.
But only your hard work can translate rhetorical support into-improved health outcomes. '
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q E . GROUP DISCUSSION SESSIONS . : i

~2

PROGRAM METHODOLOGIES ’ games, role playing, and e periential and written actuvuyes,

) g ' . the preschool level fea.l‘Jres ﬂannel -graph poster .stories,

: : B , _ hand puppets, and musicai expression, while Epe higher

Swg ' o grade levels include an audiovisual component vaﬂJatlon
R . : ) of the current program by pre-and posttests |nd|cated a95

Catherine Altaire, Rhode Island . " percent increase in knowledge in the preschool- k| dergarten

group. In an earlier field test, fifth graders showed ai3s

‘Thé Rhode Island Communlty Smoking and Alcohol Pro- percent increase in alcohol knowledge and posmve respon- -

ject is designed to provide. a comprehensive integrated  sible attitudes (over 4 on a 5-point Lichert s ale) toward

model of health educatiors in grades K-12. Eight private, smokijng and drinking; eighth graders showed nb significant

nonprofit health agencies engaged in health educatlon and |ncreasesfl'eacher evaluation was also rated at over 4 on the

disease prevention* brlng -infarmation, tramrng, services, 5- pount scale fo,» all programs, . /

and materials to students and teachers in the school- based / /
program. Coordination and technical assistance to the sub- X i
contractors and school admlnlstrators are provuded by the o g : i
project coordinator, who conducts monthly meetlngs to, Patty Hansen, Missouri . ;"
clarify - agency roles within the ,project. Each . agency’s : R |

workplans and timelines detail strategies and techniques| = The. Independence, Missouri, Health Education Project is-a
ranging from |nd|v1dual counsellng to -team teachlng of N Syear program focusmg on health promouon and risk
large groups. Another component of the project is the " ‘reduction. The project includes a health edjcauon program
community saturation effort that promotes a smoking  for schoolchildren, risk reduction efforts dimed at adoles-
awareness campaign to as many levels of the target popula- gents’ smoking and dripking behaviors, and!primary prevén- -
tion as POSSlble : \lon activities for the family and commu ity. Based on a’
) 3-year implementation of the “Know. Your/Body” pregram,
which reduced tobacco consumption .ampng participating
' Elaine‘Bartelt, Flovrida C T - junior high schoal students by 7 percent, the project hopes
' ) ' to achieve by 1984 significant reductjons in smoking,
. Community Alcohol and Smoking Prevention (CASP) of alcoholism, obesity, lack of exercise, stress, _hypertension,
Apalachee Community Mental Health Services has devel-  and accudents among students in participating schools in the «
" oped “Help Yourself,” a curriculum’ being piloted in Leon Independence School District. A similar gomponent is being
County, Florida, with approximately 2,000 students. The offered to the community. as a wholf Theé Adolescent
curriculum is aimed at preschool-kindergarten students Smoking and Alcohol Risk Reduction P oject (funded by a
and fourth, fifth, seventh, and eighth graders; special grant made posslble by the Centers f r Disease Control)'
programs whlch emphasize the effects of maternal drmklng provides inservice teacher training as well tervention
and smoking on. the fetus are extended to the Teenage  programs within school settings for jadold®ents on. )
Pregnancy Program. and the Supplemental Food Program ' smoking cessation groups, (2) life skills training, and (3)
for Women Infants and Chlldren The curriculum utlllzes alcohol interest groups

!
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- and the Smoking Withdrawal
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Group Discu's5i%n Sessions
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Alany, Ha'yashi; California

The Heaifh’ Promotion Cohsortium of Monterey County
Action Project (SWAP)
of the Monterey County Department of Health cosponsor
a smoking cessation course for adults in Salinas, Californija.

The course: consists - of “eight 2-hour sessions, which are -

often followed by a 15-minute walk. Recommended class
size is 15 participants, with ins‘truction'prpvided by 2

coleaders. The QUIT (Query Yourself, Understand Your- .
~ salf, YGensify Solutions; Try It Out) mode!, a method of

behavioral self-management, is the basis of the .course,
Using the model,. smokers examine their habit and the
factors in themselves andgtheir environments that help or

~hinder their attempts to quit. Next, participants analyze
Tt

their self-observations to identify patterns, determine the
functions sm‘B’Nng serves, and the effect smoking has on
them. Participants identify solutions, methods,.and skills
that can be used to reduce smoking. Finally, participants
design their _own action- plans, stating their goals, the
solutions they will try, and the fewards they will give them-
selves if they achieve their goals. To evaluate the course
pre- and postquestionnaires are distributed, and 3 64, and
12-month foilowup interviews are conducted. Preliminqry
data from an immediate postevaluation : questionnaire
completed by 255 participants indicated a 72 percent
" cessation rate. The course js part of the Stanford Heart.
Disease Prevention Program Five Cities Project.

-

Paim jo_:lg, MasSachusetts

Based in the South Cove Community Health Center, Asian
Teen Life (ATL) is a health education outreach project to
deter tobacco and alcohol abuse among 13- to 18-year-olds
in the Asian community of Boston, Massachusetts. ATL’s

primary objective is to increase Asian.adolescents’,knowl- .

edge of the health hazards of smoking and alcohol abuse
and to'facilitate positive behavioral} change among those

who already smoke and drink. Workshops are conducted on.

such topics as peer pressure, family influence,. decision

" making, and stress management. The curriculum incorpo-

rates Gil Botvin’s natjonally tested Life Skills Training
Program, expanded to address particular needs of Asian-

. American teenagers and utilizing materials in both Chinese

and English. Parents are contacted through special work-»

shops and mailings of more than 2,000 bilingual brochures,
Some modifications have been made in.respanse to con-
tinuing assessments; formal evaluations will be made on

. completion of the project. It is expected that recommenda-

Q

E
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tions based on this evaluation will

prove useful in setting
up similar programs. ’
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Thbmas G. Lacher and Carol S. Pittman, Florida . .

The HAPPS (Health Analysis and Planning for Preventive

Services) Management System, used in the Putnam County,

Florida, Adolescent Smoking .and Alcohol Project, is a

17-step rational. systems approach - for _planning, imple-

menting, and evaluating ,a:variety of health programs in .
several' States. The system was designed by the Centers for

Disease Control. One result.of the system is that the many

guidelines ‘and requirements of both the national program

and the State program can be organized into a common

conceptual framework. Within this framework a progressive .
series of steps are established, beginnjng with broad goal-
selection and ending with a determination of future p.rd-

gram direction. The system’s framework also helps to steer

the project on a logical sequgnce'}of operations; this facet

has helped the project meet its objectives and identify

problem areas. Finally, the entire project can be summa-

rized in a 17-step flowchart, which facilitates comparative

project analysis. .. ' ' .

g

’

Scottie Stevenson, Texas |
The Tobacco and Alcohol Risk Reddction Program is
designed to teach students in grades 4.7 decision niaking in
relation to tobacco and alcohol use. The program includes a
student survey, a ynit on decision-making ‘skills; tobacco

- and alcohol infomfation, a segtion on interviewing adults

about their tebacco and alcohol decisions, a.student con-

..tract, and a final student survey. The program resulted in a

decrease in the percentage of students who planned to use
tobacco as an adult from 21 percent (survey) to 10 percent
'(contracts) and an increase in the, percentage of students
who believed that tobacco use is bad for health from 58 .
percent to 79 percent. Survey responses indicated that 23
percent of the students djd not know that tobacco use is
bad for health. Contract responses indicated that the num- -
ber-oF students who did not know that tobacco is bad for
health decreased to 4 percent and that the number who did
not believe that tobacco is bad for health decreased to 6
percent. ' ‘

Alcohol

Sennet Burns, North Carolina

The  Health Education-Risk Reduction Program of the_
Franklin Courity, North Carolina, Health Department

~.Offers a school-ba;ed alcohol” education program aimed at

.

o
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students in grades 4-7.' Rather than using factual material -

to dissuade students from drinking , the program employs a
skills-building curriculum-.designed to enable students to
resist family, peer, and media pressures to drink. Sogial,

- communication, and decision-making skills are developed

through group problem solving, group decision- making,
group role playing, and self-health assessment activities
designed to heighten self-esteem. Parent-teacher committees
in each school fashion 4-year, comprehensive, sequential
curricula, Teachers receive a, 20-hour trgining program,

. which they help .to design, so-that the Franklin County

alcohol education program may be continued after demon-
stration funds are exhausted and risk reduction staff are no
longer available, ‘ ‘

Robert A. Horwitz, Connecticut

The Health Education-Risk Reduction P;rogram of the

. -

.adult. education .classes on stress management, alcohol

information, nutrition, phySical fitness, and relationship

skills; informational meetings for parents on alcohol and:

drugs, divorce, and parent-teen communication; new games

' ‘training; and- an alternatives festival, which is an all-day

family and community event to promote healthy lifestyles -

and community cooperation.

Sh erry McCa}ter, Virginia K
The Regfon Ten Community Services Board’s Organized
Community Approach to Reduce Risks. of Adolescen.t
Alcohol Abuse and Smoking in a Small Town and. Rural
Setting Project serves Planning District 10 in'cgntral Virgin-

" ia, The»2‘1,280-square-mile area encompasses the city of

Adolescent Crisis Unit for Treatment and Evaluation

{ACUTE) in New Haven, Connecticut, focuses on stress.
Studies indicate that substance abuse programs that empha-
size 6sychofogicél factors (e.g:, self-esteem and decision-
making skills) are more effective thin programs that empha-
size factual bre'se[)tatiqns. The program is based on the
observation that young people turn to use of alcohol,

Charlottesville and five st reunding counties. The total
population is 143,597, of which 24,455 are children in
grades K-12. The tdrget groups in Planning District 10-are
9- to 18-year-old schoolchildren, their parents,. profession-
als, and the remaining adult population. The first-year

" objectives were to implement the CASPAR (Cambridge
“and Somerville Program for Alcoholism Rehabilitation)

cigarettes, and other drugs partly because they expect use -

of these substances to reduce stress. Now in its second year,
ACUTE’s program teaches students in grades 6-9 what
stress is; how they can recognize when they are under stress

+- and what causes this condition; whether alcohol and other

substances. are effective in reducing stress; and alternative,
healthier ways of coping with stress, such as exercise or

techniques of relaxation and assertiveness. In addition to -

classroom stress-awareness/stress-reduction workshops, the

program features training of teachers and parents; peer

counseling, and community outreach.

. : >
Mary-Kaptain, lowa

The Southeast Polk School Bistrict Health Education-Risk
Reduction Program is a comprehensive student and com-

. Munity .education program targeting 3,232 students in

grades K-12, their teachers,

@ +include (1) a 4-part classroom series for grades K-6 empha-

Q
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sizin'g-,selﬂesteem, peer .pressure, decision making, and
exploration of attitudes and ‘behaviors  toward alcohol
misuse, and (2) peer-helping programs and adolescént-
parent values " discussion for grades 7-12. Additional ap-
proaches include faculty and counselor training sessions;

”

e

alcohol education curriculum, to de“elop and implement a
smoking education curriculum, and to conduct inservice
training workshops for teachers in the public schools within
Planning District 10, All objectives were completed during
the project year. The first project year was considered a
pilot year, and activities were limited for evaluation pur-

_poses. A total of 2,002 students in grades 3,4, 5,7, 8, a/nd

ot

and their parents. Methods -
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Clay Roberts, WashiM

10 in 3 localities ‘received the CASPAR curriculum, which
was implemented. by 22 teachers trained by project staff.

]

Tobacco and alcohol programs in the Surhner, Washington,
area will be unified into a 4-year, seven-component project
called STARR (Sumner Tobacco and Alcohol Risk Reduc-
tion). The first component will feature teacher training,
clva_s'srodm obseryations, and demonstration lessons utilizing
the ““Here’s Looking at You".al,cohol education curriculum
developed by Seattle, Washington, Educational Service

District #121; “If Drugs Are the Answer, Who Knows the

Questions?”; “Drinking, Driving, Deciding”; and -“Fetal
Alcohol Syndrome.” The second component will consist of
parent education in prevention and intervention strategies
in tobacco and alcohol use and of -provider education as
part 6f a comprehensive approach to reducing the incidence
of drunken ‘driving. The" third component will be a peer
counseling program. The fourth component will feature

k2
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positive adult role models from sports and media (“Super-
positive student role models, and “natural
high’’ activities for 'youth organizations. The fifth compo-
nent will consist-of a newsletter aimed at secondary school
students and their parents and. |nvo|vement with the Na-

tional Institute on Alcohol Abuse and Alcoholism national -

media campaign. The sixth component will coordinate
emphasns patrols” of the Sumner .and Bonney Lake Police
Departments; these patrols will |dent|fy and arrest drunken
drivers. The seventh component will analyze, -evaluate,
revise, and update present school health policies.

Beverly Summers, Kansas

The- health education-risk reduction program for children
and adolescents of Butler and Greenwood Counties, Kansas,
alcoho! education
program for grades K-12 and the School Health Curriculum
Project for grades K-7; during the spring of 1982 the
“Here’s Looking at You” and “1f Drugs Are the Answer .

Who Knows the Questrons7” curricula were to be used. The
program includes teacher training.and program promotion
among parents. Parents were provided opportunities to
examine curriculum materials, ask questions, about the
program, and exempt their chlldren from. the programs.

Richard Needle, Minnesota

“Inie’rvention Strategies to Reduce Health Risks to Adoles-

cents From Smoking and Alcohol*’ in Wright County,
Mlnnesota develops "prevention intervention strategles for
tobacco and alcohdl use among sixth,-seventh, and eighth
graders and their. families. The four intervention strategies--

peer-led and teacher-led @oups with and without family

involvement--reflect the view that peers.and parents influ-
ence adolescents’ use of alcchol and tobacco. Project
phases include (1) collecting data pretesting adolescents
and consenting families, training peer leaders and teachers,
and "preparing materials and health curricula based on
data collected; (2) implementing the four educational inter-

ventions, adopting the Adolescent- Family Health Education-

. Project curriculum emphasizing affective learning , selecting

peer |eaders and teaching. them group. facilitation, and
arranging 2-hour discussion groups of six to eight parents
each month that emphasize communication and negotiation
skills; and (3) evaluating observation sheets filled out by the
class and independent observers, reviewing the recommen-
dations of the Centers for Disease Control, measuring

- cognmve and- psychomotor skills, and assessing behavioral

Responses to the program after the fall 1981 implementa-

tion were positive, and plans call fori |ncorporat|ng the New

: Hampshlre Lung Curn-culum and the Power of Positive
- Parenting curriculum into the program.

Stréss .

Rebecca Hill, Arizona

‘“Better Health Through Seif- Awareness " a health educa-

tion-risk reduction (HERR) program of the Pima County

Health Department in Tucson, Arizona, is a cooperative
effort. of several local community health centers. The
program features health education and chfonic discase
prevention activities deS|gned for wemen, the elderly, the
handicapped, ethnic minorities, and junior and senior high
school students. Youth-oriented strategies inciude socio-
drarpa _youth alternatives camps, peer counseling, and
media and school prevention campaigns. The adult compo-
nent emphasizes stress-management  activities,
include  biofeedback, autogenics-relaxation techniques,
clowning (in which _participants wear costumes and grease-
paint and relieve tensron through laughter), HERR sessions,
and aeroblc danci

changes reIated to tobacco and alcohol

Dale A. Turner, California

' "The Hea!thy Lifestyle Programs offered by the Department

of Public Health in San Francisco, help organizations and

their employees recognize and correct health hazards-

through environmental and- organlzatronal |mprovement
and through personal behavior change.” Stress "and"

management are examined as a health risk-and as a factor in
unhealthy behaviors such as smoklng, poor eating habits,
and unsafe handling of hazardous materials. The program

offers 16-hour workshops to develop. skills in stressor

recognmon and diagnosis, deep relaxation, communications
improvement (assertlon and active hstenmg)

and fitness. Rather than using a set curriculum, each
workshop. is tailored to the specific needs of an. audi-
ence. Following a workshop, each participant completes

"a behavior- change contract, which becomes the basis for

which -
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1-, 3, and 6-month followup activities. The workshop
group is also encouraged to continue meeting as an informal

support group. At the same time, work-related stressors

are identified by observation and survey, then researched
further and reported to management and labor represen-
tatives. Finally, a quality of worklife (QWL) intervention
is offered to the client organizations based on the w0rk-
related stressors rdentlﬁed in the workplace

129,

support .
network improvement, time ‘management, and nutrjtion
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Djanne Ward, South-Carolina
Childhood and adolescent stress.\Ay be caused by bio-
ecological, .psychosocial, and person‘ahty factors.

ecological factors, stich as-eating habits or deadlines, are
produced from environmental reIatlonshlps. Psychosocial

“factors, such as overcrowding or dlscrlmmatlon that pro-

duce stress in young people’ may result during adaptatlon
to daily- experiences. Frustration increases stress levels.
Personality factors that may be stress producers include low
self-concept, “type A’ traits, and reactive tendencies.
Cognitive restructuring, biofeedback, and exercise have
successfully assisted adolescents in managing stress, Kiddy-
QR, or quieting reﬂex is a systematic method of teaching

niques. Stress .appears to be a critical element in the devel-

opment of positive health habits. Smoklng and. drinking -

behaviors, obesity, and chlldhood diseases (asthma dia-
betes and hypertension) are negatlvely affected by chil:

dren’s |nab|I|ty to manage stress, s

Thomas Wills New York

A cigarette and -alcohol-usé preventlon project belng con- .

ducted with more than 1,000 seventh graders in an inner-
city New York City school district consists of (1) a health
education curriculum taught in the classroom by science
teachers, (2) a decision-skills curriculum taught by project
staff in social studies classes, and (3) family communication
training offered - by professional staff to the students’
parents. The’ decision-skills curriculum focuses on Htress-
management training, |nc|ud1ng leisure activity deC|5|ons

- relaxation, and stress inoculation, Prehmlnary data reveal
cons:derable stress levels in the target popuIat|on and in-

dicate a significant relationship between stress and the
students’ smoking and heavy drinking. Evaluation of the
program is based on pre-and posttests of health knowledge
and attjtudes, smoking and drinking levels, health locus of

.control, coping skills, and percelved stress.

Fitness

Sheldon Barr,Massachusetts

The Massachusetts Department of Health, Division of Pre-,
_ ventive Medicine study of the prevalence of tobacco and

alcohol use among Massachusetts students used information

" ‘gathered from questionnaires given to approximately 5,500
10- to 18-year-olds in grades 5-12. The study was con-

Bio- -

Health Education-Risk Reduction intervention projects in

, ducted,as a preliminary to four Smoking and Alcohol -

. "Massachusetts that were funded by the Centers for Disease

Control The projects took place in- 4 contrasting habi-
tats of eastern Massachusetts: (1) a town of 18,000.in an
agricultural region; (2) 3 .affluent Boston suburbs; (3) 4

towns populated by blue-collar and white-collar workers;

and (4) the Boston inner city, where a.special bilinguai
program reached Chinese-American students. The critical

~ age.range for beginning smoking is 11 to 23 years old, with

males starting earlier than females-but with females smok-
ing “twice .as much as males by grade. 12. Smoking
prevalence increases as scholast.c grades go down

Kathryn Dansky, Ohio

The instructional and recreational programs of the Com-
munity Health Education Center (CHEC) in Nelsonville,
~ Ohio, target adults who live or work in the four-county
area. Because Nelsonville .is in the heart of Appalachian
Ohio, transportation, césts, and cultural differences are
often. barriers to participating in health promotion pro-
“grams; CHEC tries to minimize these barriers by "offering
personalized, low-cost services throughout our target area.
Fitness programs are. a major component of the project
and are emphasized in all CHEC activities, including hyper-
‘tension classes, smoklng clinics, and stress- reductlon work-

shops. Strategies employed in the activities and programs

utilize a problem-solving approach Individual assessment
and self-cflrected actions are major conceptual under-
" standings. Group. and individual discussions®and ‘activities

Larry ) Fong', Idafio ‘ ) .

The Growing Younger Program, in conjunction with the

- are held, and a variety of audiovisual aids are used, t

Boise Senior Citizen Center and the Central District Health”

. Department in the greater Boise area of Idaho, is designed
" to improve the health. of the elderly. The project will train.
2,500 elderly people from a-population of about 24,000

who are over 60 _years old. At the core of the educational -

strategies used by the program will be a grassroots, com-
- munity-development methodology. Program success will
depend on the ability to raise expectations and enthusiasm
among volunteers and other citizens in the community.
Within the information and basic session presentations,
audiovisual aids, skill demonstration and development,
small-group discussions, role playing, and |ndW|dua||zed
|nstruct|on through the hcaIth rlsk appraisal will be empha-
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sized over lecture and direct information-giving approaches. -

__Other techniques,.such as behavior modification related to
diet and smoking programs, were to be used.

Karen Irwin,%[alifqrnia -

San Diego County’s Employee Health and Fitness Program
is designed to improve the health of the county’s nearly
12,000 workers at over 100 locations. A decentralized
. program held\l at various locations and offered at lunch hour
or immediately aftef work was developed. Some sessions
" are offered free. 'fhe program is administered by the health
education staff of” the County Departmeni of Health
Services and funded by the Health Education-Risk Reduc-
* tion Program of the California Departiment of Health
Services. The program focuses on diet, exercise, smoking,
and stress-management skills. The goa! is for employees to
learn healthy behaviors that they, will continue after the
program ends and to manage stress and ‘minimize its harm-
ful effects in their lives through stress-management tech-
niques. The sessions cover'a variety of stress-reduction”
techniques. All participants are given pre- and posttests to
assess improvement in behaviors.

 Rita Leytze, Ohio

‘The Physical "Fitness. Alternative Project of Cincinnati,
Ohio, teaches junior-high-school-age studentsto be respon-.
~ sible for- their own health 'and teaches them heaithful life
habits that will reduce the risks of heart disease and cancer.
The project developed a 12-week curriculum covering
smoking, alcohol, and physical fitness; cond!‘:ted a pilot
study, in’ which the curriculum waé ?iglivered by health

educators to sixth graders; offered inservice training for

health and physical education teachers and school nurses
- in alcohol and tobacco risk reduction and in implementa--
tion of the physical fitness alternative' curriculum and

methods; and expanded the project to additional schools. .

Pat Crane, California

The Feel Fit Project in Orange County, California, which
. 'targets administrative management and firemen employed
- by the county, is designed to increase awareness. of risky
 lifestyle practices and to help the employees decease these

4

" Henry A. Wé!d“en, Jr., Arizona . . : '

. The Gila Rivef Indian Confinunity in Arizona has th ‘

[

~

- Ethics of Practice,

risk factors. The health risk appraisal (HRA) is {sed as the ‘

primary assessment and motivational tool. A subcontract is -

held with the Santa Ana-Tustin YMCA (Young Men’s

128

. o
Christian " Association), which is located near many of the~
county buildings. Initial HRA appointments and consulta-
tions, fitness evaluations, and exercise programs are held at*
the YMCA.. Participants are given a choice of referral.
sotj['ces. A directory of organizations for all the risk factors,
comipiled at the beginning of the project, is used for refer-
rals. All participants receive a 45-minute followup counsel-
ing session on the HRA results, Those with a behavioral
contract receive followup phone calls to determine their
progress. ’ ‘ o :

highest rate of diabetes in the world; over 50 percent o
the adults over age 35 are diabetic. A total of 80 percent of
the population is obese, and cirrhosis was the seventh
leading cause of death on the reservation from 1972 to )
1975. Delivery - methods® of the . health education-risk .

- reduction program include a physical fitness program. of

-supervised individual and group activities geared to all ages
and a health resource center staffed by health education
.intems to teach.the concept of wellness and hegithy be-
haviors. To deter adolescents* from smoking and alcohol
use, educational programs will be aimeg at grades 3, 5, and
7. An intensive peer-counseling program will also ‘be di-
rected at truant seventh and eighth graders. For each school
group, emphisis is given- to establishing role c"lariﬁcation,
" independent decision making, and goal Qetti'ng. Lastly, an
‘alternative physical fitness program will be provided. for
young aicoholics (18-24 years old) in the residential treat-
ment center to reduce their stress and drinking behavior.
o

s
3

" ISSUES OF PRACTICE
&

%

-t

Ruth Richards, California -
. 3 -

Ethics. shoyld be considered in health education and Tisk
reduction programs, from planning and implementation to-
followup and evaluation. When practicing ethical conduct,
the patient’s or client’s right to ‘know is respected;_the :
professional looking for changed behavior has to accept
that the individual can do as he or she pleases with the x

i#) ’
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Issues of Practice

. information or educatlonal expenenee use of fear
techniques should be replaced wit “range educational
methods that enhance persongeffeedom. The health pro-
fessional must be carefyl clarify the roles in the .rela-
tionship and not impose values on patients. Other rela-
tionships to consider involve ‘the professional agency or
organization and the communlty (with regard to continui-
ty, followup, and development of services) and the profes-
sional agency and the health prafesgionals, consultants, and
volunteers .

. Mealth Risk Appraisal
Teri Do'wling, Galifornia
The health hazard appraisal (HHA) used-by the San Fran-

cisco Department of Health was “developed by Johns
- Hopkins University and modified by the University of

BN Californla The department’s program based on the HHA
" began in 1978 as a community-based, referral program

offered at five ‘district health centers, In 1981, the instru-
ment was. incorporated into a federally funded health -
promotion program for the workplace called the Healthy

Lifestyle PragpaLns [Experimentation® with the HHA in San ‘

Frantisco -has shown that backup risk reduction programs
and classes (e.g., smoking cessation. and welght manage-,

.. ment) and individual counseling are the critical ‘elements of

any program utilizing an HHA instrument. The workplace,
rather than a commu nity setting, has proven to be an-ideal

" setting in which to reach working adults. Efforts to prowde

HHA and risk reduction and counseling support in' the
workplace should also address the occupatlonal health and
safety of ‘the workers. The HHA continues to be an effec-
“tive introductory lnstrument when working with people to
improve their health

: ~

‘

Richard Gunn, Oklahoma -

Health hazard appraisal (HHA) is viewed as a keystone in
the revitalization of health education by the Oklahoma
State Department of Health in Oklahoma City. An HHA
_instrument was administered first to the department’s staff,
“then to a diverse group at “Health Fair ’81” and to mem-_
bers of the State legislature. With the help of the Oklahoma
Occupational Medical Association, the HHA program was -
introduced inta- several companies and later expanded into
several State agencies, school systems, health fairs, and
hospitals. Program staff have developed a health education
resource directory and provide consultation regarding
. . S . -

‘

i

~
e

"Programs”’
_~—component of the program includes a questionnaire that
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followup intervention - programs to client organizations.
Slmultaneously with the industrial component, HHA was
incorporated into chronic A|sease screening programs; this
incorporation provides base-line data for evaluation. HHA
benefits from its high profile, low cost, and the public view
that the health depakment is servmg the whole population
instead of only the soc economically deprived. The State
Health Commlssmner hasmade HHA 2 high priority in.
hopes bf expandlng it into ANstatewide, conﬁmunity-based
health/education program.-

P .

//‘"' .
Louis A. Marciano, Rhode Island.

Thé “Wellness Wagon,” a “screening and data ‘collection
program, conducts health risk assessments in Rhode ‘sland.
Using a computerized, self-assessment punch card similar
to a voting ballot, the “Wellness Wagon”"is able to effective-
ly screen large numbers of people The |nformat|on on the

fcards can be processed quickly; and those individuals with

high risk factors are interviewed and advised by a nurse

" educator. Followup appointments are arranged 2 months

after screening for high- nsk individuals (the‘majorlty of
whom are men). An |nformatlon booklet indicating addi-
tional sources of health references has been ‘well-received,

subjects. In_addition ta serving the general publtc the
program is used to assess the occupatienal health of spécific.
populations, such as teachers and ﬁref'ghters A screéning

i sprompting similar booklets covering other health- rel]\ed

program for adolescents is belng pianned. The ‘“Wellness -

Wagon progeam has impfoved the quality of heaIth risk

- appraisal and has’ reduced screening costs.

Carol Motylevv‘s‘ki,Calitorni’a -

“Give Yourself a Better Cha'nce” is the health risk profile
program begun'in March 1980 by the Ventura County,
California, Health Care Agency. The target population
consists .of residents of Ventura County between 20 and-
60 years of age, especially county employees and parents in
the Supplemental Food Program for Women, Infants, and
Children. The main ObjeCtheS of the prograni are to (1)
provide participants with health risk and nutrition risk
profiles and counseling; (2) conduct risk reduction educa-
tion classes; (3) develop a "computerized, comprehensive
nutritional risk assessment; and (4) conduct three work-
shops on “Nutrition Risk Assessment in Health Promotlon
for public health professionals. The nutrition

assesse dietary risk factors and nutritional _balance; indi-

-
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vidualized computer printouts explain to patients their risk
factors and. how to imprgve their diets. Evaluation i
accomplished by monitor?ng participants’ progress® in
" reducing their risk factors. Funding is obtained from
- Federal and State sources and from user fees .

- Lynn Murakami-Akatsuka, Hawaii
Ho’ola Lahui, the health education-employee health ap-
% praisal program operated ‘by the Health Promotion and
- Education Office of the Hawaii Department of Health in
Honolulu, helps department employees understand and -
reduce their risks of preventable disease and trainsselected
department personnel to conduct ‘health appraisal-risk
reduction programs for other State employees and the
public. Administered by health-educators and their staffs at
regional health. centers, the program’ uses the.tleélth Risk
Appraisal Questionnaire of the Centers, for-Disease'Control
and thg docally developed Health Knowledge-Attitudes- .
Practices (KAP) Questionnaire. Program 'phgses'incl,ude'o'
b promotion, collection of base-line survey information at
the worksite, health appraisal screening, counseling, and
interyention at the worksite._Counseling of participants
varies»in "intensi®y according‘to their levels of risk. -Partici-
pation’ in the- Worksite intervention phageTs luntary;
priority is given to high-risk participants”fime and cONW
shared between the department and its employees, pending
approval by their supervisors. N

»

Linda Redman, Virginia

- The Bureau-of Health Edycation and Information of the
Virginia State Health Department in Richmond reviewed
several health risk appraisal instruments before selecting, iff -
1979 and 1980, the questionnaire provided-by the Centers
for Disease Control (CDC).and the Canadian Government.
In 1981, the bureau also adopted the health risk appraisal
forms from St. Louis County, Minnesota, and the self-
scoring. “HealthStyle” test from the Office of Health
Informationy Health Promotion and Physical Fitness (OHP)
in Washington, D.C. The Norfolk Employee Health Promo-
tion Program was the most ambitious attempted in Virgin-
ia: the CDC-Canadian Government questionnaire was used, -
but coding errors compromised the data obtained. The
random selection of participants resulted in a high attrition
rate. At Richmond’s 1980 “‘HealthFest,” the CDC-Canadian
Government instrument was distributed, results were ob-
tained, and a directory of health education agencies was

- mailed to respondents. “He‘althSter’f was-used in 1981 and

E

Mary Davis, Colorado o o :

was judged easier to understand and interpret than the"
CDC-Canadian Government questionnaire. The Sperry-
Univac project in Virginia Beach, a direct result of net-
working through the health education-risk reduction pro-

- gram, is -a cooperative effort of the company and the health -

departments of Virginia and Minnesota. Virginia's Bureau
of Health Education and Information plans to distribute
health risk appraisal material prepared by OHP and to .,
profide computerized data analysis’of health risk appraisals
to other health agencies. . &,

s

-

Bernard Suttake, New Jersey
The Health Education-Risk Reduction Project of théNeW ‘
Jersey State Health Depart_ment in Trenton was begun in

1979 by adding a third consultant position to two existing _ .-

positions in the health department. During the second.yedr,
a health risk appraisal (HR'A) inStrumenL,ywaS“iffij‘éed as a

prevalence tool until an instrument acceptable to the Cen- -

ter for Health Promotion_and Education could be devised. /

The. HRA was randomly distributed to households in two'

farthern suburban,and “two southern rural communities.

In addition, the HRA was distributed at a statewide con-
ference of health’ pér'sonnel,“th"ree health fairs, and the
DuPont Company. Ldcal agencies collectg¢d the HRA’s and
checked for key data such as séx, age, helght, weight, and
moking status. The State Qata-proce§sfn\g urit ggeypu'nchéd
e data onto cards, which were batch processed by’ the

ters for Disease Control. When HRA's are used, (1)
absolute "confidentiality shpuld be assured; () analysis of
HRA'’s should provide the basis for Health counseling; and
(3) collective data should provide assistance in- planning

- intervention activities. Use of the new prevalence tool in”

the same four communities should provide an opportunity :
. . [2R
to compare data obtained from the twa instruments. 3

’
'

-

Inventories/Working Relationships

ta

Cooperative relationships betWeen health education or
health promotion programs and sponsoring organizations
should be approached from the standpoint of what re-

‘sources are needed by the program and*what the program

can give sponsors in exchange for the resources. Health
promotion programs can offer sponsoring organizations (M

-a positive community image; (2).a way to fulfill a public

service mandate (particularly -for banks and public service
companies); and (3) credibiljty for a particular consumer
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Issues of Practice

product or service because of its association with public commitment and support from the Hawaii State Depart-
health. To ensure program- success, directors should (1) ment of Health; (2) legislative and comgunity support; (3)
de.ﬁné expected benefits for the health education program qualified manpower, faciiities, and matching/in-kind ser-
as well as the sponsoring organization, and ensure that vices and dollars; (4) support fron:\health educators in the
these needs are met as the program progresses; (2) ensure* - Staté Health Promotion and Educa jon Office; and (5) the
that the program can be completed even if a sponsor - ¢lose working, relationship between - health educators
withdraws; and (3) develop a memo of understanding to. working at the local level -and the chief health promotion
~be signed by all parties, clarifying the responsibilities of and education officer. . '

all participants. and serving as a reference throughout the
\

. project. . ' ) Sue Manfred, Connecticut _
R ’ -, -Connecticut’s inventory -of health education and risk re-
Ginger Everett, Missouri =~ .F‘ N duction resources has been ;ompiled into -a- directory
. . ) L entitled “‘Resources for Godd Health.” The directory-
A successful coordination of efforts was established be-  combines lists and information from many sources into a
‘tween the Fulton Public Scheol System and SERVE, Inc., resource guide that local health and social service profes-
a community agency. The school health education coordi.  sionals can use in referrals; assesses gaps in risk reduction

nator serves as a'liaison between the public school system  servicés in particular towns or areas; and provides informa-

and community agencies. The director of SERVE's family  tion to consumers on the types of programs available, their -
. planning program was interested in developing more health  costs, and the personnel conducting the'PfogfamS-_:T‘he'ﬁfSt,
“education programs in the schools, apd was asked by the five sections of the directory deal with high biood pressure

schoo\:;alth education coordinator. to serve on a health screening, smoking cessation, weight reduction, exércise,

educatheq advisory committee. SERVE was also interested ~ and stress management. The sixth"and seventh sections list
.in establishing school components-of its alcohol educa-  descriptions as well as addresses of local, State, and national - -
tion program and a referral System between the schools and-  agencies working in health promotijon. Each section has an -
the SERVE program for adolescents with drinking prob- introduction, which presents brief information on methods

lems. The school system proposed a joint effort between jts - available to reduce risk of .disease. Users consider the
health education coordinator and the director of SERVE's - city-by-city listings of local resources the most helpful-
family counseling and alcohol - education programs to  Section. o _
provide inservice, training for junior high school faculty on A T ’ .
substance abuse. SERVE and the Fulton public schools . )
applied jointly for'a health education-risk reduction grant, James Rattray, New York
and, upon acceptance, SERVE picked up one-fourth of the ’ '
.health education coordinator’s salary. Following a school ~ The School-Home-lngdustry Primary Prevention (SHIPP)
! " funding cut, the health education coordinator position was Program was developed by the Corning-Painted Post School
' made a full-time SERVE position, and agreement continued District in Corning, New York, as an ‘inten_sive alcohol and
between SERVE and the school system to provide health tobacco education’ project. The program attempts to
* education. services. Guidelines . for cooperation “among coordinate health education information from one year to
agencies in a rurdl town include {1) understanding the needs ' the next as students move from fourth to seventh grade
. of the population; (2) identifying ghe values and attitudes® and to ensure that students at each grade level receive the
of the community; (3) identifying sources of assistance; same information. A variety of multimedia- materials are
and (4) working with formal and informal resource systems employed to enhance the teacher-learner environment in
to create a cooperative structure. the classroom, at home, in the community, and at local
: worksites. The theme of the program is “Get High on Life." ,
. ' : One thousand students in grades 4-8 are made aware of the
. (‘ need for responsible decision making regarding alcohol and
, v - - tobacco use. Emphasis is placed on the need to deal with
The federally funded 'health education-risk reduction  success and failure in everyday life."Team teaching by the
. projects have strengthened health promotion and education.  program director, elementary ~ school teachers, school
programs in Hawaii. Contributing to the guaranteed con- nurse-teachers, and eighth grade students lends a dynamic
tinuance of the_projects in Hawaii are (1) administrative quality to the activity-orignted classes. Parents of students
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Group. Discussion Sessions

K

enrolled in SH_IPP participate by completing questionnaires

and discussing their responses with their children at home

and with other students in the classroom, thus broadening

the base of support beyond the classroom. Long-term goals. ~

call for the program to conduct a minimum of six educa-
tional workshops for industry, health-related agencies,

and community organizations.

The Wellness ‘in the W

4

v

Joan M. Wolle, Maryland

The Maryland health education- rlsk reductlon two-phase
survey covered 2,000 agencies in the State. In phase 1,
local health departments, voluntary health agencies, hosp|-
tals, community. colleges, and departriients of education
were_surveyed;.in phase. 2, industries, proprietary groups,
parks and- recreation departments and 4-yedr colleges were

surveyed. A resource center was established as part of the -

Maryland- State Health and Mental Hygiene Library to
house data fr m_the surveys, professional journal articles,
and materi
will be filed by geographlc area, risk factor, target popula-
tion, and other variables.
referénce use of materials in the library, free loan of audio-
visual resources, the development of individualized resource
lists, and dellvery of services by phone and mail and in
person

-

Worksite Interventions

Barbara Burkholder New York
%,

risk reduction programs through{_,emp'gye $ in the Capltal

the current grant year is to raise $6,000 from hﬂlSSIOnS
and membership dues. Future funding is being sought
from foundations, and 2 proposals have been submitted
to provide services for employees in 32 State prisons. If
these contracts are funded, additional staff can be. em-
ployed and the service broadencd.

Henrietta Gomez, Hawaii

The -Employee Lifestyle Program »was offered to 400
Kaiser-Permanente employees who had worked at the
company for 2 or more years. Base-line informatien on
program participants revealed that 45 percent-exceeded 115
percent relative weight, and 21 percent exceeded 145
percent relative weight. Half of the women less than 40
years old and three-fourths of the women more than 40
years old did not do any strenuous exercise:*Among the

-male participants, 37 percent less than 40 years old and half

orm other States. All data and information .

Provision has been made for

~classes and acti
high-risk-individuals are contacted directly.
et

w}

o’rkpﬂe program’ provides” ealth =

District of New York State ~Whic h»meludes Albany and

. ;sarroundlng'countles Th pr"(;j‘ect addresses the problems
of 'high adylt mor,laﬂ’k/e/

y- from preventable diseases and is
developrng a comprehens|Ve health risk reductlon delivery
system. The program has formed a cornmunity-based

. consortlum of 16 agencies providing 60 different health

" risk " appraisals and interest: surveys were introduced.-

promotlon programs to adults.at their worksites. Services
are delivered through a consortium of providers under the
grreeuon of an advisory committee composed of risk

reduction; professionals, educators, employers and con-

sumers.
reluctance of employers to start programs, free_health

Funding for the wellness program was'$30,000 for the

first year and $37,100 for the second. One object_iye of

ERI

Aruitoxt provided by Eic:

“

-

The project is an outgrowth of&Health Systems ;
Agency Task Force on Aduit Wellness Because of the

more than 40 years old did not do any strenuous exercise.
The younger, better educated employees exercised more
than the older, less educated employees, and. the younger
partlcppants believed that they had more control over their
health” than did the oldér participants. Employees who j join
the program receive a health risk appraisal and complete a
questionnaire. After the data are analyzed, each employee
is scheduled for 1“hout of health counsellng with a pro-
gram counselor, Aerobic . exercise, stress management,
nutrition and weight reduction, and smoking cessation
interventions are matched with the individual’s needs. New -
ities are announced in a newsletter and

Brenda Lindemann, Massachusetts

The North Shore Planning Council’s Employee Health
Promotion Project is a health promotion- lifestyle program

for employees of major industries and hospitals in the . -

North Shore . Health Service Area ln Massachusetts. The
project attracts clients through - the use of an annual em-
ployer survey and through consultation teams that work
with. employers to explore a’ vauety»of program options,
such as cardlopulmona fesuscitation instruction, stress-
management” claSSes, ,w?(ém reduction classes, and hyper-
tension- screening. Prbgrams are then :planned, developed

.implemented, and monitored at:the worksite. Contact with

a company. can begin with upper or lower level manage-
ment, yet in this project there was little success starting at

. the top. An employer may accept a program on the w

site but résist full implementation. Competlng health
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.

promotion providers maﬁ‘sent not being included in

employer programs. Occupational health nurses should be
co‘r\msulted at an éarly stage and brought into the project;

\ . .
they have been a key to success in worksettings where they

are e)gployed-. ' '

\

Lois Dre\éner Merliss, Florida
\ v

The Healtk. EducationRisk Reduction (HERR) Program

in Bay County, Florida, is actiye at several worksites. Steps
for developing an HERR program for industry include (1)
collecting “national data on.the prevalénce of risk factors
such as smoking, alcohol consumption, obesity, poor
nutrition, stréss, lack of exercise, automobilé accidents,

diabetes,‘and hypertension; (2) establishing a commitmeént
from the t'arge; worksite and community agencies; (3) .
- establishing base-line data specifying preprogram empioyee
health behavior to determine changes throughout the -

program; (4) planning for the program by selecting a health
fisk appraisal (HRA) form, “advertising the program
throughout the company, scheduling HRA sessions, and
planning information sessions each month for reinforce-
ment; (5) implementing all components developed in the
planning sessions; (6) inferpreting the «data to determine

which participants are at risk- or at high, risk; (7) imple-

menting a lifestyle modification program through one-to-

~one counseling based on the participant’s HRA and educa-

tional level, and offering the-participant a 3-month be-

“havioral change contract (short-term contracts specifying

behavior changes to’ reduce risks ‘were_successful with
Southern Bell employees); (8) performing 3-month follow-
ups on program participants who signed behavior change

contracts and providing counseling and education to all’

interested employees each month; and (9) evaluating

_the program.

“

i

Ed Miller, Maine .

The Safe Woodburping Project, operated ihrough a grant

to the University ¢f Maine Cooperative Extension Service,
is a supplemental ctivity of the Maine Risk Reduction
Project and is desifined to reduce morbidity and mortality

associatedf with unsafe burning of woed-as_fuel. Because
the cost”™¥r other fotms of energy continues to rise, a

greater number of Maine citizens (more than 50 percent)
are using wood @as a primary or secondary source of heat.
The University of Maine Cooperative Extension Service
uses its service delivery network to hold workshop§ for all
its county agents. Individual counties have developed

-

public education initiatives such as woodburning exhibjts;
radio programs and newspaper columns on woodburning.
safety; and meetings on -woodburning safety between
‘county agents and fire department personnel, woodstove
dealers, chimney ‘sweeps, masons, social service providers, -
and educators, Other initiatives include design, of a 4-H
Program on wéodbu’rning safety that is directed at children
and development of a resource center for usc by the gencral
public z_ind the professional and technical community.

[

“Mike Tebo, lowa:

The lowa Health Awaretiess Program (IHAP) is a 2-phase
worksite program that bégan with a target daudience of 240
lowa State' Department 'of Health employees and is cx-
panding to other groyps. Methods include attitudinal
and prevalence surveys, skills and knowledge tests, physical
and medical assessment (blood pressure, resting pulsc,
< skinfold, flexibility, the Kasch step test, and blood tests for
cholesterol, triglyceride, and high-density  lipoprotein
levels), “lunch and learn”” educational sessions, distribution
of the lowa Health Appraisal Prograrn booklet, and support _
group interventions. Evaluation is conducted '~by using
surveys, test results, risk appraisal resuits, and repeat.
physical and medical assessments. All participants are asked
to take a’second attitudinal and prevalence test 9 ‘months
after taking the first test. Of 133 people receiving the blood
- test, 34 ‘were discovered. to be borderline or at Fisk. After

P retesting,” 14 people were identified as at risk- and are
currently .in the program- under a physician’s care. Had
their problems remained undetected, statistically at least,
half would have experienced serious problems in the future..
It is anticipated that within 2-3 years sufficient statistics
will have been corﬁpiled to be used .in negotiating lower
Jinsurance rates. . ' )

“ s
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PROGRAM MAINTE>NANCE STRATEGIES

Block Grants '.
Larry Chapman, Washington

Principles ~{ marketing can be uscd fo enhaﬁmcom-
petitivengss. of health education-risk reduction programs
.in‘ the- block grant e'nvironment. Marketing targets never
are stable. Each new service proposed or developed must

- ’ TS
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_should be made early. Segmenting the

Group Discussion Sessiens

decision to segment the public or to addrfss it as a whole
blic into targets
expedites detail planning and provides/a continuing scan-
\ﬁing device. Selection of segments should follow closely
the .overall policy- pésition of the organization. Cross-
referencing variables should be used to improve proba-
bility of success. Value similarity is the key issue in success-

- ful marketing.

L

Successful Shoestring Operations

\

«
~.

Harry Almond, Jr., Virginia

The Risk Reduction Project, a cooperative venture of the
Virginia State Health Department, ADAPTS (Alcohol and
'Drug Abuse Prevention and Training Services), the Ameri-
can Cancer Society, and the Richmond public schools; is
designed to provide- school-based alcohol and drug abuse
prevention activities in six public and two private high
schools. The activities include general educational programs
for administrators,'faculty, students, and parents; training
“in affective educaticn techniques for volunteering teachers;
training of selected students as peer facilitators and training
of teacher sponsors to coordinate and monitor their activi-
" ties; and implémentation of smoking cessation clinics in

school settings. The method involves people at 41l levels of

the school organization. The philosophy of the project is to
view substance abuse as a strategy developed by individuals
in response to their environment. :

Kay PﬂuM

A good example of a successful shoestring operation is the
Health Risk Reduction Community Action Council, which
provides impetus, direction, exbertise, and resources to
pilot prevention activities while encouraging the institu-
tions served to take over the program administration in the
future. With a budget of less than $50,000, project objec-
tives have been met through such methods as bartering for
services, using volunteers, and securing help from other
social service agencies. In exchange for using students from
local school districts as control groups for testing its health
classes, the Community Action Council allows the school
district to use its curriculum. Students from a local com-
munity college are offered internships in psychology,
guidance counseling, and chemical depenidency. Private
companies or organizations provide funds or donate equip-

RIC
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“ment such as office furniture. Grassroots organizations’

command public acceptance and trust, and people will
often donate time to assist the organization’s efforts.

&

n

Bruce-Ragon, Ohio , o -

Project Panther (Prevent and Neutralize Through Health
Education-Risk Reduction) is  a health education-risk
reduction program in Youngstown, Ohio, that helps fifth
-and sixth graders develop skills needed to make responsible
“decisions about lifestyles. The project is classroom based
and is presented in three phases, emphasizing affective,
cognitive, and psychomotor development.r%’l'hroﬁgh Project
Panther, a variety of creative educational experiences haye
been designed to augment the activity-centered classroom
curriculum. Project Panther has been working closely with
‘the Youngstown ‘Hospital Association and the St. Elizabeth
Hospital Medical Center in designing educational programs
for students. These programs are designe({ to reduce the
fear” of hospitalization, increase awareness of hospital
proceduresa and expose the students to careers in health
fields.

x

Ron Shone, Arizona

Thunderbird Preventive Center is a high school, oncampus,
alternative center, serving approximately 15,000 students,
parents, staff members, and administrators within the
Thunderbird attendance zone to reduce (1) use and abuse

#»0f tobacco and alcohol and (2) truancy, delinquency, and

drop-out ratés. The zone includes four elementary schools
-and one high school. Services -include research and health
promotion, information -and referral, and program devel-
opment in the areas of alcohol and tobacco risk reduction,
The project is intended to provide badly needed prevention-
education and intervention facilities and programs for 14-
to 19-year-old students; it is intended to be expanded to
_include 12- to 13-year-old students.

Generating Alternative Funding

Dee Bill, Ohio
The transfer of power to the States in determining priority
health areas and subsequent funding has repercussions for

many funding recipients. Alternative funding sources (i.e.,.

besides Federal funding) have become and will continue
to bscome the critical issue in maintaining health promo-
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Program Maintenance Strategies

tion-disease prerventyion projects. Good places to acquire
information on funding sources are the Foundation Center
Libraries, which can provide resources needed to research
potential funding sources and to develop a proposal. The
Foundation Center operates libraries in New York, the
District of Columbia, Cleveland, and San Francisco and
maintains cooperating collections in all 50 States. The
Center’s publications include directories describing founda-
tions and their interests; grant indexes listing and classifying
recent foundation awards; and guides introducing funding
research, elements of proposal writing, and related informa-
tion. -

r

Davis Mills, Minnesota

Several new sources of income have been developed  to
encourage health education in Minnesota. In 1976, the
Minnesota State Legislature passed the Community Health
Service Act, which allowed communities of 30,000 or more
to create local health departments and apply for
funds to match local support. Al but 1 of Minnesofa's 87
counties are part of this local health department fetwork.
A second source involved coordinated volunta
funding. For example, Minnesota branches of the Lung
Association, the American Heart A‘ssoéiation, and the
American Cancer Society have each contributed $10,000
for 3 years to provide statewide training -of teachers to
carry out the School Health Curriculum Project. Funding

can also be derived from user fees, Finally, agency coali--

tions can seek foundation support. To successfully generate
funding for risk reduction programs, applicants should be
flexible, cooperative, persistent, and willing to join others
in seeking adequate funding.

Michael Rhonehouse, Ohio

It is important when expanding the funding posture of a
health education program that one identify and work with

agency .

i
S

A ' T
planned, and consequently goals, timelines, and so on may
need to be reexamined before an application is-made.

John Seffrin, Indiana

Operation SmART \Decision is a communitywide project
to deter cigarette smoking and inappropriate alcohol use
among those fess thin 25 years old in Monroe County,
Indiana. Since about\ 56 percent of this population are
university students, the project has been organized into
three phases that are designed to complement each other:
a youth program, a campus program, and a community
support system. The youth program js designed to teach
skills needed to avoid social Pressufes to smoke and drink.
Classroom teachers provide information, and a team from
Operation SmART Decision teaches decision-making skills.
University athletes and other role models interact with
small groups of middle school students during the. decision-
making phase of the program. The campus program pro-
vides educational programs in housing units on campus.
Smoking cessation programs are also offered. The com-

- munity support system involves a series of activities used to
reinforce project messages throughout the community.

Strategies are provided for obtaining funding to keep the
project operational.

Optimum Resource Coordination
Pat Hefley, Alaska

In a time of decreasing funds for health education-risk
reduction: (HERR) programs, project visibility is the key
to cooperative efforts involving little or no expense. The
visibility of HERR. projects is enhanced by (1) articles in
community newspapers and State public health hewspapers,
(2) attendance at quarterly meetings of the Alaska Health
Education Consortium, and (3) attendance at meetings
held by the Alaska State Department of Education and the

partners in the community. Whether in-kind {an exchangg- Alaska_State Department of Health and Social Services.

of labor or services between programs) -or-miitch funding—-—As- a result of these efforts, health educators have asked

(cash matching the. requested funds) is obtained, add-on
projects.should &iso relate logically to the original project
or the work may become disorganized. Accounting pro-
cedures should be carefully examined. The original evalua-
tion plan should be accommodated to any new applica-
tions, so that having to prove the same issue in two or three
different ways can be avoided. If the expansion grant

requires a totally different evaluation format, then it may

be that a separate project rather than an expansion is

-

to participate in State-level data collection, computer ser- -
vices of other State departments have been offered for
HERR program data collection, and direct labor has been
offered that ranges from medicai to statistical-services staff. -

‘A brief review of the health care delivery. system in Alaska

reveals that joint efforts have enhanced resource coordina-
tion activities within the State. Health care services and
health” promotion activities are shared by many organiza-
tions to serve 425,000 people. Although in many cases the
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Group Diss{ssion SesSions
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State maintains responsibility for certain types of services
and the Feczral Government and Native Health Corpora-
tions provide other services, there have been many shifts in
these responsibilities. One. area undergoing change js pre-
ventive health. Generally, the role of the State and the
Native Health -Corporations has increased, while the role of
the Federal Government has decreased.

‘

Julian Lipsher, Hawaii _ ’ .

With Federal funding for health promotion diminishihg,
State health education programsmust—Become the pro-

" gressive efforts of the future. A good illustration of this

Q

E

RIC

process is the development through the health education-
risk_reduction program of an inventory of State health
promotion programs .and services. Inventory researchers
should (1) identify existing sources of information, since
agencies, local information and -referral programs, and
others have already assembled resource directories; (2)
develop human_and financial resources by disseminating
and promotinggthe accumulated resource information to
additional; go 2nt, community, and voluntary agencies;

resources in the best manner possible.

T /

-

Ddfothy Maysey, South Carolina

In resource coordination at the local level, there is a need
to emphasize thoughtful and careful planning and a realjs-
tic assessment of money. and material. Optimum resource
coordination denotes the most favorable use of human, and
material resources to complete a particular task. Optimum
resource coordination can be studied at a project level or at
a systems level, which is broader and more complex in
scope. The key to optimum resource coordjnation is
thoughtful and careful planning, including a realistic
assessment of the money and material (human.or other-
wise) needed to produce a quality product. Since health
educators do not always -control the initial planning, they
must assess their present situation, negotiate, and utilize

Jim MCVaY, Alabama

Better coordination of health education efforts is needed
at the local level. Disease preventiqn and health promotion

. should be emphasized to maximize public health resources,

(3) utilize the inventory system to maintain current pro- .

viders and attract new ones; (4) demonstrate the value of
the inventory to-supportive organizations; and (5) coordi-
nate the resources to demonstrate that the system works
well and is benefiting everyone.

Manzoor Massey, South Carolina

The overall goal of the health education-risk reduction
program is to deter adolescents from using alcohol and
tobacco. In order for this goal to be accomplished, a change
i the target population’s knowledge and attitudes about
the use of alcohol and tobacco must occur. The Riverside
County Department of Health utilizes the “Student Helping
Student” approach, based on peer influence. It is a compre-
hensive approach- to develop decision-making skills affecting
health behavior change among adolescents. The program,

by using a holistic approach, covers communieation tech-

nigues, risk-taking behavior, values clarification, and
decision-making skills. 1t also uses various community
organizational activities. Reer education is a joint effort
between the selected school administration and the River-
side County Health Department.

Obtainable objectives should be stressed at all levels to
improve the cost effectVveness of existing splintered efforts.

Diverse groups interested in health must be:ﬂ coordinate .

their activities because of anticipated finfted Federal

- resources. Optimal results with limited resources can be

obtained through critical internal review of existing activi-

ties and contractual services with a variety of organi- .’

zations. The Alabama Department of Public Health is
working with the Alabama Division of the American Cancer
Society, tbe Alabama Department of Mental Health, and
several local groups to conduct a survey on lifestyle activi-
ties by adolescents in the State. This will-provide a basis to
measure accomplishments of health education activities in
various local areas. In the past year, Auburn University and
the Tuskagee Area Health Education Center, with funds*
from the Alabama Department of Public Health, conducted

" surveys in two rural counties on the prevalence of smoking

and alcohol use among adolescents. B

Jane Plummer, Ohio

The “Co-ops for Health Education” were established in the
fall of 1980 to promote “Heaithy People” program goals
and to faciljtate health education strategies in order to
achieve the 1990 “Objectives for the Nation.” A coopera-
tive effort of the Ohio Department of Health (ODH), the.

- area health systems agency, and the Ohio Health Educd-

136

139 o

v




Program Maintenance Strategies

A / '
tion-Risk Reduction Program, the co-ops deal with health
education strategies in school, community, workplace, and
clinical settings by utilizing personnel within member
agencies to provide support and coordination for programs.
The co-ops overcome barriers to health education such as
health education personnel _shortaggés, lack of funding, and
inaccessibility or insufficiency of resources for programs.,w/
The co-ops reach 300 local and ;bgional agencies within a
~ 22-county ODH service area. The area encompasses 10,898
square miles and has a population of over 1,745,000./ Each'
regional co-op serves a fou5 or five-county area and has a
health educator assigned fo coordinate the activities and
meetings. The co-ops megt quarterly for a half day in each
region. Evaluation of t/h‘e'initial efforts of the co-ops indi-
cates they are providifig a method for channeling existing
technology into the hands of local practitioners and a fo-
rum for identifying édmmunity needs in health education.

&

*.

Wanda Vierth;ler, Pennsylvania

Coordinating community resources at the Health Education
Center (HEC) is based on a set of pringiples or imperatives

<

137

/
that inﬂ/encé all center operations, One principle warns.
agains/t/overlapping services, and awother stipulates against
anything unless it is in cooperation- with another

doin
:?éy, Thus, all HEC programs are planned and imple-
mented to assure input from seven community systems:

.‘business; labor, and industry; communications; consumer,

religious, and civic; education; government; medical care;

.-and voluntary health. When: a neighborhood with higher

than average risks for death from heart disease was isolated,
HEC sought Centers for Disease Control funds to reduce
these risks. The services of /the Allegheny. County Health

- Department and epidemiologic research experience of the

University of Pittsburgh Gréduate School of Public Health
were linked to the commanity development and health

- education skills at the center to generate support for the

project.
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