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This handbook contains measures which have not.yet been
subjected to empirical verification. A subsequent project
to validate the measures for use in health education programs,
is planned.



I
DEPARTMENT OF HEALTH do HUMAN SERVICES Public Health Service

Dear Colleague:

Centers for Disease Control
Atlanta GA 30333

(404) 329-3158

September 1983

The Division of Health Education, Center for Health Promotion and Education,
is pleased to provide you with one of the seven evaluation handbooks for
health education. The development of these handbooks (in the areas of alcohol
and substance abuse, diabetes, exercise, immunization, nutrition, smoking, and
stress management) was initiated in 1979 and a contract was later awarded to
IOX Assessment Associates. Thu process for creating each handbook and a list
of the major contributors are presented in each handbook. We would like to
express our appreciation to the additional individuals who served as reviewers
for the handbooks and whose comments were very useful.

The handbooks are a useful resource for the appraisal of health education
programs. Each handbook contains information On basic concepts regarding the
evaluation of health education programs, a set of newly developed assessment
tools for knowledge, attitudes, skills, and behaviors, test specifications for
each instrument, and a collection of existing measuree'which have been used
for health education program evaluation. The new measures were developed
using a rigorous criterion - 'referenced test paradigm which relied heavily on
the judgment of a panel of experts regarding (1) the specification of
important outcomes that should be measured, (2) the specifications (rules) for
generating test items to measure those outcomes, and (3) the test items
themselves. The development strategy used to prepare the handbooks should
produce instruments of high face validity. However, investigations are
planned to secure empirical evidence supporting the validity of the measures
in the handbooks.

Please contact us if you have questions about the development or use of the
handbooks. The handbooks may be copied and distributed. If you do, CDC would
appreciate being credited as the source of the handbook.

Sincerely yours,

Walter J. Gunn, Ph.D.
Research Psychologist (Team Leader)
Principal Project Officer
Seven Handbooks Development Project
Behavioral Epidemiology
and Evaluation Branch

Division of Health Education

)55(07d, 47U1k7/Zel

Diane Orenstein, Ph.D.
Co-Project Officer
Behavioral Epidemiology
and Evaluation Branch

Division of Health Education
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PREFACE

In recent years health educators have increasingly recog-
nized that systematic evaluation can help them appraise and
improve their programs. For this potential to be realized,
however, effective mechanisms for gathering relevant data
are required. Until now, there have been instances where
critical information about a program's effects has not been
collected because of a lack of suitable measures for gauging
program effects. The purpose of this handbook is to rectify,
at least in part, this deficiency in the evaluation of
health education programs in smoking.

This book is one of seven health education evaluation
handbooks resulting from a project initiated by the United
States Centers for Disease Control (CDC) in 1980.* The hand-
book is not intended to be prescriptive or all-inclusive.
Those who evaluate smoking programs should regard the hand-
book only as a resource, that is, e. collection of assessment
tools which may be of use. The extent to which the handbook
is actually useful depends, in large part, on the extent to
which it contains materials that correspond to the evaluation
needs of a particular smoking program.

A CAPSULE HISTORY OF THE HANDBOOK'S CREATION

This handbook has been created by an external contract-
ing agency, selected competitively on the basis of responses
to a CDC-issued request for proposals. The contractor was
to collect and develop evaluation measures for critical behav-
ioral, knowledge, skill, and affective outcomes in the area
of smoking. A panel of experts guided the contractor in
determining which outcomes were important enough in smoking
health education programs to require assessment devices.
Three members of the panel were subject matter specialists
who were selected on the basis of suggestions from prominent
national associations with a primary mission in smoking.
These nominations were screened to ensure a panel with a

The seven handbooks focus on the areas of alcohol and substance abuse,
diabetes, exercise, immunization, nutrition, smoking, and stress
management. Information regarding the handbooks is available from
the Centers for Disease Control.
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balanced view of the field. So, for example, at least one
of the subject matter experts represented a national asso-
ciation and at least one possessed direct community level
experience in administering local health education programs
in smoking.

In addition to these subject matter experts, a health
education generalist selected from nominees suggested by
national health education associations served on the panel.
Two specialists in evaluation and testing, one of whom-was
a member of the contractor's staff, also served on the expert
panel. Additional subject matter experts representing
interested national associations were also invited to serve
as panelists. The names and affiliations of the smoking
panelists are provided at the end of the Preface.

The expert panel met for two days at the beginning of
the project in order to isolate the primary outcomes which
smoking health education programs could be expected to
promote. Preliminary statements reflecting these outcomes
were suggested, then prioritized by the subject matter and
health education panelist3. The evaluation and testing
specialists did not participate in this setting of priorities.

The preliminary outcome statements selected by the
panel were refined by the contractor's staff, then mailed to
panelists and other interested individuals and organizations,
all of whom rated the importance of eactr. statement. The
prioritized list of outcomes that resulted was used to guide
the selection and development of the handbook's measures.

All newly developed measures, along with the test speci-
fications used to prepare them, were mailed to tie panelists
for review. In addition, many of the new measures were tried
out with small groups of respondents. The new measures were
revised based on the informal tryouts and the panelists'
review comments. All of the new measures were also reviewed
by the contractor's staff in an effort to eliminate any
potential sex, race, reigious, or socioeconomic bias.

While the new measures were being developed, a compre-
hensive literature search was conducted to locate existing
measures which might match the panel-identified outcomes.
These measures were carefully screened for their correspon-
dence with the panel-identified outcomes. All measures which
matched one or more outcomes were then reviewed to ensure
that they possessed no major technical flaws which would make
them unsuitable for program evaluation. Whenever there was
substantial duplication among existing measures, the measure
with the strongest supporting psychometric data, or the
measure that was clearest and easiest to use, was chosen.
All existing measures which passed both the content screening
and the subsequent reviews are included in this handbook.

-2-
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THE HANDBOOK'S CONTENTS

The handbook's various sections are described below.

CHAPTER ONE: PROGRAM EVALUATION CONSIDERATIONS FOR HEALTH
EDUCATORS - a review of key fundamentals of systematic
evaluation as applied to health education programs.

CHAPTER TWO: A DESCRIPTION OF THE HANDBOOK'S MEASURES -
explanations of the handbook's four categories of measures,
the relationships among these measurement categories, the
rationale behind the types of measures developed for the
project, and the procedures used to select existing measures.

CHAPTER THREE: USING THE HANDBOOK'S MEASURES -
guidelines for using the handbook's measures in program

-evaluation, including practical suggestions for the selec-
tion, administration, and scoring of measures and alterna-
tive ways of employing the handbook's resourcLs.

CHAPTER FOUR: SMOKING PROGRAM OUTCOMES - the
behavior, knowledge, skill, and affective outcomes upon
which the handbook is based.

CHAPTER FIVE: NEWLY DEVELOPED MEASURES - a collection
of measures developed specifically for this project. (It
must be stressed that these new measures have not yet been
subjected to empirical verification, hence should be regarded
as assessment devices whose technical qualities have not
yet been verified.)

CHAPTER SIX: ETISTING MEASURES - extant measures selected
for their correspondence with the handbook's outcomes.

CHAPTER SAVER: TEST SPECIFICATIONS - the rules and
content information used to create the measures specifically
developed for this handbook.

ANNOTATED EVALUATION BIBLIOGRAPHY - an annotated listing
of follow-up readings for handbook users who wish to deal at
greater length with the topics developed in Chapters One
through Three.

INDEX OF HANDBOOK MEASURES - a list, by title, of all
the measures contained in the handbook.
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CHAPTER ONE

PROGRAM EVALUATION CONSIDERATIONS

FOR HEALTH EDUCATORS

In recent years, a variety of program evaluation
strategies have received substantial attention. Many of
these recommended approaches to evaluation have been formally
designated as evaluation "models," that is, systematic con-
ceptualizations of the step-by-step manner in which evalua-
tions should proceed. Some approaches emphasize the effects
of a program. Others focus on the quality of a program's
procedures. Still others attend primarily to the costs
associated with a program. Today's health educators will
find the evaluation terrain well charted, although its
borderlines often reflect advocacy rather than agreement.

The purpose of this chapter, however, is not to promote
a particular evaluation model for health education programs.
Rather, it will focus on considerations central in any
evaluation effort.* Sometimes a program evaluation will be
conducted by an individual not affiliated with the program
itself--an individual formally designated as a program
evaluator. Far more frequently, an evaluation will be carried
out by the program personnel who are actually operating the
program. These health educators will simply change roles
for a while, exchanging their program implementation respon-
sibilities for program evaluation responsibilities. Thus,
whenever we use the term "evaluator" in these introductory

'In this introductory chapter an attempt will be made to present a

series of salient considerations related to the evaluation of
health education programs. Clearly, it is impossible in a single

chapter to'discuss all evaluation topics with adequate depth.
Hence, a set of references for further reading has been provided.
This evaluation bibliography, which has been annotated to provide
a general description of each volume's contents, can be found on

pages 321 -329. Throughout the handbook's early chapters, readers
will be directed to various of these references for further information
about the topics being discussed.
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chapters, we mean to refer both to the evaluator specialist
and to the program staff member serving as evaluator.

One major theme runs throughout the sections that
follow, namely, that evaluation is a process that can
markedly enhance the effectiveness of health education pro-
grams. Evaluation should not be conducted merely for the
sake of evaluation. Instead, we evaluate in order to find
out if programs are working and how to make them work better.
When evaluation is used in this way, it can make a signifi-
cant contribution to the physical and psychological well-
being of health education program participants and the
community at large.

FOCUSING THE EVALUATION

Effective evaluations improve decisions about programs.
Anyone setting out to evaluate a health education program,
therefore, should focus the evaluation on the decisions that
are likely to be at issue. In order to determine what these
decisions are, an evaluator needs to have a clear idea about
the purpose(s) of the evaluation as well as a clear identi-
fication of the individual(s) or group(s) who may use the
evaluation's results.

The nature of the program being evaluated makes a sub-
stantial difference in an evaluation's focus. Some health
education programs are carried out chiefly to develop and
refine the program itself. We can refer to these programs
as experimental programs, in the sense that they are programs
of yet unproven effectiveness. Evaluations of experimental
programs attempt to isolate effective programs or effective
program components. Other health education programs,
referred to as demonstration programs, offer proven approaches
in an effort to secure support or adoption from a larger
clientele. Such programs have two audiences, the program's
participants and the individuals or groups whom the demon-
stration is supposed to convince. When evaluating demonstra-
tion programs, we want to determine whether a program has
been disseminated with fidelity to its original conception
and, if not, why. Finally, there are service programs, which
use proven approaches to improve the health and well-being
of designated target groups. In such programs, evaluation
often takes the form of monitoring.*

*For an extended consideration of these three types of programs, see
Gunn, W. J. Suggested guidelines for evaluation of health education
programs. A paper presented at the Fifth International Conference on
Health Education, London, September, 1979.

-6-
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In these three types of programs, evaluation activities
will differ depending on the purpose of the evaluation, the
type of health education program being evaluated, and the
nature of the decision-makers for whom the evaluation is
being conducted. But program evaluation is needed in all
three kinds of programs. Too often program per4onnel avoid
evaluation on the grounds that theirs is only a demonstration
program and, hence, needs no systematic appraisal. Or,
.agaid, those carrying out a service program might fail to
evaluate their efforts because, "after all, we are merely
disseminating a proven methodology." In all cases, however,
the issue is not whether to evaluate, but how.

OBJECTIVES AND EVALUATION. Health education programs
are designed to bring about worthwhile effects. Most health
education programs, therefore, are organized around some
form of program objectives. The more explicitly these objec-
tives can be stated, the more useful they are in carrying
out evaluations. Indeed, one consideration in conducting
an evaluation is the extent to which a program's objectives
have been achieved. It is for this reason that evaluators
often work with program personnel to create objectives which
clearly describe the desired post-program behaviors (includ-
ing performance on measuring devices) of program participants.
Too often program designers describe their objectives in such
lofty and loose language that it is impossible, even after
the program is over, to tell whether those objectives have

been attained.

There is substantially more to program evaluation, how-
ever, than merely discerning whether a program's goals have
been achieved. For example, there may be program effects
which, although profound, were not anticipated in the pro-
gram's stated objectives. In addition, there is the quality
of the objectives themselves. Perhaps the program's goals
are truly trivial. A skillful evaluator can profitably work
with program personnel to improve the nature of their aspira-
tions. Clarified and more defensible objectives can be a
boon to both program personnel and evaluators.

Some evaluators believe that a program evaluation must
be carried out exclusively in relation to a set of specific
behavioral objectives, that is, objectives stated in terms
of participants' post-program behaviors. This is a par-
ticularly limited notion of educational evaluation. Although
in the late sixties and early seventies there were many who
urged educators to organize their instruction around litanies
of hyper-detailed behavioral objectives, these objectives
failed to prove particularly usefql in program evaluations,,

-7-



Specificity did not automatically yield utility. Instead,
too many targets turned out to be no targets at all. More
recent thinking regarding behavioral objectives suggests
that program objectives, while still measurable, should
embrace larger domains of outcomes. Today's health education
programs, rather than being organized around 50 miniscule
objectives, might be organized around a half-dozen or so more
global, but measurable, targets.

SUMMATIVE AND FORMATIVE FUNCTIONS. Since the expressions
"formative evaluation" and "summative evaluation" were intro-
duced over a decade ago, considerable attention has been
given to the virtues of each type of evaluation. In the
late sixties and early seventies, a good many evaluators were
persuaded of the virtues of summative studies to provide a
final judgment of a program's overall effectiveness. To
their distress, however, it often turned out that definitive
judgments about program effectiveness were difficult to
achieve. Rarely did a summative evaluation settle conclu-
sively whether a given program was sufficiently meritorious
to make a go/no-go decision on the basis of that evaluation
alone. More often than not, a host of complicating elements
influenced the final decision far more than the results of
an evaluation study.

As a consequence, it became increasingly clear that
there were many instances when formative evaluation studies
might prove more useful. Formative evaluation is not end-of-
the-line evaluation. Rather, it is an ongoing endeavor con-
ducted as the program is designed, installed, and maintained.
Whereas summative evaluation's mission is to provide a
final judgment of a program's overall merit, formative
evaluation's mission is, on a continuing basis, to bolster
a program's quality. The effective formative evaluator func-
tions less as an external judge and more as a collaborator,
a member of the team whose task it is to monitor the program
in order to improve its quality and the decisions regarding
it.

These two evaluative roles are not mutually exclusive.
An evaluator's main task is to collect information that can
be used to improve the decisions made about programs. Evalua-
tion should identify the areas in which a.health education
program is having an impact, as well as those in which it
is not. Effective components can then be retained; ineffec-
tive components can be strengthened or dropped. The system-
atic collection of information regarding health education
programs can provide a solid data-base for the continuing
refinement of such programs and for improvement in the
general level of services provided.
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CONDUCTING EVALUATION STUDIES

How can evaluations be conducted so as to achieve
their maximum benefits? It is sometimes thought that pro-
gram evaluations must include complicated and elaborate data-
gathering designs in order to yield decisive and compelling

data. This is simply not the case. Program personnel and-
evaluators should strive to conduct their studies and gather
data in such a way that the ambiguity of results can be kept

to a minimum. That is, evaluations must attempt to deter-
mine whether a program works, what makes a program work, or
what prevents it from working. Evaluation data-gathering
designs serve as the means to this end by setting forth the
procedures to be used in exploring the nature and impact of

a program.

The design we choose for an evaluation will deter-
mine the inferences we can make about a program's over-
all impact on participants and the effectiveness of its

various components. To select the best designs for their
investigations, evaluators must have a broad knowledge of
the available design alternatives and the strengths and
weaknesses associated with each. Evaluators must also work
closely with program staff to determine which decision
options can actually be illuminated by evaluation studies.
The most sensible evaluation study for a given context can
then be planned.

RIGHTS OF HUMAN SUBJECTS. Health education programs are
designed to improve individuals' health and well-being.
When'we evaluate those programs, therefore, we typically
focus on their impact on human beings. Some evaluators,
however, become so caught up with the importance of apprais-
ing a health education program that they overlook the rights
of the individuals being evaluated.

Above all, an evaluator should be guided by a respect
for human dignity, hence should not engage in evaluative activ-
ities which in any way demean an individual's rights. Promi-
nent among the principles that should guide evaluators is
informed consent. The principle of informed consent requires
that an evaluator secure, in advance of the study, agreement
of all participants in an investigation. This consent is
obtained after the potential participants have learned
about the nature of the investigation, at least insofar as
their participation is involved. This principle properly
reflects the evaluator's concern for human dignity, because
it rules out the possibility of making individuals serve,
unknowingly, as subjects in an evaluation. .

-9--
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A key tenet in most ethical codes regarding human
subjects insists on the confidentiality of all information
gathered about participants during an evaluation. Because
the evaluator is not concerned with an appraisal of indi-
vidual participants but, rather, with the worth of health
education programs, the principle of participant confiden-
tiality usually poses no problems. Evaluators must be care-
ful, however, to devise protective safeguards, such as
anonymous completion of forms and careful handling of data,
that ensure the confidentiality of the data.*

ummuwammommuumyymprry. Characteristically, an
evaluation seeks to determine whether individuals have
changed as a result of their participation in a program.
Can observed changes in the status of participants be attri-
buted to the program? Could other factors such as partici-
pant maturation, familiarity with the measures used in the
evaluation (testing), or external influences such as a mass
media campaign (history), account for the observed changes?
Such questions revolve around the internal validity of the
evaluation, that is, the validity with which we can infer
that the program caused the effects we find. Ideally the
data-gathering design should help to rule out explanations,
other than the program, for measured effects. Threats to

. internal validity weaken the ability to attribute observed
effects to the program and not to other factors.

Another important issue involves the 'external validity
of evaluation studies. Can the findings from a specific
evaluation be generalized to the next group of participants
or to variations of the program (for example, to a similar
health education program held in a different place or during
the following year)? Could we expect the program to have
the same impact in other settings or at other times? What
would be its effects with different participants, modes of
presentation, or program personnel? External validity
focuses on the need to demonstrate that the observed pro-
gram effects can be expected to occur under conditions other
than those associated with the specific program being
evaluated. If evaluations possess'external validity, they
can serve as more than tributes to successful programs or
postmortems for unsuccessful ones. Such evaluations can
provide useful information as program personnel look to the
future.

'For additional information about the rights of human subjects and the
ethics of evacuation, see Annotated References Nos. 1, 21, and 30.

-10--
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It is important to distinguish between internal and
external validity, for different information may be required
to establish each one.. A procedure that increases internal
validity may weaken external validity. Experimental control,
which enhances internal validity, must be weighed against
feasibility and generalizability. Evaluators must try to
balance the problems associated with threats to internal and
external validity by selecting a data-gathering design that
best addresses the information needs of the program and
allocating evaluation resources accordingly. These prior-
ities must come from the context of the program itself,
because there are instances in which an evaluator should
stress one type of validity rather than the other. Emphases
on internal or external validity will vary as a function of
the program decisions to be made.*

EVALUATION DESIGN OPTIONS

The key to selecting an appropriate evaluation design
is to pick the one that best deals with the needs of those
involved with a program, such as the program's staff, partici-
pants, or funding agency. In some instances, health edu-
cators may be interested in the effects of the particular
program that they are providing: "Will participants be able
to stop smoking after attending this program?" In other
instances, health educators may be trying to develop model
programs that can be disseminated locally or even nationally:
"Can we develop a program that will help individuals refrain
from smoking. whether they are teenagers in Duluth, working
mothers in Tampa, or retired business executives in New
Haven?" An evaluator would have to design very different
studies in order to answer these fundamentally different
questions. As indicated earlier, health educators must
design each study so that it serves the specific purposes
of that evaluation. There is no such thing as a general-
purpose evaluation.

By understanding a few basic principles; evaluators
can select designs well suited to their needs and, perhaps
more importantly, determine the limitations of whatever
design they implement. No evaluation can be perfect. Every
evaluation leaves some questions unanswered. Evaluators
need to be clear regarding what they have learned about a
program and the degree of certainty associated with their
findings, then convey this information to other interested
audiences.

*For additional information about internal and external validity
issues, see Annotated References Nos. 6, 9, and 10.
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To illustrate some of the major considerations in
selecting data-gathering designs, consider a six-month health
education program aimed at modifying Behavior X. If partici-
pants' status on Behavior X were measured at the close of the
program, we could represent that situation schematically as
follows:

PROGRAM MEASUREMENT

If this were the design employed, what could you tell about
the program's impact on participants' behaviors? Using such
a design, how confident would you be that the participants'
reported behavior changes were attributable to the program?

It would be difficult, with confidence, to attribute
any change in behaviors to the health education program.
The program, indeed, may have been totally ineffectual, and
participants' post-program behaviors might be identical to
those they possessed before the program. The measurement
process might be detecting behavioral patterns that partici-
pants brought to the program, not those that were affected
by the program. Because we have no measure of behaviors
prior to the program, we can't distinguish between preexist-
ing behaviors and program effects. Hence, with this data-
gathering design, it may be impossible to determine whether
the program had any impact on participants.

But even with such a basic data-gathering design it
may be possible to secure meaningful program evaluation
data. Suppose, for example, that a health education program
is promoting a knowledge outcome so advanced that most indi-
viduals would not be familiar with its content. In such a
setting one could assume that any post-program knowledge is
attributable to the program's impact, because participants
would probably not know the information without the program.
It might not be worth the resources necessary to demonstrate
conclusively that participants began the program unfamiliar
with the outcome's content.
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This example illustrates the chief mission of data-
gathering designs, namely, to rule out plausible rival
hypotheses, other than the program's impact, that might
account for the post-program status of participants. If
there is reason to believe that participants' pre-program
status may account for their post-program status, then a
data-gathering design should be selected which permits the
evaluator to rule out that rival hypothesis.

Now suppose that, in order to avoid the major short-L.
coming of the previous design, we measure participants'
behavior both before and after a health education program.
We could represent that design as follows:

MEASUREMENT b--1111, PROGRAM 40 MEASUREMENT

11.

Let's assume that the result was a substantial shift
toward more desirable behaviors between the initial and the
final measurement. Could this change in behaviors be
ascribed to the program? We cannot be sure. There are many
other factors that may have led to the observed change in
behaviors. For example, there may have been a significant
event, an event totally unrelated to the program, which
influenced participants' behaviors. If the program were
designed for children, they may have matured during the time
of the program. Thus it may have, been increased maturity
rather than the program which caused the altered behaviors.
The program itself may have contributed nothing to the shift
of behaviors. Such threats to the evaluation's internal
validity decrease our ability to draw defensible conclusions
about the program's impact.

But, as was true with the earlier design, if there are
no plausible rival hypotheses for explaining posttest results,
the design is sufficient for the task at hand.. In fact,
many formative evaluations feature such simple yet service-
able pretest-posttest designs involving only one group of
participants.*

Note that this design requires measurement before as well as after a
program. This points to a commonly accepted but often overlooked
principle of effective evaluation. Evaluation is most effective when
it is initiated at the beginning of a program, often prior to the pro-
gram's forma inception. If evaluators are not called in until the end
of a program, they sometimes serve as tittto more than test proctors.

-13-
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We can eliminate some of the more common rival explana-
tory hypotheses by using data-gathering designs in which we
employ comparison or control groups. The use of a control
group (untreated individuals) or comparison group (individuals
receiving a different program) requires two groups assumed
to be equivalent before the program on all related variables.
Only one of the groups is given the target program. This
can be illustrated as follows:

GROUP 1: MEASUREMENT p PROGRAM MEASUREMENT

GROUP 2: MEASUREMENT MEASUREMENT

In this design, as we see, a control group (Group 2)
is assessed before and after the program,... but never receives
the program itself. Assuming that the groups were comparable
before the program, if the program participants' pre-to-post
behaviors change, and the control group's pre-to-post
behaviors remain the same, we can be more confident that the
program caused the change.

There are, however, some disadvantages to this design.
It may be that the initial measurement was reactive. A
reactive measurement is one which by itself, or in combina-
tion with the program, influences participants' behavior.
Attitude inventories and self-report questionp..ires about
behavioral practices are often reactive. For example, a
questionnaire administered before the program might alert
participants to a desired behavior, hence influence their
performance on the second measurement. Furthermore, measure-
ment'is expensive, and measuring control groups can waste
valuable evaluation resources. Time and money can often be
better spent in order to study the program being evaluated
rather than to study a no-treatment control group of little
interest. (The merits of comparative designs will be
described later.) Health educators should not ritualistic-
ally employ control groups in their designs if the questions
at issue can be answered without their use.

There are situations in which health educators may wish
to appraise the effects of their programs on the basis of

V di t,
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periodic measurements, such as routinely administered ques-
tionnaires or the kinds of archival data one often finds
recorded in health agencies. For instance, suppose we were
evaluating a "parent health awareness" program and were inter-
eTted in the number of checkups parents sought for their
children. Assuming that such information were available
from physicians in a county's health department, the eval-
uator might use a time-series design. In a time-series
design we measure at periodic intervals both before and after
the program. By observing the pattern of measurements prior
to and following the program we can discover if the program
had any effect.

To clarify, Figure 1.1 presents three illustrative time-
series data patterns of six periodic measurements (M1 through
Ma) taken every two months over a 10-month period. A six-
w4ek-long health education program is offered midway in the
time series, that is, immediately following Measurement

Q

M1 M2 M3 "--- M4 M5 M6

PROGRAM

FIGURE 1.1 TI-FEE DATA PATTERNS FROM A TIME-SERES DESIGN
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Number Three (M) and just before Measurement Number Four
(MA). Note that the difference between M and MA (that is,
imMediately before and after the program) 3 is ideatical in
all three data patterns. Yet in data patterns A and B we
would be reluctant to attribute the M to M growth to the
program's effects. In pattern A therd are aonsistent incre-
ments over the entire 10-month period, not just the period
associated with the program. In vttern B the increments
and decrements fluctuate too much. Only in data pattern C
could we make the attribution of program effects with some
confidence. Although the data analysis procedures associated
with time-series designs are fairly complicated, it is
often possible to discern program effects merely from inspec-
tions of patterns in plotted data such as those shown in
Figure 1.1.

In using time-series designs to evaluate programs,
health educators must be particularly attentive to the
possible impact of an event, external to the program, that
may have influenced the observed data patterns. For in-
stance, referring back to Figure 1.1, suppose that a widely
publicized national outbreak of influenza had occurred at
the same time as the "parent health awareness" program.
Suppose also that parents were being urged by the media to
seek checkups for their children. Then the growth pattern
observed in pattern C might be more associated with that
event's effects than with the health education program's
effects. This is another illustration of a threat to a
study's internal validity.

A time-series design, though often used with archival
data, can be employed with any sort of periodically gathered
data such as routinely administered attitude inventories.
A time-series design can be used to evaluate one program at
a time or to evaluate several programs simultaneously. For
example, suppose the three data patterns seen in Figure 1.1
were data associated with simultaneously offered programs.
In this instance, the program yielding data pattern C would
be the only one resulting in detectable effects.

Evaluators using time-series designs should be certain
to have a reasonable number of measurement opportunities over
an extended time period. Such a design should not be
employed unless there are enough data points so that clear
data patterns are detectable.

RANDOMIZATION. In the designs we have discussed thus
far, the focus has been on evaluating one program with one
group of participants. This may be the situation for many
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health educators who are only interested in considering the
specific program they are providing. But suppose, as we
described earlier, you are interested in the general effec-
tiveness of a program which will serve as a model to be
implemented in a variety of settings, with different types
of participants. How would you design such a study?

One technique that can prove useful in such settings is
randomization. We select or assign things randomly when we
do so in a nonsystematic manner, such as by using a table
of random numbers (found in most statistics texts). One
application of randomization is randomized selection of
subjects. This sort of randomization is particularly impor-
tant when we wish to generalize from the results of a study
to a larger population. When the participants taking part
in the program to be evaluated have been selected at random
from a larger population of potential participants, then we
can be reasonably confident that those involved in the eval-
uation will be representative of that larger population.
There is less likelihood that the participants being studied
in the evaluation are atypical, making it inappropriate to
generalize the evaluation's results to the population at
large. Randomized selection of subjects may also be useful
when there are more applicants. than vacancies for a program
or when not all potential clients can be served.

Another use of randomization arises when we determine
which of several programs individuals are to receive. If
we want to compare the effects of different programs, then
we want participants in each program to be as equivalent as
possible. To this end, we can employ a randomized assignment
procedure whereby we randomly place individuals in the pro-
grams to be compared.

The two procedures of randomized selection and random-
ized assignment are illustrated inFigure 1.2 on the next
page. Note that we randomly select participants from the
pool of potential participants, then randomly assign those
individuals selected to either Program A or Program B.
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RANDOMIZED
SELECTION

RANDOMIZED
ASSIGNMENT

POTENTIAL PARTICIPANTS

PROGRAM
A

PROGRAM
B

ACTUAL PARTICIPANTS PARTICIPANTS
ASSIGNED TO

PROGRAMS

FIGURE 1.2 RANDOMIZED SELECTION OF PARTICIPANTS FROM POOL OF
POTENTIAL PARTICIPANTS. AND RANDOMIZED ASSIGNMENT

OF PARTICIPANTS TO PROGRAMS

Use of randomization techniques does not necessarily
create equivalent groups. For example, if we were to ran-
domly distribute 100 potential participants in a health edu-
cation program into a treatment anda no-treatment group,
it is still possible that one of the groups would end up
with individuals who, when pretested, turn out to be signifi-
cantly different in relation to characteristics of interest
than those in the other group. In such instances evaluators
must rely on statistical procedures in an effort to compen-
sate for such disparities. In most instances, however, use
of randomization will create groups of sufficient equivalence
that such statistical adjustments are not needed.

In practice, program personnel often may not have the
luxury of constituting groups via randomized' selection or
assignment. There are, in fact, situations where program
personnel would not want to use such procedures. When random-
ization is not used, it is especially important to collect



and examine descriptive data carefully, to determine where
preexisting differences occur and to consider the ways in
which they may influence outcome data. Even if randomization
is impossible, attempts to constitute comparison groups with
individuals as equivalent as possible can help minimize the
influence of preexisting participant differences.*

COMPARATIVE DESIGNS. Comparative designs offer another
approach to collecting meaningful data. Comparative designs
arise because of the basic function of evaluators, namely,
to aid decision-makers. Decision-makers ordinarily make
selections among alternative courses of action. Ideally,
if a decision-maker is choosing between several options,
the evaluator should supply evidence as to the merits of
each one. For this reason, it is often less sensible to
include .an untreated control group in an evaluation than to
include comparison ,broups representing the various options
under consideration.

For example, suppose that a program developer for a
health education project were choosing between lectures and
independent study as two ways of presenting program content.
If possible, the evaluator would consult the research litera-
ture regarding the probable virtues of each option. There-
after, a study could be designed in which variations of both
strategies were tried out for a reasonable.. period of time
in order to compare the relative effectiveness of each one.
In this situation there would be little reason to employ an
untreated control group, because it is unlikely that a no-
treatment option would be chosen by the program staff.

In summary, the data-gathering designs treated in this
chapter have been relatively simple. There are a number of
far more complex designs than we have considered. Although
program evaluators sometimes become so entranced with com-
plicated data-gathering designs that they apply them when-
ever carrying out an evaluation study, evaluations often do
not need complex designs. In fact, such designs should be
adopted only when needed to eradicate threats to internal or
external validity.

There are many instances in program evaluation when
simple data-gathering designs are sufficient. The utility
of simple designs is particularly apparent in formative
studies when evaluators are looking for rapid-turnaround

*For additional information about randomization, see Annotated References
Nos. 6 and 19.



data to guide program personnel in making upcoming program
decisions. In such settings the evaluator needs to assemble
timely decision-relevant information. The use of complex
data-gathering designs in such circumstances often repre-
sents a squandering of evaluation resources and program time.

Program evaluators also are often so concerned about
detecting the effects of programs that they fail to consider
the costs needed for the programs to produce those effects.
Yet decision-makers need guidance regarding not only the
results they can expect from a program, but also the finan-
cial resources required to achieve those results. For this
reason program evaluators should consider the relative costs
of programs. To illustrate, how much does it cost Program
A to produce a given result in relation to Program B's costs
To produce comparable results? Judgments about a program's
impact in the absence of considerations about its costs are
potentially superficial.*

SELECTING APPROPRIATE MEASURES

Although there are various approaches to program evalua-
tion, almost all share one common feature, namely, the
acquisition of systematic evidence regarding a program's
effects. To secure evidence of program effects, we usually
employ measurement instruments. But some instruments are
far more suitable for assessing a program's effects than
others.

CRITERION-REFERENCED MEASUREMENT. For more than a
decade, educational measurement specialists have directed
their attention' toward an emerging form of assessment known
as criterion-referenced measurement. In comparison to norm-
referenced measurement, which attempts to ascertain exam-
inees' status in relation to other examinees, criterion-
referenced measurement attempts to ascertain examinees'
status in relation to a clearly defined set of behaviors.
In fact, it is because the status of examinees can be inter-
preted according to a clearly defined domain of criterion
behaviors that we say a measure is "referenced" to those
criterion behaviors, hence classified as a criterion-refer-
enced measure. It is important to recognize that the word
"criterion," as it is used in the phrase "criterion-referenced
measurement," does not refer to a level of.examinee perform-

*For additional information about various evaluation design options,
see Annotated References Nos. 6, 10, and 17.
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ance. The level of performance we expect from examinees is
a separate issue.

The essence of a criterion-referenced instrument is the
clarity with which its accompanying descriptive materials
explain that which is being measured. Because norm-referenced
instruments emphasize relative comparisons among examinees,
they often do not need to provide a clear description of
exactly what it is they are assessing. In contrast, criterion-
referenced instruments are absolute measures, designed, to
determine exactly what it is that examinees can or cannot
do without reference to the performance of other examinees.
Thus, criterion-referenced tests must provide an unequivocal
description of what they are measuring.

It is this clarity regarding the attribute's being
assessed that renders criterion-referenced measures ideal
for program evaluation. Consistent with the spirit of provid-
ing useful information for decision-makers, criterion-refer-
enced instruments describe the precise nature of what is
being measured. Hence, when criterion-referenced measures
are used in a program evaluation, decision-makers can
readily interpret, the evidence being supplied.

The best way to determine what a particular criterion-
referenced instrument measures is by reading the test speci-
fications that are used to create the items.on that measure.
Test specifications identify the particular rules and content
used in constructing a measure and in so doing operation-
alize the attributes being assessed.

As with any assessment strategy, there are varying
degrees of quality in criterion-referenced measures. Not
every instrument described as "criterion-referenced" truly
deserves that label. Evaluators of health education programs,
therefore, should become knowledgeable regarding the charac-
teristics of high quality criterion-referenced measures;
Several of those characteristics are described in the sections
that follow.

The single most important element of a properly con-
structed criterion-referenced instrument is that it ade-
quately describes the attributes it claims to measure. Such
clarified descriptions, contained in.the test specifications,
may take a variety of forms. Irrespective ofthe particular
form employed, in reading the descriptive information asso-
ciated with a criterion-referenced instrument, it must be
possible to discern unambiguously what is being measured.
The test specifications contained in Chapter Seven provide
an example of the level of descriptive rigor required by
criterion-referenced tests.
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Historically, many measures have attempted to cover vast
arrays of content. The net effect of this broad coverage
has often been that those attempting to use the results from
such instruments become overwhelmed by the number of dif-
ferent attributes being assessed. A properly constructed
criterion-referenced instrument will focus on a manageable
number of dimensions. As a consequence, program personnel
can direct their efforts toward those dimensions. Evaluators
can describe program effects along those dimensions. A.
criterion-referenced instrument that attempts to measure 10
or 20 different outcomes, for example, would likely prove
less useful to program personnel and evaluators than an
instrument that measures only one significant attribute. In

some instances, particularly for diagnostic purposes, it may
be helpful to design an instrument that assesses the major
subdimensions of a more general attribute. Even in such
cases, however, the guiding rule should be to employ only
a manageable number of categories.

In order for a measure to yield suitable information
about examinees' status regarding a given attribute, it is
often useful to provide multiple instances for examinees to
display that attribute. Hence, criterion-referenced measures
should provide a reasonable number of test items for each
attribute measured. It is rarely sufficient to measure other
than behavioral attributes with only one or two test items.
In some cases, a handful of test items per measured attribute
or its subdimensions can aid the evaluator in gaining rough
estimates of certain program effects. Silt, generally speak-
ing, at least five to ten items per attribute constitute a
minimum for measuring most significant health outcomes.*

RELIABILITY. All instruments used for evaluation must
measure what they are measuring with consistency. The con-
sistency with which an instrument measures is known as its
reliability. To illustrate, suppose a 30-question know-
ledge test is administered on a given day, then re-adminis-
tered to the same examinees five days later with no interven-
ing instruction. If the test is reliable, examinees should
receive essentially the same scores on both testing occa-
sions. If the test, when re-administered, yields substan-
tially different examinee scores, we know that the test is
not measuring with consistency, thus, is unreliable.

There are several different indices which can be com-
puted to reflect an instrument's reliability (for example,
test-retest or equivalent-forms reliability coefficients).

*For additional information about the nature and development of
criterion-referenced measures, see Annotated References Nos. 4,
18, and 27.
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The kind of reliability data needed to appraise a measure
for possible use in an evaluation study should be consistent
with the way the measure will be used in that study. If a
measure is to be used on a test-retest basis, for example,
then information about that type of reliability is germane.

Reliability coefficients generally range from 0 to 1.0,
with coefficients of .80 or higher indicating highly reliable
measures. Although space limitations preclude a more com-;
plete discussion of reliability, evaluators should become
conversant with this key attribute of properly constructed
tests. At this point, it must suffice to alert program
evaluators to the importance of securing evidence regarding
the reliability of any measure used in an evaluation.*

VALIDITY. A critical attribute of a properly constructed
measure is that it be valid. An instrument is valid if it
measures what it purports to measure. To illustrate, in
the .health field we often use self-report measures as a way
of finding out about individuals' "real life" behaviors.
If our self-report inventories are valid, then those measures
will secure responses that are accurate indicators of the
way respondents actually behave. To the extent that responses
on the self-report measures do not coincide with respondents'
actual behaviors, then the measures are invalid.

There are several varieties of validity studies, each
yielding somewhat different but conceptually related evi-
dence about a measure. For example, a need for one type of
validity arises when we want to use selt-report measures as
proxies for physiologic measures. In order to establish this
type of validity, we use self-report questionnaires to
elicit an account of participants' health behaviors, then
attempt to correlate the questionnaire responses with the
results of physiologic tests that reveal something about
people's actual behavior. If the questionnaire data do, in
fact, correlate substantially with the physiologic measures,
then the questionnaire is, at least to some extent, validated.

Another type of validity must be demonstrated whenwe
want to use measures as predictors of some subsequent cri-
terion behavior, such as when we hope that responses to an
affective inventory gauging individuals' intentions to
engage in particular health behaviors will actually predict
those later behaviors. If the affective measure does, in

*For additional information about determining the reliability of measur-
ing instruments, see Annotated References Noe. 2, 15, and 27.
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fact, correlate subF;tantially with subsequent observations
of the health behavior, then evidence of the measure's
validity has been obtained.*

ABSENCE OF BIAS. In the past decade we have become
aware of the distressing truth that many educational assess-
ment devices contain items which are biased against particular
subgroups such as ethnic minorities or women. An example
of a biased test item would be a knowledge question which;
because of peculiarities in its content or wording, is harder
for lower-income examinees to understand and answer cor-
rectly. Test items that use content and terminology apt to
be known only by the affluent would certainly be biased
against the less economically advantaged.

Another type of bias that can adversely influence exam-
inees' performances arises when test items are offensive
to particular groups of individuals. For example, if test
items include content that is seen to be derisive to women
or to members. of particular ethnic groups, then examinees
from those groups are not apt to perform at their best on
such items. Their agitation over the offensive content may
interfere with their responses to the items.

In a sense, of course, bias is present in measuring
instruments whenever a particular group of individuals is
disadvantaged or advantaged by the test. If, for example,
poor Black Americans are disadvantaged ,by a particular test,
then it is likely that affluent White Americans are advan-
taged by that same test. Test developers must be sure that
their instruments do not unfairly advantage any (or all) of
the individuals to whom they are administered.

A properly developed measure should include no biased
items. There are now available both judgmental and empirical
techniques for detecting the presence of such items. 'These
approaches should be used to determine the degree of bias
in a measure's items.**

In reviewing the various dimensions of properly con-
structed measures, it is important to note that any given

* For additional information about determining the validity of measuring
instruments, see Annotated References Nos. 2, 15, and 27.

**For additional information about methods for avoiding test bias, see
Annotated References Nos. 5 and 25.
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instrument may not possess all these qualities. Often one
must choose among measures that embody some but not all
desired elements. The important point is that merely because
a measure is labeled in a particular way, for example, as
criterion-referenced or as non-biased, does not indicate
that it is of sufficient quality to be used with satisfac-
tion in evaluating a health education program. Further
scrutiny of all aspects of the measure's quality is mandatory.

SAMPLING CONSIDERATIONS FOR DATA COLLECTION

If evaluators are not attentive, the data-gathering
requirements of evaluation can become a burdensome intrusion
into ongoing programs. Accordingly, evaluators should
restrict their data-gathering forays to the least intrusive
form possible. One way to minimize an evaluation's intrusive-
ness is through sampling techniques.

PERSON-SAMPLING. To estimate how a- large group of people
would respond on a particular measure, it is not necessary
to administer that instrument to all the individuals in the
group. Instead, we can sample individuals from the group
by selecting either a simple random sample or a random sample
stratified on the basis of program-relevant factors such as
age, sex, and socioeconomic status. Assuming that the sample
is correctly drawn, we can estimate the status of the total
group based on the responses of this sample.

In the type of sampling described above, .we select
representative samples of people to represent a larger
population. Suppose, for example, that we want to use a
measure to determine program effects. Assuming a reasonably
large number of program participants, say 50 or so, we could
randomly select half of the participants and administer the
measure to this group only. In essence, this approach allows
us to infer how the total group of participants would score
on the measure although only half of the participants com-
pleted it. We could thus estimate how the total group of
participants would have responded, yet halve the amount of
participant time required for data-gathering.

In a similar sampling procedure, we could administer
two or more measures at once. Suppose that two measures,
Inventory X and Inventory Y, are to be given to program parti-
cipants. We can randomly assign one half of the participants
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to one measure and one half to the other. While each parti-
cipant needs to respond to one measure only, we can still
derive a defensible estimate of how all the participants
would have responded to both instruments.

ITEM SAMPLJNG.In addition to sampling persons, as in
the previous eAamples, it is also possible to sample items
FO that different sets of items from a program evaluation
measure are randomly selected to be administered to different
persons.* In such an approach we give each participant only
a sample of the items for which we want to obtain evaluation
data. For example, suppose a program evaluator wishes to
administer a 40-item test. Given, say, 60 participants in
the program, the evaluator could divide the test into four
sets of 10 items each and administer each set of 10 items
to 15 participants. By having the four groups of 15 partici-
pants each complete a different set of 10 items, the total
group's performance can be estimated. This approach allows
the data-gathering to be carried out in one-fourth the time
that it would have taken to administer the total 40-item
test to all participants.

SAMPLE SIZE. Given the relatively small numbers of
participants in some health education programs, is it really
appropriate to sample either persons or items? How large
must groups be before sampling procedures can be sensibly
used? Although an unequivocal answer to this question would
be desirable, such a definitive answer does not exist. Some
texts on sampling do provide rules of thumb for estimating
the size of samples needed for detecting group differences
in relation to the magnitude of differences sought and the
nature of the groups being sampled. At best though, these
are rough estimates. It is important to recognize that the
task of identifying a sufficiently large sample is more diffi-
cult than usually thought.

Intuitively, we may recognize that when we start with
a very small group of program participants, the use of sam-
pling is risky. For instance, if there were only 15 partici-
pants in a program, few health educators would try to split

4,4 measure, such as the measures found in this handbook, generaZly con-
siii4Cra group of items, such as questions on a test or statements on
an attitude inventory.
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these participants into three groups of five each for
purposes of taking different tests. Even though each group
represents one-third of the total population, there is too
much likelihood that a sample of five individuals does not
properly represent the total group.

The variability of participants' anticipated perform-.
ance on the measures is the primary influence on the
sample size necessary. The following example illustrates
the effect of population variability on sample size. If
a man's socks were all stored in a drawer, yet there were
only black and brown pairs, he wouldn't need to draw out too
many pairs until he had a reasonably good idea of the charac-
teristics of the total population of socks in his drawer.
But suppose he had socks in 10 different colors. Then he
would most likely have to take out many more pairs until he
could reach an accurate estimate of the colors of socks in
the drawer. In much the same way, if it is expected that
participants' scores on a-test will be relatively homo-
genous, a smaller number of respondents will be needed than
if participants' scores are expected to vary widely.

By employing any of these sampling procedures, an eval-
uator is focusing on a group of participants in the Aggre-
gate. Because evaluations are typically concerned with the
effects of programs on groups of participants, sampling pro-
cedures are usually appropriate. If, however, program per-
sonnel need individual data on all examinees on all measures,
then sampling is not appropriate.*

WHEN TO ADMINISTER MEASURES

Decisions regarding when to administer measures depend
on the data-gathering design selected. Conceivably, there
are five temporal periods during which it may be useful to
obtain information on participants, and there may also be
reasons for repeated measurement during some of these
periods. These periods are depicted in Figure 1.3 on the
next page.

*For additional information about sampling procedures, see Annotated
References Nos. 7 and 8.
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FIGURE 1.3 POSSIBLE MEASUREMENT TIMES IN PROGRAM EVALUATION STUDIES

PARTICIPANT SELECTION TESTS. The first time in a pro-
gram that it might be useful to obtain information would
be prior to the selection of participants. Some programs
may have more applicants than program openings. Perhaps
there are multiple variations of a program, and different
participants are to be assigned to different variations.
In such cases it may be useful to have information to help
in participant selection. One may want to select those
individuals most in need of the program, or those with the
most (or least) perceived ability to attain the behavioral
change sought in the program. In any event, information at
this juncture may help the selection process become more
effective than it might otherwise be.

PRETESTS. Often it is useful to have information about
participants immediately prior to their starting the pro-
gram. Such information, often referred to as pretest data,

may be used to identify participant weaknesses so that
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instruction can be targeted directly to those areas rather
than emphasizing things that participants already know.
Such data may also be used as a baseline, in conjunction with
data collected at the end of a program, to determine the
impact of the program. If participant data have already
been collected at the selection stage, it might be unneces-
sary to re-administer measures unless it has been a long
time since the initial administration, or unless there are
reasons to expect a change in participants' performance.

EN ROUTE TESTS. Measures can also be administered during
a program to secure a current reading on the status of par-
ticipants. Such en route data can then be used to redirect
program resources during the program itself. One or more
en route measurements can provide program personnel with
ongoing status-checks on participants' progress. Such
measurement may be even more useful than tests administered
at the end of a program, for it provides information while
there is still time to act on it.

POSTTESTS. Measures can be administered directly follow-
ing a program. The posttest data they yield may be compared
to pretest data in order to provide an estimate of the changes
in participants as a result of the program. Participants'
posttest performances can also be contrasted with scores
from participants in other programs. Posttest data may also
be used by themselves as a measure of the absolute status
of participants.

Data from delayed or follow-up posttests (for example,
tests administered one year after a program's conclusion)
are often equally if not more important than immediate post-
test data in evaluating a program. Far too frequently, data
collection efforts are limited to those times when measure-
ment is most convenient. Ultimately, however, health edu-
cators may be more interested in effecting long-term behav-
ioral, affective, and cognitive changes. It is sometimes
difficult to infer such long-term changes on the basis of
information gathered solely at the end- of a program. Hence,
some follow-up measurement, perhaps repeated, is usually
warranted.

Clearly, it is not sensible to administer all measures
at all time periods. Evaluators, in collaboration with pro-
gram personnel and other interested parties, need to select
an evaluation design that focuses on the most appropriate
times for gathering data. Just as it is desirable to avoid
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administering an overwhelming number.of different measures,
it is also necessary to avoid an overwhelming number of admin-
istrations. It may be useful to administer certain measures
(for example, a behavioral measure) on a continuing basis,
while others might be administered far less frequently.
Decisions about when to administer measures should be guided
by common sense, attentiveness to participants' rights and
feelings, the efficient use of resources, and any conven-
tional expectations such as when a delayed posttest is
ordinarily given.

DATA ANALYSIS

A frequent question asked of an evaluator is whether a
study's results are statistically significant. Could a
program's observed effects have occurred merely because of
the particular sample used in the study? Are the differences
so small that they might have occurred simply by chance?
Statistical tests are used to answer these questions. In
order to do so, these tests make certain assumptions about
the data being analyzed.

LEVELS OF MEASUREMENT. To illustrate the kinds of assump-
tions that statisticians make about the data they analyze,
we can consider levels of measurement scales. Statisticians
draw distinctions among various levels of measurement, that
is, nominal, ordinal, interval, and ratio scales. Nominal
scales classify information into categories without any
implied order. For instance, when we categorize individuals
as males or females, we are using a nominal scale. An
ordinal scale ranks information in a particular order, such
as when we might rank a number.of individuals according to
their overall healthiness. Au interval scale is one which
assumes that there are equal intervals between points on a
scale. To illustrate, the 10-point difference between scores
of 43 and 53 on a 100-item test would be considered identical
to the 10-point difference between scores of 67 and 77. A
ratio scale is an interval scale for which a zero point
exists, such as a weight or height scale, where there is a
true zero.

When we select statistical techniques; it is important
to match those techniques to the type of data being analyzed.
For example, in analyzing nominal data one must use statis-
tical techniques specifically designed for such situations.
Chi square, for instance, is one of several frequently
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employed nonparametric techniques used for analyzing nominal
data. Other nonparametric techniques are used to analyze
ordinal data. A chi square test can be used to compare the
actual fraquencies in two or more nominal categories with
the frequencies which might be expected by mere chance. Chi
square, however, would not be a wise choice for analysis
of ordinal or interval data because nonparametric tests often
fail to use all of the available information, hence are
frequently less powerful than more appropriate alternatives.
Thus, one must be certain that the assumptions associated
with particular statistical techniques have been satisfied.

The statistical procedures to be discussed below are
ones that are used primarily with interval and ratio data,
that is, data from scales with equal intervals between
points. Such procedures are known as parametric tests.
Cognitive tests are almost always assumed to be interval
scales. Affective scales, although not necessary interval
scales, are also often analyzed using parametric procedures,
under the dual assumptions that the points on the scale
reflect equal increments of a characteristic and that data
analyses are only slightly distorted if this first assump-
tion is violated. Thus, knowledge, skill, and affective
measures are frequently analyzed using the following proce-
dures.

BASIC STATISTICAL. PROCEDURES. One of the most basic
parametric procedures used is a t test. A t test assesses
the significance of the difference between two independent
means. (Recall that a mean is the arithmetic average of a
group of scores, computed by summing all the scores in a
group, then dividing this total by the number of scores in
the group.) Suppose, for example, that an evaluation were
conducted to compare the effectiveness of two health educa-
tion programs, and that a knowledge measure were administered
to a sample of participants at the conclusion of each program.
A t test could be used to compare the mean posttest scores of
those two programs to determine if observed differences were
statistically significant. If three or more programs were
compared in this way, an analysis of variance (ANOVA) would
be used.

Two other techniques, gain scores and analysis of
covariance (ANCOVA), are frequently used (and, unfortunately,
frequently misused) when both pre-program and posttest data
are available for participants in one or more programs.
Both techniques use pre-program information in an attempt to
compensate for initial group differences between participants
in different programs. So, for example, if an evaluator
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ware interested in determining the degree of attitudinal or
cognitive change in participants as a result of a program,
the evaluator might compute a gain score (posttest score
minus pretest score) as a measure of change. However, dangers
associated with the use of gain scores are well documented,
and such scores should not be used without considering the
ways in which they may be misleading.

ANCOVA is frequently used when an evaluator wishes to
compare the mean differences between two or more programs
on a posttest measure (as in ANOVA), but recognizes that
there may have been preexisting differences among the
groups, as identified by a difference in mean pretest scores
or in demographics among groups. ANCOVA compares posttest
means after adjusting the posttest scores for these preexist-
ing differences. Unfortunately, however, if these differ-
ences are systematic and not a function of random differences
among groups, ANCOVA does not provide an adequate method for
equating the groups. Hence, evaluators and program personnel
need to use caution when conducting such an analysis or
interpreting results from it.*

As an evaluator becomes more conversant with the pur-
poses sought by various statistical analysis procedures, it
is possible to consider those purposes in relation to the
levels of measurement (e.g., ordinal) required of each proce-
dure. Many statistics texts have already done this and pro-
vide easily used tables that indicate, for a given level of
measurement, the statistical technique that should be used
for a particular analytic purpose. To illustrate, if an
evaluator wanted to analyze nominal data to see if there
were differences between groups, then such a table would
indicate that a chi square analysis was appropriate. Pro-
gram evaluators who carry out frequent data analyses will
find such purpose-by-measurement-level tables to be helpful
guides.

Another choice-point faced in the analysis of data
concerns the appropriate unit of analysis, that is, the
level at which data can defensibly be analyzed. Most people
are familiar with analysis procedures in which the individual
participant is the unit of analysis. Yet, there are instances

*There are numerous computer packages and programmable calculators that
conduct statistical procedures for users. evaluators will make their
data analysis efforts easier and more efficient if they anticipate the
likely procedures and facilities to be used for analyzing their data,
then collect data in the manner most compatible with their analysis
plan and the available computer software.
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in which the unit of analysis should not be the individual
participant but, rather, a group of participants.' The guid-
ing principle in selecting an appropriate unit of analysis
is that one should choose the smallest independent unit to
analyze. To illustrate, suppose a health education program
involved the use of peer-support discussion groups of 10-12
people each in order to encourage adoption of a given health-
related behavior. The individuals in each group would surely
interact during discussions, hence not be independent. There-
fore, it would not be appropriate to use the individual par-
ticipant as the unit of analysis. Rather, each group's
average score should be taken as the unit to be analyzed,
because the group would be the smallest independent unit
capable of being analyzed.

In conclusion, statistical tests only help us detect
statistical significance; they do not help us determine
whether an observed difference has practical significance.
A small difference between the average scores of two groups
can be statistically significant, particularly when large
numbers.of participants are involved, yet be of no practical
consequence whatever. Health educators will need to make
sensible determinations regarding whether the magnitude of
an observed difference, even though statistically signifi-
cant, is sufficiently important to warrant action. In other
words, although evaluators of health education programs should
often carry out statistical significance tests, they should
not be unduly swayed by the results of such analyses. Common
sense must always be applied in interpreting the meaning of
a statistically significant result.*

REPORTING RESULTS

Reporting the results of an evaluation study is a more
difficult undertaking than ' usually recognized. Evaluators
must report their results t- decision-makers in a timely
fashion. It does no good to receive an evaluation report
three weeks after key program decisions had to be made.
Evaluators must also be careful to disseminate their studies
to all appropriate audiences. If possible, an evaluator
should circulate the preliminary draft of a program evalua-
tion report to program personnel so.that they can react to
its accuracy and objectivity.

'For additional information about data analysis, see Annotated References
Nos. 13, 19, 28, 33, and 35.
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The decision-makers whom evaluators are assisting may
have little experience with quantitative data. As a con-
sequence, complicated statistical presentations may be of
little value to them. Evaluators should select data-presenta-
tion procedures that will match the technical sophistication
of the decision-makers involved.

In any evaluation report, there is nothing wrong with
simple graphs or "percentage correct" tables. If Program Z
participants outperformed Programs participants by 15 per-
cent, then a bar graph representing that difference is a
readily understood technique for communicating Program Z
participants' advantage. (In the creation of such graphic
presentations, be certain that the form of the graph accu-
rately represents the data being depicted.) The more intui-
tively comprehensible the data presentation techniques, the
better. Program evaluators should provide straightforward
presentations of data, without fearing that such approaches
will be regarded as too elementary. Adequate technical back-
up can be appended elsewhere.

Evaluators should not be reluctant to make speculations
based upon their hunches about a program, so long as these
conjectures are identified as such. .Similarly, if any of
the evaluation's findings are equivocal, then the evaluator
should advise concerned audiences of this. Honesty and
objectivity are, the hallmarks of effective evaluation report-
ing. In addition, because decision-makers are typically
busy, evaluators should strive for reasonable brevity in
their reports. The preparation of executive summaries to
accompany lengthy reports is a useful practice.

The whole thrust of the evaluation enterprise is to
sharpen the decisioni that are made. Decision-making will
not be illuminated by incomprehensible presentations. The
quality of decision-making can be enhanced only if an evalua-
tion's results are reported in a way that can be clearly
understobd.*

LINKING MEASUREMENT AND PROGRAM DESIGN

As was explained earlier, criterion-referenced measures
can be particularly useful in health education evaluations

For additional information about reporting the results of an evaluation,
ems Annotated Referenctee Nos. 21 and 26.
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because their test specifications provide clear descriptions
of what is being assessed. Those descriptions can also be
particularly useful to program designers and program eval-
uators who attempt to create programs that focus on promot-
ing certain attributes. To illustrate, one powerful instruc-
tional principle for promoting skills involves providing.
learners with adequate "time-on-task." By giving individuals
Sufficient time-on-task, that is, sufficient opportunity
to practice the skills sought, as those skills are described
in the test's specifications, learners can more readily
attain those skills. The more clearly the skills being
measured are explicated, the easier it is for program
designers to organize instruction that is congruent with those
skills and, thus, the greater the likelihood that program
participants will acquire those skills. A health education
program's designers should become intimately familiar with
an intended measure's test specifications before they com-
plete the design of their program. Clearly described measures
can become powerful catalysts to effective program design.

Ideally, the measures used to evaluate a program will
have been deliberately constructed so that they not only
assess important outcomes, but also so that they assess them
in such a way that those outcomes can be promoted more
effectively. Part o* the challenge in evaluating health
education programs is to select criterion-referenced measures
which are not merely end-of-program gauges of effects.
Instead, measures should be selected which function pro-.
actively to guide program designers and program evaluators
as they attempt to improve the program's quality..



CHAPTER TWO

A DESCRIPTION OF

THE HANDBOOK'S MEASURES

This handbook contains a number of program evaluation
measures. These are measuring instruments which may be
employed in the evaluation of smoking health education
programs. Many of these measures have been specifically
developed for this project, while others have been selected
from existing measures because of their correspondence with
the handbook's outcomes. For the newly developed measuring
instruments, one form of a measure is typically provided
for use with adults and older adolescents. Where appro-
priate, a simplified version of that measure designed for
elementary grade children is also provided. The reader is
once more reminded that the technical adequacy, that is,
the reliability and validity, of the newly developed measures
has not yet been established. In this chapter the nature
of the handbook's measures is briefly described. Several
types of measurement strategies not included in the handbook
are also discussed.

There are numerous ways of classifying measuring devices.
Sometimes, for example, tests are distinguished according
to the way in which an examinee's responses are scored. To
illustrate, we often refer to multiple-choice or true-false
tests as objectively scored measures. We refer to essay
examinations as subjectively scored tests.

Measuring devices, however, can also be categorized
according to the type of examinee behavior that they are
designed to elicit. One of the most commonly employed
schemes for classifying measures is the three-category divi-
sion of cognitive, affective, and psychomotor behaviors.
A cognitive measure focuses on an examinee's intellectual
behaviors. An affective measure deals with attitudes,
interests, and predispositions. A psychomotor measure gauges
proficiency in performing small or large muscle skills.
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NEWLY DEVELOPED MEASURES

The classification system used to develop and cate-
gorize the measures contained in this handbook is based upon
four categories of outcomes considered of interest to
health educators. These four categories are (1) behaviors,
(2) knowledge, (3) skills, and (4) affect. It is generally
held that individuals' behaviors are influenced by their
knowledge, skills, and affective dispositions. Consonant
with that view, when the expert panelists suggested outcomes
for which measures were to be included in the handbook, they
first identified potential behavioral outcomes, then
attempted to isolate the knowledge, skill, and affective
outcomes that would contribute to each one. Let's look more
closely now at each of the four types of measures included
in this handbook.

BEHAVIORAL MEASURES. Measures for behavioral outcomes
attempt to assess the typical behavior of individuals under
normal circumstances, such as whether or not individuals
smoke. Most health education programs strive to bring about
lasting behavior changes in program participants, hence are
ultimately focused on the promotion of behavioral outcomes.
For example, a program designed to help smokers is less con-
cerned with participants' end-of-program scores on a test
about the effects of smoking than with participants' actual
smoking behavior well after the program has ended.

There are several commonly employed data- gathering -pro-
cedures used to secure information about individuals' behav-
iors. We can observe peoples' actual behavior (observation),
physically monitor that behavior (physiologic indicators),
or ask them to tell us about that behavior (self-report).

Evaluators are sometimes intuitively drawn to the
virtues of observational approaches because, after all, "if
we observe a behavior of interest, then we can be certain
that the behavior actually took place."' But, intuition
aside, there are substantial difficulties with the use of
observational techniques in assessing the impact of health
education programs. For one thing, it is difficult-and
often costly to train observers so that they observe the
behavior of interest with accuracy and consistency. More
importantly, however, in most health settings we are inter-
ested in human behaviors that occur at various and unpredict-
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able times over an extended period. Often these behaviors
occur in private. Not only would the cost of paying for
continuous observations be staggering, but it is clearly
impractical (and, possibly, unethical) to observe individuals
on an around-the-clock basis.

It is possible to employ physiologic measurements in
order to make inferences about the nature of some health-
related behaviors. A laboratory analysis of a person's
blood composition can, for instance, reveal whether that
individual has been consuming alcohol. Similarly, other
physiologic tests can be used to detect traces of nicotine
in the body, allowing reasonable conclusions to be made about
an individual's smoking behavior. In many instances the
cost of using such physiologic measures may make their use
prohibitive for .the conduct of routine program evaluations.
However, when conducting "high stakes" evaluations of major
impact programs, or when it is relatively easy to administer
physiologic measures, evaluators will certainly wish to con-
sider using such measures in lieu of, or in addition to,
self-report or observational techniques.

As with observational techniques and physiologic
measures, there are definite problems associated with the
use of self-report measures to identify individuals'
behaviors. Not the least of these problems is the possi-
bility that individuals will distort their responses so that
these responses do not reflect actual behavior. Yet, on
balance, the use of self-report measures often offers eval-
uators the best practical method of securing meaningful
evidence about the actual behaviors of participants. In

light of these practical considerations, therefore, the
handbook's newly developed behavioral measures are all of
the self-report variety. A number of recent studies suggest
that self-report assessment devices can be effectively
employed as supplements to physiologic measures.*

KNOWLEDGE MEASURES. Most health education programs have
a great deal of factual information to transmit to partici-
pants. The evaluator's task is to employ measurement devices
which can effectively assess participants' recall of this
information. Most such tests consist of objectively scored
paper-and-pencil measures of one sort or another.

'See, for emample, Petitti, D.B., Frisdknus, G.D., A Kahn, W. Accuracy
of information on emoking habits provided on self-administered research
questionnaires. American Journal el:Public Heath 1981, 711 308-311.
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Knowledge tests typically pose questions related to a
body of factual information. There is often substantial
ambiguity, however, regarding the information that will be
tested. Suppose, for example, that an instructor in a
smoking program knows only that there will be a posttest
dealing with the effects of smoking. There is no way for
this instructor to anticipate the enormous variety of test
items which could be written regarding smoking. To the extent
that the program's quality is being judged, at least in part,
by participants' performances on the posttest, the program's
evaluation is at the mercy of the test writer. No one except
the test writer knows for sure what is to be tested.

To counteract the difficulties arising from an unspeci-
fied body of eligible test content, all of the knowledge
measures specially developed for this handbook are based
directly on a series of statements that present the important
factual information related to the outcome being tested.
All of these statements are listed in content supplements
that accompany the test specifications used to develop the
test items. These content supplements, which may be of par-
ticular interest to program personnel, appear in Chapter
Seven, as a part of each knowledge measure's test specifica-
tions. The test specifications also explain how these state-
ments can be used to create test items. As a result of this
careful explication of content, a program's instructional
staff and its evaluator can be certain of the universe of
content upon which each knowledge test is based.

All of the handbook's newly developed measures consist
of binary-choice True/False items. One advantage of using
this type of test item is that, as explained above, a com-
plete list of all the content eligible for testing can be
compiled. An additional advantage of this approach to the
assessment of knowledge is that, if a program includes indi-
viduals with limited reading skills, the items can be read
aloud to participants with little increase in the necessary
testing time. Reading aloud a series of multiple-choice or
matching items would be far more cumbersome.

It is sometimes feared that the results of a binary-
choice test may reflect mere chance rather than what examinees
actually know, simply because examinees can correctly guess
answers at a 50 percent rat. Although guessing can play
a major role with one or two True/False items, with longer
tests the odds of guessing one's way toward success are
slight indeed. For example, there is one chance in four
that an examinee could correctly guess answers on two binary-
choice items. To guess ten out of ten such items correctly,
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however, the odds shrink to less than one in 1,000. By using
binary-choice tests that contain a sufficient number of
items, for instance tests with 20 or more items, we substan-
tially reduce the likelihood that guessing will so influence
an examinee's test score that we will not secure a reasonable
.estimate of that examinee's knowledge.

Because'examinees will always be able to guess some
items correctly on a binary-choice test, program personnel
should not become too jubilant over scores that are slightly
above the 50 percent correct expected by chance. alone. With
reasonably long binary-choice tests, however, there usually
will be more than enough variability in examinee performance
to detect differences in the effectiveness of programs.

SKILL MEASURES. Program outcomes dealing with skills
call for participants to apply knowledge, not merely recall
it. The attributes assessed in the handbook's newly. developed
skill measures are all higher order cognitive skills. An
individual's ability to use situational control techniques
to control smoking behavior is an example of the type of
skill for which the handbook provides measures-.

These skill measures emphasize the use of higher order
cognitive processes to make choices in a variety of simulated
real-life settings. All of the choices focus on health-
related courses of action that an individual might pursue.
Application, not recollection, has been sought in the hand-
book's skill measures, requiring examinees to demonstrate
skills in settings approximating those they would encounter
in real life. In many instances the skill measures build
directly on -the knowledge measure(s) associated with related
outcomes.

It should be noted that observational techniques can
often be used to assess participants'. mastery of cognitive
or performance skills, particularly if the observations are
made while the program is in progress or immediately at its
conclusion when participants are still readily accessible.
Observation-based skill measures, however, are not provided
in the handbook.

AFFECTIVE MEASURES. Affective outcomes refer to the
variety of noncognitive variables, such as attitudes,
interests, and values, which are thought to predispose indi-
viduals to act in a particular manner. For example, an
individual's negative attitude toward smoking is believed
to incline that individual to refrain from smoking.



Although it is possible to infer the nature of an indi-
vidual's affective status from observations of that person's
behavior, the most common technique for assessing affect
uses self-report inventories. A self-report affective
inventory can be constructed to require either (1) modest
inferences to interpret the scores or (2) substantial infer-
ences to interpret the meaning of the scores. We refer to
the former as low-inference self-report measures, and to the
latter as high-inference self-report measures.

Low-inference self-report measures typically present
respondents with a series of straightforward questions or
statements, such as those asking for the degree of agreement
with positive and negative statements about smoking.
Responses to such measures can be readily interpreted if

are re telling the truth. To heightenthe likeli-
hood of securing truthful responses, those completing affec-
tive measures are often directed to return them anonymously.

High-inference self-report measures are typically
designed to be less apparent in what they are. attempting to
measure. To illustrate, if a relationship had been found
between individuals' religious views and smoking, we might
ask people about their religious attitudes in order to get
at their attitudes regarding smoking. The virtue of high-
inference measures is that, because their purpose is masked,
it is difficult for respondents to provide dishonest responses
or to respond in the direction deemed desirable. On the
other hand, in order to interpret the results from high-infer-
ence measures, we often must make quite tenuous inferential
leaps. The less obvious the purpose of the items, the less
likely that individuals will respond untruthfully, but the
greater the required inference.

Because of the interpretation risks associated with
high-inference assessment schemes, all newly developed
measures of affect in the handbook employ low-inference
strategies. These self-report affective inventories some-
times rely on Likert-type scales wherein respondents
register varying degrees of agreement with statements about
smoking.- In other instances, respondents are asked to esti-
mate whether or not they would behave in a certain way (such
as refraining from smoking), then are asked to indicate the
degree of confidence which they have in each estimate.

GENERIC MEASURES. This handbook contains not only
measures designed to match outcomes specifically identified
by the smoking expert panel, but also several measures deemed
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appropriate for a variety of health education programs.
These generic measures assess skill and affective outcomes of
potential relevance to the specific behaviors being sought
in smoking. The handbook's generic measures correspond to
the outcomes of Decision-Making, Interpersonal Relationships,
and Respect for One's Body.

RELATIONSHIPS AMONG OUTCOME MEASURES. In general,
it is assumed that.a person's knowledge, affect, and skills
contribute directly to that individual's behavior. And
because most health education programs are ultimately inter-
ested in modifying participants' behaviors, the acquisition
of appropriate knowledge, affect, and skills can be seen as
precursive to the attainment of.desired behavior.. This
notion of outcomes that precede desired behaviors can be
used in evaluating health education programs that have not
succeeded in achieving desired behavioral changes. rn such
programs it is often possible to detect shortcomings in the
promotion of en route outcomes dealing with knowledge, skills,
or affect..

The experts who determined the outcomes for this hand-
book were asked to suggest smoking outcomes dealing with
behaviors, knowledge, skills, and affect. The panelists
were sometimes able to rely on empirical studies relating,
for example, behavior to skills. In many instances, however,
the links among the four categories of outcomes were posited
chiefly on the basis of experience-based judgments. Thus,
a causal or highly associational network among the four cate-
gories of measures should not be assumed to have been
demonstrated. Rather, the relationships among the various
types of outcomes should be regarded as reflecting the
informed judgments of experts.

OTHER INDICATORS OF EFFECTS

As indicated earlier, this handbook does not contain
observational assessment techniques or physiologic measures.
Only the previously described behavioral, knowledge, skill
and affective measures have been included. These four cate-
gories certainly do not exhaust the range of possible assess-
ment tools that evaluators should consider when they under-
take an evaluation. There are other sorts of extant data
and more complex assessment strategies which can be helpful.

As an example of the kind of existing data that eval-
uators often find useful, we can think of the numerous
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archival records of relevance to health behavior, for example,
records of doctor's visits or the incidence of heart disease.
Such archival data can often prove illuminating in making
decisions about health education programs. Evaluators must
attempt to locate existing records of phenomena that pertain
to the decisions under consideration.

To illustrate the kinds of more elaborate assessment
strategies which might be used, we will briefly describe one
technique designed to secure responses to sensitive ques-
tions. The randomized response technique (RRT) is an effec-
tive technique'for obtaining accurate information from
respondents on a small number of highly sensitive issues
such as the use of illegal drugs or alcohol. By presenting
respondents with both a sensitive and a nonsensitive ques-
tion, and by having respondents themselves use a random
procedure (such as a coin flip) to select the "to be answered"
question, respondents are expected to answer the sensitive
question honestly because the interviewer cannot know which
question is actually being answered. An example of the non-
sensitive question might be, "Have you attended a PTA meeting
at school during the past 12 months?" The sensitive question
might wsk, "Have you used heroin during the past 12 months?"
An accurate estimate of the number of people responding "yes"
to the sensitive question (for example, the number of people
reporting heroin use) can then be computed by subtracting
the likely proportion of "yes" responses to the nonsensitive
question.*

Another strategy for gaining information about sensi-
tive topics involves the use of respondents as "informants"
who report information about relatives, friends, etc. Often
these reports can be made so that the individual about whom
the report is made remains anonymous. This procedure,
described as the multiplicity technique by some and the
nominative technique by others, is described in more detailed
elsewhere.**

For additional information about the randomized response technique,
see Annotated Reference No. 39.

"Fishborne, P. Survey techniques for studying threatening topics: A
case study in the use of heroin. Unpublished doctoral dissertation,
New York University, 1980.
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4

EXISTING MEASURES

In addition to the development of new measures to
coincide with high priority outcomes, an extensive effort
was made to identify existing high quality measures which
corresponded to these outcomes. This effort included a
comprehensive computer search of seven data bases and reviews
of measures, books, and articles recommended by panelists
and panel-identified experts.

The computer search was conducted at the UCLA Bio-
medical Library using the following data bases: t.:,e Medline,
ERIC (Educational Resources Information Center), Psychologi-
cal Abstracts, Excerpta Medica, NIMH (Natioral Institute of
Mental Health), NCMH (National Clearinghouse for Mental
Health), and SSIE (Smithsonian Science Information Exchange).
In addition to input from the project panelists, smoking
experts and agencies identified during the project.were sent .

summaries of the panel meeting accompanied by a letter
requesting assistance in the effort to locate existing
measures and relevant publications.

Once collected, all measures were subjected to an
initial content screening by an experienced reviewer. The
purpose of this screening was to determine whether a measure
corresponded to the panel-identified outcomes. Measures
which satisfied the outcome-congruence screening were then
subjected to a further psychometric review. Prior to initiat-
ing the review of a measure's psychometric quality, however,
the authors or agencies who developed the measure were
contacted and asked for any available supporting documenta-
tion about the instrument. In addition to being given an
overview of the purpose of the project, authors were informed
of the criteria to be used in the psychometric review so
that they might supply relevant data.

The primary criterion for a measure's inclusion in this
handbook was its degree of congruence with panel-identified
outcomes. Many measures of high quality had to be excluded
because they did not possess sufficient correspondence with
the outcomes to be of use to evaluators interested in
assessing those outcomes. There are, in.fact, several hand-
book outcomes for which no previously developed measures
have been included, primarily because existing measures
targeted to those outcomes could not be found. When multiple
measures with adequate correspondence to given outcomes were
found, the measures included in the handbook were selected
on the basis of their item quality and the extent to which
the set of measures selected for an outcome represented a
range of approaches to the measurement of that outcome.



TEST SPECIFICATIONS

A set of test specifications was created to guide in
the construction of each measure developed for the handbook.
As indicated in the first chapter, this set of specifications
operationalizes the outcome statement for which the measure
serves as an indicator. The test specifications for all
newly developed measures are presented in Chapter Seven.

Evaluators and program personnel should find the test
specifications quite useful, as the specifications present,
in unequivocal terms, the attributes being measured. This
clarification of what is assessed should permit program
personnel and evaluators to target their efforts to the pro-
gram outcome as operationalized by the set of specifications.
While the measures can be employed without referring to the
specifications, handbook users will be markedly benefited
by studying the set of specifications for each measure
selected. Program personnel, in particular, may want to
consult the content supplements and the descriptions asso-
ciated with many of the measures when planning their programs.

The test specifications also permit program personnel
to generate additional test items, if they desire, by follow
ing the rules for item construction which have been set
forth. Additional test items for knowledge and skill out-
comes may be particularly useful during the course of a pro-
gram as instructional tools and to monitor participant
progress. Evaluators should realize, however, that Am new
measures created from the test specifications will not
necessarily be equivalent forms, that is, forms equal in
difficulty and other psychometric aspects to the form of the
measure presented in the handbook: Performance information
on both the original form and any alternate forms would have
to be gathered before the equivalence of such measures could
be demonstrated. Therefore, evaluators should be reluctant
to use alternate forms as though they are equivalent, for
example, in a pretest-posttest design.

To reiterate, then, Chapters Five, Six, and Seven,
respectively, contain the newly developed measures, the
existing measures, and the specifications for the newly
developed measures. All of the outcomes upon which these
measures are based are presented in Chapter-Four. Each
chapter is introduced with a brief description of its con-
tents. Chapter Three offers suggestions for using the hand-
book's measures in program evaluation.
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CHAPTER THREE

USING THE HANDBOOK'S MEASURES

SELECTING EVALUATION MEASURES

The measures selected for a program evaluation Should
correspond, as closely as possible, to outcomes of interest
and importance to program personnel or other decision-makers
associated with the program (for example, the program's
sponsoring agency). In some cases the measures may corres-
pond directly to program goals. Other measures may be
selected because they correspond to outcomes of ancillary
interest. For example, if a program were focused on modify-
ing participants' health behaviors, It might be of interest
to see if attitudinal changes also resulted.

The desire to have a broad understanding of the impact
of the program, potentially across all four areas for which
this handbook presents measures, must be balanced with the
need to avoid unnecessary use of program or evaluation
resources. There are likely to be many interesting questions
to ask about a program. But answering those questions
requires the time and money of the program and the time of
program participants. Because personnel and financial
resources are limited, and also because participants may
come to resent what they consider to be unnecessary intru-
sions, measures should be selected carefully. An emphasis
should be placed on using those measures that are likely to
have implications for improving the program in the future.

One way to use the handbook and its measures is to deter-
mine the extent to which the outcome statements in Chapter
Four coincide with a program's stated objectives. Measures
for those outcomes can then be considered as vossible assess-
ment devices for gauging the attainment of program objec-
tives.
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Another way to use the handbook is to consider its
measures as reflecting possible outcomes that might be
promoted by.programs. As indicated earlier, program designers
can create more effective programs if they comprehend clearly
the nature of the targets at which the program is aimed.
Although the measures included in this handbook are far from
exhaustive, and certainly not prescriptive in any sense,
they do represent a range of possible program aspirations.
Furthermore, the measures are based on outcomes deemed
important by a panel of experts well acquainted with programs
in smoking.

By reviewing all of the measures in the handbook, at
least by reading each measure's accompanying description,
program designers and program evaluators can increase the
range of options they may wish to consider as potential pro-
gram outcomes.

All of the handbook's measures have been prepared for
copying and reproduction by health educators. Handbook users
may use all the measures without further permission from
any authors or agencies.

ADMINISTRATION PROCEDURES

Evaluators need not develop special directions in order
to administer the measures presented in this handbook.
Directions are provided with each measure, informing respon-
dents how to supply the requested information. Test adminis-
trators should be sure to familiarize themselves with the
directions and the measure itself before administering it.
They can tIlus provide clear and accurate information to any
requests for clarification-by respondents.

Test administrators, whether or not they are program
personnel, should be sensitive to the potential difficulty
some respondents may have in reading either the directions
or the test items themselves, hence be available to assist
respondents as needed. It may be useful, if there is concern
about the reading ability of the respondents, to read the
directions aloud and check that all respondents understand
what they are to do. If there is doubt about respondents'
ability to read the measure itself, the items can generally
be administered orally, either to groups of participants or
to individuals. Respondents should be encouraged to ask
questions if they do not understand their task or any items
on a measure.
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As a related issue, the measures do not require respon-
dents to supply their names. This helps ensure the confi-
dentiality of responses to potentially sensitive issues. If
program evaluators believe that the integrity of the data
would not be compromised by asking respondents to provide
their names or other personal or demographic information,
such information may be requested. Alternatively, if eval-
uators wish to link performance on one measure to perform-
ance on another, every individual can be assigned a code
number to use whenever providing data. Respondents may
select their own identification code (for example, their
mother's maiden name) if this would help alleviate fears
about preserving confidentiality. When using codes, it is
important that the same one be used on all measures.

The use of anonymously completed measures illustrates
a general concern associated with the administration of
measures in a program evaluation context. Test administrators
should strive to create conditions in which respondents are
as comfortable as possible about supplying truthful answers.
Too often program personnel may administer evaluation devices
under conditions which create subtle pressures for partici-
pants to respond in a manner satisfying to program staff.
An effective evaluation, however, is based on honest
responses, not socially desirable ones. :Thus, all aspects
of measure administration should be conducted with careful
attention to the possible impact on participants' responses.
For example, an external person rather than a member of the
project staff could administer measures. Responses could
be collected anonymously, then placed in sealed envelopes
in plain view of all participants. Other such techniques
might be devised in order to elicit honest responses.
Additional considerations related to possible response bias
will be discussed later in this chapter.*

SCORING

Scoring keys are provided for all newly developed
knowledge, skill, and affective measures, as well as for
all existing measures which had such information available.
A more complete justification of the proposed scoring scheme
associated with each newly developed affective measure is
also presented in its corresponding test specifications.

*For additional information about adMinietration proceduree, see
Annotated References Nos. 15 and 27.
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As a general rule, knowledge and skill measures are
scored by computing the total number of correct responses.
Affective measures are scared by computing the average
response for a given measure. This procedure for affective
measures simplifies interpretation of the obtained score.
For example, a respondent would obtain a score of 4.2 on a
5-point scale, rather than obtaining a score of, for example,
46 out of 55 points. The procedure also reduces confusion
in dealing with omitted responses.

On the newly developed measures, higher scores are
better. That is, higher scores on the knowledge and skill
measures indicate that the respondents answered more items
correctly. Higher scores on the affective and behavioral
measures indicate desirable affect or behavior.

Items on some of the newly developed affective measures
are categorized so that the different dimensions inthe
measure can be considered. Part scores as well as total
scores can be computed to provide a more in-depth analysis
of participants' responses. Similarly, an analysis of incor-
rect responses is provided for selected skill measures to
assist program personnel in determining the kinds of incor-
rect answers that were selected by examinees. The test speci-
fications for these measures provide a complete explanation
of the correct and incorrect answer categoiies. By consider-
ing not only whether items were answered correctly, but also
by looking for patterns in the incorrect responses and try-
ing to infer why specific incorrect options were selected,
health educators can often target their programs towards
reducing common misconceptions.

MISSING DATA

One of the most frequent sources of confusion in scor-
ing measures stems from the treatment of missing data. For
purposes of this discussion we shall consider two types of
missing data. The first type arises when a respondent does
not answer certain items on a measure. The second type
occurs when a respondent does not return a measure at all.

OMITTED RESPONSES. Suppose a respondent omits one or
more items on a measure. Should the evaluator infer that
the respondent didn't read the item, didn't know the answer,
or didn't understand the question? The way these concerns
are treated depends on the type of measure (cognitive,



affective, or behavioral), the scoring procedures being used,
and the judgment of the person responsible for data analysis.
As a general guideline, one should try to treat omitted
responses in a manner consonant with the most plausible
assumptions about why they were omitted. A few examples may
illustrate.

Blanks or omitted responses are often treated as incorrect
responses for cognitive measures (that is, those assessing-
knowledge and skill). aespondents' scores are then the sum
of the correct responses, under the assumption that respon-
dents would have marked an answer if they felt they knew it.
If there are other more plausible assumptions about why a
response was omitted, such as confusion about what the ques-
tiOn was asking, evaluators might consider missing and incor-
rect responses separately, thus creating a slight increase
in the complexity of the analysis procedure.

The best procedure for dealing with missing affective
and behavioral responses should, again, be consistent with
the general guideline of selecting the procedure that requires
the fewest unsubstantiated assumptions about the missing
responses. Consider the case in which respondents are asked
to indicate the extent of their agreement with a series of
statements on, for example, a 5-point Likert scale. Because
a score on this measure is obtained by averaging the numerical
values of the responses, omitted responses can usually be
ignored, and a score computed baSed on the items for which
there are responses. This assumes that the responses to the
unanswered questions would be the same as the responses to
the questions that were answered. A different approach may
be used if this assumption seems unwarranted. For example,
if all the items of a particular type are omitted, it may
be unwise to assume that the answers to those items would
be the same as the answers to all the other items. In this
case, the entire measure may have to be excluded from the
analysis.

In affective measures which require respondents to esti-
mate their confidence regarding a series of statements, pro-
cedures similar to those just discussed for treating missing
responses can be used; Hence, on affective measures respon-
dents are typically not penalized as they are on cognitive
measures for omitting responses.

UNRETURNED MEASURES. The problem of how to deal with
missing data when there are no responses for some partici-
pants on selected measures is a more difficult one than
the problem just addressed. That is, what can be done if,
because the respondent either refused or was unavailable to



complete the measure, we have no data at all regarding a
given participant's status on a given outcome? The answer
to this question depends on the data-gathering design that
is being used and on the most likely reasons that the
measure was not obtained.

One of the more frequent contexts in which this problem
arises is when a pretest-posttest design is used. In this
design, measures are administered to program participants
prior to beginning the program and, again, at the conclusion
of the program. Observed changes between pretest and posttest
scores are attributed to the impact of the program. But
suppose that some participants do not complete the program
and, therefore, are unavailable to complete the posttest
questionnaires. Differences between the participants' aver-
age pretest scores and their average posttest scores may
come from systematic differences between the individuals who
took the pretest and the individuals. who completed the pro-
'gram, hence took the posttest. For example, suppose that,
even before a program began, some participants had strong
intentions to behave in a healthful way. Others did not.
Now, suppose that a large number of those respondents who
did not intend to behave in a healthful way dropped out of
the program. If we considered the posttest responses of
those participants who remained in the program for its dura-
tion, while also considering the pretest responses of all
the original participants, we would find that the posttest
scores indicated stronger intentions to behave in a healthful
way. But such a shift in scores might not reflect the pro-
gram's effect on participants' intentions. The shift might
arise because a disproportionate number of respondents who
did not intend to change their behavior had left the program.
Thus, observed changes might be due to differences in respon-
dent characteristics rather than program impact.

To safeguard against this possibility, evaluators must
be attentive to the characteristics of respondents, particu-
larly when data from different points in time are compared.
In the preceding example, it might be advisable to exclude
the pretest data of those participants who did not provide
posttest data, and to compute pretest and posttest means on
the basis of those individuals for whom complete data exist.
To do this would require using some unique and consistent
identification code on all measures completed by each par-
ticipant, so that one could know whose pretest responses
should be excluded. If it is necessary to eliminate a par-
ticular category of respondents from the analysis, evaluators
should be aware of the limitations this imposes on the
ability to generalize the findings from the remaining respon-
dents to the broader group of eligible participants. This
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means that in the example where a large number of partici-
pants left the program, we should only describe the effects
of the program on participants who already intend to make
the desired behavioral change, not on any person who might
consider enrolling in this particular health education
program.

The key issue in deciding what to do when individuals
or groups of individuals fail to return some measures is to
determine the extent to which the non-respondents differ in
any systematic way from the respondents. Are non-respondents
less motivated initially? Do they vary on any major demo-
graphic variables, such as sex, ethnicity, or previous edu-
cation? Are they more knowledgeable about the given health
area than those who completed all the measures? If the
answer to any of these questions is yes, then it is important
not to compare all pretest responses with all posttest.
responses. If, however, there appear to be no systematic
differences between those respondents for whom complete
data are available and those who did not return all measures,
then it may be acceptable to consider all available data.
This might be the case if, for example, several partici-
pants were sick on the day posttest measures were adminis-
tered, but the absent respondents did not differ systematic-
ally from the other participants. Thus, the degree of atten-
tion to this type of missing data depends on"the extent to
which there is reason to suspect a systematic bias in the
findings as a result of the missing information. At the
very least, an evaluator should describe the characteristics
of the participants who completed the measures at each
administration period, so that those using the evaluation
report can consider for themselves whether the assumptions
guiding the treatment of missing data appear to be justified.

INTERPRETING RESPONSES

It would be comforting to assume that the data, once
collected and analyzed, provide accurate accounts of the
respondents' cognitive, affective, and behavioral status.
Unfortunately, hoiever, there are many instances in which
one cannot be certain that the inferences made from the data
are fully justified. For example, in the cognitive areas
we assume that the more items correctly answered by an indi-
vidual, the more that individual knows about the outcome
being tested. But it is also possible that some respondents
who are highly knowledgeable about the information being
tested did not get high scores because they couldn't under-



stand some of the items or had a hard time reading the test.
It is the test developer's responsibility to try to reduce
such confusion by ensuring that the items are written as
simply as possible and that there are no extraneous sources
of difficulty. It is the test user's responsibility to
remember that there will inevitably be the potential for
some confusion, and to interpret the measures in light of
this likelihood.

The problem of interpreting responses is more apparent
with affective and behavioral measures. It has been well
documented that there are "response sets" or systematic
sources of bias in responses to such measures. To illus7
trate, one of the best known response sets involves social
desirability, or the tendency of individuals to provide
responses which are consistent with what they believe to be
expected of them. So, for example, individuals might indi-
cate that they intend to refrain from smoking because they
believe that it is "appropriate" for them to do so, rather
than because they actually have that intention. There is
little that one can do to preclude completely the possibility
of such response sets. To reduce, at least somewhat, the
likelihood of response sets, evaluators can (1) avoid lan-
guage that clearly indicates the desired response, (g) pre-
serve the anonymity of*respondents, and (3) ensure respon-
dents that the evaluation is more concerned with understand-
ing the program than with describing individual participants.
An atmosphere which promotes honesty rather than "proper
behavior" is definitely more conducive to obtaining
accurate responses in sensitive areas.

Although the handbook's measures have been developed
to encourage accurate responses, it is the responsibility
of program personnel and evaluators to do all that they can
to promote such responses and to minimize the threat of .

repercussions should individuals behave in undesirable ways.
Guaranteeing anonymity is one common procedure, but estab-
lishing credibility with respondents is also critical. In
addition, observation, physiologic measurement, and proce-
dures such as the randomized response technique may be used
to verify the accuracy of behavioral self-reports.

The problem is not as overwhelming as it may sound.
Clearly, whenever one must rely on self-report data, the
possibility of inaccurate responses exists. But, careful
measure development can reduce the degree*of perceived threat
in the measures and this can promote honesty. Furthermore,
program personnel can help allay the anxiety of respondents
and in so doing increase the honesty of responses. In addi-
tion, the threat of corroboration by an external source can
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often reduce the likelihood that respondents will bias their
responses. Many data-gathering designs compare responses
at one point in time to responses at another, or compare
different groups of respondents to each other. In these
comparative designs, whatever systematic bias there is may
be found at all measurement times and, hence, may not
influence indices of change. By being aware that such prob-
lems may exist, those who use evaluation measures can encour-
age caution in interpreting evaluation findings and urge
verification of data where it is warranted.

ENRICHING EVALUATIONS

This handbook provides measures that may be.useful in
assessing a smoking program's outcomes. Typically, a. health
educator might select not merely one but several measures
to use in a program evaluation. Multiple outcome measures
can markedly enhance the quality of an evaluation.

Although the outcomes measured in the handbook have been
deemed important, they may not coincide directly with the
outcomes of interest to any given program. And they certainly
do not exhaust the issues that may be of interest to those
individuals involved in a program. Program evaluators and
personnel should not limit their data-gathering efforts to
the measures provided in this handbook. Rather, they should
supplement these measures with other strategies that address
the particulars of the evaluation settings in which they
find themselves.

The emphases of any supplementary evaluation activities
should coincide with the information needs and interests of
those concerned with the program. Probably the most useful
information elicits ways to enhance the effectiveness of the
program, either as it has already been implemented or as it
will be carried out in similar programs planned for the
future. For example, questionnaires may be administered
to program participants asking them to identify any follow-up
support or information they might need. Participants might
also be able to provide specific suggestions for improvement
of the program should it be offered to others.

It is impossible to isolate all the information that
might be useful to gather for an evaluation. But the follow-
ing point cannot be overstated: Evaluations should focus
on the systematic collection of data that can be used to
improve the quality of health education programs and, in



turn, the well-being of participants. Evaluation must
increase the effectiveness of health education programs.
It can only fulfill this promise if those guiding the evalua-
tive efforts use their resources wisely. The measures that
comprise the majority of this handbook should provide a solid
foundation for effective evaluation efforts. But program
personnel and evaluators in the field must structure evalua-
tions to serve the needs of all those with a stake in the
findings, and their professional insights are likely to be
the best guide possible.

USING UNPROVEN MEASURES

In the remainder of this handbook there are numerous
measures available for use by evaluators of health education
programs. The measures developed specifically' for this pro-
ject, as well as some of the already existing measures
included here, share one substantial shortcoming. They have
not been subjected to rigorous empirical investigations to
ascertain their psychometric qualities, especially their
reliability and validity. When using such measures, how
should program evaluators proceed? The answer is all too
clear--with great caution.

Although all of the measures included in the handbook
were developed under close scrutiny, until there have been
,reliability and validity studies carried out which verify
those measures' technical adequacy, they should be employed
with substantial care. To illustrate, in the absence of
reliability and validity data, one should be most reluctant
to draw inferences about the meaningfulness of an individual's
score on particular measures.

In using measures for purposes of program evaluation,
we often aggregate results for a group of participants rather
than working with individual participant's responses. By
using the pooled responses of many individuals, we can have
more confidence in our results because anomalous scores will
tend either to cancel each other out or be outweighed by
the total set of responses. Even with such aggregated
scores, however, care is warranted when using measures whose
reliability and validity have not been empirically confirmed.
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The general caveat regarding the use of measures which
have not yet been subjected to empirical analysis is to pro-
ceed very carefully in employing such assessment instru-
ments. The new measures that are included in Chapter Five
of the handbook have been developed employing a variety of
internal and external review procedures to assure that their
content and form are appropriate. Although one can have
confidence that their development was systematic and thought-
ful, there has been no opportunity to subject those measures
to empirical verification. Such an appraisal of the new
measures' technical adequacy is planned for the future. It
is likely that the handbook's measures may be superior to
the hastily created measures often seen in the evaluation
of health education programs. Nonetheless, evaluators of
health education programs should regard the handbook's
measures as a resource to be used--but to be used with
prudence.



CHAPTER FOUR

SMOKING

PROGRAM OUTCOMES

The outcomes presented in this chapter are program
evaluation goals identified by a panel of subject matter
and health education experts selected as advisors for this
project. The panelists identified one major behavioral out-
come, namely, refraining from smoking. Knowledge, skill,
and affective outcomes considered likely to predispose indi-
viduals to adopt this target behavior were also selected.
The process by which these outcomes were isolated and priori-
tized is explained more completely in the handbook's Preface.

This chapter's program outcome statements have guided
the development of the rest of the handbook. -Chapter Five
presents newly developed measures designed to assess each
outcome. Chapter Six contains existing measures selected
for their congruence with the outcome statements. Chapter
Seven consists of test specifications for all the newly
developed measures. These specifications, in essence,
operationalize the outcomes.

The outcome statements that follow are relatively brief
definitions of a particular behavior, knowledge, skill, .or
attitude considered important for smoking health education
programs. The title of each outcome statement is used
throughout the handbook to reference the measures correspond-
ing to it. As a further aid to handbook users, the outcome
statements presented in this chapter are accompanied by the
titles of the measures that correspond to each. The target
population for each measure is also noted. Handbook users
can locate each measure for an outcome by turning to the
page specified.
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BEHAVIORAL OUTCOME

REFRAINING FROM SMOKING

Individuals who never have smoked on more than an experi-
mental basis do not initiate the regular use of any tobacco-
related products; individuals who previously have smoked on
more than an experimental basis abstain from the use of all
tobacco-related products.

Smoking Questionnaire

Target population: Adults or Adolescents

Questions About You

Target population: Elementary school children

Smoking Habits Questionnaire

Target population: Adults or Adolescents

Health Inst,rance Study Smoking Battery

Target population: Adults or Adolescents

KNOWLEDGE OUTCOMES

page 67

page 71

page 198

page 203

CONSEQUENCES OF SMOKING

Individuals can accurately recall information about the
possible health, social, and economic consequences associated
with smoking.

Smoking and its Effects

Target population: Adults or Adolescents

Facts About Smoking

Target population: Elementary school children

-60.-

68

page 73

page 77

+.



UTILIZATION OF SITUATIONAL CONTROL TECHNIQUES

Individuals can accurately recall information about smoking
cues and possible response techniques designed to control
the smoking behaviors associated with these cues.

Controlling Smoking Habits page 80

Target population: Adults or Adolescents

SKILL OUTCOMES

RESPONDING TO SMOKING CUES

Individuals can select appropriate nonsmoking responses to
smoking cues by using situational control techniques.

Breaking Smoking Habits page 84

Target population: Adults or Adolescents

ASSERTIVENESS IN RELATION TO SMOKING

Individuals can use assertiveness techniques.. in resisting
peer pressure to smoke and in asking others to refrain from
smoking.

Smoking and Assertiveness page 91

Target population: Adults or Adolescents

USING SYSTEMATIC DECISIONMAKING SKILLS

Individuals can use systematic decision-making skills in
health-related contexts.

Decision-Making page 99

Target population: Adults or Adolescents

Systematic Decision-Making page 110

Target population: Adults or Adolescents

Making Decisions page 127

Target population: Elementary school children



Make A Decision page 134

Target population: Elementary school children

INTERPERSONAL RELATIONSHIPS: EFFECTIVE COMMUNICATION TECHNIQUES

Individuals can interact effectively with significant others
in their lives. The nature of these interpersonal relation-
ships will be such that individuals communicate clear and
direct messages in health-related situations.

Communicating About Smoking

Target population: Adults or Adolescents

Talking About Smoking

Target population: Elementary school children

'page 141

page 149

INTERPERSONAL RELATIONSHIPS: EFFECTIVE RESPONSE TECHNIQUES

Individuals can interact effectively with significant others
in their lives. The nature of these interpersonal relation-
ships will be such that individuals respond with understand-
ing and acceptance to the messages of others in health-
related situations.

Responding to Others About Smoking page 154

Target population: Adults or Adolescents

AFFECTIVE OUTCOMES

PERCEIVED CONSEQUENCES OF SMOKING

Individuals believe that nonsmokers are healthier, more
aesthetically appealing, better able to perform athletically,
and more socially accepted than individuals who smoke.

People Profiles page 162

Target population: Adults or Adolescents

Think About People page 166

Target population: Elementary school children

Do You Want to Change Your Smoking Habits? . . . page 208

Target population: Adults or, Adolescents (current
smokers)
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PERCEIVED ABILITY TO REFRAIN FROM SMOKING

Individuals believe that they possess the ability to abstain
from smoking. This perception of capability includes per-
ceived abilities to control personal smoking behaviors and
to resist external pressures to smoke.

Refraining from Smoking page 170

Target population: Adults or Adolescents
(current or former smokers)

Smoking Situations page 211

Target population: Adults or Adolescents
(current or former smokers)

Smoking Self-Efficacy Questionnaire (SSEQ) . . . page 215

Target population: Adults or Adolescents
(current or former smokers)

Posttreatment Confidence Questionnaire page 221

Target population: Adults or Adolescents
(current or former smokers)

INTENTION TO REFRAIN FROM SMOKING

Individuals believe that they intend to abstain from smoking.

Smoking Survey

Target population: Adults or Adolescents

About Smoking

Target population: Elementary school children

BELIEF IN THE UTILITY OF SYSTEMATIC DECISION-MAKING

page 174

page 177

Individuals believe that a systematic decision-making process
is an effective way of making decisions.

Ideas About Systematic Decision-Making . . . page 180

Target population: Adults or Adolescents

Ideas About Decisions page 184

Target population: Elementary school children
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INTENTION TO USE SYSTEMATIC DECISION-MAKING

Individuals believe that they will use systematic decision-
making in a variety of situations.

Would You Use Systematic Decision-Making?

Target population: Adults or Adolescents

Would You Make Careful Decisions?

Target population: Elementary school children

RESPECT FOR ONE'S BODY

page 187

page 191

Individuals are willing to engage in those activities that
are indicative of a respect for their body and the need to
take care of it.

My Body page 194

Target population: Elementary school children
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CHAPTER FIVE

NEWLY DEVELOPED MEASURES

This chapter contains all of the measures that have
been newly developed' to correspond to the program outcome
statements listed in Chapter Four. The measures are
presented in the same order as the outcome statements, that
is, behavior followed by knowledge, skill, and affect.

MEASURE TITLE PAGE

A title page precedes each measure. This page indicates
the type of measure (behavioral, knowledge, skill, or
affective), the title of the outcome assessed, and the
target population for the instrument. A general descrip-
tion is presented, providing an overview of the assessment
strategy employed in the measure. Finally, in the section
labeled additional information, the pages in the handbook
where the test specifications for the measure can be found
are cited.

USING THE MEASURES

All of the measures in this chapter have been readied
for photocopying, with directions to respondents printed
at the top of the first page of each instrument. Scoring
instructions follow all measures. These instructions have
been placed on separate pages to facilitate reproduction of
the measures for administration. All of the measures in
this chapter are in the public domain, hence handbook users
have permission to employ them for health education uses.



USING THE TEST SPECIFICATIONS

The test specifications for the newly developed measures
are found in Chapter Seven. Handbook users may wish to
review these specifications when considering the measures
themselves. Each measure's set of specifications describes
in detail the attribute measured by the instrument and the
manner in which the measurement is accomplished.

In addition to describing how a measure has been
constructed, test specifications present other program-
relevant information, according to the type of measure
being considered, as explained below.

TEST SPECIFICATIONS FOR BEHAVIORAL MEASURES. These
specifications include guidelines for scoring and interpret-
ing the data collected by a measure.

TEST SPECIFICATIONS FOR KNOWLEDGE MEASURES. These
specifications contain an all-inclusive listing of the con-
tent eligible for testing. In all instances, this.content
_extends beyond the information tested in the form of the
measure appearing in the handbook.

TEST SPECIFICATIONS FOR SKILL MEASURES. These specifi-
cations include a definition of the types of information
contained is test questions and the criteria used to deter-
mine correct and incorrect answer choice options. For
example, the decision-making skill measures presented in
the handbook are based upon a systematic decision-making
model. The test specifications for these measures present
this model in complete detail, indicating the relationship
between the model and the test items based upon it.

TEST SPECIFICATIONS FOR AFFECTIVE MEASURES. These
specifications include an explanation of the rationale under-
lying the scoring and interpretation of a measure.

As can be seen, only by reviewing a measure's test
specifications can a potential user of the measure gain a
thorough understanding of the measure's intellectual under-
pinnings. Handbook users are strongly urged to review a
measure and its specifications as a totality.



SMOKING QUESTIONNAIRE

TYPE OF MEASURE: Behavioral

OUTCOME ASSESSED: Refraining from Smoking

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

Individuals are asked about their smoking behavior
to determine if they currently smoke. This infor-
mation can be used as a measure of how effectively
a program has aided participants in refraining from
smoking. For individuals who indicate that they
do currently smoke, this measure elicits the spe-
cific characteristics of that smoking behavior,
including substance, frequency, and topography, in
order to measure progress towards the goal of com-
plete cessation.

ADDITIONAL INFORMATION:

Test specifications for this measure can be found on
pages 228-230.
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SMOKING QUESTIONNAIRE

Please answer the following question as carefully
as you can.

1. Have you smoked any cigarettes during the past week?

a. Yes

b. No

If you checked "Yes," please go on to question 2
below. If you checked "No," please go on to
question 8 on p. 2.

2. Think back over the past week. On the average,
about how many cigarettes did you smoke each day?
(1 pack = 20 cigarettes)

3. What brand of cigarette did you smoke the mast during
the past week?

4. In general, what type of cigarettes did you smoke?

a. Tip:

b. Length:

Filtered
Unfiltered
An equal amount of both types
Don't know

Regular
King size
100 Millimeter
120 Millimeter
Different sizes
Don't know

c. Tar and Nicotine Level:

d. Type:

High tar and nicotine
Medium tar and nicotine
Low tar and nicotine
Different levels of

tar,and nicotine
Don't know

Mentholated
Plain
An equal amount of both types
Don't know
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Smoking Questionnaire
Page 2

5. In general, how deeply did you inhale when smoking
cigarettes?

a. I inhaled deeply into my chest.
b. I inhaled only partly into my chest.
c. I inhaled into my throat only.
d. I inhaled into the back of my mouth only.
e. I just puffed. I didn't really inhale at.all.

6. In general, how far down did you let each cigarette burn
before you put it out?

a. As far down as possible
b. About 3/4 of the way down
c. About 1/2 of the way down
d. Less than 1/2 of the way down

7. In general, how much of each cigarette did you let burn
without smoking it?

a. Most of it
b. Some of it
c. Almost none of it

8. Have you smoked any cigars during the past week?

a. Yes
b. No

If you checked 'Yes" on question 8, please go on
to question 9. If you checked "NO," please go on
to question 11.

9. Think back over the past week. On the average, about
how many cigars did you smoke each day?

10. In general, how deeply did you inhale when smoking
cigars?

a. I inhaled deeply into my chest.
b. I inhaled only partly into my chest.
c. I inhaled into my throat only.
d. I inhaled into the back of My mouth only.
e. I just puffed. I didn't really inhale at all.

11. Have you smoked a pipe during the past week?

a.
b.

Yes
No
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Smoking Questionnaire
Page 3

If you checked *Yes" on question 11, please go on
to question 12. If you checked 'No,' you have
finished this Smoking Questionnaire. Thank you.

12. Now, think back over the past week. On the average,.
about how many pipefuls of tobacco did you smoke each
day?

13. In general, how deeply did you inhale when smoking a
pipe?

a. I inhaled deeply into my chest.
b. I inhaled only partly into my chest.
c. I inhaled into my throat only.
d. I inhaled into the back of my mouth only.
e. I just puffed. I didn't really inhale at all.

You have finished this Smoking Questionnaire.
Thank you.
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QUESTIONS ABOUT YOU

TYPE OF MEASURE: Behavioral

OUTCOME ASSESSED: Refraining from Smoking

TARGET POPULATIO, , Elementary school children

GENERAL DESCRIPTION:

Children are asked about their smoking behavior
to determine if they smoke, how many cigarettes they
smoke, and whether or not they inhale when they
smoke. Responses can be used as a measure of the
extent of smoking behavior among elementary
school-age children.

ADDITIONAL INFORMATION:

Test specifications for this measure can be

found on pages 231-232.



QUESTIONS ABOUT YOU

There are two questions below. Please answer both
of them. For each question, put a check next to
your answer. Your answers will be kept secret, so'
please tell the truth.

1. Last week, about how many cigarettes did you smoke each
day?

a. I didn't smoke

b. 1-5

c. 6-10

d. 11-20

e. More than 20

2. If you smoked, how often did you inhale?

a. I didn't smoke

b. I just puffed

c. I inhaled only some of the time

d. I inhaled almost all of the time
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SMOKING AND ITS EFFECTS

TYPE OF MEASURE: Knowledge

OUTCOME ASSESSED: Consequences of Smoking

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

Individuals are presented with statements about
biomedical, economic, and social consequences of
smoking behavior. Individuals indicate whether
each statement is true or false.

ADDITIONAL INFORMATION:

Test specifications for this measure can be
found on pages 233-242.
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SMOKING AND ITS EFFECTS

This test consists of 20 statements about the
effects of smoking. Some of the statements are
true and some are false. If you think a atatement
is true, put a check in the column labeled TRUE.
If you think a statement is false, put a check in
the column labeled FALSE.

TRUE FALSE

. 1. People who smoke filter cigarettes are
more likely to develop lung cancer than
people who smoke unfiltered cigarettes.

2. NiCotine causes blood vessels to increase
in size.

3. The risk of developing lung cancer
increases the more deeply that a smoker
inhales.

4. If a woman stops smoking by the eighth
month of her pregnancy, the health risk's
to her infant are reduced to those of
nonsmoking women.

5. One in every three deaths from cancer
is related to cigarette smoking.

6. About 10% of all hospital and medical
costs in the United States are related
to tobacco.

7. A person.who has not smoked for at least
ten years has the same chance of develop-
ing lung cancer as a person who never
smoked.

8. Carbon monoxide increases the amount
of oxygen in the blood.

9. Pipe and cigar smokers are more likely
than nonsmokers to develop lung cancer.

10. Cigarette smokers are twice as likely
as nonsmokers to die of coronary heart
disease.
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Smoking and Its Effects
Page 2

TRUE FALSE

11. People who smoke unfiltered cigarettes
inhale more carbon monoxide than smokers
of filter cigarettes.

12. Smokers of low tar andlow nicotine
cigarettes have lower death rates than
smokers of high tar and high nicotine
cigarettes.

13. Cigarette smoking does not change the
risk associated with exposure to
dangerous materials such as asbestos.

14. Cigarette smokers are 25 times more likely
than nonsmokers to develop lung cancer.

15. Most people gain weight when they quit
smoking.

16. Nicotine causes the heart to beat faster.

17. Millions of workdays are lost each year
because of diseases related to cigarette
smoking.

18. The health risks associated with smoking
remain the same even after a person stops
smoking.

19. The risk of developing coronary heart
disease increases with the number of
cigarettes smoked.

20. Pipe smokers who inhale while they smoke
are at the same risk of developing lung
cancer as pipe smokers who do not ?..n1)1.1a.
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SCORING [BY

SMOKING AND ITS EFFECTS

Item Answer

1

2

3

4

6

7

8

9

10

11

12

13

14

15

16

17

18

19

20
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FACTS ABOUT SMOKING

TYPE OF MEASURE: Knowledge

OUTCOME ASSESSED: Consequences of Smoking

TARGET POPULATION: Elementary school children

GENERAL DESCRIPTION:

Children are presented with statements about
health, social, and economic consequences of
smoking. Children indicate whether each state-
ment is true or false.

ADDITIONAL INFORMATION:

Test specifications for this measure can be
found on pages 243-250.



FACTS ABOUT SMOKING

This test has 15 statements about smoking.
Read each one. If the sentence is true,
put a check under the word TRUE. If the sen-
tence is false, put i check under the word
FALSE.

TRUE FALSE

1. Cigarettes that are low in tar and
nicotine are probably not harmful.

2. Most smokers usually feel relaxed when
they first stop smoking.

3. Tar in cigarettes is harmless to people.

4. People who smoke are more likely to have
a heart attack than people who don't
smoke.

5. Low tar cigarettes are safe to smoke.

6. Smoking helps people have more friends.

7. Teenagers who are good students are less
likely to smoke.

8. Children whose parents smoke have the
same number of coughs and colds as other
children.

9. Nicotine makes the blood vessels smaller.

10. People who smoke are generally in poorer
health than people who do not smoke.

11. Nicotine makes the heart beat faster.

12. People who smoke usually cough a lot.

13. Cigarette smoke in the air is probably
safe to people who breathe it.

14. Smoking can leave a bad -smell on a perycn's
breath.

15. People who smoke usually have trouble
breathing.
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SCORING KEY

FACTS ABOUT SMOKING

Item Answer

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15
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CONTROLLING SMOKING HABITS

TYPE OF MEASURE: Knowledge

OUTCOME ASSESSED: Utilization of Situational Control
Techniques

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

Individuals are presented with statements describing
smoking cues and nonsmoking responses designed to
control smoking. Individuals indicate whether each
statement is true or false.

ADDITIONAL INFORMATION:

Test specifications for this measure can be found
on pages 251-258.
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CONTROLLING SMOKING HABITS

This test consists of 20 statements about
controlling smoking habits. Some of the
statements are true and some are false.
If you think a statement is true, put a
check in the column labeled TRUE. If
you think a statement is false, put a
check in the column labeled FALSE.

TRUE FALSE

1. Meditation is an effective way to try
to keep from smoking when you feel the need
to relax.

2. Eating something is an effective way to
try to keep .from smoking when you are
tense and angry.

3. When you are trying to stop smoking, the
number of things that make you want to
smoke will usually decrease.

4. Understanding why you smoke means being
aware of the situations, times, and places
that make you want to smoke.

5. Different things may make different
people want to smoke.

6. Rewarding yourself for not smoking usually
is of little help in stopping smoking.

7. Eating something is an effective way
to try to keep from smoking when you
feel the need to be stimulated.

8. A particular technique for avoiding
smoking usually will work effeCtively for
all smokers.

9. Brisk walking is an effective way to try
to keep from smoking when you feel the
need to be stimulated.



Controlling Smoking Habits
Page 2

TRUE FALSE

10. Drawing is an effective way to try to
keep from smoking when you feel the need
to do something with your hands.

11. Changing routine activities is an effec-
tive way to try to keep from smoking when
you feel the need to relax.

12. Techniques for avoiding smoking need to
be practiced in order to be used effec-
tively.

13. Certain times or places that are part of
a person's daily routine can make that
person want to smoke.

14. Smoking is a habit that occurs only when
an individual thinks about it.

15. Drinking non-alcoholic beverages is an
effective way to try to keep from smoking
when you feel tense.

16. Reading is an effective way to try to
keep from smoking when you feel bored.

17. To be effective, techniques for avoiding
smoking should satisfy a person's desire
to smoke.

18. A technique for avoiding smoking will be
most effective if it is an activity
commonly associated with smoking.

19. Eating sugarless candy is an effective
way to try to keep from smoking when you
feel the need for oral gratification.

20. Doing deep breathing exercises is an
effective wayto try to keep from smoking
when you feel the needto do something
with your hands.
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SCORING KEY

CONTROLLING SMOKING HABITS

Item Answer

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

16

17

18 F'

19

20
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BREAKING SMOKING HABITS

TYPE OF MEASURE: Skill

OUTCOME ASSESSED: Responding to Smoking Cues

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

Individuals are presented with brief descriptions
of fictitious persons experiencing commonly occuring
smoking cues. They are to select from among
possible courses of action the most healthy and
effective way to handle each particular cue. The
correct course of action will respond to the smok-
ing cue present in the situation with an appro-
priate nonsmoking response.

ADDITIONAL INFORMATION:

Test specifications for this measure can be
found on pages 259-262.
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BREAKING SMOKING HABITS

This test presents descriptions of people
who want to break their smoking habits.
Each person is trying to use situational
control techniques to deal with specific
smoking cues. Read each description.
Then circle the letter of the best action
for the individual to take.

1. Angela usually smokes while she is drinking a cup of
coffee with breakfast. The most healthy and effective
way to handle this particular smoking cue would be to:

A. Take several deep breaths before starting to eat.

B. Stay at the table for a few minutes after break-
fast.

C. Drink a beverage other than coffee with breakfast.

D. Skip breakfast and have a cup of coffee later.

2. At least once a day, Danny smokes a cigarette because
it tastes so good. The most healthy and effective way
to handle this particular smoking cue would be to:

A. Have something like raw vegetables or a piece of
gum available to chew.

B. Sit quietly for a few minutes whenever the urge
to smoke occurs.

C. Wait for half an hour after first wanting the
cigarette before smoking it.

D. Have something like a pencil or some paper clips
available to handle.

3. Rhonda likes to smoke when she is out with friends.
The most healthy and effective way to handle this partic-
ular smoking cue would be to:

A. Take part in some physical activities.

B. Get together with her friends in places where
smoking is not allowed.
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Breaking Smoking Habits
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C. Carry only a few cigarettes when getting together
with friends.

D. Meet her friends a half hour later than usual
for several weeks.

4. One of the reasons Raymond smokes is because of the
pleasure he gets from lighting a cigarette and watching
the smoke rise. The most healthy and effective way
to handle this particular smoking cue would be to:

A. Switch the brand of cigarettes he is smoking for
a while.

B. Have some fruit juice or soda water to drink.

C. Rearrange the furniture in the rooms where he
usually smokes.

D. Work on a hobby that requires use of the eyes and
the hands.

5. Sandy frequently smokes a cigarette at the end of a
meal. The most healthy and effective way to handle
this particular smoking cue would be to:

A. Read a book or magazine during the meal.

B. Leave the table immediately after eating and start
another activity.

C. Take several deep breaths throughout the meal.

D. Have an extra dessert as a reward for not smoking.

6. Miguel smokes because of the good taste that comes from
puffing a cigarette and exhaling the smoke. The most
healthy and effective way to handle this particular smok-
ing cue would be to:

A. Take a warm shower to help relax.

B. Have something readily available to chew, such as
sugarless gum.

C. Light a cigarette, but do not inhale the smoke.

D. Read an interesting book.
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Breaking Smoking Habits
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7. Pamela frequently smokes when she is feeling tense or
anxious. The most healthy and effective way to handle
this particular smoking cue would be to:

A. Learn a relaxation routine such as deep breathing.

B. Spend as much time as possible in places where
smoking is not allowed.

C. Ease her tension by smoking only half a cigarette.

D. Tackle tension-producing activities at different
times each day.

8. Denise often copes with anger or frustration by smoking
a cigarette. The most healthy and effective way to
handle this particular smoking cue would be to:

A. Work for a while on a craft project.

B. Smoke during the odd or even hours of the day only.

C. Chew gum or eat sugarless candy.

D. Sit quietly for a few minutes and meditate.

9. Kevin smokes cigarettes to help him wake up in the
morning. The most healthy and effective way to handle
this particular smoking cue would be to:

A. Put his alarm clock across the room so he must get
out of bed to turn it off.

B. Wait until after breakfast to have his first
cigarette.

C. Do some physical exercise such as stretching or
deep breathing when he gets up.

D. Sleep with the windows open so his bedroom is cool
when he wakes up.
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Breaking Smoking Habits
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10. Mark smokes to maintain his energy level during the day.
The most healthy and effective way to handle this
particular smoking cue would be to:

A. Take a few minutes to stretch or jog in place.

B. Drink soft drinks or eat candy.

C. Picture himself as a nonsmoker.

D. Plan his day so that tiring tasks are scheduled
in the morning.

11. At the end of a day, Maria 'smokes a cigarette to help
her relax. The most healthy and effective way to handle
this particular smoking cue would be to:

A. Change to a brand of cigarettes that is not as t9sty.

B. Eat a low-calorie bedtime snack.

C. Take a warm bath or shower.

D. Learn to do an activity such as .drawing or painting.

12. Jimmy finds smoking with wine or beer at parties very
enjoyable. The most healthy and effective way to handle
this particular smoking cue would be to:

A. Drink a non-alcoholic beverage such as fruit juice
or soda water.

B. Eat snack foods such as nuts, potato chips, or
candy.

C. Get some physical exercise before going to parties.

D. Attend parties on the weekends only.



Breaking Smoking Habits
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13. Liza usually smokes when she is upset. The most healthy
and effective way to handle this particular smoking
cue would be to:

A. Chew sugarless gum.

B. Practice deep breathing exercises.

C. Take a pill to help calm her nerves.

D. Leave the room whenever she gets upset.

14. Roger smokes in order to feel comfortable and relaxed.
The most healthy and effective way to handle this partic-
ular smoking cue would be to:

A. Think about the diseases that may be caused by
smoking.

B. Smoke a cigarette without inhaling the smoke.

C. Move his favorite chair to another room in the
house.

D Listen to soothing music.

15. Vickie smokes when she feels tired and low on energy.
The most healthy and effective way to handle this parti-
cular smoking cue would be to:

A. Go to bed early to get more rest.

B. Avoid leisure activities that are associated with
smoking.

C. Take a brisk walk to get some fresh air.

D. Smoke several cigarettes so that the experience
becomes unpleasant.
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SCORING KEY

BREAKING SMOKING HABITS

Item Answer

1

2 A

3
4
5
6
7 A
8
9

10 A
11
12 A
13
14
15

INCORRECT ANSWER CHOICE ANALYSES

The incorrect answer choices for each item are listed below
using the following method of annotation:

Unhealthy

No impact

a response that is unhealthy

a response that has no direct impact on
the smoking cue

UNHEALTHY NO IMPACT

1. D A & B

2. C B & D
3. C A & D
4. A B & C
5. D A & C
6. C A & D

7. C B & D
8. B A & C

9. B A & D
10. B C & D
11. A B & D.

12. B C & D
13. C A & D
14. B A & C

15. D A & B

98
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SMOKING AND ASSERTIVENESS

TYPE OF MEASURE: Skill

OUTCOME ASSESSED: Assertiveness in Relation to Smoking

TARGET POPULATION: Adults or adolescents

GENERAL DESCRIPTION:

Individuals are presented with descriptions of
fictitious person experiencing discomfort due to
the presence of others who are smoking or offer-
ing smoking materials. Individuals are asked to
select from among possible options a course of
action that incorporates assertiveness techniques
or to indicate that none of the suggested options
is appropriate.

ADDITIONAL INFORMATION:

Test specifications for this measure can be
found on pages 263-265.
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SMOKING AND ASSERTIVENESS

This test presents descriptions of people
who feel uncomfortable because others are
smoking or asking them to smoke. Each
person wants to deal with the problem by
using assertiveness techniques,.

Read each item. Then circle the letter
of the action which describes an assertive
response to the situation described. If
there is no assertive response presented,
circle choice D, 'None of the above."

1. Carol is watching television with her husband and he
is smoking. Carol has been trying to stop smoking, but
the smell of her husband's cigarette smoke is weakening
her will power. To act assertively, Carol should:

A. Ask her husband if he would smoke fewer cigarettes
while they are together.

B. Ask her husband if he would smoke in another room.

C. Move to where she can sit near an open window and
breathe fresh air rather than cigarette smoke.

D. None of the above.

2. George and Susan are spending an evening together.
After dinner, Susan suggests that they relax by the
fire with after dinner drinks and cigarettes. To act
assertively, George should:

A. Tell Susan that he doesn't want to smoke.

B. Tell Susan that he has a better idea and ask her
to go for a walk.

C. Hold a lighted cigarette without actually smoking
it.

D. None of the above.

1i 0
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3. Ann has recently stopped smoking, but she finds it hard
to control her desire to smoke at the end of a meal.
She is at lunch with Bob, a good friend, who prepares
to light a cigarette as soon as their plates are cleared
from the table. To act assertively, Ann should:

A. Tell the waiter that it's hard for her to resist
smoking when someone else is smoking.

B. Ask Bob to please wait to smoke until she has left.

C. Order a dessert to help her ignore Bob's smoking.

D. None of the above.

4. When Alan decided to quit smoking, he searched his
possessions and threw away all the cigarettes he found.
His wife Paula still smokes, and she leaves her cigar-
ettes scattered all over the house. To act assertively,
Alan should:

A. Ask Paula if she would keep her cigarettes some
place where he can't find them.

B. Throw away any of Paula's cigarettes that he finds
lying around.

C. Ask Paula if she would smoke only cigarette brands
that he does not particularly enjoy.

D. None of the above.

5. While John and several of his friends are watching a
football game on television, a pack of cigarettes is
passed around. When everyone except John takes a
cigarette, one friend wonders aloud if John is ever
going to grow up. To act assertively, John should:

A. Take a cigarette but not light it.

B. Tell his friends to put out their cigarettes
because they are dumb to smoke.

C. Ignore the comment and concentrate on the football
game.

D. None of the above.
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6. While at a party, Mark is talking with Ruth, an old
friend. Ruth knows that Mark is trying to stop smok-
ing, so she decides to offer Mark a cigarette to test
his will power. To act assertively, Mark should:

A. Tell Ruth that she has much less will power than
he does.

B. Accept the cigarette, saying that he will smoke
it later.

C Inform Ruth that he no longer smokes.

D. None of the above.

7. Nancy is on a date with Tom. To impress her, Tom lights
two cigarettes and offers Nancy one, saying that she
will look sexy if she smokes a cigarette. To act
assertively, Nancy should:

A. Change the subject by asking Tom whether he thinks
her new hairdo is attractive.

B. Take the cigarette he offers, then hold it in her
hand without smoking it for a few minutes.

C. Turn down the offer, saying she doesn't enjoy
smoking.

D. None of the above.

8. Jim has just moved into a new neighborhood. He wants
to be accepted by the other young people there. They
tell Jim that he will have to smoke a pack of cigarettes
without stopping before he can be admitted to their
crowd. To act assertively, Jim should:

A. Keep the crowd entertained with stories about the
activities at his last school.

B. Smoke the pack of cigarettes, inhaling as little
as possible and putting out each cigarette as
quickly as he can.

C. Tell the crowd that he does not smoke because it
is unhealthy.

D. None of the above.
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9. David is waiting to see his lawyer. Another man who
is seated in the waiting room is smoking one cigarette
after another, and the smoke is beginning to irritate
David's eyes. To ant assertively, David should:

A. Close his eyes to reduce the amount of irritation.
from the smoke.

B. Tell the man that the smoke is irritating his eyes
and ask if he would stop smoking or go outside.

C. Complain to the receptionist about how smoky the
waiting room is getting, using a voice lovl enough
for the smoker to hear.

D. None of the above.

10. Louise is standing in line at the market, waiting to
check out. The woman behind her lights a cigarette
and the smoke blows into Louise's face. To act asser-
tively, Louise should:

A. Tell the woman that she is inconsiderate.

B. Ask the woman if she would blow the smoke in the
other direction.

C. Move to another checkout line.

D. None of the above.

11. Michael, who does not smoke, pretended to smoke a
cigarette as part of his role in a play. Afterwards,
his girlfriend Jane tells him that smoking made him .

lOok more attractive. She asks him to have a cigarette
at a party. To act assertively, Michael should:

A. Tell Jane that he doesn't want to smoke in order
to create an "image."

B. Accept the cigarette and hold it but refrain from
actually smoking it.

C. Pretend that he didn't hear her and -ask Jane if
she would like to dance.

. D. None of the above.
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12. Freiaa gets on a crowded elevator at the first floor of
an office building. Someone smoking a cigarette also
gets on and Freida finds the smoke extremely annoying.
To act assertively, Freida should:

A. Make a point of coughing loudly and fanning the
smoke away from her face.

B. Get off at the next floor and wait for another
elevator.

C. Ask the smoker to put out the cigarette as it is
bothering her.

D. None of the above,

13. Daniel shares a small, poorly ventilated office with
Jean. Although smoking is not allowed in the office,
Jean smokes heavily. To act assertively, Daniel should:

A. Ask to be transferred to another_ department where
he can work with a nonsmoker.

B. Ask Jean to smoke less often.

C. Ask Jean to go to the smoking area to smoke.

D. None of the above.

14. Gwen does not smoke. Whenever her neighbor Mildred
comes over to visit, she always lights a cigarette as
soon as she sits down. To act assertively, Gwen
should:

A. Ask Mildred not to smoke in her house.

B. Ask Mildred to sit by an open window when she
smokes.

C. Ignore the smoking, in the interest of maintaining
their friendship.

D. None of the above.
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15. Bruce is taking a final exam. He is having a hard time
working because the person next to him is smoking. To
act assertively, Bruce should:

A. Tell the person that he will be reported to the
test administrator if he doesn't stop smoking.

B. Say nothing but try harder to concentrate on the
exam rather than the smoke.

C. Ask the parson to see if he can smoke fewer
cigarettes for the rest of the exam period.

D. None of the above.



SCORING LEY

SMOKING AND ASSERTIVENESS

Item Answer

1

2 A
3
4 A
5
6
7
8
9

10
11 A
12
13
14 A
15

INCORRECT ANSWER CHOICE ANALYSES

The incorrect answer choices for each item are listed below
using the following method of annotation:

Passive = a passive response

Aggressive = an aggressive response

Acquiescent = an acquiescent response

Non confrontational = a non-confrontational response

None of the above = a correct response was provided

NON-CONFRON- NONE OF
PASSIVE AGGRESSIVE ACQUIESCENT TATIONAL THE ABOVE

1. - - - A & C D
2. - - C B D
3. C - - A D
4. - B - C D
5. C B A - -
6. - A 8 - D
7. - - B .A D
8. - - B A D
9. A - - C to

10. - A - B & C -
11. - - B C D
12. - - - A & B D
13. - - - A & B D
14. C - - B D
15. B A - C
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DECISION-MAKING

TYPE OF MEASURE: Skill

OUTCOME ASSESSED: Using Systematic Decision-Making Skills

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

Individuals are presented with fictional descrip-
tions of people who are attempting to make decisions
in a health-related context. Individuals are asked
to select from among four options the next step to
be followed using a systematic approach to decision-
making.

ADDITIONAL INFORMATION:

Test specifications for this measure can be found
on pages 266-270.



DECISION-MAKING

This test presents descriptions of people
who are trying to make decisions that may
affect their health or the health of
others.

Read each item. Circle the letter of the
next step that the person should take in
order to be making decisions using a
systematic approach.

1. Katherine is slightly overweight and wants to go on a
diet. Although she has tried to diet before, she has
never had much success with the diets she has chosen.
Now Katherine realizes she must choose a diet that isn't
too difficult so that she will stick with it.

She discusses her desire to find a suitable diet with
one of her close friends. Together they identify
several different diet plans that may be useful for
Katherine. Katherine thinks about how she feels about
going on a diet. She then discusses the different diets
with her family doctor who points out the positive and
negative features of each. They also discuss what
Katherine will have to do in order to stick to each
diet plan.

What is the best thing for Katherine to do next in order
to use the systematic decision-making approach?.

A. Discuss the different diets with another friend.

B. Select one of the diets.

C. Have her doctor select one of the diets for her.

D. Realize that she must choose a suitable diet.
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2. William started smoking many years ago, before the
dangers of cigarette smoking were known. Now he recog-
nizes that his cigarette smoking is bad for his health.
Although William knows that it might be difficult, he
wants to quit smoking. Some of his friends who used to
smoke have already quit. William is sure that there
are many different ways to stop smoking. He wants to
choose the way that is right for him.

What is the best thing for William to do next in order
to use the systematic decision-making approach?

A. Call a smoking clinic to find out about its
program.

B. Decide how he will quit smoking.

C. Make a list of all the possible ways he can stop
smoking.

D. Think of one way he can stop smoking.

3. Cindy has been invited to a party where other people
will probably be smoking marijuana. -Although Cindy has
never smoked marijuana, she is curious about it. She
realizes that she must decide what she will do if some-
one at the party offers her marijuana. Cindy thinks
about what she might do. After Cindy goes to the
library and reads some books on marijuana, she decides
not to smoke at the party. While at the party, Cindy
is offered marijuana several times but turns down the
offers,

What is the best thing for Cindy to do next in order
to use the systematic decision-making approach?

A. Talk to her friends about smoking marjuana.

B. Read more books about marijuana.

C. Avoid the people who offered her marijuana at the
party.

D. Consider whether she's happy about her decision.
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4. Martin enjoys being active and tries to exercise on the
weekends. He would like to exercise every day after
work. Some of his co-workers go to a gym near his
office. His wife jogs every evening at the local park.

What is the best thing for Martin to do next in order
to use the systematic decision-making approach?

A. Think of one type of exercise he enjoys.

B. Start to jog after work.

C. Realize he must choose a regular exercise program.

D. Talk to his co-workers about the gym.

5. Phil works in a very busy office. He has a great deal
of work to do and sometimes he is unable to complete
it on time. Phil knows that he is under stress at work
and he wants to find a good way to reduce it. He
discusses his problem with some of his friends. He
then makes a list of all the ways that he knows of to
reduce stress at work.

What is the best thing for Phil to do next in order to
use the systematic decision-making approach?

A. Get information about his ideas from'the company
doctor.

B. Select one of the ideas on his list.

C. Ask his doctor to choose a good way for him to
reduce the stress at work.

0. Realize that he must find an appropriate way to
reduce the stress at work.
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6. Mary wants to take her son to be immunized at a local
clinic. The clinic is very busy. Her child can have
an appointment only on a day when Mary has an important
business meeting.

Mary already has made a doctor's appointment in two
months for her child's routine checkup. She realizes
that she must decide whether to take her child to the
clinic or wait and have her child immunized at the
doctor's office. Mary thinks about her possibilities.
She calls the doctor and the clinic to find out if it
is safe to wait.

What is the best thing for Mary to do next in order to
use the systematic decision-making approach?

A. Think about the possible choices that are avail-
able to her.

B. Decide what to do about immunizing her son.

C. Be aware that she must make a decision about her
son's immunization.

D. Complain to the clinic's staff that they aren't
flexible enough.

7. Phyllis works for the Westinger Company. For the last
few months Phyllis has been swimming during lunch hour.
She enjoys the swim and is pleased with the improvement
in her health and appearance.

Her boss now wants Phyllis to attend board meetings
that are held every Monday, Wednesday, and Friday at
lunch time. She tells Phyllis that attending the
meetings will be important for her growth in the com-
pany.

What is the best thing for Phyllis to do next in order
to use the systematic decision-making approach?

A. Choose between swimming and attending the board
meetings.

4 B. Try to convince her boss that she doesn't need to
attend board meetings.

C. Talk to her boss about the decision she must make.

D. Realize that she must decide between swimming and
attending the meetings.
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8. Debbie has diabetes. She keeps her diabetes under
control by eating a special diet.

Debbie's new boss is having a dessert party in a few
days and Debbie is invited. All of the guests are sup-
posed to bring their favorite dessert. Debbie
shouldn't eat sweets and desserts, but she doesn't
want to offend her boss by turning down the invitation.
Debbie realizes that she must decide whether or not
to go to the party. She thinks about the options that
she has and discusses them with a friend who also has
diabetes. She calls her doctor to ask his advice about
eating sweets just one time. She also thinks about
whether she would be able to resist eating anything
at the party if she went

What is the best thing for Debbie to do next in order
to use the systematic decision-making approach?

A. Decide whether to go to the party.

B. Have her doctor decide whether she should go to
the party.

C. Sign up for a special baking class for people with
diabetes.

D. Make a list of her possible choices.

9. Gary visits the doctor once a year for a checkup. At
one checkup the doctor discovers that Gary's blood
pressure is slightly higher than it should be. He wants
Gary to use deep relaxation because that may lower Gary's
blood pressure. If it doesn't, Gary may have to take
a special medicine.

Gary recognizes that he must decide whether or not to
use deep relaxation. He wants to follow his doctor's
advice, but Gary understands that using relaxation may
not lower his blood pressure. Gary makes a list of
possible choices and the consequences.

What is the best thing for Gary to do next in order to
use the systematic decision-making approach?

A. Decide whether or not he will follow his doctor's
advice.

B. Talk with a friend who has high blood pressure
about the effects of relaxation.

C. Realize that he has a decision to make about using
relaxation.

D. Discuss the possibilities with his doctor.
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10. Diane is going to make some big changes in her life
soon. She will be moving to a new city to start school
and she is nervous about it.

Diane has heard that changes can cause stress, but that
there are ways to reduce it. She wants to choose a way
to reduce some of the stress she's feeling.

What is the best thing for Diane to do next in order
to use the systematic decision-making approach?

A. 'Start a regular exercise program.

B. Discuss with her family the possible ways she can
reduce her stress.

C. Decide on a way to relieve the stress she feels.

D.. Have the family doctor choose a way for her to
reduce the stress.

11. Bob is quite heavy. He wants to lose weight and realizes
that he must decide how he's going to do it. He dis-
cusses the situation with his wife. Together they
realize that Bob will either have to go on a diet, start
exercising regularly, or do both. Bob calls his doctor
to get his advice. The doctor says that regular exer-
cise may reduce Bob's appetite so that it will be easier
to stay on a diet. The doctor suggests that Bob try
to diet and exercise. Bob, however, doesn't enjoy exer-
cising so he decides to go on a diet only.

Bob tries to diet for three weeks. He's unhappy because
he's not losing much weight and is often hungry.

What is the best thing for Bob to do next in order to
use the systematic decision-making approach?

A. Think about whether he is satisfied with his deci-
sion to lose weight by dieting.

B. Read books about weight loss.

C. Stay with his diet for at least another week.

D. Start a running program in order to follow his
doctor's advice about exercising'.
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12. Joe drinks a great deal of alcohol. He always has many
drinks after work. Lately he has been drinking when he
gets up in the morning. He knows that he has a drink-
ing problem.

What is the best thing for Joe to do next in order to use
the systematic decision-making approach?

A. Enroll in an alcoholism treatment program.

B.. Watch other people to see if they drink as much
as he does.

C. Recognize that he must decide what to do about
his drinking.

D. Realize that he will have to decide what changes
to make in his life.

13. Margaret wants to stop smoking. She knows that there
are many ways to quit and that she should choose the
best way for her. She discusses the matter with a
friend. They come up with several plans: (a) Margaret
could stop smoking completely on a certain day, or
(b) Margaret could slowly reduce the number of cigarettes
she smokes each day until she gives them' up completely.
Margaret calls her doctor to ask her doctor's opinion.
She also talks to other people who have already quit
smoking.

Margaret decides to stop smoking gradually. At the
start of every week she reduces the number of daily
cigarettes she smokes by one. Unfortunately, Margaret
isn't too happy with her program and she has trouble
keeping track of the number of cigarettes she smokes.

What is the best thing for Margaret to do next in order
to use the systematic decision-making approach?

A. Have her doctor choose a way for Margaret to stop
smoking.

B. Think again about her decision to stop smoking
gradually.

C. Stick with her decision regardless of how she
feels about it.

D. Read some books about how to stop smoking.
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14. Stan wants to get into good physical condition, even
though he smokes and has not exercised in years. He is
aware that there are many ways to exercise and that some
ways are better than others. He wants to find an exer-
cise program that will be comfortable and effective for
him.

Stan talks to some friends to find out what they do
to get and stay in shape.

What is the best thing for Stan to do next in order to
use the systematic decision-making approach?

A. Decide on an exercise program.

B. Quit smoking before he starts an exercise program.

C. Read some books about the different exercises he
has heard about.

D. Jog regularly because he enjoys being outside.

15. Tom has been on a low-salt, lo -fat .diet for several
months. He is pleased with thu diet, even though
following it can be difficult. He does have to prepare
most of his meals himself from fresh foods.

Tom has been asked to go on vacation with some friends.
He wants to go but he knows that he won't be able to
prepare his own meals. If he goes, he may not be able
to stay on his diet very well. Tom realizes that he
has a decision to make about going with his friends.

What is the best thing for Tom to do next in order to
use the systematic decision-making approach?

A. Decide not to go on vacation.

B. Have his doctor decide if Tom should go with his
friends.

C. Think about whether his friends, would mind if he
didn't go.

D. Consider the options that are available to him.



SCORING KEY

DECISION-MAKING

Item Answer

1

2

3

4

5 A

6

7

8 A

9

10

11 A

12

13

14

15

INCORRECT ANSWER CHOICE ANALYSES

Although there may be some overlap, it may be useful to.con-
sider the incorrect answer choices for each item using the
following method of annotation.

Skipped step = a response that describes one of the decision-
making steps that occurs after the correct
step.

Repeated step = a response that describes one of the decision-
making steps that has already occurred.

Ineffective implementation of correct step = a response that
describes the correct decision-making step,
but violates one or more of the step's effec-
tiveness criteria.

Ineffective implementation of incorrect step = a response
that describes an incorrect decision- making
step and violates one or more of the step's
effectiveness criteria.

Deflective action = a response that is unrelated to effective
decision-making and may deflect the decision-
maker from taking necessary action.
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INCORRECT ANSWER CHOICE ANALYSES (Cont.)

DECISION-MAKING

Ineffective
Implementa-

Skipped Repeated tion of Cor-
Item Step Stea__ rect Step

1 A,D

2

3 A,B

4 B,D

5

6 A,C

7 A,C

8

9 A

10 A,C

11 B c,6

12 A

13

14 A,D

15 A,C
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SYSTEMATIC DECISION-MAKING

TYPE OF MEASURE: Skill

OUTCOME ASSESSED: Using Systematic Decision-Making Skills

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

Individuals are presented with fictional descriptions
of people who are making decisions in a health-related
context. Individuals are asked to indicate whether the
decision-makers correctly use the systematic decision-
making process. If individuals indicate that the
decision-making process is carried out incorrectly,
they are then asked to describe the nature of the
error.

ADDITIONAL INFORMATION:

Test specifications for this measure can be
found on pages 271-276.



SYSTEMATIC DECISION-MAKING

This test presents descriptions of people
who are making decisions that may affect
their health or the health of others.
Each person has either completed the entire
decision-making process correctly or has
made one mistake in this process.

Read each item. Circle Yes or No to indi-
cate whEr"ler the person correctly completed
each step in the decision-making process.
If you circle No, briefly describe what
the person did wrong.

1. William. started smoking many years ago, before the
dangers of cigarette smoking were known. Now he recog-
nizes that his cigarette smoking is bad for his health,
and he wants to quit.'

William knows that there are many ways to stop smoking.
He realizes that he must choose the way that is right
for him. He thinks of some different ways to stop
smoking. He then discusses his ideas with a friend who
has already quit smoking. He also talks to his doctor
to get his opinion on the matter.

William chooses one of the approaches and begins to try to
stop smoking. After a few weeks William's friend tells
William how proud he is that William is trying to stop
smoking.

A. Did William correctly complete each of the steps
in the decision-making process?

Circle One: Yes No

B. If No, what did William do wrong?
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2. Katherine is slightly overweight and wants to go on a
diet. Although she has tried many diets before, she
has never had much success with them. Now Katherine
realizes she must choose a diet that isn't too diffi-
cult so that she will stick with it.

She discusses her desire to find a suitable diet with
one of her close friends. Together they identify
several different diet plans that may be useful for
Katherine. Katherine thinks about how she feels about
dieting. She then discusses the different diets with
her family doctor who points out the positive and nega-
tive features of each. They also discuss what Katherine
will have to do in order to stick with each diet plan.
Katherine knows that the decision is difficult, so she
has the doctor pick one of the diets for her.

She starts the diet the next week, but has a hard time
staying on it. Katherine realizes that she's not happy
with the diet and should stop it and find a better one.

A. Did Katherine correctly complete each of the steps
in the decision-making process?

Circle One: Yes No

B. If No, what did Katherine do wrong?
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3. Cindy has been invited to a party where other people
will probably be smoking marijuana. Although Cindy has
never smoked marijuana, she is curious about it.

Cindy realizes that she must decide whether she will
smoke any marijuana if she is offered some at the party.
She makes a list of her available options/.

Cindy decides not to smoke at the party. While at the
party, she is offered marijuana several times but turns
down the offers. Later, Cindy thinks about how she
felt at the party and realizes that she's happy with
her decision not to smoke.

A. Did Cindy correctly complete each of the steps in
the decision-making process?

Circle One: Yes No

B. If NO, what did Cindy do wrong?
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4. Martin would like to start exercising regularly. He
realizes that he must decide on an exercise program
that is best for him.

Some of Martin's co-workers jog together every day
after work. Martin thinks that jogging with them is
the only way that he will exercise regularly. He talks
to his co-workers about it. He then makes an appoint-
ment with is doctor to get his opinion about jogging.

Martin decides to jog after work with his co-workers.
He starts jogging the next day. After several weeks,
Martin thinks about his decision to jog. He's pleased
because he is feeling good and looking fit.

A. Did Martin correctly complete each of the steps in
the decision-making process?

Circle One: Yes No

B. If No, what did Martin do wrong?
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5. Phil works in a very busy office. He has a great deal
of work to do and sometimes he is unable to complete it
on time. Phil realizes that he is under stress at work
and that he should decide on a way to reduce that stress.
He discusses the situation with his boas. He then makes
a list of all the ways he knows that would reduce stress
at work. He gets information about the ideas on his
list from the company doctor.

After thinking about his decision, Phil picks one of
the choices. He decides to sit quietly for a short
time each day. He does this and finds that he is more
relaxed and productive at work. He thinks about his
decision and realizes that he has made the right choice.

A. Did Phil correctly complete each of the steps in
the decision-making process?

Circle One: Yes No

B. If No, what did Phil do wrong?
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6. Mary wants to take her son to be immunized at a local
clinic. The clinic is very busy. Her child can have
an appointment only on a day when Mary has other plans.
She is part of a sales team at the Bishop Company and
should attend a sales meeting that day.

Mary already has made a doctor's appointment in two
months for her child's routine checkup. She realizes
that she must 'decide whether to take her child to the
clinic or wait and have her child immunized et the
doctor's office. Mary thinks about the possibilities
that are available to her. She gets some information
from a co-worker on the importance of the meeting and
the risk involved in delaying her son's immunization.

Mary takes her son to the clinic. Later, she considers
her decision and realizes that she's happy with the way
everything worked out.

A. Did Mary correctly complete each of the steps in
the decision-making process?

Circle One: Yes No

B. If No, what. did Mary do wrong?
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7. Phyllis swims during her lunch hour at work. She
enjoys the swim and is pleased with the improvement in
her health and appearance.

Her boss now wants Phyllis to attend board meetings
that are held every Monday, Wednesday, and Friday a;
lunch time. She tells Phyllis that attending the meet-
ings will be important for her growth in the company.
Phyllis realizes that she must decide between swimming
at lunch time and attending the meetings. She lists
her possible choices. She could either: (1) go to the
meetings, (2) continue to swim at lunch, or (3) go to
the meetings and swim at a different time. Phyllis
talks to her boss about the meetings. She also calls
several pools in the area to see when they're open.

After thinking about her feelings on the subject, Phyllis
decides to attend the meetings and swim before work.
She begins this new program the following week.

After several weeks, Phyllis thinks about her program.
She realizes that she's unhappy with her choice because
she doesn't like getting up so early in the morning..
She understands that she needs to think again about her
decision.

A. Did Phyllis correctly complete each of the steps
in the decision-making process?

Circle One: Yes No

B. If No, what did Phyllis do wrong?
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8. Debbie has diabetes. She keeps her diabetes under con-
trol by eating a special diet.

Debbie's new boss is having a dessert party in a few
days and Debbie is invited. Debbie shouldn't eat
sweets and desserts, but she doesn't want to offend her
boss by turning down the invitation. Debbie realizes
that she must decide what to do about the party. She
makes a list of the options that are available to her.

Debbie decides that she will go to the party and only
eat a small amount of sweets. She doesn't think it
will hurt her.

After the party, Debbie thinks about her decision to
eat some of the desserts. She thinks that she might
have made a mistake because her sugar levels were
irregular for several days afterwards.

A. Did Debbie correctly complete each of the steps in
the decision-making process?

Circle One: Yes No

B. If No, what did Debbie do wrong?
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9. Gary visits the doctor once a year for a checkup. At
one checkup the doctor discovers that Gary's blood
pressure is slightly higher than it should be. He
wants Gary to use deep relaxation because that may
lower Gary's blood pressure. If it doesn't, Gary may
have to take a special medicine.

Gary recognizes that he must decide whether or not to
use deep relaxation. He wants to follow his doctor's
advice, but Gary understands that using relaxation may
not lower his blood pressure. Gary thinks about his
possible choices and the consequences. He discusses
the matter with the doctor. He also talks to his family
about his decision.

Gary decides that he will follow his doctor's advice
and use deep relaxation. He starts learning relaxation
the following week. Gary's doctor calls him six weeks
later to see how Gary ii'doing.

A. Did Gary correctly complete each of the steps in
the decision-making process?

Circle One: Yes No

B. If No, what did Gary do wrong?
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10. Diane is going to make some big changes in her life
soon. She Will be moving to a new city to start school
and she is nervous about it.

Diane has heard that changes can cause stress, but that
there are ways to reduce it. She realizes that she
must decide on a way to reduce some of the stress she's
feeling. Diane talks to her friend Mitch to find out
what he does to feel better when he's under stress.
She finds out that Mitch runs every day. Diane thinks
that regular running is probably the only way to reduce
stress so she talks to her doctor about it. The doctor
gives Diane some information about running and its
benefits.

Diane decides to start running. She begins the program
the next day.

Several weeks later, Diane considers her decision. She
realizes that she's feeling less nervous and is happy
with her decision to run daily.

A. Did Diane correctly complete each of the steps in
the decision-making process?

Circle One: Yes No

B. If No, what did Diane do wrong?

-120-

128



Systematic Decision-Making
Page 11

11. Bob is quite heavy. He wants to lose weight and
realizes that he must decide how he's going to do it.
He discusses the situation with his wife. Together
they identify several plans. Bob will either have to
go on a diet, start exercising regularly, or do both.
Bob then calls his doctor who points out that regular
exercise can reduce a person's appetite. He says that
it may be easier for Bob to stay on a diet if he
exercises regularly.

Bob asks his wife to decide which plan he should use.
She tells Bob that he should diet, but not exercise.
Bob tries to diet for three weeks. He's unhappy because
he's not losing much weight and is often hungry. He
thinks about whether he's satisfied with the decision
to lose weight by dieting.

A. Did Bob correctly complete each of the steps in
the decision-making process?

Circle One: Yes No

B. If No, what did Bob do wrong?
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12. Joe drinks a great deal of alcohol. He always has
quite a few drinks when he gets home from work. Joe
knows that he has a drinking problem. He recognizes
that he must decide what to do about it.

Joe discusses the situation with a close friend. They

make a list of the different things Joe could do to
deal with the problem. Joe could: (1) get professional
help, (2) try on his own to reduce the amount he drinks,
or (3) do nothing about the problem.

Joe decides to try on his own to-limit the amount he

drinks. He will have no more than two drinks when he

gets home from work.

Joe begins this new program, but he finds it more diffi-
cult than he expected. He thinks that he may not have
made the right choice and reconsiders his decision.

A. Did Joe correctly complete each of the steps in

the decision-making process?

Circle One: Yes No

B. It No, what did Joe do wrong?
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13. Margaret wants to stop smoking. She knows that there
are many ways to quit and that she should choose the
best way for her. She discusses the matter with a
friend. They come up with two plans: (1) Margaret
could stop smoking completely on a certain day, or
(2) Margaret could slowly reduce the number of cigar-
ettes she smokes each day until she gives them up com-
pletely. Margaret calls her doctor to ask her doctor's
opinion. She also talks to other people who have
already quit smoking.

Margaret decides to stop smoking gradually. At the
start of every week she reduces the number of daily
cigarettes she smokes by one. Unfortunately, Margaret
isn't too happy with her program and she has trouble
keeping track of the number of cigarettes she smokes.
She thinks again about her decision to stop smoking
gradually.

A. Did Margaret correctly complete each of the steps
in the decision-making process?

Circle One: Yes No

B. If No, what did Margaret do wrong?
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14. Stan wants to get into good physical condition, even
though he has not exercised in years. He wants to
decide on an exercise program that will be comfortable
and effective for htm.

Stan talks to his co-workers to find out what they do
to get and stay in shape. He finds out that most-of
them either swim, jog or play tennis regularly. Stan
thinks about what he might enjoy doing. He then talks
to a good friend who tells Stan about the health effects
of exercise.

Stan starts swimming several times a week. He thinks
he's made the right decision because he's getting
stronger and more energetic.

A. Did Stan correctly complete each of the steps in
the decision-making process?

Circle One: Yes No

B. If No, what did Stan do wrong?
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15. Tom has been on a low-salt, low-fat diet for several
months. He is pleased with the diet, even though
following it can be difficult. He does have to prepare
most of his meals himself from fresh foods.

Tom has been asked to go on vacation with some friends.
He wants to go but he knows that he won't be able to
prepare his own meals. If he goes, he may not be able
to stay on his diet very well. Tom realizes that he has
a decision to make about vacationing with his friends.
He considers the options that are available to him. Tom
then talks to his doctor to get his advice on the
matter. He also calls the hotel where his friends plan
to stay, to see if special meal arrangements are pos-
sible. After thinking about whether his friends would
mind if he didn't go, Tom decides to go on the vacation.

Several weeks later, some of Tom's. friends invite him
to their house to look at pictures from the trip.

A. Did Tom correctly complete each of the steps in
the decision-making process?

Circle One: Yes No

B. If No, what did Tom do wrong?
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SCORING KEY

SYSTEMATIC DECISION-MAKING

Point values are assigned to responses as follows:

1 point : A Yes response in part A, if each of the steps
in the systematic decision-making process has
been completed correctly. If one of the steps
in the systematic decision-making process
has been omitted or completed incorrectly,
one point should be awarded if this is indi-
cated by a No response in part A and a con-
structed response that accurately identifies
the nature of the error. This constructed
response must indicate either what was done
incorrectly or what should have been done.
Steps can be identified by using the title
or label of the step, or by providing a spe-
cific exemplar of the step.

0 points: Any response that is not acceptable accord-
ing to the above criteria.

Guidelines for correct responses by item are indicated below:

Item Response A Response B.

1 No Skip: Evaluates the decision.

2 No Incorrect Implementation: Makes/imple-
ments the decision.

3 No Skip: Gathers/processes information.

4 No Incorrect Implementation: Identifies
possible decision options.

5 Yes

6 No Incorrect Implementation: Gathers/
processes information.

7 Yes

8 No Skip: Gathers/processes information.

9 No Skip: Evaluates the decision.

10 No Incorrect Implementation: Identifies
possible decision options.

11 No Incorrect Implementation: Makes/imple-
ments the decision.

12 No Skip: Gathers/processes information.

13 Yes

14 No Incorrect Implementation: Gathers/
processes information.

15 No Skip: Evaluates the decision.
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*MAKING DECISIONS

TYPE OF MEASURE: Skill

OUTCOME ASSESSED: Using Systematic Decision-Making Skills

TARGET POPULATION: Elementary school children

GENERAL DESCRIPTION:

Children are presented with fictional descriptions
of young people who are attempting to make deci-
sions in a health-related context. Children are
asked to select from among three options the next
step to be followed using a systematic approach
to decision-making.

ADDITIONAL INFORMATION:

Test specifications for this measure can be found
on pages 277-280.
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MAKING DECISIONS

This test is about young people who are
trying to make decisions.

Read each story. Circle the letter of
the next thing that the person should do
in order to be making a decision in the
best way.

1. Ken is unhappy because he is heavy. He needs to
lose weight and understands that there are many
different ways to do it. Ken knows that he must
decide on a way to lose weight that is best for him.

What should Ken do next in order to be making a deci-
sion in the best way?

A. Make a list of ways to lose weight.

B. Decide how he will lose weight.

C. Start a diet.

2. Katie has been going swimming with her best friend
every day after school. Katie enjoys it very much.
Now Katie's music teacher wants Katie to be in the
school band. Band practice is held after school every
day from 3:30 - 5:00 o'clock. The pool where Katie
swims is only open from 3:00 - 5:00 o'clock.

What should Katie do next in order to be making a deci-
sion in the best way?

A. Keep swimming because she likes it so much.

B. Know that she must decide whether to join the
band or continue to swim at the pool.

C. Have her best friend decide whether she should
continue to swim or join the band.
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3. Karen has diabetes and should not eat sweet foods.
She is invited to her friend Anne's birthday party.
There will be cake and ice cream at the party. Karen
wants to go but she thinks that it might be hard
not to eat any of the sweets. Karen knows that she
must decide what she should do about the party.

She talks to her mother about the problem. Together
they make a list of things that Karen could do:
(1) Karen could go to the party after the other
children finish eating, (2) Karen could eat some
sweets at the party, or (3) Karen could eat something
besides cake and ice cream at the party.

What should Karen do next in order to be making a
decision in the best way?

A. Decide what to do about the party.

B. Call Anne and a nurse at her doctor's
get information.

C. Have Anne decide what Karen should do
to the party.

office to

about going

4. Joe and his family have just moved to a new city. Joe
will be starting at a new school soon. Joe is feel-
ing nervous because of all the changes, and wants to
find a way to feel better.

He talks to his older brother about his problem. They
think of several different things Joe could do to feel
less nervous. Joe could swim at the nei6hborhood pool
after school or spend a little time each day sitting
quietly.

Joe calls to find out what time the pool is open.
talks to his family about whether he could have a
to himself for quiet time. Joe also thinks about
might make him feel best.

What should Joe do next in order to be making a
decision in the best way?

He
room
what

A. Make a list of all the possible ways to, feel less
nervous.

B. Try not to think about how nervous he feels.

C. Decide whether he wants to swim or have quiet time
after school.
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5. Margaret has been invited to a party. She thinks that
some of the children might have marijuana at the
party. Margaret has never smoked marijuana, but she
thinks that she might be asked to try some.

Margaret knows that she must decide what she will do
if someone at the party offers her marijuana. She
thinks about whether or not she will smoke it at the
party. She goes to the school library to get some infor-
mation about marijuana. Margaret also thinks about
what her friends would think if she smokes marijuana.

What should Margaret do next in order to be making a
decision in the best way?

A. Understand that she will have to decide whether
to smoke marijuana at the party.

B. Ask her friends if they have gone to any parties
lately.

C. Decide whether she wants to smoke marijuana at the
party.

6. Harold wants to start some kind of team sport. He
knows that there are many different sports to choose
from. He wants to decide on a sport that he can be
good at and will enjoy.

Harold talks to his father about his idea. Together
they make a list of all the different team sports that
Harold might like to play. Then Harold talks to his
physical education teacher to see which sports on the
list he thinks Harold might be good at. Harold also
thinks about which sport he should pick.

Harold decides that he would like to play basketball.
He signs up for the team and starts practicing every
day after school.

What should Harold do next in order to be making a
decision in the best way?

A. Know that he must choose a sport.

B. Think about whether he's happy with,his decision
to play basketball.

C. Have a party for the basketball team.
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7. Mike has been asked to spend the night with his friend
Phil next Friday. Phil told Mike that his parents
will be out that evening and that he has some cigarettes
they can smoke. Although some of Mike's friends have
started smoking, Mike has never smoked a cigarette
before.

What should Mike do next in order to be making a
decision in the best way?

A. Know that he must decide whether he will smoke
cigarettes.

B. Talk to his parents about smoking.

C. Plan on smoking just one cigarette with Phil.

8. Tom goes to the park almost every afternoon to play.
Some of his friends have started drinking beer at the
park. One of them told Tom that he could try a
little beer the next time they have some. Tom has never
had any beer, but he has wondered what it's like.

Tom knows that he must decide whether or not he wants
to drink any beer. He thinks about the different things
he might do. He asks some questions in his health class
about drinking. He also thinks about how his parents
would feel if they found out. He decides to try some
beer because he doesn't want his friends to think he's
scared.

The next time Tom is in the park he drinks beer with his
friends.

What should Tor. , next in order to be making a
decision in the best way?

A. Avoid going to the park.

B. Understand that his friends were wrong to ask
him to drink with them.

C. Think about how he feels about his decision to
drink beer.
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9. Carol just went to her doctor. The doctor told Carol
and her mother that Carol is too heavy and needs to go
on a diet. Carol thinks that a diet will be good for
her.

Carol understands that there are many diets she might
choose. She knows that she needs to pick the diet that
is best for her.

Carol and her mother talk about different diets and
make a list of them.

What should Carol do next in order to be making a
decision in the best way?

A. Talk about the diets on her list with her doctor.

B. Decide on one of the diets.

C. Ask her mother to pick one of the diets for her.

10. Donna is upset about a big test she must take next
week. Although she has been studying, she still feels
nervous about the test.

Donna's teacher has told her that there are many things
a person can do to feel less nervous. Donna wants to
find something that she can do to feel better about
the test.

What should Donna do next in order to be making a
decision in the best way?

A. Ask her parents to help her study for the test.

B. Talk to her teachef about all the things she can
do to feel less nervous.

C. Decide to sit quietly right before the test.
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SCORING KEY

MAKING DECISIONS

Item Answer

1 A

2

3

4

5

6

A

8

9 A

10

INCORRECT ANSWER CHOICE ANALYSES

Although there may be some overlap, it may be useful to
consider the incorrect answer choices for each item using
the following method of annotation.

Skipped step = a response that describes.one of the decision-
making steps that occurs after the correct
step.

Repeated step = a response that describes one of the decision-
making step that has already occurred.

Ineffective implementation of a step = a response that
describes a decision-making step but is clearly
inconsistent with one or more of the step's
described characteristics..

Deflective action = a response that is unrelated to effec-
tive decision-making and may deflect the
decision-maker from taking necessary action.

Skipped
Step

Repeated Ineffective Imple-
Step mentation of a Step

Deflective
Action

1 B,C
2 A
3 A
4
5 A
6 A
7 B,C
8 A,B
9 B,C
10 A
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MAKE A DECISION

TYPE OF MEASURE: Skill

OUTCOME ASSESSED: Using Systematic Decision-Making Skills

TARGET POPULATION: Elementary school children

GENERAL DESCRIPTION:

Children are presented with fictional descriptions
of young people who are attempting to make decisions
in a health-related context. Children are then
asked to write a description of the next step to be
followed using a systematic approach to decision-
making.

ADDITIONAL INFORMATION:

Test specifications for this measure can be found
on pages 281-285.
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MAKE A DECISION

This test is about young people who are
trying to make decisions.

Read each story. Then write what the
person should do next in order to be
making a decision in the best way.

1. Ken is unhappy because he is heavy. He needs to lose
weight and understands that there are many different
ways to do it. Ken knows that he must decide on a way
to lose weight that is best for him.

What should Ken do next in order to be making a deci-
sion in the best way?

2. Katie has been going swimming with her best friend
every day after school. Katie enjoys it very much.
Now Katie's music teacher wants Katie to be in the
school band. Band practice is held after school every
day from 3:30 - 5:00 o'clock. The pool where Katie
swims is only open from 3:00 to 5:00 o'clock.

What should Katie do next in order to be making a deci-
sion in the best way?
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3. Karen has diabetes and should not eat sweet foods.
She is invited to her friend Anne's birthday party.
There will be cake and ice cream at the party. Karen
wants to go but she thinks that it might be hard not to
eat any of the sweets. Karen knows that she must
decide what she should do about the party.

She talks to her mother about the problem. Together
they make a list of things that Karen could do:
(1) Karen could. pgo to.the party after the other chil-
dren finish eating, (2) Karen could eat some sweets
'at the party, or (3) Karen could eat something besides
cake and ice cream at the party.

What should Karen do next in order to be making a
decision in the best way?

4. Joe and his family have just moved to a new city. Joe
will be starting at a new school soon. Joe is feeling
nervous because of all the changes, and wants to find
a way to feel better.

He talks to his older brother about his problem. They
think of several different things Joe-could do to feel
less nervous. Joe could swim at the neighborhood pool
after school or spend a little time each day sitting
quietly.

Joe calls to find out what time the pool is open. He
talks to his family about whether he could have a room
to himself for quiet time. Joe also thinks about what,
might make him feel best.

What should Joe do next in order to be making a
decision in the best way?
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5. Margaret has been invited to a party. She thinks that
some of the children might have marijuana at the
party. Margaret has never smoked marijuana, but she
thinks that she might be asked to try some.

Margaret knows that she must decide what she will do
if someone at the party offers her marijuana. She
thinks about whether or not she will smoke it at the
party. She goes to 'the school library to get some
information about marijuana. Margaret also thinks about
what her friends would think if she smokes marijuana.

What should Margaret do next in order to be making a
decision in the best way?

6. Harold wants to start some kind of team sport. He
knows that there are many different sports to choose
from. He wants to decide on a sport that he can be
good at and will enjoy.

Harold talks to his father about his idea. 'Together
they make a list of all the different team sports that
Harold might like to play.. Then Harold talks to his
physical education teacher to see which sports on the
list he thinks Harold might be good at. Harold also
thinks about which sport he should pick.

Harold decides that he would like to play basketball.
He signs up for the team and starts practicing every
day after school.

What should Harold do next in order to be making a deci-
sion is the best way?
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7. Mike has been asked to spend the night with his friend
Phil next Friday. Phil told Mike that his parents will
he out that evening and that he has some cigarettes
they can smoke. Although some of Mike's friends have
started smoking, Mike has never smoked a cigarette
before.

K

What should Mike do next in order to be making a deci-
sion in the best way? 4

8. Tom goes to the park almost every afternoon to play.
Some of his friends have started drinking beer at the
park. One of them told Tom that he could try a little
beer the next time they have some. Tom has never had
any beer, but he has wondered what it's like.

Tom knows that he must decide whether or not he wants
to drink any beer. He thinks about the different
things he might do. He asks some questions in his
health class about drinking. He also thinks about how
his parents would feel it they found out. He decides
to try some beer because he doesn't want his friends to
think he's scared.

The next time Tom is in the park he drinks beer with
his friends.

What should Tom do next in order to be making a decision
in the best way?
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9. Carol just went to her doctor. The doctor told Carol
and her mother that Carol is too heavy and'needs to go
on a diet. Carol thinks that a diet will be good for
her.

Carol understands that there are many diets she might
choose. She knows that she needs to pick the diet that
is best for her.

Carol and her mother talk about different diets and
make a list of them.

What should Carol do next in order to be making a deci-
sion in the best way?

10. Donna is upset about a big test she must take next
week. Although she has been studying, she still feels
nervous about the test.

Donna's teacher has told her that there are many things
a person can do to feel less nervous. Donna wants to
find something that she can do to feel better about the
test.

What should Donna do next in order to be making a deci-
sion in the best way?
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SCORING KEY

MAKE A DECISION

Point values are assigned to responses as follows

1 point: A response that correctly identifies the
next step of the decision-making process. If
the last step described in the stimulus is
either "identifies possible decision options"
or "gathers/thinks about information", one
point can also be awarded for continuation
of that step. One point should be awarded
for repetition of early steps only if a
rationale is provided that would justify
returning to an earlier step. Steps can be
identified by the title or label of the step,
or by providing a specific exemplar of the step.

0 points: Any response that is not acceptable
according to the above guidelines.

Appropriate net steps by item are indicated below:

Item Appropriate Next Step

1 Identifies possible decision options.

2 Identifies the decision to be made.

3 Gathers/thinks about information.

4 Makes/carries out the decision.

5 Makes/carries out the decision.

6 Evaluates the decision.

7 Identifies the decision to be made.

8 Evaluates the decision.

9 Gathers/thinks about information.

10 Identifies possible decision options.
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COMMUNICATING ABOUT SMOKING

TYPE OF MEASURE: Skill

OUTCOME ASSESSED: Interpersonal Relationships: Effective
Communication Techniques

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

Individuals are presented with descriptions of
fictitious persons who want either to express
their feelings about their efforts to stop
smoking or to request assistance with their stop
smoking efforts. Individuals are asked to
select from among three statements the one that
most clearly and directly communicates the
fictitious person's message,_or to indicate
that none of the suggested statements is appro-
priate.

ADDITIONAL INFORMATION:

Test specifications for this measure can be
found on pages 286-289.
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COMMUNICATING ABOUT SMOKING

This test presents descriptions of people
who are trying to stop smoking. They
each have a message about smoking that
they want to communicate to another indi-
vidual.

Read each item. Then circle the letter
of the choice that expresses the person's
message clearly and directly. If there
is no clear and direct response presented,
circle choice D, "None of the above."

1. Michael wants to communicate to his friend that he gets
nervous and has a hard time not smoking while driving
through heavy traffic. The most clear any direct way
for Michael to say this is:

A. "I get really anxious when I have to drive in heavy
traffic."

B. get very nervous driving in heavy traffic and
it's really hard not to smoke."

C. "I can't possibly drive home through this traffic
without smoking r..t least one cigarette."

D. None of the above.

2. Martha feels depressed when she thinks about quitting
smoking and giving up the pleasure she gets from
cigarettes. The most clear and direct way for Martha
to say this is:

A. "You know how I feel about quitting cigarettes and
giving up the pleasure of smoking."

B. "I'm sure everyone feels sad when they think about
giving up the pleasure of smoking."

C. "I get depressed when I realize I'll have to go
without the pleasure of smoking.".

D. None of the above.
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3. Reggie wants to tell his wife that he feels good about
himself because he didn't smoke when he was with some
friends who were smoking. The most clear and direct
way for Reggie to say this is:

A. "I feel good about myself because I didn't smoke
even though I was out with a group of smokers,"

B. "I realize how foolish my friends are when I'm
not smoking and they still are."

C. "You can imagine how I feel after going without a
cigarette for the whole evening."

D. None of the above.

4. Joyce wants to tell her husband that she feels: appy
about being able to turn down a cigarette that was
offered to her during an important interview. The most
clear and direct way for Joyce to say this is:

A. "Now I'll never again have to worry about taking
a cigarette when I'm in a tight spot."

B. "You know what it means to me to have turned down
that cigarette during the interview."

C. "They offered me a cigarette during the interview
and I turned it down."

D. None of the above.

5. Mark wants to tell his friend that he feels deprived
when he goes without his usual after dinner cigarette.
The most clear and direct way for Mark to say this is:

A. "Everyone knows that a good meal isn't really com-
plete unless you can have a cigarette afterwards."

B. "I feel like I've missing something special when
I don't have a cigarette after a good meal."

C. "I'll always need to have a cigarette after dinner'
or else I won't be able to enjoy the'meaf."

D. None of the above.
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6. Janice wants to ask her roommate not to smoke when they
watch television together in the evenings. Seeing her
roommate smoke makes it hard for Janice to keep from
smoking. The most clear and direct way for Janice to
say this is:

A. "It's not very considerate of you to smoke in front
of me when you know I'm trying to quit."

B. "You can imagine how difficult it is for me not to
smoke if you smoke while we watch television."

C. "I'm uncomfortable when I watch television with
you."

D. None of the above.

7. Bruce sometimes asks James for a cigarette when he feels
a strong urge to smoke. In order to quit smoking, he
now wants to ask James to refuse to give him cigarettes,
even if he should ask for them. The most clear and
direct way for Bruce to say this is:

A. "Please don't give me cigarettes because you know
how it is when you're trying to fight the urge
to smoke."

B. "When people try to quit smoking, it helps if their
friends refuse to give them cigarettes."

C. "Please help me quit smoking by not giving me
any more cigarettes, even if I ask for them."

D. None of the above.

8. Geraldine wants to ask her husband to help her stop
smoking by keeping track of the number of cigarettes
she smokes when they are together. The most clear and
direct way for Geraldine to say this is:

A. "I would like you to help me smoke less by keeping
track of the cigarettes I smoke.when we're together."

B. "Please help me stop smoking."
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C. "If you really care about my health, you'll help
me keep track of how much I smoke."

D. None of the above.

9. Steve wants to ask his wife to help him stop smoking by
not smoking in front of him at the table after dinner.
The most clear and direct way for Steve to say this is:

A. "You're not being very sensitive to my needs if
you continue to smoke at the dinner table."

B. "People can't be expected to quit smoking wben
others light up right in front of them at the
dinner table."

C. "I think we can make our mealtime more enjoyable."

D. None of the above.

10. Susan has a difficult time keeping from smoking when
she goes to a party and sees her friends smoking. The
most clear and direct way for Susan to say this is:

A. "True friends wouldn't smoke when I'm around."

B. "You can tell how uncomfortable I feel at parties
when I'm around smokers."

C. "I have a hard time not smoking when I see my
friends smoking at a party."

D. None of the above.

11. Eddie is trying to quit smoking. He feels anxious when
he goes bowling because all the other members of his
bowling team smoke. The most clear and direct way for
Eddie to say this is:

A. "I feel uncomfortable when I go bowling now."

B. "I feel nervous when I go bowling with my friends
because they all smoke."

C. "I guess I'll just have to smoke when I go bowling."

D. None of the above.
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12. Julie feels good about not smoking while talking to her
friend on the telephone. The most clear and direct way
for Julie to say this is:

A. "I'm happy that I haven't smoked while I've been
talking on the telephone."

B. "You can imagine how happy I am about not smoking
while I've been on the telephone."

C. "Not many people can talk on the telephone without
smoking."

D. None of the above.

13. Roger is pleased that he has learned to use relaxation
skills instead of having a cigarette when he's upset
about work. The most clear and direct way for Roger
to say this is:

A. "I'm really glad that I've learned how to relax."

B. "People should use relaxation, instead of cigarette
smoking, as a way to deal with their anger."

C. "I'm happy that I've learned to replace cigarette
smoking with relaxation when I'm upset about work."

D. None of the above.

14. Maureen is trying to stop smoking and is upset because
her friend often offers her a cigarette. The most
clear and direct way for Maureen to say this is

A. "You're really unkind to offer me a cigarette when
I'm trying to stop smoking."

B. "People shouldn't offer cigarettes to others who
are trying to stop smoking."

C. "I am angry with you."

D. None of the above.
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15. Denise is happy because she has learned to knit instead
of smoke cigarettes when she watches television. The
most claar and direct way for Denise to say this is:

A. won't ever need to smoke again."

B. "I'm pleased that I've been able to replace smoking
with knitting when I watch television.",

C. "I'm sure you can understand how happy I am about
not smoking while watching television."

D. None of the above.
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SCORING KEY

COMMUNICATING ABOUT SMOKING

ANSWER KEY

Item Answer Item Answer

1 B 9 D
2 C 10 C
3 A 11 B
4 D 12 A
5 B 13 C
6 D 14 D
7 C 15 , B
8 A

INCORRECT ANSWER CHOICE ANALYSES

The incorrect answer choices for each item are listed below
using the following method of.annotation:

Overgeneralized - a response that extends a single
experience to all experiences or always associates a parti-
cular behavior with certain circumstances.

Crystal Ball - a response in which the assumption is
made that the receiver already knows the sender's feelings
or the content of the message.

Judgment - a response that blames or criticizes.

Incomplete - a response that does not provide all the
information needed to send a complete message.

None of the above - a response that indicates that there
is no correct answer when there is a correct answer.

Overgeneralized Crystal Ball Judgment Incomplete
None of
the above

1 C A D
2 B A D
3 C B D
4 A B C
5 A, C D
6 B A C
7 B A D
8 C - B D
9 B A C
10 B A D
11 C A D
12 C B D
13 B A D
14 B A C
15 A C D
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TYPE OF MEASURE:

OUTCOME ASSESSED:

TARGET POPULATION:

TALKING ABOUT SMOKING

Skill

Interpersonal Relationships: Effective
Communication Techniques

Elementary school children

GENERAL DESCRIPTION:

Children are presented with descriptions of
fictitious persons who want either to express
their feelings about not smoking or to tell
others that they don't wish to smoke. Children
are to select from among three statements the
one that most clearly and directly communicates
the fictitious person's message.

ADDITIONAL INFORMATION:

Test specifications for this measure can be
found on pages 290-292.



TALKING ABOUT SMOKING

This test is about young people who want
to tell how they feel about smoking
cigarettes. Read about each person.
Then choose the most clear and direct way
of saying what the person wants to tell.
Circle the letter of this choice.

1. Mark and Bill are walking home from school together.
Bill finds a pack of cigarettes and asks Mark to
smoke some with him. Mark wants to tell Bill that he
doesn't want to smoke the cigarettes. The most clear
and direct way for Mark to say this is:

A. "You know I don't like to smoke cigarettes."

B. "You must be crazy if you think I want to smoke
'cigarettes with you."

C. "I really don't want to smoke cigarettes."

2. Mike wants to tell his father that he feels good about
not smoking at a party, even though his friends were
smoking. The most clear and direct way for Mike to
say this is:

A. "I didn't smoke at the party."

B. "I feel great because I didn't smoke, even though
my friends were smoking at the party."

C. "You can imagine how good I feel about not smoking
at a party where my friends were smoking."

3. Kathy and Jane are at the movies. Jane asks Kathy to
smoke a cigarette to see if they can get away with it.
Kathy wants to tell Jane that she is not interested in
smoking at the movies. The most clear and direct way
for Kathy to say this is:

A. "I don't want to smoke in here."

B. "People shouldn't smoke in the movies because it's
not allowed."

C. "Smoking in the movies is dumb."
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Talking about Smoking
Page 2

4. Marsha wants to tell her friend that she is proud of
herself for not even wanting to smoke cigarettes. The
most clear and direct way for Marsha to say this is:

A. "People who don't smoke cigarettes should feel
good about themselves."

B. "I feel, good about myself because I'm not inter-
ested in smoking cigarettes."

C. "I don't even want to smoke cigarettes."

5. Louis has been invited to a party where he thinks that
other people might be smoking. He wants to tell his
brother that he's worried about the others making fun
of him for not smoking. The most clear and direct way
for Louis to say this is:

A. "I'm worried about going to that party."

B. "I guess I'll always be afraid that people will
make fun of me for not smoking."

. C. "I'm afraid that the other people at the party
will laugh at me because I don't smoke cigarettes."

6. Marilyn thinks it will be fun to smoke cigarettes with
her sister Karen after their parents are asleep. Karen
wants to tell Marilyn that she won't smoke because she
doesn't like it. The most clear and direct way for
Karen to say this is:

A.. "I don't want to smoke because I don't enjoy it."

B. "If you think smoking is fun, you must not have
much excitement in your life."

C. "I don't think smoking is that much fun."

7. Valerie wants to tell her mother that she feels bad
because some of her classmates called her names when she
didn't take a puff from a cigarette they found. The
most clear and direct way for Valerie to say this is:

A. "I don't like to be called names."
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Talking about Smoking
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B. "I feel bad because some of my classmates called
me names for not wanting to smoke witA them."

C. "You can see how bad I feel about being called names
just because I didn't want to smoke."

8. Rosy's friend thinks that they'll look older if they
smoke cigarettes. Rosy wants to tell her friend that
she doesn't wish to smoke, whether or not it makes her
look older. The most clear and direct way for Rosy
to say this is:

A. "You're foolish if you think I would smoke cigarettes
just to look older."

B. "I don't want to look older."

C. if if it does help me look older, I'm not
interested in smoking."

9.. Nick wants to tell his brother that he feels good
because he didn't smoke while he was at a baseball game
with some other children who were smoking. The most
clear and direct way for Nick to say this is:

A. "I feel good because I didn't smoke at the game
even though I was with people who were smoking."

B. "You must be blind not to see how good I feel
about not smoking while I was at the game."

C. "People shouldn't smoke even if they're around
others who are smoking."

10. Barry wants to tell his mother that he feels nervous
because a neighbor said that Barry can be in the neighbor-
hood club only if he smokes cigarettes. The most clear
and direct way for Barry to say this is:

A. "I am anxious about what one of the neighbors told
me."

B. "I feel anxious because I must smoke cigarettes
in order to be in the neighborhodd club."

C. "Can't you see how nervous I am about having to
smoke in order to be in that club?"
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SCORING KEY

TALKING ABOUT SMOKING

Item Answer

1

2
3 A
4
5
6 A
7
8
9 A
10

INCORRECT ANSWER CHOICE ANALYSES

The incorrect answer choices tor each item are listed below
using the following method of annotation.

Overgeneralized

Crystal Ball

Judgment

Incomplete

a response that extends a single
experience to all experiences or
always associates a particular
behavior with certain circumstances.

a response in which the assumption
is made that the receiver already
knows the sender's feelings or
the contents of the message.

a response that blames or criticizes.

a response that does not provide
all the information needed to send
a complete message.

Overgeneralized Crystal Ball Judgment Incomplete
Message Message Message Message

1 A B
2 C A
3 B C
4 A C
5 B A
6 B C
7 C A
8 A , B
9 C B
10 C A
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RESPONDING TO OTHERS ABOUT SMOKING

TYPE OF MEASURE: Skill

OUTCOME ASSESSED: Interpersonal Relationships: Effective
Response Techniques

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

Individuals are presented with statements by ficti-
tious persons. The statements either express a
person's feelings about efforts to stop smoking
or request assistance with stop smoking efforts.
Individuals are to select from among four state-
ments the one response that best communicates
acceptance and understanding of the fictitious
person's situation.

ADDITIONAL INFORMATION:

Test specifications for this measure can be
found on pages 293-295.
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RESPONDING TO OTHERS ABOUT SMOKING

This test presents statements by indi-
viduals who want to communicate their
feelings about smoking. Read each state-
ment. Then circle the letter of the
response that best communicates accept-
ance and understanding of the message.

1. Dan: "I'm trying not to smoke, but I feel left out when
I'm with my friends and they are all smoking."

The response that best communicates acceptance and
understanding of Dan's situation is:

A. "You should probably find a new group of friends
who are nonsmokers."

B. There's no reason to feel left out just becaute
you're not smoking and others, are."

C. "You feel left out when people around you are
smoking and you are not."

D. "You smoke in order to be accepted by others."

2. Doris: "I'm pleasantly surprised to find I can still
enjoy a cup of coffee even if I'm not smoking
a cigarette."

The response that best communicates acceptance and
understanding of Doris' situation is:

A. "It was foolish of you to assume that your enjoy-
ment of coffee depended on smoking a cigarette."

B. "You're pleased to find out that quitting smoking
hasn't changed your enjoyment of coffee,"

C. "The next thing you should try is going without an
after dinner cigarette."

D. "Smoking is still bad for you unless you give it
up completely."



Responding to Others about Smoking
Page 2

3. Patrick: "I feel like I can't start the day if I don't
have my morning cigarette."

The response that best communicates acceptance and
understanding of Patrick's situation is:

A. "You know you don't need a cigarette to start your
day."

B. "You should get out of bed and run around the block
to wake up in the morning."

C. "If you give in to your urge to smoke in the
morning, you'll be right back where you started."

D. "You find it difficult to start the day when you
go without smoking a cigarette."

4. Janet: "I get nervous and feel as if I need something
to do when I'm at a party now that I don't
smoke."

The response that best communicates acceptance and
understancing of Janet's situation is:

A. "You get nervous at social gatherings since you
quit smoking."

B. "You used to use smoking as a crutch and hide your
nervousness behind a cigarette."

C. "Try eating something to keep your mind off of
smoking."

D. "You never should have smoked at parties in the
first place."

5. Kenneth: "I used to think that smoking during my work
breaks helped me relax, but now that I've
quit smoking I go back to work even more
relaxed."

The response that best communicates acceptance and
understanding of Kenneth's situation is:

A. "The next thing you should do is try to stop
smoking at home."
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B. "The problem was that you jumped to the conclusion
that smoking helped you to relax."

C. "It's ridiculous to think that smoking can help
a person relax."

D. "You've found out that by giving up smoking at work
you've made your breaks even more relaxing."

6. Paula: "I would like to spend the evening at home
tonight because if we go out with our friends
who smoke, I'll want to smoke too."

The response that best communicates acceptance and
understanding of Paula's situation is:

A. "You don't have enough will power around people
who smoke."

B. "You feel that around smokers, you'll get an urge
to smoke, so'tonight you'd rather we stayed home:"

C. "There's no reason for you to smoke, even if your
friends are."

D. "You'll be sorry if you let our friends tempt you
to start smoking again."

7. Robert: "Whenever I see your cigarettes lying around
the apartment, I'm tempted to smoke one."

The response that best communicates acceptance and
understanding of Robert's situation is:

A. "You are tempted to smoke when you see cigarettes."

B. "Go to a different room when you see cigarettes
lying around."

C. "Think about how dangerous smoking is whenever
you feel the urge to smoke."

D. "You can't be serious about quitting_if you're
tempted to smoke every time you see a cigarette
package."



Responding to Others about Smoking
Page 4

8. Alan: "You could be very helpful by refusing
to give me a cigarette tonight at the party,
even if I ask you for one."

The response that best communicates acceptance and
understanding of Alan's situation is:

A. "You don't need my help to keep you from smoking
tonight."

B. "Stay away from all the smokers at the party
tonight."

C. "You'll be sorry if you just rely on me to keep
you from smoking."

D. "You want me to help you tonight by turning down
your requests for cigarettes."

9. Gwen: "When you light a cigarette, the smell of
the smoke makes me want a cigarette."

The response that best communicates acceptance and
understanding of Gwen's situation

A. "If you give in even once, it will be harder to
resist the next time."

B. "When you smell the smoke, just tell yourself that
cigarettes don't taste as good as they smell."

C. "You feel as if you would like a cigarette when
you smell my cigarette smoke."

D. "There's no reason for you to want a cigarrete
just because I'm having one."

10. Marcia: "Whenever I go to lunch with my friends, I
have a hard time not smoking because they all
smoke."

The response that best communicates acceptance and
understanding of Marcia's situation is:

A. "Go to lunch with nonsmokers."
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B. "You find it hard to avoid smoking when your friends
smoke at lunch."

C. "You should try not to go to lunch with those
friends."

D. "You must need approval from your friends if you
need to smoke when they do."

11. Tom: "I've been happier since I started taking
walks after dinner instead of smoking."

The response that best communicates acceptance and
understanding of Tom's situation is:

A. "You feel better since you've replaced cigarette
smoking after dinner with walking."

B. "You're happier because walking is good exercise."

C. "It's good that yoU've stopped smoking after
dinner because smoking can cause cancer."

D. "Find someone to walk with you because it *will be
more fun that way."

12. Robin: "I'm having a hard time quitting smoking
because the only way I can relax is to smoke
a cigarette."

The response that best communicates acceptance and
understanding of Robin's situation is:

A. "Smoking in order to relax is a bad habit."

B. "You don't understand what relaxation is."

C. "Don't let yourself smoke when you're upset."

D. "It's tough for you to give up smoking because you
feel you need to smoke in order to relax."
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13. Michael: "I feel great about myself because I didn't
smoke a single cigarette when we were playing
golf today."

The response that best communicates acceptance and
understanding of Michael's situation is:

A. "You should have had the sense to'quit long ago."

B. "The main reason you have been smoking is because
your friends smoke."

C. "You're pleased because you were able to avoid
smoking while playing golf."

D. "I hope you never smoke again because it is so
bad for your health."

14. Mary:. "I'm pleasantly surprised that I was able to
go a party and not smoke a single cigarette."

The response that best communicates acceptance and
understanding of Mary's situation is:

A. "You're pleased that you were able to avoid
smoking at a party."

B. "You're happy because you finally gave up your bad
habit."

C. "You used to smoke at parties because of the social
pressure you felt."

D. "Keep it up and don't ever smoke at a party again."

15. Jim: "I'm angry because the people in my car pool
smoke even though I've asked them not to."

The response that best communicates acceptance and
understanding of Jim's situation is:

A. "The people that you ride with must be very incon-
siderate."

B. "You'rd upset because the people in your car pool
continue to smoke even though you asked them not to."

C. "Ask them again not to smoke."

D. "You probably didn't ask them in the right way."
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SCORING KEY

RESPONDING TO OTHERS ABOUT SMOKING

Item Answer Item Answer

1 C 9 C
2 B 10 . B
3 D 11 A
4 A 12 D
5 D 13 C
6 13. 14 A
7 A 15 B
8 D

INCORRECT ANSWER CHOICE ANALYSES

The incorrect answer choices for each item are listed below
using the following method of annotation:

Directing - a response that tells or suggests to
the message sender what to do

Warning a response that warns the message sender
what might happen

Criticizing/Disagreeing - a response that criticizes
or disagrees with the message sender

Diagnosing -

Directing

a response that suggests an explanation
for the message sender's statement

Criticizing/
Warning Disagreeing Diagnosing

1 A B D
2 C D A
3 B C A
4 C D B
5 A C B
6 D A, C
7 B C D
8 B C A
9 B A D
10 A, C D
11 D C B
12 C A, B
13 D A B
14 D B C
15 C D A

-161-

169



PEOPLE PROFILES

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Perceived Consequences of Smoking

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

This measure uses a semantic differential technique
in which individuals are asked to describe smokers
and nonsmokers, using a series of bipolar adjectives.
These adjectives relate to the characteristics of
health, aesthetic appeal, athletic ability, and
social acceptability.

ADDITIONAL INFORMATION:

Test specifications for this measure can be
found on pages 296-298.

-162-

1 0



PEOPLE PROFILES

What are your impressions of Smokers and Nonsmokers?
Please respond to the two questions below by placing
checks in the appropriate places on each scale.
The closer a check is to one end of the scale, the
more the word or phrase at that end of the scale
reflects your impressions.

For example, if you were asked to describe babies,
you might respond as follows:

FHOW WOULD YOU DESCRIBE BABIES?

Little
Old
Fat

Big
: V Young

Thin

SECTION I

IHOW WOULD YOU DESCRIBE SMOKERS?

Attractive
Physically Fit
Unappealing
Healthy
Not athletic
Unpopular
Often Sick
Well Liked

SECTION II

Unattractive
Physically Unfit
Appealing
Unhealthy
Athletic
Popular
Often Well
Not Well Liked

IHOW WOULD YOU DESCRIBE NONSMOKERS?

Attractive
Physically Fit
Unappealing
Healthy
Not athletic
Unpopular
Often Sick
Well Liked

-.

Unattractive
Physically Unfit
Appeiling
Unhealthy
Athletic
Popular
Often Well
Not Well Liked



INSTRUCTIONS FOR SCORING

PEOPLE PROFILES

Point values are assigned to responses according to the
following scoring key.

SCORING KEY

HOW WOULD YOU DESCRIBE SMOKERS?

1. Attractive 1 : 2 : 3 : 4 : 5 Unattractive
2. Physically Fit 1 : 2 : 3 : 4 : 5 Physically Unfit
3. Unappealing 5 : 4 : 3 : 2 : 1 Appealing
4. Healthy 1 : 2 : 3 : 4 : 5 Unhealthy
5. Not athletic 5 : 4 : 3 : 2 : 1 Athletic
6. Unpopular- 5 : 4 : 3 : 2 1 Popular
?. Often Sick 5 : 4 : 3 : 2 : 1 Often Well
8. Well Liked 1 : 2 : 3 : 4: 5 Not Well Liked

HOW WOULD YOU DESCRIBE NONSMOKERS?

9. Attractive 5 : 4 : 3 : 2 : 1 Unattractive
10. Physically Fit 5 : 4 : 3 : 2 1. Physically Unfit
11. Unappealing 1 : 2 : 3 : 4 : 5 Appealing
12. Healthy 5 : 4 : 3 : 2 : 1 Unhealthy
13. Not athletic 1 : 2 : 3 : 4 : 5 Athletic
14. Unpopular 1 : 2 : 3 : 4 : 5 Popular
15. Often Sick 1 : 2 : 3 : 4 : 5 Often Well
16. Well Liked 5 : 4: 3 : 2: 1 Not Well Liked

This inventory can be scored by adding the point value of
every response and dividing this sum by the number of
responses. The maximum score attainable of 5 points
indidates a strong belief that nonsmokers are healthier,
more aesthetically appealing, better able to perform
athletically, and more socially accepted than indi-
viduals who smoke.
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INSTRUCTIONS FOR SCORING (cont.)

PEOPLE PROFILES

In addition to an overall score for this outcome, responses
can be considered separately, as follows:

Health

Smoker: Items 4, 7
Nonsmoker: Items 12, 15

Aesthetic Appeal

Smoker: Items 1, 3
Nonsmoker: Items 9, 11

Athletic Performance

Smoker: Items 2, 5
Nonsmoker: Items 10, 13

Social acceptability

'Smoker: Items 6, 8
Nonsmoker: Items 14, 16



THINK ABOUT PEOPLE

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Perceived Consequences of Smoking

TARGET POPULATION: Elementary school children

GENERAL DESCRIPTION:

This measure is designed to assess children's
beliefs about the effects of smoking. Children
are presented with one-sentence descriptions of
individuals. Each individual is described accord-
ing to his or her general state of health, aesthetic
appeal, athletic performance, or social accept-
ability. Children are asked to indicate whether
they think the person being described smokes or
not.

ADDITIONAL INFORMATION:

Test specifications for this measure can be
found on pages 299-301.



THINK ABOUT PEOPLE

The questions below ask about different
people you don't know. Circle the word
that shows what you think about a person.

YES =
MAYBE =

NO =

The person probably smokes
Not sure if the person
smokes
The person probably does
not smoke

YES MAYBE NO 1. Gregg has many friends. Do you
think he smokes?

YES MAYBE NO 2. Everybody says Alicia is pretty.
Do you think she smokes?

YES MAYBE NO 3. 'Cheryl almost never looks, good. Do
you think she smokes?

YES MAYBE NO 4. Dwayne feels sick a lot. Do you
think he smokes?

YES MAYBE NO 5. Raymond is a very good runner. Do
you think he smokes?

YES MAYBE NO 6. Many boys like Denise. Do you
think she smokes?

YES MAYBE NO 7. Linda is not healthy. Do you think
she smokes?

YES MAYBE NO 8. Girls don't like Kevin. Do you
think he smokes?



Think About
Page 2

People

YES MAYBE NO 9. Keith usually feels healthy. Do you
think he smokes?

YES MAYBE NO 10. Lilly is not very good at sports.
Do you think she smokes?

YES MAYBE NO 11. Tony has a hard time when he runs.
Do you think he smokes?

YES MAYBE NO 12. Lisa has not been sick all year.
Do you think she smokes?

YES MAYBE NO 13. The other kids do not like Valerie.
Do you think she smokes?

YES MAYBE NO 14. Vickie is good at sports. Do you
think she smokes?

YES MAYBE NO 15. Jimmy is the best-looking boy in
the class. Do you think he smokes?

YES MAYBE NO 16. Michael does not look as good as
the other kids. Do you think he smokes?
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INSTRUCTIONS FOR SCORING

THINK ABOUT PEOPLE

Point values are assigned to responses according to the
following scoring key.

YES

SCORING KEY

MAYBE NO

1. 0 1 2

2. 0 1 2

3. 2 1 0

4. 2 1 0

5. 0 1 2

6. 0 1 2

7. 2 1 0

8. 2 1 0

9. 0 1 2

10. 2 1 0

11. 2 1 0

12. 0 1 2

13. 2 1 0

14. 0 1 2

15. 0 1 2

16. 2 1 0

This inventory can be scored by adding the point value of
every response and dividing this sum by the number of
responses. The maximum score attainable of 2 points indicates
a strong perception of the negative effects of smoking on
health, aesthetic appeal, social acceptability, ;nd athletic
ability.

In addition to an overall score.for this outcome, response
can be considered separately as follows:

Health

Males: Items 4, 9
Females: Items 7, 12

Aesthetic Appeal

Males: Items 15, 16
Females: Items 2, 3

Athletic Performance

Males: Items 5, 11
Females: Items 10, 14

Social Acceptability

Males: Items 1, 8
Females: Items 6, 13
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REFRAINING FROM SMOKING

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Perceived Ability to Refrain from Smoking

TARGET POPULATION: Adults or Adolescents (current or former
smokers)

GENERAL DESCRIPTION:*

This measure is designed to assess individuals'
perceived self-efficacy in being able to resist
urges to smoke. Individuals are presented with
a series of items describing situations in which
people often experience an urge to smoke and
asked to indicate if they can refrain from smok-
ing in each situation. If individuals indicate
that they can refrain, then they, are asked to
estimate, on a 10 to 100 numerical scale, how
confident they are of their ability to refrain
from smoking in that situation.

ADDITIONAL INFORMATION:

Test specification's for this measure can be
found on pages 302-304.
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REFRAINING FROM SMOKING

This survey describes various times when people often
feel an urge to smoke. Read each statement. Circle
YES or NO to show if you could refrain or keep from
smoking at that time. If you circle YES, then use
the Confidence Scale to show how certain you are of
your answer.

The following examples show how the Confidence.
Scale is used.

Physical Strength Examples
CAN YOU
DO THIS?

IF YES,
ROW
CERTAIN
ARE YOU?

You can lift'a 50 pound weight. Og*NO _2(2_

You can lift a 200 pound weight. YES

Confidence Scale

10 20 30 40 70
Very

Ummulmin

50 60
Somewhat
Certain

SO 90. 100
Very
Certain

CAN YOU IF YES,
REFRAIN HOW
FROM CERTAIN
SMOKING? ARE YOU?

1. You have just finished an enjoyable
meal. YES/Y0

2. You are drinking coffee or tea. YES /NC

3. You have been watching television
for quite a while. YES/NO

4. You are visiting friends, some
of whom.are smoking. YES/NO

5. You have just completed a difficult
task, one that has taken you quite a
while to finish. YES/NO

6. You are having a hard time breathing
because the air is polluted. YES/NO
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Refraining from Smoking
Page 2

CAN YOU IF YES,
REFRAIN HOW
FROM CERTAIN
SMOKING? ARE YOU?

7. You are feeling particularly tense
and anxious. YES/NO

8. You are reading something interest-
ing. YES/NO

9. You are talking on the telephone. YES/NO

10. You are leaving a movie. YES/NO

11. You have just had a big argument
with a friend and you are very upset. YES/NO.

12. You are relaxing after a busy day. YES/NO

13. You haven't had a cigarette in a
. while and someone offers you one. YES/NO

14. You are waiting for a very
important phone call that is ten to
fifteen minutes late. YES/NO

15. You are home alone and you start
to get bored. YES/NO

16. You are at a party and someone offers
you a cigarette. YES/NO

17. You are at a sporting event such as
a ball game. YES/NO

18. You are feeling as if you really
need to smoke. YES/NO

19. You are taking a work break. YES/NO

20. You are with a friend who urges you
to smoke. YES/NO

A



INSTRUCTIONS FOR SCORING

REFRAINING FROM SMOKING

This inventory can be scored in several ways, two of which
are described below. The first procedure relies on the
YE8/NO responses only, providing an easily obtained gross
index of perceived ability to refrain from smoking. The
second procedure combines the YES/NO responses and the confi-
dence ratings in a single score, providing an index that
reflects perceived ability to refrain from smoking across
a variety of settings, coupled with the level of confidence
manifested in that ability.

ANALYSIS OF YES/NO RESPONSES ONLY

Count the number of YES responses, disregardiag the confi-
dence ratings. The maximum score attainable of 20 YES
responses represents a strong perceived ability to'refrain
from smoking in a wide variety of settings.

ANALYSIS COMBINING YES/NO RESPONSES AND CONFIDENCE RATINGS

Total all of the confidence ratings made in conjunction with
a "YES" response and divide this sum by 20 (the total number
of items in the inventory.) Confidence ratings made in con-
junction with a "NO" response should be omitted from the
analysis. The maximum score attainable of 100 represents a
strong perceived ability to refrain from smoking across a
wide variety of settings, along with a high level of confi-
dence in that ability. It should be noted that this scoring
procedure assumes a confidence rating of zero for those items
to which respondents indicated "NO," meaning that they do
not think they are able to refrain from smoking in the situa-
tion described.
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SMOKING SURVEY

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Intention to Refrain from Smoking

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

This measure is designed to assess the extent to
which individuals intend to refrain from smoking.
;ndividuals are asked whether they intend to refrain
from smoking for the next 12 months. If individuals
indicate that they intend to refrain from smoking
for the next 12 months, then they are asked to esti-
mate, on a 10 to 100 numerical scale, the strength
of their intention.

ADDITIONAL INFORMATION:

Test specifications for this measure can be found
on pages 305-306.
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SMOKING SURVEY

This survey asks about your intention to
refrain from smoking.

Please answer Question 1. If your answer
to Question 1 is 'YES,' please answer
Question 2.

1. Do you intend_to refrain from smoking for the next 12
months? (Circle One)

YES NO

2. If yes, how strong is your intention to refrain from
smoking? (Circle One)

10 20 30 40 50 60 70 80 90 100
Very Very
Weak Strong



INSTRUCTIONS FOR SCORING

SMOKING SURVEY

Point values are assigned to Question 1 as follows:

YES = 1

NO =

For Question 2, the point value is the numerical value
circled.

Because Question's 1 and 2 call for different types of
responses, those responses should not be combined when
aggregating the data for a group of respondents.,
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ABOUT SMOKING

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Intention to Refrain from Smoking

TARGET POPULATION: Elementary school children

GENERAL DESCRIPTION:

This measure is designed to assess the extent to
which children intend to refrain from smoking.
Children are asked whether they intend to smoke any
cigarettes during the next 12 months. They are to
select the response that best describes their future
behavior.

ADDITIONAL INFORMATION:

Test specifications for this measure can be found
on pages 307-308.
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ABOUT SMOKING

Please circle your answer to the follow-
ing question about smoking.

1. Will you smoke any cigarettes during the next 12
months?

CERTAINLY PROBABLY PROBABLY CERTAINLY
YES YES MAYBE NOT NOT

186



INSTRUCTIONS FOR SCORING

ABOUT SMOKING

Point values are assigned to responses as follows:

CERTAINLY YES = 1

PROBABLY YES = 2
MAYBE = 3
PROBABLY NOT = 4
CERTAINLY NOT = 5

The maximum score attainable of 5 points indicates a strong
intention to refrain from smoking.



IDEAS ABOUT. SYSTEMATIC DECISION-MAKING

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Belief in the Utility of Systematic
Decision-Making

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

This inventory is a Likert scale in which respondents
are asked to register their degree of agreement with
a series of statements about making decisions system-
atically.

ADDITIONAL INFORMATION:

Test specifications for this measure can be found
on pages 309-311.



IDEAS ABOUT SYSTEMATIC DECISION-MAKING

This survey is about making decisions
systematically. Please respond to all
the statements in the survey.

Read each statement. Decide the extent
to which you agree, with it. Circle the
appropriate letter to the left of the

. statement. Use the following scale:

BA mi Strongly Agree
A Agree
U am Uncertain
D Disagree
SD am Strongly Disagree

SA A U D SD 1.

SA A U D SD 2.

SA A IT D SD 3.

SA A U D SD 4.

SA A U D SD 5.

SA A U D SD 6.

SA A U D SD 7.

SA A U D SD 8.

SA A U D SD 9:

People who make decisions
systematically reach better
decisions than people who don't.

Systematic decision-making takes
too much time.

People who use systematic decision-
making have greater control over the
events in their lives.

People makes equally good decisions
no matter how they arrive at them.

Systematic decision-making is too
complicated.

It is worth the time to make
decisions systematically.

A systematic decision-making process
doesn't consider how people feel.

People who use systematic decision-
making won't make hasty decisions
that they will regret later.

Systematic decision-making is too
intellectual.
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Ideas
Page 2

About Systematic

SA A U D SD 10.

SA A U D SD 11.

SA A U D SD 12.

SA A U D SD 13.

SA A U D SD 14.

SA A U D SD 15.

SA A U D SD 16.

SA A U D SD 17.

SA A U D SD 18.

SA A U D SD 19.

SA A U D SD 20.

Decision-Making

Systematic decision-making helps
people make the best choice when
deciding about important things in
their lives.

Systematic decision-making only
works when making decisions with a
group of people.

Systematic decision-making is the
best way to make decisions.

Systematic decision-making is easy
when people learn how to use it.

Only logical people have the skills
needed for systematic decision-
making.

Systematic decision-making is not
flexible enough.

The effort involved in making
decisions systematically is well
worth it.

It is too hard to get the
information needed to make
decisions systematically.

Systematic decision-making helps
people tAink about their values
when they make decisions.

People follow through with decisions
they have made systematically.

People make their best decisions
when they follow their first
impulses.
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INSTRUCTIONS FOR SCORING

IDEAS ABOUT SYSTEMATIC DECISION-MAKING

Point values are assigned to responses according to the
following scoring key.

SA A

SCORING KEY

U D SD

1. 5 4 3 2 1
2. 1 2 3 4 5
3. 5 4 3 2 1

4. 1 2 3 4 5
5. 1 2 3 4 5
6. 5 4 3 2 1

7. 1 2 3 4 5
8. 5 4 3 2 . 1

9. 1 2 3 4 5
10. 5 4 3 2 1
11. 1 2 3 4 5
12. 5 4 3 2 1

13. 5 4 3 2 1

14. 1 2 3 4 5
15. 1 2 3 4 5
16. 5 4 3 2 1

17. 1 2 3 4 5
18. 5 4 3 2 1

19. 5 4 3 2 1

20. 1 2 3 4 5

This inventory can be scored by adding the point value of
every response and dividing this sum by the number of
responses. The maximum score attainable of 5 points indi-
cates a strong belief in the utility of making decisions
systematically.
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IDEAS ABOUT DECISIONS

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Belief in the Utility of Systematic .

Decision-Making

TARGET POPULATION: Elementary school children

GENERAL DESCRIPTION:

This inventory is a Likert scale in which children
Are asked to register their degree of agreement
with a series of statements about systematic
decision-making.

ADDITIONAL INFORMATION:

Test specifications for this measure can be found
on pages 312-313.



p

IDEAS ABOUT DECISIONS

The statements below are about making
decisions. Circle the word that shows
how much you agree with each statement.

YES I agree
MAYBE I am not sure if I

agree
NO = I do not agree

YES MAYBE NO 1. It is worth the time it takes to
make decisions carefully.

YES MAYBE NO 2. People should go with their first
ideas when making decisions.

YES MAYBE NO 3. P,,,ople are happier with their
decisions w%en they take the time
to make them carefully.

YES MAYBE NO 4. Making careful.. decisions is too
difficult.

YES MAYBE NO 5. Making careful decisions takes too
much time.

YES MAYBE NO 6. When making decisions people should
do what they feel, not what they
think.

YES MAYBE NO 7. It is easy to make decisions care-
fully,

YES MAYBE NO 8. People make equally good decisions
no matter how they arrive at them.

YES MAYBE NO 9. People who make quick decisions
are usually disappointed with them
later.'

YES MAYBE NO 10. Smart people take-tfthe'to make
decisions carefully.
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INSTRUCTIONS FOR SCORING

IDEAS ABOUT DECISIONS

Point values are assigned to responses according to the
following scoring key.

YES

SCORING KEY

MAYBE NO

1. 2 1 0

2. 0 1 2

3. 2 1 0

4. 0 1 2

5. 0 1 2

6. 0 1 2

7. . 2 1 0

8. 0 1 2

9. 2 1 0

10. 2 1 0

This inventory can be scored by adding the point value of
every response and dividing thiz sum by the number of
responses. The maximum score attainable of 2 points indi-
cates a strong belief in the utility of making decisions
systematically.



WOULD YOU USE SYSTEMATIC DECISION-MAKING?

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Intention to Use Systematic Decision-
Making

TARGET POPULATION: Adults or Adolescents

GENERAL DESCRIPTION:

This measure is designed to assess the extent to
which individuals intend to use systematic decision-
making. Individuals are asked whether they would
use systematic decision-making in a variety of
situations. If individuals indicate that they would
use systematic decision-making, they are asked to
estimate, on a 10 to 100 numerical scale, how con-
fident they are of their intention.

ADDITIONAL INFORMATION:

Test specifications for this measure can be found on
pages 314-316.
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WOULD YOU USE SYSTEMATIC DECISION-MAKING?

This survey describes situations in which people
might use systematic decision-making. Read each
statement. Circle Yes or No to indicate whether
you would use systematic decision-making in the
situation described in the item.

If you circle Yes, then use the Confidence Scale
to show how certain you are that you would use
systematic decision-making in that situation.

The following examples show how the Confidence
Scale is used.

1. You are deciding on a
career.

2. You are choosing where
to eat lunch.

3. You are swerving to
avoid a car accident.

Confidence Scale

10 20 30
Very

Uncertain.

WOULD YOU USE
SYSTEMATIC
DECISION-
MAKING?

40 50 60
Scoewha.t

Certain

NO

NO

YES

IF YES,
HOW
CERTAIN
ARE YOU?

70

-,

70 80 90 100
Very

Certa.in

SITUATION

1. You are deciding whether
to start an exercise
program.

2. You are choosing a diet.'

3. You are being rushed by
others to make a quick
decision.

4. You are choosing an
exercise program.
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Would You Use Systematic Decision-Making?
Page 2

SITUATION

WOULD YOU USE IF YES,
SYSTEMATIC HOW CERTAIN
DECISION-MAKING? ARE YOU?

5. You are being urged by
others to make a
decision in their favor. YES/NO

6. You are selecting a way
to reduce your stress. . YES/NO

7. You. are deciding whe;her
to see a doctor. YES/NO

8. You are making a decision
and have many other things
to do. YES/NO

9. You are deciding whether to
take vitamins. YES/NO

10. You are deoiding what to
eat for dinner. YES/NO

11. You are deciding whether
to use a non-prescription
drug. YES/NO

12. You are deciding whether
to start a diet. YES/NO

13. You are deciding what
to do for a cold. YES/NO

14. You are making a decision
while you have many
things on your mind. YES/NO

15. You are deciding what
to do to relax. YES/NO



INSTRUCTIONS FOR SCORING

WOULD YOU USE SYSTEMATIC DECISION-MAKING?

This inventory can be scored in several ways, two of which
are described below. The first procedure relies on the
YES/NO responses only, providing an easily obtained gross
index of intention to use systematic decision-making. The
second procedure combines the YES/NO responses and the
confidence ratings in a single score, providing an index that
reflects intention to use systematic decision-making in a
variety of situations, coupled with the level of confidence
manifested in that intention.

ANALYSIS OF YES/NO RESPONSES ONLY

Count the number of YES responses, disregarding the confi-
dence ratings. The maximum score attainable of15 YES
responses represents a strong intention to use systematic
decision-making in a variety of situations.

ANALYSIS COMBINING YES NO RESPONSES AND CONFIDENCE RATINGS

Total all of the confidence ratings made in conjunction with
a "YES" response and divide this sum by 15 (the total number
of items in the inventory). Confidence ratings made in con-
junction with a "NO" response should be omitted from the

. analysis. The maximum score attainable of 100 represents a
strong intention to use systematic decision-making in a
variety of situations, along with a high level of confidence
in that ability. It should be noted that this scoring
procedure assumes a confidence rating of zero for those items
to which respondents indicated "NO," meaning that they do
not intend to use systematic decision-making in the specified
situation.
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WOULD YOU MAKE CAREFUL DECISIONS?

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Intention to Use Systematic Decision-
Making

TARGET POPULATION: Elementary school children

GENERAL DESCRIPTION:

Children are asked whether they would make a
careful decision in a variety of'situations.
They are then asked to select the response
that best describes their intentions.

ADDITIONAL INFORMATION:

Test specifications for this measure can be.found
on pages 317-318.
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WOULD YOU MAKE CAREFUL DECISIONS?

Read each question. Then put a check
(V) under the answer that best tells if
you would make a careful decision.

Would you make
a careful deci-
sion when...

1. ... you are
deciding whether
to stay up late
at night?

2. ... you are choos-
ing a way to lose
weight?

3. ... you are decid-
ing whether you
want to try any
drugs?

4. ... you are decid-
ing whether to do
what your friends
want you to do?

5. ... you are being
rushed to decide
quickly?

6. ... you are decid-
ing whether or not
to drink alcohol?

7. ... you are choos-
ing what to eat
for lunch?

CERTAINLY PROBABLY PROBABLY CERTAINLY
YES YES MAYBE NOT NOT

8. ... you are decid-
ing whether to smoke
cigarettes?

9. ... you are decid-
ing how to relax?

10. ... you are choos-
ing a way to exer-
cise?
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INSTRUCTIONS FOR SCORING

WOULD YOU MAKE CAREFUL DECISIONS?

Point values are assigned to responses as follows:

CERTAINLY YES = 5

PROBABLY YES = 4

MAYBE 3

PROBABLY NOT 2

CERTAINLY NOT = 1

This inventory can be scored by adding the point value of
every response and dividing this sum by the number of
responses. The maximum score attainable of 5 points
indicates a strong intention to use systematic decision-
making in a variety of situations.
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NY BODY

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Respect for One's Body

TARGET POPULATION: Elementary school children

GENERAL DESCRIPTION:

This measure is designed to assess children's
respect for their bodies. Children are asked
to indicate whether they would engage in
activities that are healthful and avoid activ-
ities that are harmful to the body.

ADDITIONAL INFORMATION:

Test specifications for this measure can be
found on pages 319-320.
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MY BODY

Read each question. Then put a check
(V) under the answer that best tells
what you are willing to do to take care
of your body.

In order to take
care of your body,
are you willing
to ...

1. ... exercise
-several times
each week?

2. ... never drink
large amounts
of alcohol?

3. ... do what
your doctor tells
you to do?

4. ... never smoke
any cigarettes?

5. ... get immuni-
zations against
diseases?

6. ... get at least
8 hours of sleep
every night?

7. ,.. see your
doctor regularly?

8. ... keep yourself
from getting too
anxious?

9. ... be careful
about what you
eat?

10. ... never take
unnecessary drugs?

CERTAINLY PROBABLY PROBABLY CERTAINLY
YES YES MAYBE NOT NOT
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INSTRUCTIONS FOR SCORING

MY BODY

Point values are assigned to responses according to the
following scoring key:

SCORING KEY

CERTAINLY YES = 5
PROBABLY YES = 4
MAYBE = 3

PROBABLY NOT = 2
CERTAINLY NOT = 1

This inventory can be scored by adding the point value of
every response and dividing this sum by the number of
responses. The maximum score attainable of 5 points indi-
cates a strong respect for one's body, as evidenced by a
willingness to engage in activities that are good for it
and to avoid those that are not.
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CHAPTER SIX

EXISTING MEASURES

This chapter contains the existing measures that were
located as a result of a comprehensive literature search,
then identified as corresponding to the outcome statements
listed in Chapter Four. The process by which existing
measures were screened and selected is explained more com-
pletely in.Chapter Two.

MEASURE TITLE PAGE

A title page precedes each measure. This page indicates
the tyke of measure (behavioral, knowledge, skill, or affec-
tive), the title of the outcome assessed, and the target
population for the instrument. A general description is
presented, providing an overview of the assessment strategy
employed in the measure. The general description also pro-
vides information about the manner in which the instrument
has previously been used. A technical information section
summarizes any psychometric information that h.s been col-
lected for the instrument. Authorship informationfor
each measure is also supplied. If there is any additional
information available for a measure, reference citations are
also given.

USING THE MEASURES

All of the measures in this chapter have been readied
for photocopying. Directions to respondents and scoring
instructions have been provided whenever they were available.
The scoring instructions have been placed on-separate pages
to facilitate reproduction of the measures for administra-
tion. Handbook users have permission to use all of the
measures in this chapter without seeking further permission
from the measures' authors.
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SMOKING HABITS QUESTIONNAIRE

TYPE OF MEASURE: Behavioral

OUTCOME ASSESSED: Refraining from
Smoking

TARGET POPULATION: Adults or adolescents

GENERAL DESCRIPTION:

The Snaking Habits Questionnaire surveys smoking-related
behavior. Respondents are asked to indicate if they have
ever used, and if they currently use, tobacco products or
marijuana. The measure elicits the specific characteristics
of any smoking behavior, such as substance, frequency, and
topography. In addition, the measure elicits information
about attempts to stop smoking and the general health status
of the respondent.

TECHNICAL INFORMATION:

The authors report a study in which the measure was administered
to 267 individuals, 181 of whom reported no use of tobacco.
Responses for selected questions dealing with frequency of
smoking were, compared to results of blood tests administered
subsequent to respondents' completion of the questionnaire.
The respondents had not been informed when they completed
the questionnaire that blood tests were to be given.

The degree of agreement between questionnaire responses and
two physiologic measures (serum thiocyanate and expired carbon
monoxide) was substantial, ranging from 64 percent for smokers
(based on questionnaire responses) to 100 percent for non-
smokers (based on questionnaire responses). The authors report
that responses to the questionnaire items were internally
consistent.

AUIHORS: Diana B. Petitti, M.D.
Permanente Medical Group, Oakland, California

Gary D. Friedman, M.D. and William Kahn

ADDITIONAL INFORMATION:

Fttitti, D.B., Friedman, & Kahn, W. Accuracy
of information on smoking:habits provided on self-
administered research questionnaires. American
Journal of Public Health, 1981, 71, 308-311.



SMOKING HABITS QUESTIONNAIRE

PLEASE READ THIS FIRST

Today you will be asked to answer more than one set of questions about smoking.
This questionnaire is an inauth survey of smoking habits for a special study of
smoking and .health. Your answers will be kept confidential. In reports of the
study, no individual will be identified. The questionnaire will not be Out in your
medical record nor sent to your doctor. You need not answer any questions to
which yOu object; refusal to answer will not prejudice your future medical oars.
If you went more information about the study, ask the person who collects the
questionnaire.

If you have never used any tobacco product (eigarettes; cigars, tobacco pipe, chewing tobacco, snuff), check box
below and then skip to questions 41.52.

1 Never used any tobacco product

If you have ever used any tobacco product (cigarettes, Cigars, tobacco pipe, chewing tobacco, snuff), answer
questions below, then answer questions 41.52.

1. Have you ever smoked cigarettes regularly for at least one year? (Here "regularly" means at least 5 cigarettes
per week, almost every week)

1 Yes If Yes, answer questions 2.19 below.
2 No If No. skip to question 20.

2. How old were you when you started smoking cigarettes regularly? years old

3. Do you still smoke cigarettes regularly?

1 0 Yes
2 No, but t still smoke eig occasionally

3 No, not at all

4. If you have stopped smoking cigarettes regularly, how many years ego did you stop? III you stopped in the
past year, write in 00)

5. If you have stopped smoking cigarettes regularly, what was the main rlyS011 that you stopped?

1 Oidn't like it or need it any more 4 C I ,r.;5 or death of a friend.or family member

2 Expense 5 = .could cause illness
C..1)

(Specify) (SPeC01,ay)
3 CI had symptoms or illness

Chock
'only
110

6. Altogether, how many years have you smoked cigarettes regularly?

_ __years ago

_years

7. How many Operates do you smoke per day, on the average? Or, if you have stopped smoking regularly, how
many did you smoke, en the average, before you stopped? (1 Pack 20 cigarettes) cigarettes

per day

S. What brand of cigarette do you usually smoke? Or, if you have stopped smoking, whet brand did you
molts most recently?

Are (were) these: Are (were) these: Are (were) these:

I 0 filtered a 0 regular length (65mm)
1410'

I mentholated

20 unfiltered I.' 2 0 king-size (100 mm) 7 0 plain
3 long

How many years did you smoke this particular brand, site and type of cigarette? (If less than 6 months.

write in 00)

I. Whet brand of cigarette did you smoke for the !origin time?

How many years did you smoke this brand?

_react

Years

10. Altogether, how many years have you smokeif filter cigarettes? (If never or less than 6 months, write in 00) _ __years

11. Altogether, hew many years have you smoked unfiltered cigarettes? (If never or than 6 months, write

in 00)

12. Altogether, how many yews have you smoked mentholated cigarettes? (If never or less than 6 months.
write in 00)

13. Altogether, how many yews have you smoked low tar cigarettes? Ilf never or less than 6 months, write in
_ _years

1.00311
00)

199
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Smoking Habits Questionnaire
Page 2

2S. How often de you inhale the cigar smoke? Or, if you have stopped, how often did you inhale it before you
stoning

ChCl I 0 All of the time. each puff 4 D Rarely, once in a while
smog 2 0 Most of the time s CINever inhaleonce

3 0 Part of the time

30. .Do (dill you inhale the smoke moderately or deeply?
crises 1 0 Do (did) not inhale 3 0 Moderately (partly into chest)swig
ww 2 0 Slightly (back to throat) 4 0 Deeply (deeply into chest)

Have you ever smoked a tobacco pipe regularly for at least ens yaw? (Hire "regularly" means at lent two
isionfuls of tobacco a week, almost every week)

0 Yes If Yes, answer questions 32.36 below.
2 0 No If No, skip to question 40.

32. How old were you when you anted smoking a pips revisits,' years old

33. De you still smoke a pipe regularly?

i 0 Yes 2 0 No

34. If you have stooped smoking a pipe regularly, how many years age did you stop?

35. Altogether, how many years have you smoked a pipe regularly?

36. How many pipeful* of tobacco sirs you regularly smoke per day, an the avenge? Or, if you have stopped
smoking a pipe, how many did you usually smoke before you stopped? (If his than 1 per day, write in 00)

37. What brand of pipe tobacco do you currently smoke? Or, if you have stopped Mailing aides,what brand
die( you smoke most recently?

36. How often de you inhale the smoke? Or, if you have stopped, bow often did you inhale it been you
stepped?

Cr1W.11
I All of the time. each puff

WNW 2 0 Most of the time
ern 3 v Part of the time

4 0 Rarely, once in a while
a 0Never inhale

39. Do (did) You inhale the smoke slightly, moderately or deeply?

CfmCk t 0 Do (did) not inhale 3 0 Moderately (partly into chest)
one 2 0 Slightly (back to throat) 4 0 Deeply (deeply into chest)

40 Have you ever regularly used either snuff or chewing biblical, for at leastone year? (Here "regularly" mane
at least once a week, almost *very week)

ffou nay chick mere then *nal
00 0 No, never regulnly used snuff or chewing tobacco
I x 0 Yes, have used and; and still use it
2X 0 Yes, have used snuff, but I no longer use it

t O Yes, have used chewing tobacco and I still lie it
X2 0 Yes, have used chewing tobacco, but I no longer use it

1p 41. On the average, how many hours per week are you exposed to clerette, Weerer pipe smoke in year ham*
because of smoking by others? (Write in 000 if Ins than 1 hour PO wink) hours

- years ago

years

pipes

42. On the average, how many hours per hook are you solemn' to oilleniffo, clew or pipe onto in a small
space ether than your home (such as *plane. Once. ear. Me.) because of smoking by Whim?. (ltiritoin
000 if less than 1 hour per week) _hours

43. On the average, hew many hours per week are you simnel to cigarillo, offer or pipe smoke in a large
indoor awn (such as restaurant, hotel lobby, lecture hall, eta.) because of smoking by others? (Write In
000 if less than 1 hour per week) hews

200
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Smoking Habits Questionnaire
Page 3

14. When yew muilta. how often do you inhale the snot& Os', if you have stepped smoking, how shun did
you inhale the smoke before you stepped?

I 0All the time, gads puff 4C Rarely
ries.

Oncly 2 17.3 Most of the time s °Never inhale
3 Part of the time

IS. Oa (did) you inhale the smoke slighdy, moderesely or Mostly?

I 00o (did) not inhale 3 C Moderately (partly into chest)
20 SlightlY (bolt to throat) 4 0 OgeolY (deeply into chat)

caws
MOW

111. HOW much of the Owens do you usually unolta Or, if you have stopped molting, how much did you
usually smoke before you stopped?

s 0 Mori than % 30 Lose than 14
2 3 to

cower
wow
ono

17. HOW long after regaining do you usually have your first cigarette? 0e, if you have stooped melting.
how Ione dor awakening did you usually have your first cigarette before you stepped?

crci,
*wit,
one

I 0 Immediately, within minutes
20Not immediately, but within one hour
3 CMore than one hour. but before lunch

4 0 Lund, or IMO, but before dinner
I CDinnertime or tater

How many times have you made a serious attempt to nose smoking cigarettes?

14. When you last made a serious attempt to sum, hew would you describe your experience in the fiat two
days after your last cigarette?

I CNever tried seriously so quit 3 CMod difficulty
2 CGreat difficulty 4 1.7.1 Nis real difficulty

only

20. Have you ever ',diked cigars regularly as at least one year? (Here "regularly" means at least-two Zigaril
per week, almost every week)

C Yes
2 C"..":, No

If Yes, answer questions 21.30 below.
If No, skit) to question 31.

fitnft

21. How Mil VIM you when you sleeted milking cigars regularly? _years old

22. Do you still smoke cigar! regularly?

Yes
20 No, but I still smoke cigars occasionally

3 CNo, not at all

23. If you have stopped smoking cigars regularly, how many years ago did you stop? yews ago

24. Altogether, how many years have you smoked cigars regularly? _ _years

2S. Hew many agora Is you smoke per day, en the average? Or, if you have stepped smoking cigars, how
many did you usually smoke before you stopped? Ilf sass than I per day, write in 001 _CIQICS

2111. What site cigar do you usually smoke? Or, if you have stopped, what silo did you usually senile before
you stopped?

s C Cigarillos (little chain) 3 C Large
2 C Medium 4 C More than one site

Chock
only
ono

27. What brand of cigars di you currently smoke? Or, if you have stopped Mocking cigars, whet brand did
you smoke most recently?

24. How much of Ma cigar do you usually smoke? Or, if you have stepped , hove muds did you usually smoke
before you stopped?

0More than IL 30 Less than 3
2 to v.

creed
Only
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Smoking Habits Questionnaire
Page 4

44. Have you ever tanked marijuana?

0No
2 0Yes, but only once or twice in my lifetime

3 0 Yes. 3.4 times in my lifetime
4 0 Yes, more than II times in any lifetime

If Yes, more than S times in lifetime, yaw questions 46-47.
If Pie, or if magmata smoked S times or leas In lifetime, skip is quesnlee 4$.

Alt 0. you amen* eritolui marijuana?

0Yes 2 0No

4/1. How often de ye. Imola it? Or, if you its longer smoke it, hew ofttn did you smelts it Wows Yes etentean

I 0Moore every day, usually in late, amounts
2 0 Almost every day, sometimes in loge Amounts
30 About once or twice a week, sometimes in large amounts

Cheek 40 Abaft once IN twice a week, never in law amountsly
aonte 3 0 Mann once Of twice a month, 14T4t11111114 in lam amounts0 About once or twice a month, never in large amounts

70 Less than once a month
I 0Other, describe

47. Altogether, hew many years hawfyou smoked marijuana? II f less than S months, write in 00)

In *a pest year, did you we a dotter euteee Kaiser?

0 Yes 2 0No

If Yes, how many times?

For what condition(s)7

44. in 'the pest year, have you been a pinion overnight in a hospital amide Koine?

1 0Yes :0 No

If Yes, how many times?

For what conditionlsI7

times

times

SO. In the pot yew, hew many days were you is ill with a miner illness, each as cold. flu, sere *mot. me.
that you were unable to perform your usual wort ref activity? (If none, write in 000) days

51. In the past year, how many days were you se ill with a me* illness, such as heart signet, sensor, 'mo-
menta, major opereden, ale., that you WON unable to perform your weal *ark w oelleitY7 (If ewe,
write in 000)

52. What Is your race?

0 Slack
2 °White

Oriental/Asian
3 Javanese 4 0Chinese s 0 Filipino a 0Other Oriental/Asian0Otinr, Specify
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HEALTH INSURANCE STUDY SMOKING BATTERY

TYPE OF MEASURE: Behavioral

OUTCOME ASSESSED: Refraining from Smoking

TARGET POPULATION: Adults or adolescents

GENERAL DESCRIPTION:

The Health Insurance Study Smoking Battery is designed
to serve as a proxy measure of-future health status.
The measure is described to be sensitive to each of the
following five outcomes: (1) smokers quit smoking,
(2) cigarette smokers reduce the amount smoked, (3)
nonsmokers and ex-smokers remain so (i.e., do not begin
or resume smoking), (4) cigarette smokers become pipe
and/or cigar smokers, and (5) cigarette smokers switch
to a lower tar cigarette (without increasing the amount
smoked). The measure consists of ten items such as,
"Do you smoke cigarettes now?" and "On the average,
about how many packs a day do you smo,:e now?" plus
supplemental smoking items that elicit information
about the size and type of cigarettes usually smoked.
A mortality ratio (or estime of future risk) is
assigned to each respondent based on the respondent's
smoking status. (See Instructions for Scoring.% The
instrument may be administered periodically to measure
the health risk reduction achieved as respondents adopt
one or more of the desirable outcomes listed above.

TECHNICAL INFORMATION:

Although no formal analyses of the reliability or
validity of the Health Insurance Study Smoking Battery
are reported, its authors discuss indirect evidence
supporting the reliability and validity of the measure.

AUTHORS: Anita L. Stewart, "Robert H. Brook and Robert L. Kane
Rand Corporation, Santa Monica, California

ADDITIONAL INFORMATION:

Stewart, A.L., Brook, R.H., and Kane, R.L. Conceptuali-
zation and measurement of health habits_for adults in
the health insurance study: volume 1, smoking. Santa
Monica, California: Rand Corporation, June 1979,
(Publication No. R-2374/1-HEW).
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HEALTH INSURANCE STUDY
SMOKING BATTERY

Version Two

Item Content

37. Do you smoke cigars
or a pipe now?

38. Do you smoke cigarette: now?

38-A. During how many years have you
smoked cigarettes regularly?

38-B. On the average, about how many
packs a day do you smoke now?

38-C Has a doctor ever told you to
stop smoking?

39. Have you ever smoked cigarettes
fairly regularly?

39-A. During how many years did you
smoke cigarettes regularly?

39-B. On the average, about how many
packs a day did you used to.smoke?

204

212

Response

1 - yes
2 - no

1 - yes
2 - no

1 - less than 2 years
2 - 2-5 years
3 - 6-10 years
4 - 11-15 years
5 - 16-20 years
6 - 21-25 years
7 - 26-30 years
8 - 31-35 years
9 - 36-40 years
0 - more than 40 years

1 - less than 1 pack
a day

2 7 about 1 pack a day
3-- about 2 packs a day
4 - more than 2 packs

a day

1 - yes
2 - no

1 - yes
2 - no

1 - less than 2 years
2 - 2-5 years
3 - 6-10 years
4 - 11-15 years
5 - 16-20 years
6 - 21-25 years
7 - 26-30 years
8 - 31-35 years
9 T, 36-40 years
10 - more than 40 years

1 - less than 1 pack a
day

2 - about 1 pack a day
3 - about 2 packs a day
4 - more than 2 packs a

day



Health Insurance Study Smoking Battery
Page 2

Version Two

Item Content Response

39-C. How long has it beeri'since
you smoked cigarettes regularly?

39-D. Did a doctor ever tell you to
stop or cut down on your
smoking?

1 - 6 months or less
2 - 7 months to 1 year
3 - more than 1 year to

2 years
4 - more than 2 years

to 5 years
5 - more than 5 years

1 - yes
2 - no
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Health Insurance Study Smoking Battery

Page 3

1.

2.

3.

SUPPLEMENTAL SMOKING ITEMS

What type of cigarette do you usually smoke--filter

(Circle one)

Filter .... 1
Nonfilter 2.

(Circle one
or nonfilter?

What size cigarette do you usually smoke? Regular ....
King size ....

100 or 120 mm ....

(Circle one)

1

2

3

54

55

56

57

58

59

60

61

62

63

64

65

66

67

68

69

70

71

72

73

74

75

76

77

78

79

80

Which brand of cigarette do you usually smoke?

Alpine 1 Kool 28

American Lights .... 2 Kool Naturals
or Milds 29

American Longs 3

L & M 30
Belair 4

L & M Lights ... 31
Benson & Hedges 5

L. T. Brown .... 32
Bull Durham 6

Lark 33
Camel_ .7

Long Johns
Carlton 8

Lucky Strike ... 35
Chesterfield 9

Lucky Ten 36
Domino 10

Lucky 100's .... 37
Doral 11

Mapleton 38
DuMaurier 12

Marlboro 39
Eagle 20's 13

Marlboro Lights 40
English Ovals 14

Max 41
Eve 15

Merit 42
Fact 16

Montclair 43
Fatima 17

More 44
Galaxy 18

Multifilter .... 45
Half & Half 19

Newport 46
Hallmark 20

Now 47
Herbert Tareyton ... 21

Oasis 48
HiLite 22

Old Gold 49
Home Run 23

Pall Mall 50
Iceberg 100's 24

Pall Mall Extra
Kant 25

Mild 51

Kent Golden Lights . 26
Parliament 52

King Sano 27
Philip Morris .. 53

Philip Morris Int's

Picayune

Piedmont

Players

Raleigh

Raleigh Lights

St. Moritz

Salem

Salem Lights

Sano

Saratoga

Silva Thins

Spring 100's

Stratford

Tall

Tareyton

Tempo

True

Twist

Vanguard

Vantage

Vello

Viceroy

Virginia Sams'

Winston

Winston Lights

Other
(Specify)
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INSTRUCTIONS FOR SCORING

HEALTH INSURANCE STUDY SMOKING BATTERY

Mortality Ratio

1.00

1.06

1.57

1.79

2.07

2.20

Smoking Status

Never smoked or ex-smoker

Pipe and/or cigar smoker only

Current cigarette smoker: less than one
pack a day

Current cigarette smoker: about one pack
a day

Current cigarette smoker: about two packs
a day

Current cigarette smoker: more than two
packs a day

Cigarette smoking status should be determined. The amount of
cigarettes smoked each day should be scored. Mortality ratios
can be used to represent an estimate of future risk of poor
health. The type of tobacco currently smoked can be compared
as a categorical measure. Altered health risks will be reflected
by changes in any one or more of these variables.

Frequency distributions of responses to the"smoking battery items
for adults ages 14 to 74 in the Health Insurance Study are
available in the corresponding publication (see Additional
Information section) from the Rand Corporation.



DO YOU WANT TO CHANGE YOUR SMOKING HABITS? (Test 1)

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Perceived Consequences of Smoking

TARGET POPULATION: Adults or Adolescents (current smokers)

GENERAL DESCRIPTION:

This questionnaire assesses whether or not individuals
perceive the consequences of smoking as important
enough to alter smoking habits. Respondents are asked
to circle the number from 1 (completely disagree) to
4 (completely agree) that most accurately indicates
how they feel about each statement related to: concern
over effects of smoking on health; desire to set an
example for others; recognition of the unpleasant
esthetic effects of smoking; and desire to exercise
self-control. A total for each category is obtained
by adding the scores. The totals are then used to
indicate the important reasons to abstain from smoking
or to stop smoking.

AUTHORS:

Daniel HOrn and staff
National Clearinghouse for Smoking and Health
Public Health Service, U.S. Department of Health, Edu-
cation, and Welfare

ADDITIONAL INFORMATION:

This measure is Test 1 in a series of 4 tests published
as the Smoker's Self-Testing Kit. The booklet is
available from the Superintendent of Documents, U.S.
Government Printing Office, Washington, D.C.,-20402.
Requests should include stock number 017-001-00180-5.



TEST 1

DO YOU WANT TO CHANGE YOUR SMOKING HABITS?

For each statement, circle the number that most accurately indicates how
you feel. For example, if you completely agree with the statement, circle 4,
if you agree somewhat, circle 3, etc.

Important: Answer every question.

semplotaly
atm

tamawkm
serat

somorket tomphatak
disagree Assess

L Cigarette smoking might give me a serious illness. 4 3 2 1

I. My cigarette smoking sets a bad example for others. 4 3 2

C. I find cigarette smoking to be a messy kind of habit. 4 3 2

O. Controlling my cigarette smoking is a chilling, to me. 4 3 2 1

E. Smoking causes shortnias of breath. 4 3 2 1'

f. 111 quit smoking cigarettes it might influence others to stop. 4 3 2 1

S. Cigarettes cause damage to clothing and other personal property. 4 3. 2 1

K. Quitting smoking would show that I have willpower. 4 3 2

I. My cigarette smoking will have a hermful effect on my health. 4 3 2

L My cigarette smoking influences others close to me to take up
or continue smoking.

4 3 2 1

IL It I quit smoking, my sense of taste or smell would improve. 4 3 2 1

L I do not like the idea of feeling dependent on Smoking. 4 3 2 1

HOW TO SCORE:

1. Enter the numbers you have circled to the Test 1 questions in the spaces below, putting
the number you have circled to Question A over line A, to Question B over line 8, etc.

2. Total the 3 scores across on each line to got your totals. For example, the sum of your
scores over lines A, E, and I gives you your score on Healthlines B. F, and J give
the score on Example, etc.

A
+ +

Toter
MS

+
E

+
1 North .

S

+
F

+
.1 Example

C

4.

0
+

K Esthetics.
0 H L Mastery

Scores can vary from 3 to 12. Any score 9 and above is high; any score 6 and below
is low. Learn from Part 2 what your scores mean.

l}1','P.' tl
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Smoking Habits
.Page 2

TEST 1. Do You Want to Change Your Smoking Habits?

Why do you want to quit smoking? Are
your reasons strong enough for you to
make the effort to quit? Do you have
enough reasons? This is something only
you can decide.

Four common reasons for wanting to
quit smoking cigarettes are: Concern over
the effects on health; desire to set an
cremate for others ,:ecogn:tlon of the un-
pleasant aspects (t esthetics) of smok-
ing; and desire to exercise self-control.

Test 1 of the Smoker's Self-Testing Kit
was designed to measure the importance
of each of these reasons to you. The higher
you score on any category, say health, the
more Important that reason is to you. A
score of 9 or above in one of these cate-
gories indicates that ;his is one of the most
important reasons why you may want :V
quit.

1. HEALTH

Research during the past 10 or 15 years
th.s shown that cigarette smoking can be
harmful to health. Knowing this, many
people have recently flopped smoking and
many others are considering it. If your
score on the health factor is t or above, the
health hazards of smoking may be enough
to make you want to quit now.

If your pore on this factor is low (6 or
less). look at your scores on Test 2. They
toll how much you know about the health
hazard. You may he lacking important in-
formation or may even have Incorrect In-
formation. If so, health considerations are
not playing the important role they should
in your decision to keep on smoking or to
quit.

2. EXAMPLE

Some people atop smoking because they
want to set a good example for others.
Parents do it to make It easier for their
children to resist starting to smoke; doc-
tors do it to influence their patients;
teachers want to help their students; sports

16 ; ;./$

stars want to set an example for their
young fans; husbands want to Influence
their wives, and vice versa.

Such examples are an important in-
fluence on our behavior. Research shows
that almost twice as many high school
students smoke if both parents are smokers
compared to those whose parents are non-
smokers or former smokers.

If your score Is low (6 or WO). It may
mean that you are not interested in giving
np king in order to set an example
for others. Perhaps you do not appreciate

. how important your example could be.

3. ESTHETICS (the unpleasant aspects)

People who score high, that Is, 9 or
above, in this category, recognize and are
disturbed by some of the unpleasant as-
pects of smoking. The smell of Male smoke
on their clothing. bail brealt, and 'Ulna
on their lingers and teeth might be reason
enough to consider breaking the habit.

4. MASTERY (self-control)

If you score 9 or above on this factor,
you are bothered by the knowledge that
you cannot control your desire to smoke.
You are not your own master. Awareness
of this challenge to your self-control may
make you want to quit.

Summary of Test 1

Test 1 has measured your attitude to-
ward four of the moat common reasons
why people want to quit smoking. Consider
those that are Important to you. Even if
none are Important'you still may have a
highly personal reason for wanting to
change your habit. All in all, you may now
see that you have reasons enough to want
to quit smoking.

If you are still not sure, study the In-
terpretation of your scores on Teat 2 (the
next test) to determine what' Tod know
about the effects of smoking on your health
and what part that knowledge may play
In your decision.
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SMOKING SITUATIONS

TYPE OF MEASURE: Affective

OUTCOME Perceived Ability to Refrain from Smoking

TARGET POPULATION:' Adults or Adolescents (current or former smokers)

GENERAL DESCRIPTION:

The self-efficacy scale, Smoking Situations, measures an individual's
perceived ability to refrain from smoking in various situations.
The measure presents a series of situations that often lead people
to smoke. Respondents are asked to use a scale from 1 (not at all)
to 5 (extremely) to indicate for each situation (A) how tempted
they would be to smoke, and (B) their confidence about refraining
from smoking. Scores on individual item are added to obtain
sumnary scores for temptation and confidence (self-efficacy). The
measure has been used on a pretest and posttest basis to evaluate
treatment and to predict relapse potential.

TECHNICAL INFORMATION:

The authors describe a study in which the measure was administered
to 900 volunteer subjects classified into five categories according
to their current Viking status, for example, long-term quitters
and relapsors. Subjects were initially assessed with the measure,
then re-assessed several months later. Subjects' scores on the
initial administration of the measure were consistent with the five-
part categorizations. Shifts in subjects' stinking status during the
test-retest period were, in several instances, consonant with pre-
dictions based on their initial scores.

The current 31-item version of this scale was expanded from a
12-item scale previously demonstrated to predict maintenance of
smoking cessation. The 31-item measure was subjected to a
principal component factor analysis which yielded four major
factors accounting for 82 percent of the variance.

AUTHORS: Carlo C. DiClemente
Texas Research Institute of Mental Sciences

James O. Prochaska
University of Rhode Island

ADDITIONAL INFORMATION:
- ,

DiClemente, C.C. &Prochaska, J.O. Self-fficacy and the
stages of self-change of smoking. Los Angeles: a
symposium presentation at the annual meeting of the
American Psychological Association, August 1981.



SMOKING SITUATIONS

Listed belo.are situations that lead soma people to smoke. We would like
to know:

A) low tempted you may be to smoke in each situation, AND

11) How confident you would be that you would not smoke.

Please check the boxes that best describe your feelings in each situation.

A.

How tempted would you be to
smoke in this situation?

Situation

B.

licv confident are you
that you would not smoke
in this situation?

1 2 3 4 5

1. When alone and feeling depressed.

2. When I am nervous.
.

3. With friends at a party.
. .

4. Over coffee while talking and
relaxing.

5. With my spouse or a close friend
who is smoking.

1 I.

6. At work when I am experiencing
some pressure in sy job.

7. At a bar or cocktail lounge
having a drink.

...

6. When I wake up in the morning
and face a tough day..

9. When I am happy and celebrating.
ii
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A

Smoking Situations
Page 2

A.

Ras tempted would you be to
smoke in this situation?

Situation

3.

8ow confident are you
that you would not smoke
in this situation?

1 2 3 4 5

. 1 ,C

i

, .

I

.

.10. When I an bored and have nothing
to do.

, .

U. When I would experience an
emotional crisis, such as an
accident or death in the family.

,
.

12. When I see that I as gaining
weight.

,-

----
13. When I am angry at someone close

to Me.

14. When.I am desiring.a.cigarette.
.- ,.....

15. When I am craving.a.cigarette.
,

16. When I am extremely anxious and
stressed.

17. When I am frustrated about events
in my. life.

.

I'

O' .11,

18. When I am feeling warm and
affactionate.with my spouse/laver.

..I

.

- ,

19. When I am feeling accepted and
close to someone.

20. When I =very angry about
something or someone.

, - d

21. When things are just not going
the say I want and I am.frustrated.

.

..

22. When there are argument% and
conflicts with my family.

1
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Smoking Situations
Page 3

A.

Rog tempted would you be to
smoke in this situation?

Situation

B.

Sow confident are you
chat you would not smoke
in this situation?

23. When I see someone smoking
and enjoying it.

24. When I am in a social situation
with a group of people I do
not know well.

ZS. When others around me are
smoking at work.

26. When I begin to let down on my
concern about my health and am
less physically active.

27. When I am really missing the
smoking habit and all that
goes with it.

'28. When I went to, test my control
aver cigarettet and smoke just
one cigarette.

29. When I realize that quitting
smoking is an extremely
difficult task for me.

30. Whenj am extremely depressed.

31. When I just don't give a darn .

about anything. .
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SMOKING SELF-EFFICACY QUESTIONNAIRE (SSEQ)

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Perceived Ability to Refrain from Smoking

TARGET POPULATION: Adults or Adolescents (current or former
smokers)

GENERAL DESCRIPTION:

The Smoking Self-Efficacy Questionnaire (SSEQ) is
designed to assess individuals' perceived self-efficacy
in being able to resist urges to smoke. Individuals
are presented with a series of items describing situa-
tions in which people ofte experience an urge to
smoke. Respondents are asked to indicate if they can
refrain from smoking in each situation. If they indi-
cate that they can refrain, they are then asked to
estimate on a scale of 10 to 100, how confident they
are of their ability to refrain from smoking in that
situation.

TECHNICAL INFORMATION:

The authors describe a systematic attempt to isolate
situations in which respondents would encounter sub-
stantial difficulty in resisting smoking. In An effort
to support the content validity of the 23-item instru-
ment, two separate surveys were made to identify high-
temptation situations for smokers. It should be noted
that the bulk of the validation data is based on the
first seventeen items of scale. The remaining six items
(18-23) are experimental items which should not be
included in the data analyses conducted when the scale
is administered. In both investigations, each involving
approximately 30 smokers, scores on the measure were
shown to be highly predictive of future smoking behavior.
Eighty-two percent of the subjects displayed future
smoking behavior in accord with predictions derived
from their scores on the measure. A second, larger
validation study involving an additional 57 subjects
showed further evidence for the incremental utility and
the predictive, content, and discriminant validities
of the scale.

AUTHORS:

Gep Colletti and Jay A. Supnick
Department of Psychology, State University of New York
at Binghamton



ADDITIONAL INFORMATION:

Colletti, G., Supnick, J.A., & Rizzo, A.A. Part II:
Measurement of self-efficacy in high-risk smoking
situations. Los Angeles: a symposium presentation
at the annual meeting of the American Psychological
Association, August 1981.

Colletti, G., Supnick, J.A. & Payne, T.J. The smoking
self-efficacy questionnaire (SSEQ): scale validation.
Manuscript submitted for publication, 1982.

-216-

224



SELFEFFICACY QUESTIONNAIRE

NAME: DATE:

Smoking Reduction Clinic
Department of Psychology

SUNY-BINGHAMTON

Colletti and Supnick

The following paragraphs are descriptions of situations in which
people with smoking problems often find it very difficult not to
smoke. If you are trying to stop, they may be the situations in
which you are likely to give up. If you are in a smoking reduction
program, they may be situations in which you are most likely to for-
get or ignore program instructions about how to reduce your smoking
habit.

First, read each description and as vividly as possible try to
imagine yourself in that 6 tuation. Then assess whether you expect
that in this situation you could control your smoking behavior and
remain on your reduction program. Write down "YES", meaning "I
could control my smoking behavior" or "NO", meaning "I could not
control my smoking behavior" in the blank marked "CAN DO".

If you answer "YES", then please assess how confident you are
that you could control your smoking behavior. Using the numbers
from the scale 10 to 100 printed at the top of each page, choose
one which expresses your degree of confidence, and write that number
down in the blank marked "CONFIDENCE".

Some of the exact details of a situation may not apply to you-
such as smoking while drinking coffee, but the description may be
similar to a situation you do experience, smoking while drinking
alcohol. You can assess that instead. If the situation is not one
you would ever experience, you can place an X in the "CAN DO" blank
and go on to the next item.

Practice Rating - to familiarize you with this type of rating, please
complete these practice itmes first. .

Confidence Scale

10 20 30 40 50 60 70 80 90 100
Quite Moderately Absolutej.y

Uncertain Certain Certain
. .

Physical strength CAN DO CONFIDENCE

EXAMPLE: Lift a 1 pound box YES 100
Lift a 5 pound box
Lift a 10 pound box
Lift a 50 pound box
Lift a 100 pound box

-217-
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Self-Efficacy Questionnaire
Page .2

CONFIDENCE

10 20 30 40 50 60 70 80 90 100
Quite Moderately Absolutely

Uncertain Certain Certain

You just returned from an im-
portant exam and you "know"
you have done poorly.

2. A planned date stands you up.
You are disappointed and be-
gin to blame yourself.

3. You have had a fight with.
your boyfriend, girlfriend,
spouse, or any friend and
you are angry and upset.

4. You have been out for an
evening, you feel relaxed
and want to end the evening
with a smoke.

5. You have just finished
dinner in a good restaurant
on a special occasion.
Everyone orders coffee .and
your friends all sit back
to enjoy a cigarette.

6. You are out with friends who
are smoking a lot. You don't
want them to know that you
are on a smoking reduction
program.

7. You just came home from a
really rough day at school
or work. The 'hole day was
filled with anxiety, frus-
tration, and failures.

8. You are sitting at home a-
lone, in a bad mood, think-
ing about the problems and
failures in your life.

DOES NOT
APPLY CM DO CONFIDENCE

=



Self-Efficacy Questionnaire
Page 3

Below is a list of activities during which smokers often report
they habitually smoke. As above, please indicate whether you
feel confident that you could participate in these activities
and control or eliminate your smoking and thus remain on a smoking
reduction program.

CONFIDENCE
10 20 30 40 50 60 70 80 90 100

Quite Moderately Absolutely
Uncertain certain Certain

DOES NOT
APPLY CAN DO CONFIDENCE

9. watching television (e.g.
sport event)

10. studying

11. reading a novel or maga-
zine

12. attending a sports or
entertainment event

13. talking on the phone .

14. drinking coffee/other
non-alcoholic beverages

15. after a meal

16. talking or socializing

17. playing cards

Please rate the degree to which you believe you could perform the
behavior described in the following situations.

18. You have just finished your
first cigarette after not
smoking for almost 3 weeks.
You are upset with yourself
but you decide to record
your next cigarette (if
you take one) as you did
during the course to help
keep you from going back
to smoking.

19. You are talking with a
friend who takes out a
cigarette. You have not
had a cigarette for 3 days.
Your friend's cigarette looks
good, but you also want to
stop smoking completely. So,
you ask your friend not to
smoke in front of you.
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Self-Efficacy Questionnaire
Page 4

CONFIDENCE
10 20 30 40 50 60 70 80 90 100

Quite Moderately Absolutely
Uncertain certain Certain

20. You have been off cigarettes
for several weeks, but you
are losing your motivation
to continue resisting the
urge to have a cigarette.
You decide to call your
group leader for some
support and suggestions.

21. You have just found some
cigarettes lying around
the house and smoked one.
It tasted good, but you
know you shouldn't have
another, so you throw
away the remaining cig-
arettes and decide you
need to try harder to
resist the urge next
time.

22. You have just finished
dinner, feel a bit
drowsy, and really want
a cigarette, but you
haven't had one in
several weeks. Instead
of a cigarette you de-
cide to take a walk to
wake yourself up.

23. You want a cigarette
desperately but you
haven't smoked in such a
long time and you don't want
to blow it. Instead of
taking a cigarette you de-
cide to treat yourself by
buying something special
with some of the money
you have saved fronot
buying cigarettes.
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POSTTREATMENT CONFIDENCE QUESTIONNAIRE

TYPE OF MEASURE: Affective

OUTCOME ASSESSED: Perceived Ability to Refraiii from Smoking

TARGET POPULATION: Adults or Adolescents (current or former
smokers)

GENERAL DESCRIPTION:

The Posttreatment Confidence Questionnaire is designed
to assess the magnitude, strength, and generality of
individuals' expectations to resist the urge to smoke
in various situations. Individuals are presented with
a list of situations in which people frequently smoke.
They are asked to circle the number (from 0% to 100%)
that best describes their confidence in their own
ability to resist the urges to smoke in each situa-
tion. The confidence percentages are then used as
self-efficacy ratings. High or low self-efficacy
ratings have been used to predict overall smoking
cessation or potential relapse prior to and/or follow-
ing treatment intervention.

TECHNICAL INFORMATION:

To secure reliable groupings of situations (items)
from the measure, pre-treatment responses of 78
cigarette smokers were subjected to a cluster analytic
procedure. Seven moderately intercorrelated clusters
emerged ranging from two to twelve items. Alpha
reliability coefficients for the seven clusters of
items ranged from .69 to .94.

AUTHORS:

Mark M. Condiotte and Edward Lichtenstein
University of Oregon

ADDITIONAL INFORMATION:

Condiotte, M.M., & Lichtenstein, E. Self-Efficacy
and relapse in smoking-cessation programs. Journal
of Consulting and Clinical Tsychology, 1981, 42(2),
648-658.



Name

POSTTREATMENT CONFIDENCE QUESTIONNAIRE

Date Time

Below is a list of 46 situations in which people frequently smoke.
Please read each one carefully. Then circle the number under-
neath which best describes THE PROBABILITY THAT YOU WILL BE ABLE
TO RESIST THE URGE TO SMOKE IN THAT SITUATION IN THE FUTURE. IF
THE SITUATION ARISES. If you are absolutely certain that you
will not smoke in that situation, if it should arise, circle
100%. If you have no confidence in your ability to resist a
cigarette in the future, in a given situation, circle 47 More
likely your confidence will vary. For example, if you are pretty
sure that you will be able to resist the urge to smoke if and
when you are drinking coffee or tea in the future, but not abso-
lutely certain, you might circle 80%. If, on the other hand, you
are pretty sure you would not be able to resist a cigarette if
that situation arises, but not absolutely sure you couldn't you
might circle 20%.

1. When you feel really happy

0% - 10% - 20% - 30% - 40% - 50% - 1,0% - 70% - 80% - 90% - 100%

2. When you feel anxious

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

3. When you want to sit back and enjoy a cigarette

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

4. When you have finished a meal or snack

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

5. When you want to keep yourself busy

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

6. When you are nervous

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

7. When you want to feel more attractive

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

8. When you feel annoyed

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

9. When you want to relax

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

10. When you simply become aware of the fact that you are not
smoking

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

11. When you are trying to pass time

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%
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A.

Posttreatment Confidence Questionnaire
Page .2

12. When you are worried

0% - 10% - 20% - 30% - 40% - 5Q% - 60% - 70% - 80% - 90% - 100%

13. When you are in a situation in which you feel smoking is
a part of yol.lr self-image

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

14. When you feel angry

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

15. When you feel tired

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

16. When you feel embarrassed

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

17. When you feel bored

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

18. When you want to have time to think in a conversation

0% - 10% - 20% -'30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

19. When you feel restless

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

20. When you want something to do with your hands

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

21. When you want to concentrate

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

22. When you want something in your mouth

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

23. When you want to keep yourself busy

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

24. When you feel tense

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

25. When you feel you need more energy.

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

26. When you are resting

0% - 10% - 20% - 30% - 40% - 50% - 60% 70% - 80% - 90% - 100%

27. When you are drinking an alcoholic beverige

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

28. When you feel oversensitive

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%
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Posttreatment Confidence Questionnaire
Page 3

29. When you see others smoking

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

30. When you feel impatient

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

31. When you want to reward yourself for something you've
done or tell yourself that you can have a cigarette if
you complete some task

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

32. When someone offers you a cigarette

0% - 10% - 20% - 30% 40% - 50% - 60% - 70% - 80% - 90% - 100%

33. When you are waiting for someone or something

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

34. When you feel uncomfortable

0% - 10% - 20% - 30% - 40% - 50% --60% - 70% - 80% - 90% - 100%

35. When you want to cheer up

0% - 10% - 20% - 30% - 40% - 50% - 60% -. 70% - 80% - 90% - 100%

36. When you want to avoid eating sweets

0% - 10% 20% - 30% - 40% - 50% - 60% 7,70% - 80% - 90% - 100%

37. When you feel depressed

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

38. When you want to feel more mature and sophisticated

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

39. When you want to take a break from work or some other
activity

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

40. When you want to keep slim

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

41. When you are overly excited

0% - 10% - 20% - 30% - 40% - 50% -*60% - 70% - 80% - 90% - 100%

42. When you feel upset

0% - 10% - 20% - 30% - 40% - 50% -.60% -.70% - 80% - 90% - 100%

43. When you light up a cigarette to go along with.; some activity
you are doing (for example; while fixing a bicycle, writing
a letter, doing housework...)

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

44. When you are drinking coffee or tea

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%
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45. When you feel frustrated

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

46. When you are angry with yourself

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

47. What is the probability that you will be able to resist'
the urge to smoke altogether in the future, regardless
of the situation?

0% - 10% - 20% - 30% - 40% - 50% - 60% - 70% - 80% - 90% - 100%

48. If you should happen to smoke a cigarette in the future,
to what extent would this upset you? Please circle the
number underneath which best describes how upset you would
be

NOT UPSET
9 10

EXTREMELY1 2 3 4 5 6 7AT ALL
MODERATELY UPSET WITH

UPSET MYSELF

49. If you should happen to smoke a cigarette in the future, to
what extent would you consider this an unimportant slip as
opposed to a failure to give up your smoking habit?

UNIMPORTANT SLIP
"I STILL HAVE 1 2 3 4 5
CONFIDENCE IN MY
ABILITY TO REMAIN
AN EXSMOKER"
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CHAPTER SEVEN

TEST SPECIFICATIONS

This chapter contains the test specifications for all
the newly developed measures presented in Chapter Five. The
specifications are arranged in the same order as that chapter's
measures, that is, behavior first, followed by knowledge,
skill, and affect.

COMPONENTS OF TEST SPECIFICATIONS

Test specifications describe in detail both what an
instrument measures and the manner in which the assessment
is accomplished. Each set of test specifications begins
with a General Description that presents a brief overview
of the scope and nature of the measure to be specified. A
Sample Item follows, showing a typical item contained in
the measure and the directions to respondents that accompany
the instrument. The Stimulus Attributes section lists the
rules that explain how the items for the measure are to be
constructed. The Response Attributes section lists the rules
that explain how the response options for the measure are to
be constructed.

Many of the sets of specifications have one or more addi-
tional sections. A Technical Terms Supplement lists content-
specific words that exceed the normal readability restric-
tions of a measure but are used because of their importance.
A Specifications Supplement, contained in all knowledge test
specifications, presents, an exhaustive listing of the con-
tent eligible for testing. Knowledge test specifications
also contain a Bibliography which cites the references
consulted in developing the content listing. Behavioral
and affective test specifications include a Scoring And Inter-
pretation section which explains the rationale and procedures
to be employed when using the measure's data. Some test
specifications also include a section entitled Measure Format
that presents an item-by-item overview of the measure
itself, highlightidg the different variables represented by
each item.
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TEST SPECIFICATIONS

SMOKING QUESTIONNAIRE

GENERAL DESCRIPTION

Individuals are asked about their smoking behavior to deter-
mine if they currently smoke. This information can be used
as a measure of how effectively a program has aided parti-
cipants in abstaining from smoking. For individuals who
indicate that they do currently smoke, this measure elicits
the specific characteristics of that smoking behavior, includ-
ing substance, frequency, and topography, in order to measure
progress towards the goal of complete abstention.

SAMPLE ITEM

Please answer the following questions as
carefully as you can.

1
1. Have you smoked any cigarettes during the past week?

a. Yes
b. No

STIMULUS ATTRIBUTES

1. An item will ask about a characteristic of an indi-
vidual's smoking behavior. That behavior will be
limited to the specified time period of one week and
to the use of cigarettes, cigars, and pipes.

2. A branching format will bt .sed so that individuals
respond only to questions appropriate to their smoking
behavior. For example, someone who has not smoked a
cigarette would not be asked to respond to questions
regarding the manner in which cigarettes are smoked.

3. The following information will be elicited from those
individuals who report that they have smoked cigarettes:

a. The average number of cigarettes smoked each day

b. The brand of cigarette smoked most frequently

c. The characteristics of the cigarettes smoked (i.e.,
filter or non-filter, length,tar and nicotine.
level, mentholated or plain)
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d. The depth of inhalation

e. How far down a cigarette is allowed to burn

f. How much of a cigarette burns without being smoked

4. The following information will be elicited from those
individuals who report that they have smoked cigars or
pipes:

a. The average number of cigars smoked each day

b. The average number of pipefuls of tobacco smoked
each day

c. The depth of inhalation of cigars and/or pipes

5. Each question will be 25 words or less in length. The
words used. will not exceed the eighth grade level on
the IOX Basic Skills Word List, except for the follow-
ing technical terms: millimeter, nicotine, mentholated.

RESPONSE ATTRIBUTES

1. All items will be either forced-choice or open-ended.

2. Forced-choIce items will require the individual to
respond "Yes" or "No" or to.select the response that
best characterizes an aspect of that individual's smok-
ing behavior.

3. Open-ended questions will be used to elicit information
that is not readily categorized, such as the brand name
of cigarette smoked or the quantity of a tobacco product
that is consumed.

INTERPRETATION

1. The responses to the questionnaire should permit pro-
gram personnel to assess the current smoking behavior
of respondents in order to determine whether individuals
are abstaining from or have stopped smoking.



2. In addition to information about abstention or cessation,
program personnel will be able to obtain information
about substance, frequency, and topography for those
individuals who continue to smoke. Changes in these
critical characteristics car also be monitored as evi-
dence of progress towards the goal of complete absten-
tion.

3. If desired, program personnel can change the survey's
specified time period of a week in order to focus data
collection efforts on a shorter period (e.g., one day)
for more detailed monitoring, or on a longer period
(e.g., one month) for monitoring more general trends in
behavior. Such a change can be made without altering
the basic content or format of the instrument.
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TEST SPECIFICATIONS

QUESTIONS ABOUT YOU

GENERAL DESCRIPTION

Children will be asked about their smoking behavior to
determine if they smoke, how many cigarettes they smoke,
and whether or not they inhale when they smoke. Responses
can be used as a measure of the extent of smoking behavior
among elementary school-age children.

SAMPLE ITEM

There are two questions below. Please
answer both of them. For each question,
put a check next to your answer. Your
answers will be kept secret, so please
tell the truth.

1. Last week, about how many cigarettes did you smoke
each day?

a. I didn't smoke

b. 1-5

c. 6-10

d. 11-20

e. More than 20

STIMULUS ATTRIBUTES

1. The following information will be elicited from all
respondents:

a. The approximate number of cigarettes smoked each
day.

b. The extent to which respondents inhale if they
smoke.



2. Each question will be 12 words or less in length. The
words used will not exceed the fourth grade level on the
IOX Basic Skills Word List, except for the following
technical terms: cigarettes, inhale.

RESPONSE ATTRIBUTES

1. All items will be forced-choice and require individuals
to place a check next to the response that best charac-
terizes their smoking behavior.

INTERPRETATION

1. The responses to the questionnaire should permit program
personnel to determine if respondents are abstaining
from smoking.

2. The responses to the questionnaire will also provide
information about two critical characteristics of
smoking behavior for those respondents who do smoke.
These characteristics are the number of cigarettes smoked
and the extent to which the smoker inhales.
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TEST SPECIFICATIONS

SMOKING AND ITS EFFECTS

GENERAL DESCRIPTION

Individuals are presented with statements about biomedical,'
economic, and social consequences of smoking behavior. Indi-
viduals indicate whether each statement is true or false.

SAMPLE ITEM

This test consists of 20 statements about
the effects of smoking. Some of the
statements are true and some are false.
If you think a statement is true, put a
check in the column labeled TRUE. If
you think a statement is false, put a
check in the column labeled FALSE.

TRUE FALSE

1. More people gain weight than lose
weight after giving up smoking.

STIMULUS ATTRIBUTES

1. A test item will consist of a single-sentence statement
that the individual is to judge as true or false. This
statement will contain information related to a poten-
tial biomedical, economic, or social consequence of
smoking.

2. All test items will be derived from the specifications
supplement Smoking and its Effects. This supplement
presents statements about smoking which are based upon
either empirical evidence or expert consensus. The
statements are organized into sections, with each
section containing information about one aspect of the
consequences of smoking.

3. Each statement on the supplement consists of one main
idea related to the effects of smoking: -A statement
either (a) describes the nature or effects of'a partic-
ular subject, (b) compares two subjects with respect
to a particular attribute, or (c) presents a correla-
tional or causal relationship between two subjects.

-233-



4. A test item will be based on a single statement selected
from the supplement. If the supplement statement con-
tains multiple parallel elements, only one of the elements
will be used in the test item.

Example of a supplement statement with multiple parallel
elements

Cigarette smoking increases the risk of developing
cancer of the lung, larynx, pharynx, mouth, esophagus,
kidney, pancreas, and bladder.

5. A test item will present a supplement statement in
either accurate or inaccurate form. An accurate test
item can be created in one of the following two ways:

a. Direct restatement: Reiterating a statement exactly
as it appears on the supplement.

b. paraphrase: Rephrasing a supplement statement to .

communicate the same message in different words.
This rephrasing may include substituting synonyms
for words in the statement and/or reordering words
within the statement. The quantitative portion
of a supplement statement may not be .paraphrased.

Example of a test item created by paraphrase

Supplement statement: Millions of workdays are
lost each year because of diseases related to
cigarette smoking.

Test Item: Every year, illnesses related to
cigarette smoking cause the loss of millions of
workdays.

6. An inaccurate test item will be based on a supplement
statement or a paraphrase of that statement. An inaccu-
rate item can be created in one of the following two
ways:

a. Negation: Rewording a supplement statement to have
the opposite meaning. If the statement is worded
positively, negation is accomplished by adding a
negative word or phrase to the statement. If the
statement is worded negatively, negation is accom-
plished by taking out a negative word or phrase. a



Example of a test item created by negation

Supplement statement: Nicotine causes the heart
to beat faster.

Test item: Nicotine does not cause the heart to
beat faster.

b. Mutual exclusivity: Transforming a supplement
statement to communicate a message that is mutually
exclusive with the original message. This trans-
formation can be accomplished by either (1) chang-
ing a single verb, adjective, or adverb in the
original statement to a word or phrase with a
contradictory meaning, (2) changing a comparative
statement to either reverse the direction of the
comparison made or make both terms being compared
equal, or (3) changing a quantitative value to one
that is different than the one given. A quantita-
tive change must result in a new value that makes
the original statement false, rather than ayalue
that allows the statement to remain true because
it represents a subset of the original statement.
A quantitative change must be expressed in the same
terms as the original value.

Examples of test items created by transformation to
a mutually exclusive statement

Supplement statement: Nicotine causes the heart
to beat faster.

Test item: Nicotine causes the heart to beat slower.

Supplement statement: Smokers of filter cigarettes
are at less risk of developing lung cancer than
smokers of non-filter cigarettes.

Test item: Smokers of filter cigarettes are at the
same risk of developing lung cancer as smokers of
non-filter cigarettes.

Supplement statement: About 10% of,,a11,hospital
and medical costs in the United Stites are related
to tobacco.

Test item: About 25% of all hospital and medical
costs in the United States are related to tobacco.
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7. A test item will contain a maximum of 25 words. These
words will be no higher than an eighth grade reading
level on the IOX Basic Sr:ills Word List. Technical
terms not found on the word list may be used only if
they are listed on the Technical Terms Supplement.

8. A test will contain an approximately equivalent number
of accurate and inaccurate test items. These items will
be selected according to the following procedures:

a. One item will be randomly selected from each
section of the supplement.

b. The rest of the items will be randomly selected
from the supplement as a whole.

c. All of the items will be reviewed by content
experts and modified as needed based upon this
review.

9. All of the procedures for creating accurate and inaccu-
rate test items will be used as equally as possible,
with the exception of negation of a positively-stated
supplement statement. This type of change will be
used only when no other transformation is possible,
as it results in a test item which requires the respon-
dent to recognize that a negatively-stated idea is not
accurate, in effect creating a double negative.

RESPONSE ATTRIBUTES

1. Two response columns will be provided. One column will
be labeled "TRUE" and the other will be labeled "FALSE."

2. The correct answer to a question will be "TRUE" if the
statement is accurate, or "FALSE" if the statement is
inaccurate.
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SPECIFICATIONS SUPPLE IT

SMOKING AND ITS EFFECTS

General Biomedical Consequences of Smoking

1. Tobacco smoke consists of dangerous particles and gases.

2. Tar, nicotine, hydrogen cyanide, and carbon monoxide
are inhaled when you smoke.

3. Tar consists of numerous chemicals, some of which are
believed to cause cancer.

4. Some scientists believe that nicotine is addictive.

5. Nicotine causes blood vessels to decrease in size, which
reduces the amount of blood that can. be transported.

6. Nicotine causes the heart to beat more rapidly.

7. Hydrogen cyanide damages the respiratory system.

8. Carbon monoxide decreases the amount of oxygen in the
blood.

Smoking and Disease

9. The risk of developing coronary heart disease is twice
as great for cigarette smokers as for nonsmokers.

10. The risk of developing coronary heart disease increases
with the number of cigarettes smoked.

11. Cigarette smoking is directly related to one in every
three deaths from cancer.

12. Cigarette smoking increases the risk of developing
cancer of the lung, larynx, pharynx, mouth, esophagus,
kidney, pancreas, and bladder.

13. The risk of developing lung cancer is.ten times greater
for cigarette smokers than for nonsmokers.',

14. The risk of developing lung cancer increases.propor-
tionately with the number of cigarettes smoked each
day, the number of years of smoking, and the depth to
which the cigarette smoke is inhaled.
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15. Cigarette smoking increases the risk of, developing lung
cancer for both men and women.

16. Cigarette smoking increases the risk of developing
chronic bronchitis and emphysema.

Interactive Effects of Smoking

17. Cigarette smoking increases the risk of being harmed by
exposure to other dangerous materials such as asbestos
or coal dust.

18. Cigarette smoking increases the dangers associated with
taking birth control pills.

19. Smokers have an increased risk of developing a respi-
ratory infection after an operation.

20. Cigarette smoking during the later months of pregnancy
increases the risk of having a stillborn baby, a baby
that dies shortly after birth, and a baby of lower than
average birthweight.

21. If a woman smokes during pregnancy, the nicotine and
carbon monoxide she inhales enter the blood of the fetus.

22. Cigarette smoking during pregnancy increases the risk
of having a baby that will get "sudden infant death
syndrome."

Effects of Smoking Filter Cigarettes

23. Smokers of filter cigarettes are four times more likely
than nonsmokers to develop lung cancer.

24. Smokers of filter cigarettes are at less risk of develop-
ing lung cancer than smokers of non-filter cigarettes.

25. Smokers of filter cigarettes are at less risk of
developing respiratory diseases than smokers of
non-filter cigarettes.

26. Smokers of most filter cigarettes inhale more carbon
monoxide than smokers of non-filter cigarettes.

27. Smokers of most filter cigarettes are probably at
greater risk of developing coronary heart disease than
smokers of non-filter cigarettes.
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Effects of Smoking Low-Tar and Low-Nicotine Cigarettes

28. Death rates are lower for smokers of low-tar and low-
nicotine cigarettes than for smokers of high-tar and
high-nicotine cigarettes.

29. Death rates are higher for smokers of low-tar and low-
nicotine cigarettes than for nonsmokers.

Effects of Smoking Pipes and Cigars

30. Pipe or cigar smokers are less likely than cigarette
smokers to develop lung cancer.

31. Pipe or cigar smokers are more likely than nonsmokers
to develop lung cancer.

32. Pipe or cigar smokers who inhu.le while they are smoking
are at greater risk of developing lung cancer than pipe
and cigar smokers who do not inhale.

33. Pipe or cigar smokers are at the same risk as cigarette
smokers of developing cancer of the esophagus, pharynx,
larynx, and mouth.

34. Pipe smoking increases the risk of developing lip cancer.

Effects of Quitting Smoking

35. The health risks associated with smoking decrease when
a person stops smoking.

36. If a person does not smoke for 16-15 years, that person's
chances of developing lung cancer are the same as a
nonsmoker's chances. .

37. The same number of people lose weight as gain weight after
giving up smoking.

38. If a woman stops smoking by the fourth month of her
pregnancy, the risks of health problems or death to her
infant are probably reduced to the leVels of those for
nonsmoking women.

Effects of Involuntary Smoking

39. Smokers and nonsmokers can suffer eye irritation,
headaches, and nose and throat discomfort from
cigarette smoke.
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40. Cigarette smoke may fill an enclosed area with higher
levels of carbon monoxide and other pollutants than are
usually present during an air pollution emergency.

41. Infants whose parents smoke have a greater chance of
developing respiratory infections than infants whose
parents do not smoke.

Economic and Social Consequences of Smokier,

42. Cigarette smoking creates health problems which increase
the costs of health insurance and tax-supported health
programs.

43. About 10% of all hospital and medical costs in the
United States have some relation to tobacco use.

44. Millions of workdays are lost each year because of
diseases related to cigarette smoking.

45. If a person smokes more than two packs of cigarettes
a day, that person-probably spends over $600 each year
on cigarettes.

46. Cigarette smoking can leave noticeable stains on a
person's teeth.

47. Cigarette smoking can leave a noticeable odor on a
person's breath and clothing.

48. Parents who smoke are more likely to have children who
smoke than are parents who do not smoke.

49. Teenagers are more likely to smoke if they have lower
educational goals and achievement, do not accept the
health risks of smoking, and have more smokers than
nonsmokers among their friends.
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TECHNICAL TERMS SUPPLEMENT

SMOKING AND ITS EFFECTS

addictive
asbestos
bladder
bronchitis
cancer
carbon monoxide
chronic
coronary heart disease
emphysema
esophagus
fetus
hydrogen cyanide
involuntary
irritation
kidney
larynx
lung
newborn
nicotine
oral contraception
pancreas
pharynx
pregnant
respiratory system
stillborn
sudden infant death syndrome
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TEST SPECIFICATIONS

FACTS ABOUT SMOKING

GENERAL DESCRIPTION

Children are presented with statements about health, social,
and economic consequences of smoking. Children indicate
whether each statement is true or false.

SAMPLE ITEM

This test has 15 statements about smoking.
Read each one. If the sentence is true,
put a check under the word TRUE. If
the sentence is false, put a check under
the word FALSE.

TRUE FALSE

STIMULUS ATTRIBUTES

1. Some scientists believe that
nicotine is addictive.

1. A test item will consist of a single-sentence statement
that the child I-4 to judge as true or false. This
statement will contain information related to either
the hazardous substances contained in tobacco or the
physical or social consequences of smoking.

2. All test items will be derived from the specifications
supplement Facts About Smoking. This supplement presents
statements about smoking which are based upon either
empirical evidence or expert consensus. The statements
are organized into sections, with each section containing
information about one aspect of the consequences of
smoking.

3. Each statement on the supplement consists of one main
idea related to smoking. A statement' either (a)
describes the nature or.effects of a particular subject,
(b) compares two subjects with respect to a particular
attribute, or (c) presents a correlational or causal
relationship between two subjects.



4. A test item will be based on a single statement selected
from the supplement. If the supplement statement con-
tains multiple parallel elements, only one of the elements
will be used in the test item.

Example of a supplement statement with multiple parallel
elements

Smoking causes cancer of the lungs, mouth, throat,
kidneys, stomach, and many other parts of the body.

5. A test item will present a supplement statement in
either accurate or inaccurate form. An accurate test
item can be created in one of the following two ways:

a. Direct restatement: Reiterating a statement exactly
as it appears on the supplement.

b. Paraphrase: Rephrasing a supplement statement to
communicate the same message in different words.
This rephrasing may include substituting synonyms
for words in the statement and/or reordering words
within the statement. The quantitative portion
of a supplement statement may not be paraphrased.

Example of a test item created by paraphrase

Supplement statement: Millions of workdays are
lost each year because of illnesses caused by
smoking.

Test Item: Every year, illnesses from cigarette
smoking cause the loss of millions of workdays.

6. An inaccurate test item will be based on a supplethent
statement or a paraphrase of that statement. An inaccu-
rate item can be created in one of the following two
ways:

a. Negation: Rewording a supplement statement to have
the opposite meaning. If the statement is worded
positively, negation is accomplished by adding a
negative word or phrase to the statement. If the
statement is worded negatively, negation .is accom-
plished by taking out a negative word or phrase.

Example of a test item created by negation

Supplement statement: Nicotine makes the heart
beat faster.
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Test item: Nicotine does not make the heart beat
faster.

b. Mutual exclusivity: Transforming a supplement
statement to communicatea message that is mutually
exclusive with the original message. This trans-
formation can be accomplished by either (1) chang- .

ing a single verb, adjective, or adverb in the
original statement to a wordor phrase with a
contradictory meaning, or (2) changing a compara-
tive statement to either reverse the direction of
the comparison made or make both terms being
compared equal.

Exam les of test items created b' transformation to
a mutually exclusive statement

Supplement statement: Nicotine makes the heart
beat faster. ,t,

Test item: Nicotine makes the heart beat slower.

Supplement statement: People who smoke are much
more likely to have a heart attack than people who
don't smoke.

Test item: People who smoke are no more likely to
have a heart attack than people who don't smoke.

7. A test item will contain a maximum of 20 words. These
words will be no higher than a fourth grade reading
level on the IOX Basic Skills Word List. Technical
terms not found on the word list may be used only if
they are listed on the Technical Terms Supplement.

8. A test will contain an approximately equivalent number
of accurate and inaccurate test items. These items
will be selected according to the following procedures:

a. One item will be randomly selected from each section
of the supplement.

b. The rest of the items will be randomly selected
from the supplement as a whole.

c. All of the items will be reviewed by content
experts and modified as needed based upon this
review.



9. All of the procedures for creating accurate and inaccu-
rate test items will be used as equally as possible,
with the exception of negation of a positively-stated
supplement statement. This type of change will be used
only when no other transformation is possible, as it

results in a test item which requires the respondent
to recognize that a negatively-stated idea is not
accurate, in effect creating a double negative.

RESPONSE ATTRIBUTES

1. Two response columns will be provided. One column will
be labeled "TRUE" and the other will be labeled "FALSE."

2. The correct answer to a question will be "TRUE" if the
statement is accurate, or "FALSE" if the statement is
inaccurate.
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SPECIFICATIONS SUPPLEMENT

FACTS ABOUT SMOKING

Hazardous Substance

1. Tar and nicotine are poisonous materials breathed in
when someone smokes.

2. Nicotine makes the blood vessels smaller.

3. Nicotine makes the heart beat faster.

4. Tar causes changes that keep the lungs from working
correctly.

5. Tar from cigarette smoke can cause cancer.

6. When tobacco is burned, it makes smoke, a poisonous
gas.

7. Some scientists believe that nicotine is addictive.

Physical Effects of Smoking

8. Smoking causes cancer of the lungs, mouth, throat,
kidneys, stomach, and many other parts of the body.

9. People who smoke are much more likely to have a heart
attack than people who do not smoke.

10. People who smoke are likely to die at a younger age than
people who do not smoke.

11. People who smoke usually have trouble breathing and
usually cough a lot.

12. People who smoke have more gum and mouth problems than
people who do not smoke.

13. People who smoke are more likely to develop other
illnesses, such as pneumonia,, after an operation than
are people who do not smoke.

14. Besides having illnesses such as cancer and heart prob-
lems, people who smoke are usually sick more often than
people who do not smoke.

15. Smoking increases the risk of developing lung cancer
for both men and women.
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16. If a woman smokes when she is pregnant, the nicotine
and carbon monoxide in her blood is passed on to her
unborn child, making normal growth difficult.

17. Babies of women who smoke usually weigh less when they
are born than babies whose mothers did not smoke.

Effects of Different Types of Cigarettes

18. Although some cigarettes are lower in tar and nicotine
than others, all cigarettes are harmful.

19. Although some cigarettes have filters, both filter and
non-filter cigarettes are harmful.

Effects of Quitting Smoking

20. If a person who smokes stops smoking for 10 years or
more, that person has nearly the same chance for good
health as a person who never smoked.

21. Most regular smokers may feel'nervous and shaky when
they first stop smoking.

22. Many people who smoke would like to quit smoking, but
they are unable to stop.

Effects of Involuntary Smoking

23. Anyone who is near people who are smoking can suffer
headaches, nose and throat problems, and itching, water-
ing eyes.

24. Cigarette smoke in the air contains many harmful
chemicals that affect both smokers and the people around
them.

25. Children whose parents smoke are likely to have more
colds and coughs than other children.

Economic and Social Consequences

26. Millions of workdays are lost each yearbecause of
illnesses caused by smoking.
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27. Smoking can stain a person's teeth.

28. Smoking can leave a bad smell on a person's breath and
clothing.

29. Many children smoke because their friends or parents
smoke.

30. People who smoke usually do not have more friends just
because they smoke.

31. Teenagers are less likely to smoke if they are good
students and want to continue their schooling, under-
stand the health problems of smoking, and have more
nonsmokers than smokers among their friends.

TECHNICAL TERMS SUPPLEMENT

FACTS ABOUT SMOKING

addictive
carbon monoxide
cigarette
disease
effects
filter
kidneys
lungs
material
nicotine
operation
pneumonia
poisonous
pregnant
scientists
tobacco
vessels
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TEST SPECIFICATIONS

CONTROLLING SMOKING HABITS

GENERAL DESCRIPTION

Individuals are presented with statements describing smoking
cues and nonsmoking responses designed to control smoking.
Individuals indicate whether each statement is true or false.

SAMPLE ITEM

This test consists of 20 statements about
controlling smoking habits. Some of the
statements are true and some are false.
If you think a statement is true, put a
check in the column labeled TRUE. If you
think a statement is false, put a check in
the column labeled FALSE.

TRUE FALSE

STIMULUS ATTRIBUTES

1. Brisk walking is an effective way
to try to avoid smoking when you
are tense.

. A test item will consist of a single-sentence statement
that the individual is to judge as true or false. This
statement will contain information related to either
smoking cues or nonsmoking responses designed to
control smoking behavior.

2. All test items will be derived from the specifications
supplement Situational Control Techniques. This supple-
ment presents statements about smoking which are based
upon either empirical evidence or expert consensus.
The statements are organized into sections,with each
section containing information about one aspect of
situational control techniques.
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3. Each statement on the supplement consists of 'one main
idea related to situational control techniques. A state-
ment either (a) describes the general characteristics
of smoking cues or nonsmoking responses or (b) presents
a category of smoking cue and its associated effective
nonsmoking substitute responses.

4. A test item will be based on a single. statement selected
from the supplement. If the supplement statement con-
tains multiple parallel elements, only one of the elements
will be used'in the test item.

Example of a supplement statement with multiple parallel
elements

Brisk walking, jogging, stretching, and taking a cool
shower are effective nonsmoking behaviors for smoking
cues triggered by a desire for physical stimulation.

5. A test item will present a supplement statement in
either accurate or inaccurate form. An accurate test
item can be created in one of the following two ways:

a. Direct restatement: Reiterating a statement exactly
as it appears on the supplement.

b. Paraphrase: Rephrasing a supplement statement to
communicate the same message in different words.
This rephrasing may include substituting synonyms
for words In the statement and/or reordering words
within the statement.

Example of a test item created by paraphrase

Supplement statement: A person's smoking habit is
determined by the frequency and strength of that
person's smoking cues.

Test Item: How often a person's smoking cues
occur and how strong those cues are determine
that individual's smoking habit.

6. An inaccurate test item will be based on a supplement
statement or a paraphrase of that statement. An inaccu-
rate item can be created in one of the_following two
ways:
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a. Negation: Rewording a supplement statement to have
the opposite meaning. If the statement is worded
positively, negation is accomplished by adding a
negative word or phrase to the statement. If the
statement is worded negatively, negation is accom-
plished by taking out a negative word or phrase.

Example of a test item created by negation

Supplement statement: A person can use the same
nonsmoking behaviors to manage urges set off by
several different smoking cues.

Test Item: An individual cannot use the same
nonsmoking behaviors to manage urges set off by
several different smoking cues.

b. Substitution: Using a nonsmoking response appro-
priate to a cue category other than the one
described, resulting in a statement presenting a
nonsmoking response that does not match the smok-
ing cue.

Example of a test item created by substitution

Supplement statement: Chewing sugarless gum is an
effective nonsmoking behavior for smoking cues
triggered by a desire for oral gratification.

Test item: Polishing one's glasses is an effec-
tive nonsmoking behavior for smoking cues triggered
by a desire for oral gratification.

7. A test item will contain a maximum of 25 words. These
words will be no higher than an eighth grade reading
level on the IOX Basic Skills Word List. Technical
terms not found on the word list may be used only if
they are listed on the Technical Terms Supplement.

8. A test will contain an approximately equivalent number
of accurate and inaccurate test items. These items
will be selected according to the following procedures:

a. One item will be randomly selected from each section
of the supplement.

b. The rest of the items will be randomly selected'
from the supplement as a whole.

c. All of the items will be reviewed by content
experts and modified as needed based upon this
review.
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9. All of the procedures for creating accurate and inaccu-
rate test items will be used as equally as possible,
with the exception of negation of a positively-stated
supplement statement. This type of change will be used
only when no other transformation is possible, as it
results in a test item which requires the respondent'
to recognize that a negatively-stated idea is not
accurate, in effect creating a double negative.

RESPONSE ATTRIBUTES

1. . Two response columns will be provided. One column will
be labeled "TRUE" and the other will be labeled "FALSE."

2. The correct answer to a question will be "TRUE". if the
statement is accurate, or "FALSE" if the statement is
inaccurate.
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SPECIFICATIONS SUPPLEMENT

SITUATIONAL CONTROL TECHNIQUES

Characteristics of Smoking Cues

1. Smoking cues are those factors which trigger a person's
urge to smoke.

2. Smoking cues exist either within a person or as part
of the environment.

3. Different people may have different smoking cues.

4. Common' physical factors that act as smoking cues include
physical stimulation, oral gratification, and handling
objects.

5. Common emotional factors that act as smoking cues- -
include pleasure and relaxation 4nd a desire to reduce
negative feelings.

6. Common environmental factors that act as smoking cues
include specific times, places, and situatirms that are
part of a person's daily routine.

7. A person's smoking habit consists of that person's
response to various smoking cues.

8. A person's smoking habit is a behavior that is so well-
established it occurs without a person's thinking about
it.

9. A person's smoking habit is determined by the frequency
and strength of that person's smoking cues.

10. Understanding your personal smoking pattern means being
aware of those situations, times, places, and desires
that trigger your urge to smoke.

11. The number of smoking cues that trigger a person's
urge to smoke may often increase during an effort to
stop smoking.



Characteristics of Effective Nonsmoking Behaviors

12. Nonsmoking behaviors are particular actions designed to
change smoking cues.

13. Nonsmoking behaviors need to be practiced in order to
be used effectively.

14. To be effective, a nonsmoking behavior used in response
to a smoking cue should satisfy a person's urge to smoke.

15. Ideally, effective nonsmoking behaviors should have no
negative health effects.

16. A nonsmoking behavior should be an action that is
usually not associated with smoking (e.g., drinking
milk, swimming).

17. A person can use the same nonsmoking behaviors to manage
urges set off by several different smoking cues.

18. No one particular nonsmoking behavior will work effec-
tively for all smokers.

19. Rewards are effective in'reinforcing the use of non-
smoking behaviors.

Specific Nonsmoking Responses

20. Brisk walking, jogging, stretching, and taking a cool
shower are effective nonsmoking behaviors for smoking
cues triggered by a desire for physical stimulation.

21. Eating low calorie foods (e.g., vegetables, sugarless
candy), chewing sugarless gum, and drinking beverages
considered to be incompatible with smoking (e.g., milk,
fruit juice, water) are effective nonsmoking behaviors
for smoking cues triggered by a desire for oral gratifi-
cation.

22. Drawing, working on crossword puzzles, polishing one's
glasses, toying with a pencil,.and working on hobbies
that require the use of both hands and concentration
(e.g., knitting, crocheting, model building),,are effec-
tive nonsmoking behaviors for smoking cues triggered
by a desire to handle objects.
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23. Deep breathing exercises, meditation, taking a warm
bath or shower, eating low calorie foods, drinking
beverages not usually associated with smoking, physical
exercise, and social activities are effective nonsmoking
behaviors for smoking cues triggered by a desire for
relaxation and pleasure.

24. Deep breathing exercises, meditation, physical activity,
stretching, reading, playing cards, and doing crossword
puzzles are effective nonsmoking behaviors for smoking
cues triggered by a desire to reduce feelings such as
tension, anger, and boredom.

25. Altering routine activities (e.g., avoiding smoking
sections in restaurants, theaters and planes; staying
away from bars, social situations, and leisure activities
associated with smoking), keeping track of nonsmoking
behaviors to earn a reward, reviewing your reasons for
not smoking, thinking about smoking-related diseases,
telling yourself not to smoke, asking friends, family
and co-workers to reinforce nonsmoking behaviors, drink-
ing non-alcoholic beverages, and thinking of yourself
as a nonsmoker are effective nonsmoking behaviors for
smoking cues triggered by the everyda/ environment.

TECHNICAL TERMS SUPPLMRNT

CONTROLLING SMOKING HABITS

meditation
oral gratification
physical stimulation
technique
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TEST SPECIFICATIONS

BREAKING SMOKING HABITS

GENERAL DESCRIPTION

Individuals are presented with brief descriptions of ficti-
tious persons experiencing commonly-occuring smoking cues,
then asked to select from among possible courses of action
the most healthy and effective way to handle each particular.

cue. The correct course of action will respond to the smok-
ing cue in a situation with an appropriate nonsmoking
response.

SAMPLE ITEM

This test presents descriptions of people
who want to break their smoking habits.
Each person is trying to use situational
control techniques to deal with specific
smoking cues. Read each description.
Then circle the letter of the best action
for the individual to take.

1. Dwayne often smokes because of the pleasure that
he gets from handling and holding a cigarette.
The most healthy and effective way to handle this
particular smoking cue would be to:

(A) Plan each day's activities the evening before.
(action that has no direct impact on the
'smoking cue)

(B) Spend more time in the company of nonsmokers.
(action that has no direct impact on the
smoking cue)

(C) Take up an activity such as drawing that
keeps his hands busy. (correct action)

(D) Switch to a different brand of cigarettes
for a week or two. (action thit is unhealthy)

. -

-259-

266



STIMULUS ATTRIBUTES

1. A test item will begin with a single-sentence descrip-tion of a particular smoking habit that an individualhas developed, followed by the directive, "The mosthealthy and effective way to handle this particularsmoking cae would be to:"

2. The smoking habit described in a test item will betriggered by one of the types of smoking cues eligiblefor testing. Sufficient information will be providedto make clear the particular type of cue that is present.
3. The types of smoking cues eligible for testing are asfollows:

a. Stimulation--an individual smokes to wake up; tokeep going; to maintain a high energy level.
b. Pleasure and relaxation--an individual smokes torelax; to obtain general pleasure.

c. Reduction of negative feelings--an individual smokesto reduce tension; to reduce feelings Of anger,distress, pressure or boredom; to be able to copewith problems.

d. Manipulation and handling -an individual smokesfor the enjoyment of handling a cigarette and/orwatching the smoke rise.

e. Oral gratification--an individual smokes for thegood taste that it yields.

f. Habit--an individual smokes in response to a spe-cific stimulus that has, as a result, become asso-ciated with smoking in an almost automatic manner.Typical stimuli which set the occasion for smok-ing include drinking coffee, tea, or alcoholic
beverages; driving; reading; watching television;finishing a meal; taking a work break; studying;talking on the telephone;, waking up; going tosleep; etc.

4. The stimulus portion of a test item will be no longerthan 35 words in length and will contain no words abovean eighth grade level on the IOX Basic Skills Word List.
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5. On a given form of the test, the various types of
smoking cues will be represented approximately equally.

RESPONSE ATTRIBUTES

1. Four answer choices will follow each test item. Each

choice will describe a plausible action that an indi-
vidual might take in order to handle the smoking cue

described.

2. The correct answer choice will describe an action
selected from the appropriate nonsmoking responses
listed for the type of smoking cue presented in the

item. The appropriate responses for each type of

smoking cue are as follows:

Smoking Cue Appropriate Nonsmoking Responses

Stimulation

Pleasure and
relaxation

Reduction of
negative feelings

Manipulation
and handling

Oral
gratification

Undertaking some form of physical
activity, for example, deep breath-
ing, brisk walking, stretching, or
jogging:

Eating, drinking non-alcoholic or
alcoholic beverages in moderation,
participating in pleasurable indi-
vidual or social activities, taking
a bath or shower.

Utilizing some form of systematic
relaxation procedure, for example,
deep breathing or meditation.

Occupying the hands in some way,
for example, toying with an object
such as a pen or pencil, drawing,
knitting, or crocheting, working
on a craft project, taking eyeglasses
on and off and polishing them.

Chewing gum, eating sugarless
candy, eating something low in
calories such as celery or carrot
sticks.



Habit Replacing the specific stimulus
that is cueing smoking with an alter-
native (for example, substituting
tea for coffee), initiating an
activity that is incompatible with
smoking (for example, sewing while
watching television), or reviewing
diseases associated with smoking.

3. The incorrect answer choices for an item will each
describe one of the following inappropriate responses
to a smoking cue:

a. A response that is unhealthy--acting in a way that
either (1) violates basic principles of good health
(for-example, not eating three meals a day, not
exarcising, not maintaining regular sleeping
patterns); (2) involves the consumption of foods
that are high in sugar, salt, fat, and/or caloric
content; (3) involves the consumption of large
quantities of alcoholic beverages; (4) involves
the use of medications or drugs; or (5) allows
smoking to continue (for example, changing the
type of cigarette smoked, making cigarettes less
accessible by purchasing a pack instead of a carton,
smoking with the other hand, putting cigarettes
in a hard-to-open container or an inconvenient
location.)

b. A.response that will most likely have no direct
impact on the smoking cue--acting in a way that
either (1) modifies the environment or'one's
behavior in a way unrelated to the smoking cue
that is present, or (2) results in an action that
is an appropriate nonsmoking response for a type
of smoking cue other than the one present in the
particular situation given.

4. Answer choices will be no longer than 18 words in length
and will contain no words above an eighth grade level on
the IOX Basic Skills Word List.
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TEST SPECIFICATIONS

SMOKING AND ASSERTIVENESS

GENERAL DESCRIPTION

Individuals are presented with descriptions of fictitious
persons experiencing discomfort due to the presence of others
who are smoking or offering smoking materials. Individuals
are asked to select from among possible options a course.
of action that incorporates assertiveness techniques or to
indicate that none of the suggested options is appropriate.

SAMPLE ITEM

This test presents descriptions of people
who feel uncomfortable because others .

are smokine or asking them to smoke.
Each person wants to deal with the problem
by using assertiveness techniques.

Read each item. Then circle the letter
of the action which describes an asser-
tive response to the situation described.
If there is no asser'' response pre-
sented, circle choict: "None of the
above."

1. Tom is in a movie theatre enjoying a film. The
man sitting next to Tom is smoking, and the smoke
keeps drifting into Tom's face. To act
assertively, Tom should:

(A) Ask the man if he would mind blowing his
smoke in another direction. (non-confronta-
tional)

(B) Ask the man if he would put out his cigarette.
(assertive)

(C) Ignore the man and hope that he does not
light up another cigarette. (passive)

(D) None of the above.
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STIMULUS ATTRIBUTES

1. A test item will begin with a description of a situation
in which an individual who is not smoking experiences
discomfort due to the presence of others who are either
smoking or encouraging smoking behavior. The descrip-
tion will be followed by the directive: "To act asser-
tively, (name of person) should:"

2. The types of situations eligible for testing are as
follows:

a. Exposure to smoking or smoking materials -- an
individual is exposed to the smoking of others
or to smoking materials. This individual may be
a person who has never smoked or a person who is
trying to quit smoking.

b. Peer pressure to smoke -- an individual is encouraged
to smoke by friends or colleagues.

3. The stimulus portion of a test item will be no longer
than 60 words in length and will contain no words above
an eighth grade on the IOX Basic Skills Word List.

4. On a given form of the test, the two types of smoking
situations will be represented approximately equally.

RESPONSE ATTRIBUTES

1. Four answer choices will follow each test item. The
first three answer choices will describe plausible
actions that an individual might take to deal with the
situation described. The fourth answer choice will be
"None of the above." This choice will be used to indi-
cate that-none of the first three answer choices incor-
porates an assertive response to the problem situation.

2. The correct answer ch6iee will either exemplify an
assertive response to the situation presented or, if all
of the specific choices given describe non-assertive
responses, state "None of the above."

3. An answer choice that exemplifies an assertive response
will present an individual either politely asking a
smoker to stop smoking, refusing an offer of smoking
materials, or suggesting an alternative behavior for
the smoker whereby the nonsmoker will not be exposed
to smoke or smoking materials.



4. Incorrect answer choices will be plausible actions
that are not assertive in the described situation.
"None of the above" will also be an incorrect answer
choice if an assertive response is provided as one of
the other response options.

5. Incorrect answer choices will describe responses to the
problem situation that do not incorporate assertiveness
techniques. These responses include passive, aggressive,
acquiescent, and non-confrontational responses. Each
of these responses will differ from an assertive
response in the following ways:

a. A passive response will describe an individual who
silently endures the discomfort of the smoking
situation.

b. An aggressive response will describe an individual
who either makes a personal attack on the smoker
(e.g., calls the smoker childish), bullies the
smoker (e.g., threatens to hurt the smoker), tales
an action that violates the smoker's rights (e.g.,
takes cigarettes from the smoker), or suggests
alternative behaviors that will violate the smoker's
rights (e.g., asks a person not to smoke in the
smoking section of a restaurant.)

c. An acquiescent response will describe an individual
who either accepts smoking materials in order to
give the impression of smoking (e.g., lights a
cigarette but leaves it in the ash tray), or
actually engages in smoking behavior.

d. A non-confrontational response will describe an
individual who either only indirectly communicates
personal discomfort with a smoking situation (e.g.,
makes a general announcement about how much smoke
there is in the room), changes his or her own
behavior in order to breathe air that is free from
smoke, avoids responding to encouragement to smoke
by Lhanging the subject, or requests a change in
someone else's smoking behavior that only partially
alleviates the smoking situation (e.g., asks the
smoker to smoke fewer cigarettes).

6. The response option, "None of the above," will be the
correct response for approximately one-fourth of the
test items.

7. Answer choices will be no longer than 20 words in length
and will contain no words above an eighth grade level on
the IOX Basic Skills Word List.
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TEST SPECIFICATIONS

DECISION - MAKING

GENERAL DESCRIPTION

Individuals are presented with fictional descriptions of
people who are attempting to make decisions in a health-
related context. Individuals are asked to select from among
four options the next step to be followed using a systematic
approach to decision-making.

SAMPLE ITEM

This test presents descriptions of people
who are trying to make decisions that may
affect their health or the health of
others.

Read each item. Circle the letter of the
nest step that the person should take in
order to be making decisions using a
systematic approach.

1. George has a drinking problem. His boss has told
George that he will be fired if, he can't control his
drinking. Because George has been unable to deal with
his alcohol problem by himself, he recognizes that he
needs professional help. He realizes, therefore, that
he needs to choose the particular type of help that
will be best for him.

He discusses the problem with his wife. Together they
identify three possible approaches: (1) a self-help
clinic operated by reformed alcoholics, (2) a private
physician who.treats alcoholism with drugs, and (3) a
one-week alcoholism program operated by a private com-
pany.

What is the best thing for George to do next in order
to use the systematic decision- making approach?

A. Select one of the three approaches." (skipped
step)
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B. Identify the decision he needs to make. (repeated
step)

C. Talk to his doctor to get information about each
approach. (correct)

D. Ask his boss which approach seems best. (ineffec-
tive implementation of correct st:4)

STIMULUS ATTRIBUTES

1. A test item will begin with a description of an indi-
vidual who is attempting to reach a decision in a health-
related context. The description will be followed by
the question, "What is the best thing for (name of
individual) to do next in order to use the systematic
decision-making approach?"

2. The context will be related to one of the following
health areas: alcohol and substance abuse, diabetes,
exercise, immunization, nutrition, smoking, or stress.

3. The described situations will not require immediate
decisions. The individual will have adequate time to
use the five steps of the systematic decision-making
process described in the specifications supplement.

4. The individual will either (a) have completed one or
more steps of the systematic decision-making model, or
(b) be confronted with a situation in which the system-
atic decision-making model should be used.

5. If the individual has already completed any steps in
the systematic decision-making model, these steps will
have been completed in the proper sequence and with no
clear violations of the criteria for-effective implemen-
tation described in the specifications supplement.

6. The descriptions will be no more than 200 words in
length and will contain no words above an eighth grade
level on the IOX Basic Skills Word List, with the
exception of the following words: diabetes, immunize,
marijuana, stress, systematic. Sentences will not
exceed 20 words in length.

RESPONSE ATTRIBUTES

1. Four answer choices will follow each test question.
Each choice will describe a plausible action that
the described decision-maker might possibly take.
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2. The correct answer will be a description of an action
that:

a. clearly represents the appropriate next step for
the decision-maker in following the systematic
decision-making model described in the specifica-
tions supplement.

b. is consistent with the effectiveness criteria.asso-
ciated with the correct step as described in the
specifications supplement.

3. An incorrect answer choice will be an action that is
plausible but inappropriate at the point in the deci-
sion-making sequence described in the item. Incorrect
answer choices will be one of the following violations
of the systematic decision-making process describedin the specifications supplement..

a. Skipped Step: An action representing one of the
decision-making steps that occurs after the correct
step. This action should not violate the effective-
ness criteria for that step.

b. Repeated Step: An action representing one of the
decision-making steps that has already occurred.
This action should not violate the effectiveness
criteria for that step.

c. Ineffective Implementation of Correct Step: An
action representing the correct step in the deci-
sion-waking sequence, but in violation of one or
more of that step's effectiveness criteria.

d. Ineffective Implementation of Incorrect Step:
An action representing an incorrect step in the
decision-making sequence that is also in violation
of one or more of the step's effectiveness
criteria.

e. Deflective Action: An action that is unrelated
to effective decision-making and may deflect ine
decision-maker from taking an action necessary
for systematic decision-making.

4. Answer choices will be no longer than 20 wqrcks in
length and will contain no words above-in eighth gradelevel on the IOX Basic Skill Word List with the excep-tion of the following words: marijuana, stress.
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SPECIFICATIONS SUPPLEMENT

DECISION-MAKING'

A SYSTEMATIC DECISION-MAKING MODEL

Although the decision-making process has been concep-
tualized in many ways, the following steps reflect a
systematic approach to decision-making. Criteria that are
required to effectively implement the specified step are
provided for each step of the decision-making process.. No
step should be taken before adequately completing all pre-
ceding steps. Earlier steps should be repeated only in
light of additional. information that makes it clear that

. recycling is warranted.

Step 1: Identifies/clarifies the decision to be made.

The decision-maker, recognizing that a decision
must be reached, isolates the decision to be made.

Effectiveness Criteria:

(1) The decision to be made should be clearly
related to the situation.

(2) The decision to be made should be at an appro-
priate level of specificity (neither too
general nor too specific) so that making
the decision should impact on the precipitat-
ing situation.

Step 2: Identifies possible decision options.

The decision-maker isolates a range of potential
courses of action, that is, decision options. One of
these decision options may be to do nothing.

Effectiveness Criteria:

(1) More than one potential course of action must
be identified.

(2) The identified options must be relevant to
A the decision at issue.

Step 3: Gathers/processes information.

The systematic decision-maker gathers informa-
tion about (a) each decision option and (b) the
decision-maker's values (including preferences) that
may be relevant to the decision.
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Effectiveness Criteria:

(1) Information should be sought regarding the
advantages and disadvantages of each decision
option.

(2) The information should be obtained only from
sources that are likely to have access to
accurate information.

(3) Values should be considered during this step.

Step 4: Makes/implements the decision.

The systematic decision-maker makes a decision
on the basis of the information gathered abOut deci-
sion options and values, then implements that decision.

Effectiveness Criteria:

(1) The decision should be consistent with the
information about the options.

(2) Decision-makers should make the decisions for
themselves and should not expect or request
that other individuals make the decisions.

Step 5: Evaluates the decision.

The systematic decision-maker judges the effect(s)
of the implemented decision.

Effectiveness Criteria:

(1) The decision-maker considers whether the
implementation of the decision has the desired
impact on the situation.

(2) The decision-maker considers the effective-
ness of decision effects in relationship to
the decision-maker's values.

(3) The decision-maker should not persist in
behavior that has not had the desired impact
or that is inconsistent with the decision-
maker's values.'

(4) The decisionrmaker resumes;-or is prepared to
resume, the decision-making process if the
decision has not had the desired impact or if
the decision's effect is inconsistent with the
decision -- maker's values. The decision-maker
should not implement a new decision with-
out repeating the systematic decision-making
process.
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TEST SPECIFICATIONS

SYSTEMATIC DECISION-MAKING

GENERAL DESCRIPTION

Individuals are presented with fictional descriptions of
people who are making decisions in a health-related context.
Individuals are asked to indicate whether the decision-
makers correctly use the systematic decision-making process.
If individuals indicate that the decision-making process is
carried out incorrectly, they are then asked to describe the
nature of the error.

SAMPLE ITEM

This test presents descriptions of people
who are making decisions that may affect
their health or the health of others.
Each person has either completed the entire
decision-asking process correctly or has
made one mistake in this process.

Bead each item. Circle Yes or No to indi-
cate whether the person correctly' completed
each step in the decision-making process.
If you circle No, briefly describe what
the person did wrong.

1. George has a drinking problem. His boss has told
George that he will be fired if he can't control his
drinking. Because George has been unable to deal with
his alcohol pl'oblem by himself, he recognizIs that he
needs professional help. He realizes, therefore, that
he needs to choose the particular type of help that
will be best for him.

He discusses the problem with his wife. Together they
identify three possible approaches: (1) a self-help
clinic operated by reformed alcoholics, (2) a private
physician who treats alcoholism with drugs, and (3) a
one-week alcoholism program operated by a private com-
pany. George decides to try the week:long alcoholism
program and enrolls in it the following week.

Several weeks later, George thinks again about his
decision to enroll in the alcoholism program. He's
pleased with his choice because he feels he is effec-
tively handling his drinking problem.
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A. Did George correctly complete each of the steps in
the decision-making process?

Circle One: Yes No

B. If No, what did George do wrong?

STIMULUS ATTRIBUTES

1. A test item will begin 'with a description of an indi-
vidual who is making a decision in a health-related
context. The description will be followed by two
questions:

"A. Did (name of individual) correctly complete each
of the steps in the decision-making process?

Circle One: Yes No

B. If No, what did (name of Individual) do wrong?"

2. The context will be related to one of the following
health areas: alcohol and substance abuse, diabetes,
exercise, immunization, nutrition, smoking, or stress.

3. The individual will either'(a) have correctly completed
all of the steps in the systematic decision-making
process, or (b) have made one error in the decision-
making process described in the specifications supple-
ment.

4. If the individual has made one error in the systematic
decision-making process, the error will be either
(a) skipping one step, or (b) completing a step incor-
rectly by violating one of the step's effectiveness
criteria as described in the specifications supplement.

5. The descriptions will be no more than 200 words in
length and will contain no words above an eighth grade
level on the IOX Basic Skills Word List, with the excep-
tion of the following words: diaoetes, immunize,
marijuana, stress. Sentences will not exceed 20 words
in length.

RESPONSE ATTRIBUTES

1. Two response opportunities will be available, a Yes/No
response and a constructed response. Respondents will
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use the Yes/No option to identify whether the individual.
described in the test item correctly completed each stepin the systematic decision-making process. If respon-
dents answer No, they are then to describe what the
individual did incorrectly.

2. A correct answer will be either (a) a Yes response, ifthe individual described in the test item correctlycompleted all of the steps in the decision-making
process, or (b) a No response and an accurate descrip-
tion of the error made in the decision-making process,if the individual did not correctly complete all ofthe steps in the systematic decision-making process.

3. An accurate description will either (a) indicatewhich step is omitted in the decision-making processif one of the decision-making steps is skipped in the
test item, or (b) ina2.cate which step is done incorrectlyif one of the decision-making steps is completed in a
way that violates that step's effectiveness criteria
as described in the specifications supplement.

For both types of errors, the respondent may indicateeither what the individual described in the test
item did wrong or what the individual should havedone to correctly use the decisionrmaking process.

4. Steps in the decision-making process can be identified
as either:

a. general descriptions or labels of the step (e.g.,
gathers/processes informations), or

b. specific actions that exemplify the step (e.g.,talks to his doctor to get information about eachapproach)

5. An incorrect answer will be:

a. a No response with or without a constructed responsewhen a Yes response. is appropriates that is, when
the individual described in the test item has
correctly completed all steps in the systematic
decision-making process.

b. a.Yes response when a No response is appropriate,that is, when the individual described in the test
item does not correctly complete all steps in the
decision-making process.

c. a No response without an accurate constructed
response, according to the criteria described in
Response Attribute 3.

-273-

280



SCORING AND INTERPRETATION

1. The rationale underlying this measure is that indi-
viduals who understand the systematic decision-making
process for health-related decisions-can identify
whether or not described individuals have correctly
completed the systematic decision-making process in
health-related contexts. Individuals can also describe
the nature of the error when one of the decision-making
steps has been omitted or completed incorrectly..

2. Point values are assigned as follows:

1 point - Correct responses as described
in Response Attributes 2 and 3

0 points - Incorrect responses as described
in Response Attribute 5

3. High scores indicate better ability to use systematic
decision-making in health-related contexts.

-274-

281



SPECIFICATIONS SUPPLEMENT

SYSTEMATIC DECISION-MAKING

A SYSTEMATIC DECISION-MAKING MODEL

Although the decision-making process has been concep-
tualized in many ways, the following steps reflect a system-
atic approach to decision-making. Criteria that are required
to effectively implement the specified step are provided
for each step of the decision-making process. No step should
be taken before adequately completing all preceding steps.
Earlier steps should be repeated only in light of additional
information that makes it clear that recycling is warranted.

Step 1: Identifies/clarifies the decision to be made.

The decision-maker, recognizing that a decision
must be reached, isolates the decision to be made.

Effectiveness Criteria:

(1) The decision to be made should be clearly
related to the situation.

(2) The decision to be made shou?.1 be at an appro-
priate level of specificity (neither too
general nor too specific) so that making
the decision should impact on the precipitat-
ing situation.

Step 2: Identifies possible decision options.

The decision-maker isolates a range of potential
courses of action, that is, decision options. One of
these decision options may be to do nothing.

Effectiveness Criteria:

(1) More thau one potential course of action must
be identified.

(2) The identified options must be relevant to
the deci3ion at issue.

Step 3: Gathers/processes information.-:

The systematic decision-maker gathers informa-
tion about (a) each decision option and (b) the
decision-maker's values (including preferences) which
may be relevant to the decision.
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Effectiveness Criteria:

(1) Information should be sought regarding the
advantages and disadvantages of each decision
option.

(2) The information should be obtained only from
sources that are likely to have access to
accurate information.

(3) Values should be considered during this step.

Step 4: Makes/implements the decision.

The systematic decision-maker makes a decision
on the basis of the information gathered about deci-
sion options and values, then implements that decision.

Effectiveness Criteria:

(1) The decision should be consistent with the
information about the options.

(2) Decision-makers should make tha decisions for
themselves and should not expect or request
that other individuals make the decisions.

Step 5: Evaluates the decision.

The systematic decision-maker judges the effect(s)
of the implemented decision.

Effectiveness Criteria:

(1) The decision-maker considers whether the
implementation of the decision has the desired
impact on the situation.

(2) The decision-maker considers the effective-
ness of decision effects in relationship to
the decision-maker's values.

(3) The decision-maker should not persist in
behavior that has not had the desired impact
or that is inconsistent with the decision-
maker's values.

(4) The decision-maker resumes.,,ore,is prepared to
resume, the decision-making process if the
decision has not had the desired impact or if
the decision's effect is inconsistent with
decision-maker's values. The decision-maker
should not implement a new decision with-
out repeating the systematic decision-making
process.
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TEST SPECIFICATIONS

MANING DECISIONS

GENERAL DESCRIPTION

Children are presented with fictional descriptions of young
people who are attempting to make decisions in a health-
related context. Children are asked to select from among
three options the next step to be followed using a system-
atic approach to decision-making.

SAMPLE ITEM

This test is about young people who are
trying to sake decisions.

Read each story. Circle the letter of
the next thing that the person should do
in order to be making a dedision in the
best way.

1. Carrie is going to her cousin Rick's house on
Friday. Rick has told Carrie that his parents will
be out and that they can drink some of his parents'
wine. He says that they won't get caught because
his parents will be out until very late. Carrie
knows that she must decide what she will do when she is
with Rick. Carrie talks to her friend and they think
about what Carrie can do. Carrie can either (1) tell
Rick she doesn't want to drink with him, or (2) drink
wine with Rick on Friday.

What should Carrie do next in order to be making a
decision in the best way?

A. Drink just a little wine with Rick. (skipped step)

B. Read about drinking in her health book. (correct)

C. Tell Rick that she can't go to his 'house on Friday.
(deflective action)



STIMULUS ATTRIBUTES

1. A test item will begin with a description of an indi-
vidual who is attempting to reach a decision in a
health-related context. The description will be
followed by the question, "What should (name of
individual) do next in order to be making a decision
in the best way?'

2. The context will be related to one of the folloWing
health areas: alcohol and substance abuse, diabetes,
exercise, nutrition, smoking, or stress.

3. The described situations will not require immediate
decisions. The individual will have adequate time to
use the five steps of the systematic decision-making
process described in the specifications supplement.

4. The individual will either (a) have completed one or
more steps of the systematic decision-making model,
or (b) be confronted with a situation in which the
systematic decision-making model should be used.

5. If the indi idual has already completed any steps in
the systematic decision-making model, these steps
will have been completed in the proper sequence and
with no clear violations of each.step as described
in the specifications supplement.

6. The descriptions will be no more than 200 words in
length and will contain no words above a fourth grade
level on the IOX Basic Skills Word List, with the excep-
tion of the following words: cigarette, decision,
diabetes, diet, marijuana, physical education. Sen-
tences will not exceed 20 words in length.

RESPONSE ATTRIBUTES

Three answer choices will follow each test question.
Each choice will describe a plausible action that the
'described decision-maker might possibly take.

2. The correct answer will be a description of an action
that clearly represents the appropriate next step for
the decision-maker in following the systematic decision-
making model described in the specificitions supplement.

-278-

285



3. An incorrect answer choice will be an action that is
plausible but inappropriate at the point in the deci-
sion-making sequence described in the item. Incorrect
answer choices will be one of the following violations
of the systematic decision-making process described
in the specifications supplement.

a. Skipped Step: An action representing one of the
decision-making steps that occurs after the 'correct
step. This action should not violate that step
as described in the specifications supplement.

b. Repeated Step: An action representing one of the
decision-making steps that has already occurred.
This action should not violate that step as
described in the specifications supplement.

c. Ineffective Implementation of a Step: An action
representing a step in the decision-making sequence
that is in clear violation of that step as
described in the specifications supplement.

d. Deflective Action: An action that is unrelated
to effective decision-making and may deflect the
decision maker from taking an action necessary
for systematic decision-making.

4. Answer choices will be no onger than 20 words in
length and will contain no words above a fourth grade
level on the IOX Basic Skill Word List, with the excep-
tion of the following words: cigarette, decision, diet,
marijuana.
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SPECIFICATIONS SUPPLEMENT

MAKING DECISIONS

A SYSTEMATIC DECISION-MAKING MODEL

Although the decision-making process has been concep-
tualized in many ways, the following steps reflect a
systematic approach to decision-making. No step should be
taken before adequately completing all preceding steps.
Earlier steps should be repeated only in light of additional
information that makes it clear that recycling is warranted.

Step 1: Identifies the decision to be made.

The decision-maker understands that a decision
must be reached and identifies the decision to be made.
The decision to be made should be clearly related to
the situation presented.

Step 2: Identifies possible decision options..

The decision-maker identifies at least two possible
courl;es of action, that is, decision options. One of
these decision options may be to do nothing. All
decislon options must be related to the decision being
made.

Step 3: Gathers/thinks about information.

The decision-maker gathers information about the
advantages and disadvantages of each decision option.
The information should be obtained only from sources
that are likely to have access to accurate information.
The decision-maker thinks about the decision options
in light of values and preferences that may be related
to the decision.

Step 4: Makes/carries out the decision.

The decision-maker either (1) makes a decision, or
(2) has a knowledgeable, responsible, unbiased person (e.g.,
parent, teacher) make the decision, when appropriate. The
decision should be consistent with the information gathered
about decision options and values. The decision-maker then
carries out that decision.

Step 5: Evaluates the decision.

The decision-maker judges the decision by consider-
ing whether it has the desired impact on the situation
and if its effects are consistent with the decision-maker's
values. The decision-maker repeats, or is prepared
to repeat, the systematic decision-making process if
necessary.
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TEST SPECIFICATIONS

MAKE A DECISION

GENERAL DESCRIPTION

Children are presented with fictional descriptions of young
people who are attempting to make decisions in a health-
related context. Children are then asked to write a
description of the next step to be followed using a system-
atic approach to decision-making.

SAMPLE ITEM

This testis about young people who are
trying to make decisions.

Read each story. Then write whit the
person should do next in order to be
making a decision in the best way.

1.. Carrie is going to her cousin Rick's house on
Friday. Rick has told Carrie that his parents will
be out and that they can drink some of his parents'
wine. He says that they won't get caught because
his parents will be out until very late. Carrie
knows that she must decide what she will do when she
is with Rick. Carrie talks to her friend and they think
about what Carrie can do. Carrie can either (1) tell
Rick she doesn't want to drink with him, or (2) drink
wine with Rick on Friday.

What should Carrie do next in order to be making a
decision in the best way?



STIMULUS ATTRIBUTES

1. A test item will begin with a description of an indi-
vidual who is attempting to reach a decision in a
health-related context. The description will be
followed by the question, "What should (name of
individual) do next in order to be making a decision
in the best way?

2. The context will be related to one of the following
health areas: alcohol and substance abuse, diabetes,
exercise, nutrition, smoking, or stress.

3. The described situations will not require immediate
decisions. The individual will have adequate time to
use the five steps of the systematic decision-making
process described in the specifications supplement.

4. The individual will either (a) have completed one or
more steps of the systematic decision-making model,
or (b) be confronted with a situation in which the
decision-ma4:ing model should be used.

5. If the individual has already completed ,A.y steps in
the systematic decision-making model, these steps
will have been completed in the proper sequence and.
with no clear violations of each step as described in
the, specifications supplement.

6. The descriptions will be no more than 200 words in
length and will contain no words above a fourth grade
level on the IOX Basic Skills Word List, with the excep-
tion of the following words: cigarette, decision,
diabetes, diet, marijuana, physical education. Sen-
tences will not exceed 20 words in length.

RESPONSE ATTRIBUTES

1. An answer will be an open-ended description of an
action that the decision-maker could take using the
systematic decision-making model.

2. A correct answer will be a description that correctly
identifies the appropriate next step in the decision-
making model as described in the specification supple-
ment. If the last step in the decision- making process
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described in the stimulus is either Step 2 (Identifies
possible decision options) or Step 3 (Gathers/thinks
about information), a correct answer may also be a con-
tinuation of that step (e.g., the decision-maker identi-
fies additional possible options.) Repetition of
earlier steps will be correct only if the respondent
provides a rationale that is consistent with systematic
decision-making.

3. Steps in the decision-making process can be identified
as either:

(1) general descriptions or labels of the step (e.g.,
gathers/thinks about information), or

(2) specific actions that exemplify the step (e.g., ask
a doctor for information about the effects of
alcohol.)

4. An incorrect answer will be any action that is inappro-
priate at the point in the decision-making sequence
described in the item. Incorrect answer choices max
come from one of the following violations of the syste-
matic decision-making process described in the specifi-
cations supplement.

a. Skipped Step: An action representing one of the
decision-making steps that occurs after the
correct step.

b. Repeated Step: An action representing one of the
decision-making steps that has already occurred,
where no acceptable rationale for the action is
provided.

c. Ineffective Implementation of a Step: An action
representing a step in the decision-making
sequence that is in clear violation of that step
as described in the specifications supplement.

d. Deflective Action: Any action that is unrelated
to effective decision-making and may deflect the
decision-maker from taking an action necessary for
systematic decision-making.



SCORING AND INTERPRETATION

1. The rationale underlying this measure is that children
who understand the systematic decision-making process
will be able to provide a description of the appropriate
next step for individuals to take in order to make
systematic decisions in health - related contexts.

2. Point values are assigned to answers as follows:

1 point - Correct responses as described
in Response Attribute 2.

0 points - Incorrect responses including, but
not limited to, those described
in Response Attribute 4.

3. High scores indicate better ability to use systematic
decision-making in health-related contexts.
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BEST COVI MAILABLE

SPECIFICATIONS SUPPLEMENT

MAKE A DECISION

A SYSTEMATIC DECISION-MAKING MODEL

Although the decision-making process has been conce:-
tualized in many ways, the following steps reflect a s:7E7
atic approach to decision-making. No step should be
before adequately completing all preceding steps. Earlj.
steps should be repeated only in light of additional infol:-
mation that makes it clear that recycling is warranted.

Step 1: Identifies the decision to be made.

The decision-maker understands that a decisit
must be reached and identifies the decision to be I.
The decision to be made should be clearly related
the situation presented.

Step 2: Identifies possible decision options.

The decision-maker identifies at least two poszsnhi.
courses of action, that is, decision options. One c.
these decision options may be to donothing. All
decision options must be related to the decision 1-2Lr,,,z
made.

Step 3: Gathers/thinks about information.

The decision-maker gathers information about
advantages and disadvantages of each decision optic;.
The information should be obtained only from source-.:
that are likely to have access to accurate informaon
The decision-maker thinks about the decision optlon.,-,3
in light of values and preferences that may be
to the decision.

Step, 4: Makes/carries out the decision.

The decision-maker either (1) makes a decisic:.,
(2) has a knowledgeable, responSible, unbiased perso (e.g.,
parent, teacher) make the decision when appropriate.. The
decision should be consistent with the information g?.thered
about decision options and values. The decision-mr then
carries out that decision.

Step 5: Evaluates the decision.

The decision-maker judges the decision by coner-
ing whether it has the desired impact on the situation
and if its effects are consistent with the decisionmaker's
values. The decision-maker repeats, or is prepared
to repeat, the systematic decision-making process, if
necessary.
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TEST SPECIFICATIONS

COMMUNICATING ABOUT SMOKING

GENERAL DESCRIPTION

Individuals are presented with descriptions of fictitious
persons who want either to express their feelings about their
efforts to stop smoking or to request assistance with their
stop smoking efforts. Individuals are asked to select from
among three statements the one that most clearly and directly
communicates the fictitious person's message, or to indicate
that none of the suggested statements is appropriate.

SAMPLE ITEM

This test presents descriptions of people
who are trying to stop smoking. They
each have a message about smoking that
they want to communicate to, another indi-
vidual.

Read each item. Then circle the letter
of the choice that expresses the person's
message clearly and directly. If, there
is no clear and direct response presented,
circle choice D, 'None of the above.'

1. Jane wants to tell her husband how hard it is for
her not to smoke when she is under pressure at
work. The most clear and direct way for Jane to
say this is:

A. "You know what I mean about work pressure
and smoking." (crystal ball message)

B. "When I'm under so much pressure at work,
I'm afraid I'll break down and have a cigarette."
(correct)

C. "People should try to stop smoking only when they
aren't under pressure at work." (overgeneral-
ized message)

D. None of the above.
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STIMULUS ATTRIBUTES

1. Test items will begin with brief descriptions of ficti-
tious individuals who either wish to communicate their
feelings about their efforts to stop smoking or wish
to request assistance with their stop smoking efforts.
Each description will be followed by the directive:
"The most clear and direct way for (name of individual)
to say this is:"

2. The situation described in a test item will include
the following elements:

a. a description of the problem or situational context

b. a description of the contents of the intended
message

c. a phrase indicating to whom the message is being
communicated (optional)

3. The types of messages eligible for testing are as follows:

a. Feelings regarding efforts to stop smoking - indi-
viduals communicate their feelings regarding the
success or failure of their efforts to stop smok-
ing. These feelings may cover a range of emotions
from despair to elation.

b. Requests for assistance with stop smoking efforts -
individuals who are trying to stop smoking ask
others for help with their stop smoking efforts.
Requests for assistance may include asking for
help in keeping track of the number of cigarettes
smoked, asking others not to "lend" cigarettes to
the individual, or asking others,not to smoke while
in their presence.

4. The stimulus portion of a test item will be no longer
than 50 words and will contain no words above an eighth
grade level as listed on the IOI Basic Skills Word
List.



RESPONSE ATTRIBUTES

I. Four answer choices will follow each test question. The
first three answer choices will be quotations which are
plausible statements of the message to be communicated.
The fourth answer choice will be "None of the above."
This choice will be used to indicate that none of these
quotations clearly and directly communicates the indi-
vidual's message.

2. The correct answer choice will either be a clear and
direct statement of the individual's message or, if
all of the specific choices given are examples of
ineffective communication techniques, will be "None
of the above."

3. An answer choice that is a clear and direct statement
of the individual's message will exemplify the following
techniques of effective communication:

a. The message states the entire intended message,
not just a portion of it.

b. The individual is direct and specific in communicat-
ing the intended message.

c. The individual uses words and phrases whose mean-
ings are clear and easily understood.

d. The individual uses the word "I" in the quotation.

4. The incorrect answer choice will be a quotation that
is ineffective in communicating the individual's message.
"None of the above" will be an incorrect answer if a
correct answer is provided as one of the other answer
choices.

5. An incorrect answer choice that is ineffective in commu-
nicating the individual's message will exemplify one
of the following ineffective communication techniques:

a. Overgeneralized Message - individuals assume either
that a single experience is representative of
all experiences (e.g., "People should try to stop
smoking only when they aren't under pressure at
work"), or that particular behavibrs'always occur
in certain circumstances (e.g., "It will always be
difficult for me not to smoke when I'm under
pressure at work.")



b. Crystal Ball Message - individuals assume that
others already know how they feel or what they
want to communicate (e.g., "You know what I mean
about work pressure and smoking.")

c. Judgment Message - individuals blame or criticize
(e.g., "You are blind not to see how difficult it
is for me to stop smoking when there's pressure-at
work.")

d. Incomplete Message - individuals provide only
part of the information needed to send a complete
message (e.g., "I'm under so much pressure at
work.")

4. The response option "Node of the above" will be the
correct response for approximately one-fourth of the
test items.

5. Answer choices will be no longer than 20 words and will
contain no words above an eighth grade level as listed
on the IOX Basic Skills Word List.



TEST SPECIFICATIONS

TALKING ABOUT SMOKING

GENERAL DESCRIPTION

Children are presented with descriptions of fictitious
persons who want either to express their feelings about not
smoking or to tell others that they don't wish to smoke.
Children are asked to select from among three statements
the one that most clearly and directly communicates the.
fictitious person's message.

SAMPLE ITEM

This test is about young people who want
to tell how they feel about smoking
cigaretteS. Read about each person.
Then choose the most clear and direct- way
of saying what the person wants to tell.
Circle the letter of this choice.

1. While on a camping trip, some boys told Roger that
he was chicken because he wouldn't sneak off with
them to smoke a cigarette. Roger wants to tell
his father that he is upset about this. The most
clear and direct way for Roger to say this is:

A. "Several boys on the camping trip told me
that I was chicken." (incomplete message)

B. "You must know how bad I feel about being
called chicken for not smoking." (crystal
ball message)

C. "I feel upset because some of the other boys
called me chicken for not smoking."
(correct)

STIMULUS ATTRIBUTES

1. Test items will begin with brief descriptions of ficti-
tious young people who either want to express their
feelings about not smoking or want to tell other people
that they don't want to smoke cigarettes. Each
description will be followed by the directive:
most clear and direct way for (name of individual) to
say this is:"
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2. The situation described in a test item will include
the following elements:

a. a description of the problem or situational context

b. a description of the contents of the intended
message

c. a phrase indicating to whom the message is being
communicated (optional)

3. The types of messages eligible for testing are as follows:

a. Feelings about not smoking - individuals communi-
cate their feelings regarding their efforts not
to smoke. These feelings may cover a range of
emotions, from elation at not smoking to depres-
sion when encountering peer pressure to .smoke.

b. Communications about the desire not to smoke - indi-
viduals who do not want to smoke communicate this ,

message to others who want them to smoke.

4. The stimulus portion of a test item will be no longer
than 50 words and will contain no words above a fourth
grade level as listed in the IOX Basic Skills Word
List.

RESPONSE ATTRIBUTES

1. Three answer chOices will follow each test question.
Each choice will be a quotation which is a plausible
statement of the message to be communicated.

2. The correct answer choice will be a clear and direct
statement of the individual's message. It will exem-
plify the following techniques of effective communica-
tion:

a. The message states the entire intended message,
not just a portion of it.

b. The individual is direct and specific in communicat-
ing the intended message.

c. The individual uses words and phrases whose meani-
ngs are clear. and easily understood.

d. ThG individual uses the word "I" in the quotation.

-291-

298



An incorrect answer choice will be ineffective in commu-
nicating the individual's message. It will exemplify
one of the following ineffective communication tech-
niques:

a. Overgeneralized Message - individuals assume either
that a single experience is representative of
all experiences (e.g., "Everyone gets upset when
they're called names."), or that particular
behaviors always occur in certain circumstances
(e.g., "I'll always get upset when I'm called
names for not smoking.")

b. Crystal Ball_ Message - individuals assume that
others already know how they feel or what they
want to communicate (e.g., "You must know how bad
I feel about being called chicken for not smoking."

c. Judgment Message - individuals blame or criticize
(e.g., "You must be blind not to notice how upset
I am about those boys calling me chicken.")

d. Incomplete Message - individuals provide only
part of the information needed to send a complete
message (e.g., "Several boys on the camping trip
told me that I was chicken.")

4. Answer choices will be no longer than 20 words and
will contain no words above a fourth grade level as
listed in the IOX Basic Skills Word List.
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TEST SPECIFICATIONS

RESPONDING TO OTHERS ABOUT SMOKING

GENERAL DESCRIPTION

Individuals are presented with statements by fictitious
persons. The statements either express a person's feelings
about efforts to stop smoking or request assistance with stop
smoking efforts. Individuals are to select from among four
statements the response that best communicates acceptance
and understanding of the fictitious person's situation.

SAMPLE ITEM

This test presents statements by indi-
viduals who want to communicate their
feelings about smoking. Read each state-.
ment. Then circle the letter of the
response that boat communicates accept-
ance and understanding of the message.

1. Jane: "I've been trying to stop smoking, but I'm
under so much pressure at-work that I'm
afraid I might break down and have a
cigarette."

The response that best communicates acceptance
and understanding of Jane's situation is:

A. "You feel that way because you don't think
your work is going very well." (diagnosing)

B. "You don't have any will power if you break
down at work and have a cigarette. (critiz-
ing/disagreeing)

C. "You'll be sorry later if you break down and
have a cigarette at work today." (warning)

D. "You're fearful that when you're under pressure
at work you won't have the will power to keep
from smoking. (correct)



STIMULUS ATTRIBUTES

1. Test items will begin with statements by fictitious
persons who want either to communicate their feelings
about Ptopping smoking or to request assistance with
their stop smoking efforts. Each statement will be
followed by the directive, "The response that best commu-
nicates acceptance and understanding of (name of indi-
vidual) is:

2. The statement presented in a test item will include the
following elements:

a. a description of the problem or situational context
and

b. a description of the message contents

3. The types of messages eligible for testing are as follows:

a. Feelin s re ardin efforts to sto smoking - indi-
viduals communicate their feelings regarding the
success or failure of their efforts to stop smok-
ing. These feelings may cover a range of emotions
2rom despair to elation.

b. Requests for assistance with stop smoking_ efforts -
individuals who are trying to stop smoking ask
others for help with their stop smoking efforts.
Requests for assistance may include asking for
help in keeping track of the number of cigarettes
smoked, asking others not to "lend" cigarettes
to the individual, or asking others not to smoke
while in their presence.

4. The stimulus portion of a test item will be no longer
than 45 words and will contain no words above an eighth
grade level as listed in the IOX Basic Skills Word
List.

RESPONSE ATTRIBUTES

1. Four answer choices will f011ow each test question.
Each choice will be a quotation whidh is a plausible
response to the message being communicated.'
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2. The correct answer choice will exemplify the following
techniques of effective responding:

a. The respondent accurately paraphrases all of the
sender's message.

b. The respondent includes the word "you."

c. By choice of words and by avoidance of any judg-
ments, criticisms, or directives, the respondent
implies respect, acceptance, and understanding for
the sender.

3. An incorrect answer choice will exemplify one of the
following ineffective communication techniques:

a. Directing - the respondent tells the message sender
how to solve the problem or suggests what to do
(e.g., "Try to reduce some of the pressure at work
so that you won't be tempted to smoke.")

b. Warning - the respondent tells the message sender
the consequences that will occur, with or with-
out.presenting facts or logic, or tells the message
sender to consider the consequences (e.g., "You'll
be sorry later if you break down.. and have a cigar-
ette today.")

c. Criticizing/Dislgreeing - the respondent criticizes
or disagrees with the message sender (e.g., "You
don't have any will power if you break down and
have a cigarette now.")

d. Diagnosing - the respondent provides motives or
explanations (e.g., "You feel that way because
you don't think your work is going very well.")

4. Answer choices will be no longer than 20 words and
will contain no words above an eighth grade level as
listed in the IOX Basic Skills Word List.
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TEST SPECIFICATIONS

PEOPLE PROFILES

GENERAL DESCRIPTION

This measure uses a semantic differential technique in which
individuals are asked to describe smokers and nonsmokers,
using a series of bipolar adjectives. These adjectives
relate to the characteristics of health, aesthetic appeal,
athletic ability, and social acceptability.

SAMPLE ITEM

That are your impressions of Smokers and Nonsmokers?
Please respond to the two questions below by placing
checks in the appropriate places on each scale. The
closer a check is to one end of the scale, the more
the word or phrase at that end of the scale reflects
your impressions.

For example, if you were asked to describe babies,
you might respond as follows:

IROT WOULD YOU DESCRIBE BABIl.;;]

Little
Old
Fat

Big
Young
Thin

Attractive

IHOW WOULD YOU DESCRIBE SMOKERS? I

Unattractive

STIMULUS ATTRIBUTES

1. The inventory will consist of two sectiong'; 'The first
section will be preceded by the question:

IHOW WOULD YOU DESCRIBE SMOKERS?
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The second section will be preceded by the question:

HOW WOULD YOU DESCRIBE NONSMOKERS?

2. A set of bipolar adjective pairs will follow each boxed
question. The set of adjectives will be the same f6r
each section. Respondents will use these sets of adjec-
tives to describe smokers and nonsmokers.

3. The sets of bipolar adjectives will equally reflect the
four characteristtcs of health, aesthetic appeal,
athletic performance, and social desirability.

4. The two bipolar adjective pairs for a particular charac-
teristic will be presented such that the positive
member of one pair and the negative member of the other
pair appear on the left-hand side of the continuum.

5. Each member of an adjective pair will be three words or
less in length. The words used will not exceed the
eighth grade level on the IOX Basic Skills Word List.

RESPONSE ATTRIBUTES

1. Five response blanks, separated by colons, will be .

available for each adjective pair.

2. Respondents are to place a check in the blank that
indicates the position on the continuum between the two
members of an adjective pair that best characterizes
their impression of the object of the question.

SCORING AND INTERPRETATION

1. The rational underlying this measure is that the more
often respondents perceive (a) nonsmokers as healthy,
aesthetically appealing, able to perform athletically,
and socially acceptable and (b) smokers as unhealthy,
aesthetically unappealing, unable to perform athletically,
and socially unacceptable, the more negative the per-
ceived consequences of smoking are for these ,respondents.

2. Point values are assigned to items according to the
target concept being rated and the position of the
positive and negative adjectives, as follows:



LHOW WOULD YOU DESCRIBE SMOKERS?

positive adjective: 1 : 2 : 3 : 4 : 5 : negative adjective
negative adjective: 5 : 4 : 3 : 2 : 1 : positive adjective

HOW WOULD YOU DESCRIBE NONSMOKERS?

positive adjective:
negative adjective:

5 : 4 : 3 : 2 : 1 : negative adjective
positive adjective1 : 2 : 3 : 4 : 5 :

3. High scores reflect a strong belief that nonsmokers are
healthier, more aesthetically appealing, better able to
perform athletically, and more socially accepted than
individuals who smoke.

MEASURE FORMAT

The following plan indicates the key characteristics of the
"People Profiles" inventory developed from these test speci-
fications.

Item Object Characteristic
Adjective at
Left Pole

1 Smoker Aesthetic appeal Positive
2 Smoker Athletic performance Positive
3 Smoker Aesthetic appeal Negative
4 Smoker Health Positive
5 Smoker Athletic performance Negative
6 Smoker Social acceptability Negative

Smoker Health Negative
8 Smoker Social acceptability Positive
9 Nonsmoker Aesthetic appeal Positive
10 Nonsmoker Athletic performance Positive
11 Nonsmoker Aesthetic appeal Negative
12 Nonsmoker Health Positive
13 Nonsmoker Athletic performance ,Negative
14 Nonsmoker Social acceptability Negative
15 Nonsmoker Health Negative

16 Nonsmoker Social acceptability Positive
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TEST SPECIFICATIONS

THINK ABOUT PEOPLE

GENERAL DESCRIPTION

This measure is designed to assess children's beliefs about
the effects of smoking. Children are presented with one-
sentence descriptions of individuals. Each individual is
described according to his or her general state of health,
aesthetic appeal, athletic performance, or social accept-
ability. Children are asked to indicate whether they think
the person being described smokes or not.

SAMPLE ITEM

The questions below asks about different
people you don't know. Circle the word
that shows what you think about a person.

YES = The person probably smokes
MAYBE Not sure if the person

smokes
NO = The person probably does

not smoke

YES MAYBE NO 1. Gregg has many friends. Do you think
he smokes?

STIMULUS ATTRIBUTES

1. An item will consist of a single-sentence description
of a hypothetical named boy or girl followed by the
question, "Do you think he (she) smokes?"

2. Each individual will be described according to one of
the following characteristics: general state of health,
aesthetic appeal, athletic performance, and social accept-
ability. A characteristic will be presented in either
positive or negative form.

3. The inventory will contain a proportionate number of
items describing boys and girls. Theseitems will
equally represent the positive and negative aspects of
the four characteristics listed in Stimulus Attribute
No. 2.
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4. Descriptions will be no longer than 10 words in length
and will contain no word's above a fourth grade level on
the IOX Basic Skills Word List.

RESPONSE ATTRIBUTES

1. The following three response options will be available
for each item.

YES = The person probably smokes
MAYBE = Not sure if the person smokes
NO = The person probably does not smoke

2. Children are to use the response options to indicate
whether they think the described person smokes. Chil-
dren circle the letter of their response to the left
of each item.

SCORING AND INTERPRET1TION

1. The rationale underlying this measure is that children
who believe that nonsmokers are healthier, more
aesthetically appealing, better able to perform athletic-
ally, and more socially accepted than individuals who
smoke will more frequently (a) indicate that a person
displaying a positive aspect of one of those character-
istics does not smoke and (b) indicate that a person
displaying a negative aspect of one of those character-
istics does smoke.

2. Point values are assigned to items according to the
characteristics displayed by the person described and
the respondent's belief about this person's smoking
behavior. If the person described displays'a positive
characteristic, then responses are assigned the follow-
ing values: YES = 0, MAYBE = 1, NO = 2. If the person
described displays a negative characteristic, the
responses are assigned the following values: YES = 2,
MAYBE = 1, NO = 0.

3. High scores indicate a strong belief that smokers are
healthier, more aesthetically appealing, better able
to perform athletically, and more socially accepted
than individuals who smoke.
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MEASURE FORMAT

The following plan indicates the key characteristics of the
"Think About People" inventory developed from these test
specifications.

Item
Type of

Characteristic
Nature of

Characteristic
Sex of

Described Person
A

1 Social acceptability Positive Male
2 Aesthetic appeal Positive Female
3 Aesthetic appeal Negative Female
4 Health Negative Male
5 Athletic performance Positive Male
6 Social acceptability Positive Female
7 Health Negative Female
8 Social acceptability Negative Male
9 Health Positive Male

10 Athletic performance Negative Female
11 Athletic performance . Negative Male
12 Health 'Positive Female
13 Social acceptability Negative Female
14 Athletic performance Positive Female
15 Aesthetic appeal Positive Male
16 Aesthetic appeal Negative Male

4



TEST SPECIFICATIONS

REFRAINING FROM SMOKING

GENERAL DESCRIPTION

This measure is designed to assess individuals' perceived
self-efficacy in being able to resist urges to smoke. Indi-
viduals are presented with a series of items describing situa-
tions in which people often experience an urge to smoke and
asked to indicate if they can refrain from smoking in each
situation. If individuals indicate that they can refrain,
then they are asked to estimate, on a 10 to 100 numerical
scale, how confident they are of their ability to refrain
from smoking in that situation.

SAMPLE ITEM

This survey describes various times when people often
feel an urge to smoke. Read each statement. Circle
YES or NO to show if you could refrain or keep, from
smoking at that time. If you circle YES, then use
the Confidence Scale to show how certain you are of
your answer.

The following examples show how the Confidence
Scale is used.

Physical Strength Examples

You can lift a 50 pound weight.

You can lift a 200 pound weight.

Confidence Scale

10 20
Very

Uncertain

30 40 50 80
Summthat
Certain

CAN YOU
DO THIS?

TICIONO

YES

IF YES,
HOW
CERTAIN
ARE YOU?

70 80 90 100
Very

Certain

You have just finished an enjoyable
meal.
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STIMULUS ATTRIBUTES

1. An item will describe a situation which, for many people,
triggers an urge to smoke. The item will be written
in second person and will refer to someone's participa-
tion or feelings in a situation, for example, "You
have been watching television for quite a while."

2. The situations presented in test items will be drawn
from those in which urges to smoke are triggered' by
habit, pleasure, tepsion-reduction, social pressure, or
addiction (that is, a strong craving to smoke).

3. Situations will be selected to be applicable to most
individuals. For example, a situation describing an
individual's drinking cocktails at a party would not
be used since a substantial number of individuals do
not consume alcoholic beverages.' Situations describing
the consumption of non-alcoholic beverages, however,
would be appropriate.

4. All situations will be described in terms that are as
general as possible so that most respondents will be
likely to identify personally with those situations.

5. Each item will be 20 words or less in length. The words
used will not exceed the eighth grade level on the IOX
Basic Skills Word List.

RESPONSE ATTRIBUTES

1. Two response opportunities are available for each item,
a YES/NO answer and a confidence rating.

2. Respondents are to use the YES/NO option'to indicate
whether they can refrain from smoking in the situation
given.

3. If respondents answer YES to an item, they are then to
indicate how confident they are that they can refrain
from smoking in the situation described by selecting a
number from the following confidence scale:

Confidence Scale
-

10 20 30 40 50 60 70 80 90 100

Very Somewhat Very
Uncertain. Certain Certain



SCORING AND INTERPRETATION

1. The rationale underlying this measure is that the more
often respondents indicate that they can, with a high
degree of confidence, refrain from smoking, the stronger
the perceived self-efficacy of those respondents in
being able to refrain from smoking.

2. This inventory can be scored in several ways, two of
which are described here. In the first procedure, the
number of YES responses is used as a gross index of an
individual's perceived ability to refrain from smoking.
The more YES responses, the more situations in which
an individual believes that he or she can refrain from
smoking.

A combined analysis. of YES/NO responses and Confidence
ratings allows for a more complete assessment of program
effectiveness, as it incorporates both sources of infor-
mation in a single index. This analysis is accomplished
by computing the mean strength of the rated ability
across all items; that is, by dividing the sum of the
confidence ratings made in conjunction with "YES" res-
ponses by the number of items in the questionnaire.
High scores reflect a strong perceived ability to
refrain from smoking across a variety of settings,
along with a high level of confidence in that ability.
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TEST SPECIFICATIONS

SMOKING SURVEY

GENERAL DESCRIPTION

This measure is designed to assess the extent to which indi-
viduals intend to refrain from smoking. Individuals are
asked whether they intend to refrain from smoking for the
next 12 months. If individuals indicate that they intend
to refrain from smoking for the next 12 months, then they
are asked to estimate, on a 10 to 100 numerical scale, the
strength of their intention.

SAMPLE ITEM

This survey asks about your intention
to refrain from smoking. .

Please answer Question I.- If your answer
to Question 1 is 'YES,' please answer
Question 2.

1. Do you intend to refrain from smoking for the next 12
months? (Circle One)

YES NO

STIMULUS ATTRIBUTES

1. This measure consists of two items that, in conjunction,
elicit whether respondents intend to refrain from
smoking for the next 12 months and, if so, the strength
of that intention.

2. The words used will not exceed the eighth grade level
on the IOX Basic Skills Word List, except for the follow-
ing word: refrain.

RESPONSE ATTRIBUTES

1. Respondents circle YES or NO to indicate whether they
intend to refrain from smoking for the next 12 months.



2. If respondents indicate that they intend to refrain from
smoking for the next 12 months, they are then to indi-
cate the strength of their intention, using the follow-
ing scale:

10 20 30 40 50 60 70 80 90 100
Very Very
Weak Strong

3. Individuals circle the appropriate response to each
question.

SCORING AND INTERPRETATION

1. The rationale underlying this measure is that respon-
dents who indicate they have a strong intention to
refrain from smoking are more likely not to smoke.

2. Point values are assigned to items according to the
degree of intention of respondents to refrain from
smoking, as follows: YES = 1, NO = O. Point values
on the strength of intention scale are the numerical
values of the responses.

3. High scores indicate a strong intention to refrain
from smoking.
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TEST SPECIFICATIONS

ABOUT SMOKING

GENERAL DESCRIPTION

This measure is designed to assess the extent to which
children intend to refrain from smoking. Children are asked
whether they intend to smoke any cigarettes during the next
12 months. They are to select the response that best
describes their future behavior.

SAMPLE ITEM

Please circle your answer to the follow-
ing question about smoking.

1. Will you smoke any cigarettes during the next 12 months?

CERTAINLY PROBABLY PROBABLY CERTAINLY
YES YES MAYBE NOT NOT

STIMULUS ATTRIBUTES

1. The measure consists of one item that asks children if
they will smoke any cigarettes during the next 12 months.

2. The words used will not exceed the fourth grade level
on the IOX Basic Skills Word List, except for the
following word: cigarette.

RESPONSE ATTRIBUTES

1. The following five response options will be available
for the item: CERTAINLY YES, PROBABLY YES, MAYBE,
PROBABLY NOT, and CERTAINLY NOT.

2. Children circle the appropriate response to the question.

SCORING AND INTERPRETATION

1. The rationale underlying this measure is that children
who indicate that they do not expect to smoke any
cigarettes are more likely to refrain from smoking.
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2. Point values are assigned to items according to the
certainty with which children indicate that they will
smoke cigarettes: CERTAINLY YES = 1 point, PROBABLY
YES = 2 points, MAYBE = 3 points, PROBABLY NOT = 4
points, CERTAINLY NOT = 5 points.

3. High scores indicate a strong intention to refrain
from smoking.
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TEST SPECIFICATIONS

IDEAS ABOUT SYSTEMATIC DECISION-MAKING

GENERAL DESCRIPTION

This inventory is a Likert scale in which respondents are
asked to register their degree of agreement with a series
of statements about making decisions systematically.

SAMPLE ITEM

This survey is about making decisions
systematically. Please respGmd to all
the statements in the survey.

Read each statement. Decide the extent
to which you agree with it. Circle the
appropriate letter to the left of the
statement. Use the following scale:

SA mg Strongly Agree
A Agree
U mg Uncertain
D mg Disagree
SD ms Strongly Disagree

SA A U D SD 1. Systematic decision-making takes
too much time.

STIMULUS ATTRIBUTES

1. An item will consist of a statement about the utility
of making decisions systematically.

2. The inventory will contain an equal number of items in
which systematic decision-making is seen as positive
and items in which systematic decision-making is seen
as negative or as being of. no advantage.

3. Each statement will be 25 words or lees ,in length. The
words used will not exceed the eighth grade level on
the IOX Basic Skills Word List, except for the follow-
ing word: systematic.



RESPONSE ATTRIBUTES

1. The following five response options will be available
for each item:

SA = Strongly Agree
A = Agree
U = Uncertain
D = Disagree
SD = Strongly Disagree

2. Respondents are to use the response options to indicate
the.extent to which their beliefs about systematic
decision-making are properly represented in an item's
statement. Respondents circle the letter of their
response to the left of each item.

SCORING AND INTERPRETATION

1. The rationale underlying this measure is that respondents
who believe in the utility of making decisions systematic-
ally will more frequently (a) agree with positive
statements about systematic decision-making and
(b) disagree with negative statements about systematic
decision-making or statements thatdescribe it as being
of no advantage.

2. Point values are assigned to items.according to whether
systematic decision-making is seen as positive or non-
positive (i.e., neutral or negative). Items that
present a positive statement about systematic decision-
making are assigned the following values: SA = 5 points,
A = 4 points, U = 3 points, D = 2 points, SD = 1 point.
Items that present a non-positive statement about
systematic decision-making are assigned the following
values: SA = 1 point, A = 2 points, U = 3 points,
D = 4 points, SD = 5 points.

3. High scores indicate a strong belief in the utility of
making decisions systematically.
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MEASURE FORMAT

1. The following plan indicates the key characteristics
of the "Ideas About Systematic Decision-Making" inventory
developed from these test specifications.

Systematic
Item Decision-Making

1 Yes
2 No
3 Yes
4 No
5 No
6 Yes

. 7 No
8 Yes
9 No

10 Yes
11 No
12 Yes
13 Yes
14 No
15 No
16 Yes
17 No
18 Yes
19 Yes
20 No
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TEST SPECIFICATIONS

IDEAS ABOUT DECISIONS

GENERAL DESCRIPTION

This inventory is a Likert scale in which children are asked
to register their degree of agreement with a series of
statements about systematic decision-making.

SAMPLE ITEM

The statements below are about making
decisions. Circle the word that shows
how such you agree with each statement.

YES = I agree
MAYBE = I as not sure if I

agree
NO = I do not agree

YES MAYBE NO 1. It is worth the time to make
decisions carefully.

STIMULUS ATTRIBUTES

1. An item will consist of a statement about the utility
of making decisions systematically.

2; The inventory will contain an equal number of (a) items
in which systematic decision making is seen as positive
and (b) items in which systematic decision-making is
seen as negative or as being of no advantage.

3. Each statement will be 20 words or less in length. The
words used will not exceed the fourth grade level on
the IOX Basic Skills Word List, except for the follow-
ing word: decision.

RESPONSE ATTRIBUTES

1. The following three response optionssmillbe available
for each item:

YES = I agree
MAYBE = I am not sure if I agree
NO = I do not agree
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2. Children are to use the response options to indicate
the extent to which.their beliefs about systematic
decision-making are properly represented in an item's

statement. Respondents circle the word of their
response to the left of each item.

SCORING AND INTERPRETATION

1. The rationale underlying this measure is that respon-
dents who believe in the utility of making decisions
systematically will more frequently (a) agree with
positive statements about systematic decision-making
and (b) disagree with negative statements about system-
atic decision-making or statements that describe it as
being of no advantage.

2. Point values are assigned to items according to whether
systematic decision-making is seen as positive or
non-positive (i.e., neutral or negative). Items that
present a positive statement about systematic decision-
making are assigned the following values: YES mi 2

points, MAYBE =I 1 point, NO sm 0 points. Items which
present a non-positive statement about systematic
decision-making are assigned the following values:
YES =I 0 points, MAYBE 1 1 point, NO 2 points.

3. High scores indicate a strong belief in the utility
of making decisions systematically.

MEASURE FORMAT

1. The following plan indicates the key characteristics of
the "Ideas About Decisions" inventory developed from
these test specifications..

Systematic
Item Decision-Making

1 . Yes
2 No
3 Yes
4 No
5 No
6 No
7 Yes
8 No
9 Yes
10 Yes



TEST SPECIFICATIONS

WOULD YOU USE SYSTEMATIC DECISION-MAKING?

GENERAL DESCRIPTION

This measure is designed to assess the extent to which indi-
viduals intend to use systematic decision-making. Indi-
viduals are asked whether they would use systematic decision-
making in a variety of situations. If individuals indicate
that they would use systematic decision-making, they are
asked to estimate, on a 10 to 100 numerical scale, how
confident they are of their intention.

SAMPLE ITEM

This survey describes situations in which people
might use systematic decision-making. Read each
statement. Circle Yes or No to indicate whether
you would use systematic decision-making in the
situation described in the item.

If you circle Yes, then use the Confidence Scale
to show how certain you are that you would use
systematic decision-making in that situation.

The following examples show how the Confidence
Scale is used.

1. You are deciding on a
career.

2. You are choosing where
to eat lunch.

3. You are swerving to
avoid a car accident.

Confidence Scale

10 20 30
Very

Uncertain

WOULD YOU USE
SYSTEMATIC
DECISION -
MAKING?

40 50 60
Somewhat
Certain

NO

NO

IF YES,
HOW
CERTAIN
ARE YOU?

qo

70 80 90 100
Very

Certain

SITUATION

1. You are deciding whether
to start an exercise
program.

-314-

WOULD YOU USE IF YES,
SYSTEMATIC HOW CERTAIN
DECISION-MAKING? ARE YOU?
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STIMULUS ATTRIBUTES

1. A test item will consist of a description of a situa-
tion in which a decision is being made.

2. Situations will involve either health-related decisions
(e.g., choosing a diet), or situations in which there is
external pressure to make a decision (e.g., being rushed
by others to make a decision).

3. All situations will be applicable to most individuals.
For example, an item describing an individual's making
a decision while busy because of a job will not be used
because potential respondents might not hold jobs.
Items in which individuals are generally busy, however,
would be appropriate.

4. Each item will be written in the second person and will
be 20 words or less in length. The words used will not
exceed the eighth grade level of the IOX Basic Skills
Word List, except for the following word: stress.

RESPONSE ATTRIBUTES

1. For each item, two response opportunities are available,
a YES/NO answer and a confidence rating.

2. Respondents are to use the YES/NO option to indicate'
whether they intend to use systematic decision-making
in the situation described in the item.

3. If respondents. answer YES to an item, they are then to
indicate how confident they are that they would use
systematic decision-making in the situation, using the
following Confidence Scale:

Confidence Scale

10 20 30 40 50 60 70 80 90 100

Very Somewhat Very

Uncertain Certain Certain

4 SCORING AND INTERPRETATION

1. The rationale underlying thiS measure is that the more
situations in which respondents indicate that they
intend, with a high degree of confidence, to use system-
atic decision-making, the stronger the overall intention
of those respondents to use systematic decision-making.
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2. This measure can be scored in several ways, two of
which are described here. In the first procedure, the
number of YES responses is used as a gross index of an
individual's intention to use systematic decision-
making. The more YES responses, the more situations
in which an individual intends to use systematic
decision-making.

A combined analysis of YES/NO responses and confidence
ratings allows for a more complete assessment of program
effectiveness, as it incorporates both sources of infor-
mation in a single index. This analysis is accomplished
by computing the mean strength of the confidence ratings
across all items, that is, by dividing the sum of the
confidence ratings made in conjunction with "YES"
responses by the number of items in the measure. High
scores reflect a strong intention to use systematic
decision-making in a variety of situations.
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TEST SPECIFICATIONS

WOULD YOU MAKE CAREFUL DECISIONS?

GENERAL DESCRIPTION

Children are asked whether they would make a careful deci-

sion in a variety of situations. They are then asked to
select the response that best describes their intentions.

SAMPLE ITEM

Read each question. Then put a check
(q) under the answer that best tells if
you would make a careful decision.

Would you make
a careful deci-
sion when...

1. you are
deciding how
to relax?

CERTAINLY PROBABLY PROBABLY CERTAINLY

YES YES MAYBE NCI NOT

STIMULUS ATTRIBUTES

1. An item will specify a situation in which a decision
is being made, and will require children to indicate if
they would make a careful decision in that situation.

2. Situations will involve either health-related decisions
(e.g., deciding whether to smoke cigarettes), or situa-
tions in which there is external pressure to make a
decision (e.g., being rushed to decide quickly).

3. Activities will be selected to be applicable to most

children. For example, an activity such as choosing

a team sport to play will not be used because potential
respondents might not enjoy team Sports. Activities
in which individuals are choosing away to exercise,
however, would be appropriate.



4. Each item will be 15 words or less in length. The
words used will not exceed the fourth grade level of
the IOX Basic Skills Word List, except for the follow-
ing words: alcohol, cigarettes, drugs, relax.

RESPONSE ATTRIBUTES

1. The following five response options will be available
for each item: CERTAINLY YES, PROBABLY YES, MAYBE,
PROBABLY NOT, and CERTAINLY NOT.

2. Children are to use the response options to indicate
their intention to make a careful decision in the
specified situation. Respondents place a check in the
appropriate space to the right of each item.

SCORING AND INTERPRETATION

1. The rationale underlying this measure is that the more
situations in which children indicate that they intend
to make careful decisions, the stronger the overall
intention of those children to use systematic decision-
making.

2. Point values are assigned to items according to the
certainty with which respondents indicate that they
intend to make careful decisions, as follows: CERTAINLY
YES = 5, PROBABLY YES = 4, MAYBE = 3, PROBABLY NOT =
2, CERTAINLY NOT = 1.

3. High scores indicate a strong intention to use system-
atic decision-making in a variety of situations.
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TEST SPECIFICATIONS

KY BODY

GENERAL DESCRIPTION

This measure is designed to assess children's respect for

their bodies. Children are asked to indicate whether they

would engage in activities that are healthful and avoid
activities that are harmful to the body.

SAMPLE ITEM

Read each question. Then put a check
( V) under the answer that best tells
What you are willing to do to take care
of your body.

In order to take
care of your body,
are you willing
to IIIIII

1. ... exercise
several times
each week?

STIMULUS ATTRIBUTES

CERTAINLY PROBABLY PROBABLY CERTAINLY
YES YES MAYBE NOT NOT

1. An item will specify a healthful activity or the avoid-

ance of a harmful activity. Individuals are to indicate
if they would be willing to take care of their bodies

even if it means engaging in the healthful activity or
avoiding the harmful activity.

2. The activities presented in the test items will be
important to maintaining healthy bodies. These activ-

ities will include exercising; getting adequate rest;
avoiding cigarettes, alcohol, and unnecessary drugs;
following doctor's orders; seeing a doctor regularly;
obtaining immunizations; eating properly; And avoiding

unnecessary stress.



3. Each item will be 10 words or less in length. The
words used will not exceed the fourth grade level on
the IOX Basic Skills Word List, except for the follow-
ing words: alcohol, cigarettes, diseases, immunizations.

RESPONSE ATTRIBUTES

1. The following five response options will be available
for each item: CERTAINLY YES, PROBABLY YES, MAYBE,
PROBABLY NOT, and CERTAINLY NOT.

2. Children are to use the response options to indicate
their willingness to take care of their bodies in the
specified manner. Respondents are to place a check in
the appropriate space to the right of each item.

SCORING AND INTERPRETATION

1. The rationale underlying this measure is that the more
often children indicate that they are willing, with
certainty, to take care of their bodies by engaging in
healthful activities and avoiding harmful ones, the
stronger their respect for their bodies.

2. Point values are assigned to items according to the
certainty of the children in being willing to take care
of their bodies, as follows: CERTAINLY YES = 5 points,
PROBABLY YES = 4 points, MAYBE = 3 points, PROBABLY
NOT = 2 points, CERTAINLY NOT = 1 point.

3. High scores indicate a strong respect for one's body,
as evidenced by a willingness to engage in activities
that are healthful and to avoid those that are not.
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ANNOTATED EVALUATION
BIBLIOGRAPHY

(1) American Psychological Association. Ethical principles

in the conduct of research with human participants.

Washington, D.C.: Author, 1973.

This treatise focuses on the appropriateness of carry-

ing out various types of research investigations with

human subjects. Because the American Psychological

Association has had a tong-standing concern about

ethical issues in the conduct of research investiga-

tions, this publication will be of interest to numerous

evaluators of health education programs.

(2) American Psychological Association, American Educational

Research Association, National Council on Measure-

ment in Education. Standards for educational and

Psychological tests. Washington, D.C.: Author, 1974.

This soon-to-be-revised volume presents the most widely

used set of standards for psychological and educational

tests. Frequently cited by users of educational tests,

the standards have recently been employed in numerous

judicial deliberations. Retatively brief, the standards

should be consulted by health educators who employ

assessment devices regularly.

(3) Anderson, L.W. Assessing affective characteristics in

the schools. Boston: Allyn andBacon, 1981.

Anderson provides an excellent set of practical sugges-

tions for the creation of affective assessment instru-

ments. He includes one of the most easily understood

expositions of various scaling procedures including

Likert, Thurston., and Guttman scales.

(4) Berk, R.A. (Ed.) Criterion-,referenced measurement:
the state of the art. Baltimore: The JiAns Hopkins
University Press, 1980.

This collection of essays consists of Papers presented

at the first Johns Hopkins University National Symposium

on Educational Research. The authors treat many of the

important problems, both conceptual and technical,

facing developers and users of criterion-referenced

. measures.
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(5) Berk, R.A. (Ed.). Handbook ox methods for detecting
test bias. Baltimore: The Johns Hopkins University
Press, 1982.

This collection of individual essays offers the reader
an up-to-date depiction of methods currently available
to detect the presence of bias in tests.

(6) Campbell, D.T., & Stanley, J.C. Experimental and
quasi-experimental designs for research. Chicago:
Rand McNally, 1966.

This volume, originally a chapter in a larger volume,
has had substantial impact on the Nelda of research
and evaluation. Evaluators of health adulation
programs will wish to consider this truly classic treat-
ment'qf data-gathering designs suitable for experimental
and quasi-experimental settings.

(7) Churchill, G.A., Jr. Marketing research: meflodologial
foundations (2nd ed.). Hinsdale, Ill: 'Al Dryden
Press, 1979.

Although written in the context of marketing research,
thi; textbook covers several topics of vital importance
in evaluation. Topics such as research design, data
collection, sampling, and data analysis are covered in a
readily understandable yet accurate way. An excellent
resource.

(8) Cohen, J. Statistical power analysis for the behavioral
sciences (Rev. ed.). New York: Academic Press, 1977.

Cohen offers a useful treatment of factors which should
be considered when one draws samples for use in research
or evaluation activities. Of special interest is the
set of easy-to-use guidelines he offers for determining
the estimated sample size necessary to detect differences
between groups.

(9) Cook, T.D., & Campbell, D.T. The design and conduct
of quasi-experiments and true experiments in field
settings. In M.D. Dunnette (Ed.), Handbook of
industrial and organizational psychology. Chicago:
Rand McNally, 1976.

This is an updated version of the famous exposition
of quasi-experimental and experimental data-gathering
designs by Donald T. Campbell and Julian C. Stanley
(see Reference No. 01. An excellent discussion of
four types of validity is featured in this essay.
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(10) Cook, T.D., & Campbell, D.T. Quasi-experimentation:
design & analysis issues for field settings.
Chicago: Rand McNally, 1979.

This widely cited volume provides a comprehensive treat-
ment of quasi-experimental investigations in settings
of substantial relevance to the concerns of health
educators. There are excellent discussions of internal
and external validity, including the various threats
to both types df validity. A systematic consideration
of the commonly used data-gathering designs is offered,
including an extended appraisal of interrupted time-
series designs.

(11) Cronbach, L.J. Course improvement through evaluation.
Teachers College Record, May 1963, 64., 672-683.

An early piece, presenting the virtues of, what would
Later be termed "formative" evaluation. This article
rings as true today as it did nearly two decades ago,
and it applies as much to evaluation in health education
as it does to more traditional evaluation. Emphasising
the role of evaluation in gathering information that can
improve programs, this article is well worth reading.

(12) Cronbach, L.J., and associates. Toward reform of
program evaluation. San Francisco: Jossey-Bass,
1981.

A recent publication, this book colsiders the function
of evaluation in a pluralistic society and presents
05 theses on the role of evaluators and evaluations.
In addition to providing a contemporary conception of
evaluation, it provides a historical and multidiscipli-
nary perspective on the field. This volume will be of
considerable interest to those evaluating health educa-
tion programs.

(13) Cronbach, L.J., et al. Analysis of covariance in
nonrandomized experiments: parameters affecting
bias. Unpublished occasional paper, Stanford
Evaluation Consortium, Stanford University, 1977.

A highly technical piece on the. complications associated
with using analysis of covariance,_this,article
is recommended only for those prepared to handle
a critical problem in a sophisticated way.
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(14) Cronbach, L.J., & Furby, L. How should we measure
'change' - or should we? Psychological Bulletin,
1970, 74, 68-80.

A technical treatise on the dangere associated with
using gain scores. A very significant piece, but
recomended only for those with some psychometric
training.

(15) Ebel, R.L. Essentials of educational measurement
(3rd ed.). Englewood Cliffs, N.J.: Prentice-Hall,
1979.

This is a standard, easily read introductory text,
covering important topics in the field of educational
testing. Ebel, a prominent leader of traditional
educational testing practices, provides a lucid
treatment of a wide range of measurement topics.

*(16) Green, L.W. Research methods translatable to the
practice setting: from rigor to reality and back.
In S. Cohen (Ed.) New directions in patient com-
pliance. Lexington, Mass.: Lexington Books, 1979.

Gmen deals with a practical dilemma facing those who
evaluate health education programs, namely, the
necessity to make trade-offs between validity and
feasibility in field settings. Six strategies for
coping with evaluation under adverse circumstances
are described.

(17) Green, L.W., & Figi-Talamanca, I. Suggested designs
for evaluation of patient education programs.
Health Education Monographs, September 1974, 2 (1).

In this essay Green and Fig-Talamanca suggest data-
gathering designs conducting evaluations of patient
education program fhe authors also explore several
issues related to evaluations of this variety.

(18) Hambleton, R.K. et al. Criterion-referenced testing
and measurement: a review of technical issues and
development. Review of Educational Research,
Winter 1978, 48 (1), 1-48.

This is a comprehensive review of the field of criterion-
referenced testing. Hambleton and hie colleagues do a
masterful job of isolating the key issues in criterion-
referenced testing, then describing results of research
investigations bearing on those issues. Somewhat technical
at times, this review is one of the more widely cited
essays dealing with criterion-referenced testing.
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(19) Hays, W.L. Statistics for the social sciences (2nd ed.).
New York: Holt, Rinehart, and Winston, 1973.

A comprehensive text dealing with basic and advanced
statistical considerations. Somewhat technical at
points, Hays nonetheless provides an excellent set
of step-by-step guidelines to statistical practice.

(20) Hull, C., & Nie, N.H. Statistical packages for the
social sciences (SPSS). New York: McGraw-Hill, 1978.

This is a widely used, well organised set of "canned"
computer analysis programs for use in the social
sciences. Health educators who have occasion to
use computer analyses will find the SPSS manual
most helpful.

(21) Joint Committee on Standards for Educational Evaluation.
Standards for evaluations of educational programs,
projects, and materials. New York: McGraw-Hill,
1981.

The development of these evaluation standards was
spearheaded by a joint committee of the American
Educational Research Association, the American
Psychological Association, and the gatiOnal Council
on Measurement in Education. Thirty standards are
presented, addressing issues related to deciding
whether to evaluate, defining the evaluation problem,
designing the evaluation, budgeting for the evaluation,
collecting and analysing data, and reporting the evalua-
tion. Intended for both consumers of evaluation and
individuals conducting evaluations, this reference may
be of most use to evaluators who are relatively new to
the field.

(22) Levin, H.M. Cost-effectiveness analysis in evaluation
research.. In M. Guttentag & E.L. Struening (Eds.),
Handbook of evaluation research (Vol. 2). Beverly
Hills, CA.: Sage, 1975.

This essay probes the important considerations involved
in determining cost-effectiveness of programs in the con-
text of educational evaluations. Theoretical as well as
practical guidelines are provided.
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(23) Linn, R.L., & Slinde, J.A. The determination of the
significance of change between pre- and post-
testing periods. Review of Educational Research,
1977, 47, 121-150.

This article reviews mow of the =dor issues in the
measurement of change from pretesting to posttesting
periods and suggests possible alternatives. These
authors share the general sentiment ()finny others' in
the field that, "more ie expected from gain scores
than they can reasonably be expected to provide."

(24) Lord, F.H. Elementary models for measuring change. In
C.W. Harris (Ed.), Problems in measuring change.
Madison: Wisconsin Press, 1963.

An early treaties on the problems associated with
measuring change. Although this chapter rapidly becomes
very technical, the early sections provide an intuitive
explanation of the difficulties with using gain scores.

(25) Oakland, T. (Ed.) Psychological and educational
assessment of minority children. New York:
Brunner Mazel, 1977.

This collection of essays provides a series of useful
suggestions for those who woad become more sensitive
to the possible bias present in educational tests.

(26) Popham, W.J. Educational evaluation. Englewood Cliffs,
N.J.: Prentice-Hall, 1975.

This is an introductory test, written in fairly non-
technical language, about the field of educational
evaluation. Evaluators of heath education programs
wilt find it simple to translate the book's contents
to their own specialties.

(M Popham, W.J. Modern educational measurement. Englewood
Cliffs, N.J.: Prentice-Hall, 1981.

This ie an up-to-date treatment of varied topics in
the field of educational measurement. Norm - referenced

measurement and criterion-referenced mommtmement are
both considered, with the special'applications of
criterion-referenced assessment emphasiked. Chapters
on the relationship of testing to teaching and the
measummuomt of affect will be of special interest to
health educators.
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(28) Popham, W.J., & Sirotnik, K.A. Educational statistics:
use and interpretation (2nd ed.). New York: Harper
and Row, 1973.

This is an easily read introductory text dealing with the
fundamental types of statistical considerations needed
by program evaluators. Zt is intended for those who are
not particularly comfortable with mthenctical approaches
to statistics.

(29) Riecken, H.W., & Boruch, R.F. Social experimentation:
a method for planning and evaluating social inter-
vention. New York: Academic Press, 1971.

This significant contribution to our thinking about Urge-
watts social interventions, their design and appraisal,
provide, a useful analysis of the ways that the expert-
mental method can be defensibly employed in connection
with major social programs.

(30) Rivlin, A.M., & Timpane, P.M. (Eds.). Ethical and
legal issues in social experimentation. Washington,
D.C.: Brookings Institution, 1975a.

Rivlin and Timpane explore the aorta of Legal and ethical
Jamie to which evaluators of health education programs
mist attend.

(31) Scriven, M. The methodology of evaluation. In R.E.
Stake and others (Eds.), Perspectives on curriculum
evaluation. Chicago: Rand McNally, 1967.

This seminal article was the first sesai in which Scriven
distinguished between the now commonly accepted formative
and sumnative roles of evaluators. Soriven ranges over a
wide variety of topic., emphasising the importance of
comparative appraisal. of two or more programs' merits.

(32) Scriven, M. Prose and cons about goal-free evaluation.
Evaluation Comment, 1972, 3, 1-4.

In this essay SoriVen offers goal-fres evaluation as an
antidote to excessive preoccupation with the program
staff's expressed objectives. Scriven argues that
evaluators should attend to the results produced by a
program, not the rhetoric of its program goal..



(33) Siegel, S. Nonparametric statistics for the behavioral
sciences. New York: McGraw-Hill, 1956.

This is the classic treatment of nonparametric statistical
techniques. Although a bit out of date these days,
Siegells text offers the most easily understood treatment
of nonparametric statistioal procedures. Because of the
author's admitted zealousness in support of nonparametric
techniques, those using Siegel's text should also consult
a critique of it by Robert avage, Journal al:Amerioan
Statistical Association, 52

S
(SepteMUW7WM 531 -544.

(34) Suchman, E.A. Evaluative research: principles and
practice in public service and social action
programs. New York: Russell Sage Foundation, 1967.

In this volume Buchman provides extensive coverage of the
application of the experimental research model in conduct-
ing evaluations. Although evaluation has come a long way
since this book was written, the volume provides a (Afar
description of the predominant conceptualization of evalua-
tion in the past decade.

(35) Tukey, J.W. Exploratory data analyses. Reading, Mass.:
Addison-Wesley, 1977.

Creative approaches to displaying and understanding data
are provided by Tukey in this excellent demystification
of data analysis.

(36) Webb, E.J., Campbell, D.T., Schwartz, R.D., Sechrest, L.,
& Grove, J.B. Nonreactive measuresin the social
sciences (2nd ed.). Dallas: Houghton Mifflin, 1981.

This charming volume provides readers with a series of
powerful and clever tactics to secure data, particularly
of an affective nature, without sensitising respondents
to the evaluator's purposes.

(37) Weiss, C.H. Evaluation research: methods of assessing
program effectiveness. Englewood Cliffs, N.J.:.
Prentice-Hall, 1972.

Weiss offers a' pithy overview of prominent program evalua-
tion considerations including the formulation of questions
to be addressed; the design of the lavOluation study, and

. the utilisation of evaluation results. A paperback, this
brief book (180 pp.) offers an excellent introduction to
what Weiss refers to as "evaluation research."
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(38) Worthen, B.R., & Sanders, J.R. Educational evaluation:
theory and practice. Worthington, Ohio: C.A. Jones
1973.

This volume was one of the earliest compilations of various
prove= evaluation models applied to education. Evalua-
tion theorists whose 17i078 are presented in this book
include Stake, Cronbaoh, Scriven, Tyler and others.
Worthen and Sanders have authored sections of the book
and have included a series of original chapters by a number
of evaluation specialists. While focused on educational
evaluation in general, the volume is of substantial rele-
vance to program evaluation of health education programs.

(39) Zdep, S.M., & Rhodes, I.N. Making the randomized response
technique work. (Reprinted from The Public Opinion
Quarterly, Winter 1976-1977, 41.)

This easily read essay describes the randomised response
technique, a procedure used to obtain sensitive informa-
tion from respondents more accurately than if respondents
were directly asked about sensitive information.
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