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CHAPTER I
PROBLEM STATEMENT

Adolescence is a period during the life cycle in
which health is generally considered to be good.
However, the death rate in the United States for those
in the 15 to 24 year age group is 117 per 100,000
(United States Department of Health, Education, and
Welfare [USDHEW], 1979). This is 2.5 times the rate
for children in the 1 to 14 age group. Further, while
progress has been made in reducing the death rate for
all age groups in the past 75 years, this progress has
not been noted with the 15 to 24 year age group.
Adolescents in the United States now have a higher
death rate than 20 years ago (USDHEW, 1979).

In the general population, many of today's
predominant health problems are related to smoking,
excess drinking, faulty nutrition, overuse of
medications, fast driving, and pressures to achieve
(USDHEW, 1979). Many of these health problems could be
substantially reduced if individuals reduced their
participation in these risk taking activities. This

seems particularly true of the adolescent population.
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The unusually high death rate in the 15 to 24 year age
group is attributable to adolescents' participation in
risk taking activities (Blum, 1987). Accidents,
homicides and suicides account for the majority of
deaths during adolescence and young adulthood. Other
threats to health in this age group include unwanted
pregnancy, sexually transmitted diseases, depression,
stress, poor nutrition, -and substance abuse (Blum,
1987; Giblin & Poland, 1985; Marks, Malizio, Hoch,
Brody, & Fisher, 1983; USDHEW, 1979; World Health
Organization [WHO], 1986). Although chronic disease is
not a particularly large problem during adolescence,
the lifestyle choices made during this developmental
time determine later susceptibility to chronic disease.
Health risk appraisals (HRAs) have been used with
adults as inexpensive, noninvasive, persocnalized
screening tools to assess the presence of health risk
behaviors, promote healthy behavior and decrease health
risks. Although several HRAs have been developed for
adolescents, they have been used primarily for
assessment purposes. HRAs could potentially be used to

foster healthy behaviors in adolescents. However, this
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use of HRAs has not been investigated with the
adolescent population. The purpose of this study was
to investigate the use of an HRA specifically designed
for adolescents as a tool to promote positive health
behaviors and decrease risk taking behaviors in this
population.

Since adolescence is an important phase in
establishing life long behaviors, it is critical that
healthy lifestyles be promoted during this period
(Bruhn & Cordova, 1977; USDHEW, 1979). Nurses are
continually searching for new ways to foster individual
participation in healthy behaviors. Effective tools to
encourage adolescents to participate in healthy
behaviors and reduce their participation in risk taking
activities need to be discovered and integrated into
the school setting. One way to influence the health of
future adults is by encouraging positive health
behaviors in adolescents.

The changing role of nurses in the health care
system has expanded to include increased responsibility
for guiding individuals towards health promoting and

health protecting behaviors. These responsibilities
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include activities such as the promotion of normal
growth, maturation, fulfillment, and self-actualization
throughout the life cycle (Pender, 1987). The school
nurse role in particular includes responsibilities of

health protection and health promotion.



Adolescent HRA
13
CHAPTER II
REVIEW OF LITERATURE
The literature relevant to this study covers three
major areas. Initially, an overview of the risk
behaviors of adolescents are discussed. Secondly,
health risk appraisals, their current use with adults
and‘adolescents, and their potential use with
adolescents are summarized. Finally, cognitive
development of children and adolescents as it relates
to risk taking behavior are reviewed.
Health Risk Behaviors
The social factors of lifestyle and poverty, and
risk taking behaviors during adolescence contribute to
the majority of morbidity for this age group (Blum,
1987). More than 77% of adolescent deaths are the
result of accidents, suicides, and homicides. 1In
addition, the primary health problems of adolescence
are trauma, unwanted pregnancy, sexually transmitted
diseases, depression, stress, poor nutrition, and
substance abuse (Blum, 1987; Giblin et al., 1985; Marks

et al., 1983; USDHEW, 1979; WHO, 1986).
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Several trends are negatively influencing the
current and future health of adolescents. Menarche is
beginning at an earlier age, increasing the possible
occurrence of such problems as unwanted pregnancy,
sexually transmitted diseases, and premature parenthood
(Friedman, 1985). The rapid rate of urbanization
advérsely affects the mental health of adolescents.
Urbanization alters the type of living skills an
adoclescent needs to succeed in a changing environment
and leads to increased stress (Friedman, 1985).
Trauma
Over 50% of mortality in adolescence is a result
of accidents including motor vehicle accidents,
drowning, poisonings, firearms, burns, and falls
(Halperin, Bass, Mehta, & Betts, 1983; Oregon State
Health Division [OSHD], 1986; United States Department
of Health and Human Services [USDHHS], 1985). The
consumption of alcohol is clearly implicated in most
motor vehicle accidents and adolescents rarely protect
themselves by using safety belts (USDHEW, 1979).
Suicide contributes significantly to teenage

mortality and is raising concern in Oregon as well as
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nationally. The national 1980 suicide rate for the 15
to 19 year age group was 8.5 per 100,000 (USDHHS,
1985). This represents a dramatic increase from the
previous decade's rate of 5.9 (USDHEW, 1974). The
Oregon rate for adolescent suicide has been
consistently higher than the national rate. In 1980,
the‘Oregon suicide rate for this age group was 15.0 per
100,000 (Oregon, 1986b). Suicide is the second leading
cause of death in Oregon 15 to 24 year olds accounting
for 15.3% of all deaths for this age group (OSHD,
1986). Females are more likely than males to attempt
suicide, but males are three to four times as likely to
complete suicide (Blum, 1987; Oregon, 1986a).
Adolescent homicide represents 13.5% of the
teenage fatalities in the United States (USDHHS, 1985).
This rate does not include nonfatal assaults on
teenagers which are believed to be considerably more
common and increasing. Assault with resulting trauma
appears to be influenced by multiple factors such as
socioeconomic status, substance abuse, and high

population density (Blum, 1987).
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Teenage Pregnancy and Sexually Transmitted Diseases

There is ample evidence that adolescents are
becoming sexually active at an increasingly earlier age
(Morrison, 1985; Pestrak & Martin, 1985; USDHEW, 1979).
Almost 50% of all youth are sexually active and they
rarely use birth control (Morrison, 1985). With this
rise in sexual activity, there has been a resultant
rise of 8.2% in the United States teenage pregnancy
rate during the years 1974 to 1985 (Grant-Worley,
1987). Although the physical health risks associlated
with teenage pregnancy are now considered to be
substantially less than previously believed, there are
still risks of toxemia, cephalopelvic disproportion,
and abruptio placentae (Blum, 1987; Hayes & Crovitz,
1979; Hollingsworth & Kreutner, 1980). There are also
social factors which secondarily increase the health
risks associated with teenage pregnancy. Childbearing
adolescents are less likely to obtain their high school
diplomas and more likely to live in poverty than their
non-childbearing cohorts (Blum, 1987; Grant-Worley,

1987).
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The risk of acquiring sexually transmitted

diseases is closely linked to the problem of teenage
sexual activity and pregnancy. Although the incidence
of gonorrhea has decreased for the general population,
the rate continues to be substantial among teenagers
(USDHEW, 1979). There is renewed national concern
about sexually transmitted diseases in adolescents with
the rise in the occurrence of AIDS.

Depression and Stress

Almost half of adolescents report feeling upset or
depressed at least sometime (Marks et al., 1983). Many
of the problems identified by Giblin et al. (1985) in a
study of health needs of adolescents in Detroit were
psychosocial or psychosomatic in origin, such as
depression, school problems, nervousness, headaches,
stress, or fatigue. Frequently, adolescents reported
worrying about their health (Giblin et al., 1985). One
of the most pressing questions of adolescence continues
to be "Am I normal?" (Blum, 1987).

Nutrition
Almost one-third of adolescents express concern

about weight issues, with females reporting more
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concerns than males (Marks et al., 1983).
Approximately 30% of all adolescents are obese, placing
them at increased risk for social, psychological, and
physical problems (Lansky & Brownwell, 1982). Bulimia,
anorexia, and obesity are associated with the
adolescent years and are physiological and
psychological in origin (Kimmel & Weiner, 1985).

Substance Abuse

Substance abuse 1s widely recocgnized as a major
growing problem among adolescents. Six out of ten high
school seniors surveyed nationally reported using
illicit drugs (Egan, 1985). According to Egan (1985),
the use of marijuana, cocaine, narcotics other than
heroin, alcohol, and cigarettes increases during the
high school years.

For non alcoholic drug use, patterns of substance
abuse are diverse and vary substantially depending on
the cohort in which the adolescent was raised (Kimmel
et al., 1985). Marks et al. (1983) reported that 20%
of students in a predominantly white, middle to

upper-middle class suburban area in New York used drugs
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other than alcohol and tobacco at least several times
per month.

Alcohol is the substance most commonly used by
adolescents. It is also the substance most often used
in combination with other drugs (Egan, 1985).

In 1979, the Department of Health, Education, and
Welfare reported that 80% of 12 to 17 year olds have
had a drink of alcohol and more than 50% reported
drinking at least once a month. These figures have not
changed substantially in the past decade. Certain
adolescent characteristics have been associated with
alcohol abuse including "higher tolerance for social
deviance, lower religiosity, relative indifference to
school performance, greater family tolerance for
alcohel or substance use and a greater likelihocod to be
male" (Blum, 1987, p. 3392).

Another substance frequently abused by adolescents
is tobacco. Currently there is a decrease in tobacco
smoking among adolescents, particularly males.

However, this decrease has been paralleled by an
increase in the use of smokeless tobacco (Blum, 1987).

Adolescents erroneously believe that smokeless tobacco
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is less harmful than cigarettes (Guggenheimer, Zullo,
Kruper, & Verbin, 1986).

There appears to be a decline in the use of some
substances. However, the age of initiation of
substance abuse appears to be earlier and the use of
multiple illicit substances is becoming more common
(Friedman, 1985). Like cigarettes, the use of most
illicit substances among high school seniors appears to
be on a slight decline since the late 1970's (Johnston,
O'Malley, and Bachman, 1985). The current use of
illicit substances has dropped from a high of 39% in
1979 to 29% in 1984 (Johnston et al., 1985). This
decline is attributed primarily to a decline in the use
of marijuana. Concurrently, there also has been a
gradual long-term decline in use among the three major
classes of psychotherapeutic drugs (amphetamines,
sedatives and tranquilizers) as well as hallucinogens
(Johnston et al., 1985).

Not all drugs are showing declines. Inhalant use
showed an increase over the past three years, and
cocaine use remained constant since 1979. Seventeen

percent of high school seniors surveyed nationally used
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cocaine (Egan, 1985). The use of cocaine appears to be
influenced by social situations with most older
adolescents reporting use with at least one or two
other peers participating (Egan, 1985).
Socio-demographic factors

Participation in risk behaviors varies among
adoiescents and is thought to be due partially to
socio-demographic factors. These factors include the
age and sex of the adolescent, the marital status of
the adolescent's parents, and religiosity.

Health risk behaviors appear to increase as the
adolescent ages (Benn, 1987; Egan, 1985). This is
perhaps due to the freedoms adclescents acquire as they
achieve young adulthood. For example at the age of 16
an adolescent is eligible to take the driver's
licensing examination. When adolescents receive
independent use of the automobile they are exposed to
new risk taking opportunities.

Although males are believed to exhibit more risk
taking behaviors, the accuracy of this belief depends
on which risk taking activity is examined. Males

report heavier and more frequent use of alcohol (Benn,
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1987; Blum, 1987). In addition, accidents to
adolescents occur four to five times more frequently to
males than females (Halpern, et al., 1983 in Blum,
1987). However, females are just as likely to use
other substances and more likely to smoke cigarettes
(Benn, 1987; Egan, 1985; Marciano, 1985a; Marks et al.,
1983) .

Two studies examined the marital status of parents
in relation to adolescents' health risk behaviors.
Saucier and Ambert (1983) examined the risk behaviors
of adolescent smoking and nonuse of safety belts in
relation to parental marital status. Adolescents from
separated/divorced families were more likely to engage
in health risk behaviors than adolescents of intact
families. Data from widowed families were
inconclusive. Nolte, Smith, and O'Rourke (1983)
examined the adolescent health risk behaviors of
smoking and obesity in relation to the presence of no
parents, one parent, or two parents and also found that
adolescents with no or one parent reported
significantly more health risk behaviors than

adolescents with both parents present.
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Bernache-Baker (1987) examined the influence of a
college preparatory schecol versus a public school on
the sexual behaviors and attitudes of adolescents.
Study results indicated that the preparatory school
adolescents were no less likely to participate in
sexual activity than their public school counterparts.
Religiosity was predicted to strengthen value formation
in students. However, religiosity was shown to have
only minor influence on value formation with this male
population; this finding supported the earlier works of
McCormick, Izzo, and Folick (1985).

To summarize, adolescence is a time of
participation in a variety of health risk behaviors.
These behaviors appear to be influenced by the absence
of one or both parents in the home environment, and the
age and sex of the adolescent. The type of school
attended, public versus private, or the religiosity of
the adolescent do not appear to have a major influence
on health risk behaviors. Health choices made during
adolescence frequently remain throughout the lifetime
of the individual and therefore positive health choices

need to be promoted.



Adolescent HRA
24
Health Risk Appraisals
A health risk appraisal (HRA) is a method used to
compare an individual's health related behaviors and
characteristics with mortality statistics and
epidemioclogic data for similar individuals to estimate
the statistical probability (risk) of dying at some
specified time (White, 1986). When developed by
Robbins and Hall, the original purpose was to
compliment the traditional health history by providing
a way to identify potentially harmful health behaviors
(Dunton, 1987). This idea was called prospective
medicine, that is, looking forward by assessing the
risks of future pathology due to present precursors.
The health care professional thus is able to prescribe
preventive actions through lifestyle changes.
The first set of actuarial tables for estimating
risk were developed by Geller and Steele (1977) in 1963
using United States 1960 mortality data published by
the National Center for Health Statistics. Geller and
Steele recommend that these probability tables be
revised every 10 years using a three year average of

the mortality experience. It has been demonstrated
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that HRA estimates agree rather well with estimates
ocbtained from conventional epidemioclogic approaches
(Chaves, Jennings, McKinlay, & Mckinlay, 1984;
Schoenbach, 1987; Smith, McKinlay, & Thorington, 1987).
Gesner (1977) states that HRAs use life
contingencies to share the knowledge of risk with
individuals so that they may set priorities, reduce
risk, and improve their chances for living in good
health. Schoenbach (1987) confirms that Gesner's
"credit-debit method" of combining individual risk
factors is capable of yielding risk estimates similar
to those from logistic models which use data from
studies such as the Framingham Heart Study or the Risk
Factor Update Project by the Centers for Disease
Control (CDC). Most HRAs now employ some variation of
the "actuarial" approach to mortality first developed
by Geller et al. (1977) and Gesner (1977).

A typical HRA asks about an individual's health
related behaviors and personal characteristics, then
compares these to mortality statistics, other
epidemiological data or the Geller/Gesner actuarial

tables (Smith, McKinlay, & Thorington, 1977; Wagner,
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Beery, Schoenbach, & Graham, 1982). Some HRAs are only
questionnaires, while others include physical
parameters, such as complete blood count (CBC), serum
cholesterol level, and stress tests. Questionnaires
that focus entirely on lifestyle do so because major
chronic diseases and accidents can be predicted from
the well defined risk factors of tobacco use, over
nutrition, excessive alcohol consumption, sedentary
life style, unresolved psychosocial stress and
dangerous occupations or hobbies (Hyner & Melvy, 1985).
In addition to identifying risks, there is some
evidence that HRAs can initiate behavior change.
Reodnick and Budd (1978) offered HRA, multiphasic
screening, and two educational sessions to 292
volunteers from a community club. This primarily
white, middle-class population had a mean age of 53.
One year after the initial appraisals, a significant
‘reduction was noted in systolic blood pressure,
cholestercl levels in men over 40 years of age, and
reported alcohol consumption by men. Significant
increases were found in the amount of exercise, the

percentage of time seat belts were used, and the
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frequency of monthly breast self-examination by women.
No change was noted in smoking, but over 80% of the
participants were nonsmokers. In addition, no change
in weight, fasting blood glucose or triglycerides was
found.

Because using an HRA with health counseling
appeared to change some health related behaviors,
Rodnick (1982) repeated his study in an occupational
setting with 172 men and 120 women, with a mean age
36.5 years. One year later, reductions in blood
pressure, smoking, cholesterol level in men, and
alcohol consumption by men were observed. Increases
were found in seat belt use, exercise, and performance
of breast self-examinations. The 20-24 year old male
group made the most significant changes to decrease
their level of health risk.

A study by Bartlett, Pegues, Schaeffer and Crump
(1983) found that after the administration of an HRA,
clients participated significantly more in positive
health behaviors and less in risk producing behaviors
than they had prior to taking the HRA. An HRA,

developed by the CDC, was used with a group of elderly
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individuals and it was found that the administration of
this HRA served as a useful stimuli for the elders to
think about their health habits and their current
lifestyle as they related to risks of major causes of
death (Hartley & Swank, 1983).

Numerous HRAs were developed to promote wellness
and positive health choices; only one referred to the
specific theory under which it was created. The
underlying philosophy of the Lifestyle Assessment
questionnaire for university students is the pursuit of
a high level of wellness (Hettler, 1980). The
philosophy of high level wellness integrates six
dimensions: intellectual, emotional, physical, social,
occupational, and spiritual. Each dimension must be
positively enhanced for high level wellness to occur
(Hettler, 1980).

Several authors have suggested frameworks to
explain the health promotion phenomenon at the
completion of their research. Hyner and Melby (1985)
note that some HRA interpretations may agree with the

negative reinforcement paradigms. Individuals
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participating in an HRA with no follow up or counseling
may receive only negative reinforcement.

The Health Belief Model (HBM) may explain the
health promotion phenomenon (Hyner et al., 1985). The
focus of the HBM is an individual's perceived threat of
a specific disease. The HBM does not address those
activities engaged in by an individual for the purpose
of health promotion. Because the HBM is a disease
oriented model several authors believed the HBM to be
inadequate to explain HRA results (Muhlenkamp, Brown, &
Sands, 1985; Novick, Jillson, Coffin & Freedman, 1985;
Pender, 1987).

Another model proposed to explain the
effectiveness of HRAs in changing behavior is the
Social Network Model (Novick et al., 1985). The social
network model correlates variations in preventive
health behaviors to differing characteristics of the
social group.

Even though HRA studies have not promoted a
universal model to explain their results, several
conclusions explaining the usefulness of HRAs are

consistent throughout the literature. HRAs promote
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positive health behaviors and decrease negative
behaviors by providing information to individuals or
groups about their risks. This information influences
the individual to initiate changes in health practices.
Since HRAs are generally filled out by the individual,
the simple act of taking a HRA can stimulate behavior
change. HRAs have been more successful in changing
behavior when the administration is accompanied by
feedback. Rodnick, Frischer, and Budd (1983) state
that testing (with the HRA), giving the data back to
individuals, and showing them how they compared with
others are key items in initiating change.

For an HRA to be effective, the tool must be
specific to the target population (Geller & Steele,
1977; Hartley & Swank, 1983; Marciano, 1985b).

Numerous HRAs have been developed for the adult
population and used inappropriately with adolescents.
Since adult thought is only developing during the
adolescent years, this development needs to be
considered when using an HRA with adolescents.

While the majority of HRAs have been produced for

adults, a few have been created for use specifically
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with adolescents from a data base appropriate to this
population. The Confidential Health Profile, sponsored
by the 4-H For Life program, was produced by University
of Florida. This HRA contains 92 questions with a
printout of results varying from eight to ten pages.
The results of the profile are intended to be used in a
group setting (Weiss, 1984).
Another HRA specifically developed for early

adolescence is the Know Your Body Program from the

American Health Foundation of New York. The focus of
this HRA is to identify chronic disease risk factors in
children 11 to 14 years of age (Williams, Carger, &
Eng, 1%80). Most recently, the Rhode Island Department
of Health created a teenage version of an HRA (RIHRA),

Wellness Check. Development of the RIHRA included a

review of several health risk appraisal tools used with
teenagers, including the New York State Health Depart-
ment, Bureau of Disease Control Health Risk Reduction
Program Adolescent Survey and the 4-H For Life program.

The Wellness Check Program (WCP) was developed to be

used primarily as a needs assessment tool with direct
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emphasis on identified risks and areas of need for both
groups and individuals (Benn, 1987; Marciano, 1985a).
In summary, HRAs are effective tools for promoting
health in the adult population. A few HRAs have been
developed for use with adolescents. Adult cognition
begins during adolescence and its development will be
discussed next.
Cognitive Development
Jean Piaget, who studied the cognitive development
of children, defined four stages: sensorimotor
intelligence, pre-operational thought, concrete
operations, and formal operations (Kimmel et al.,
1985). The sensorimotor period begins at birth and
lasts until about two years of age. During this period
of cognitive development, infants learn to distinguish
themselves from the world around them. Accomplishments
of the sensorimotor period include the infant gaining
awareness of object permanence and the ability to
mentally represent objects.
From approximately age two to seven, the child is
considered to be in the pre-operational stage of

cognitive development. At this time the child begins
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to think symbolically and language skills develop
(Schell & Hall, 1983).

Operations refer to actions which a person
performs mentally that form a coherent and reversible
system (Kimmel et al., 1985). During the concrete
operations stage, from about the age of seven to eleven
years, a child learns to perform mental actions on
objects which are physically present and on thoughts
about those objects. In contrast, these children are
unable to reason or formulate hypotheses about the
future or non-present objects, thus children cannot
anticipate the outcome of their actions. For example,
these children may participate in physical activity,
but do not necessarily understand the relationship
between physical activity and its healthful benefits.

At approximately 11 or 12 years of age, the
adolescent enters the stage of formal operations. At
this stage of cognitive development, the adolescent
begins to examine operations and have thoughts about
things not present or things that are in the future.

It is at this stage that the adolescent is able to

formulate logical hypotheses and think about the
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potential outcomes of behaviors. For example,
adolescents are able to hypothesize outcomes of a set
of actions. They can think about the relationship
between their driving habits and the possibilities of
being involved in an automobile accident. As
adolescents mature, they refine their skills and are
able to perform more complex tasks. Their awareness of
knowledge increases and adolescents develop the ability
to think about and conceptualize thoughts, both their
own and others (Ximmel et al, 1985). The transition
from concrete operations to formal operations occurs
over a period of time as each individual matures.

In a further refinement of Piaget's theory, Elkind
(1984) describes adolescent thinking as characterized
by egocentrism in terms of two major concepts: the
imaginary audience and the personal fable. The
adolescents' belief that everyone else is thinking
about them and is concerned with their actions and
thoughts is called the imaginary audience (Elkind,
1984). The ability to think about what others are
perceiving and thinking, gained through formal

operations, supports the adolescents' belief in the
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imaginary audience. The imaginary audience is real to
adolescents and holds considerable influence over their
behavior and the desire for peer group conformity
(Kimmel et al., 1985).

The second characteristic of adolescent
egocentrism, the personal fable, is the result of the
adolescents' overemphasis and overdifferentiation of
feelings and a belief in their uniqueness. Elkind
(1984) believes that because of the personal fable,
adolescents view themselves as special and different.
Adolescents believe that phenomena and rules which
apply to others do not necessarily apply to them
because they are unique, special, different, and
invulnerable. The personal fable contributes
significantly to teenage risk taking behavior (Elkind,
1984) .

The influence of the imaginary audience and the
personal fable on adolescent behavior gradually
diminishes at the end of the adolescent years. This
occurs primarily in two ways. Through the use of
formal operations, the adolescent is able to formulate

and test hypotheses against reality. The perception of
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the adolescent is modified by the reaction of the real
audience in the testing of hypotheses. As adolescents
mature and gain close personal relationships, they
begin to see that others who are special have similar
experiences. The realities of what has happened to
others similar to themselves replace the adolescents'
perception of invulnerability. Likewise, the desire
for peer-group conformity begins to decrease during
middle adolescence and is replaced by
self-determination and adult identification (Elkind,
1984; Kimmel et al., 1985).

To summarize, adolescent cognition plays an
important role in the adolescent's participation in
health risk behaviors. During early adolescence,
teenagers are reacting to their perception of the
imaginary audience and the personal fable. The belief
in their personal unique qualities and their desires to
conform to group norms overwhelms the real risks
assoclated with the behaviors. Cognitively, middle to
late adolescence is a time of increased maturity in
self determination and adult identification.

Adolescents have the cognitive ability to examine
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decisions at the level of formal operations and
evaluate the consequences of their choices; however,
health risk behaviors appear to increase as the
adolescent ages (Benn, 1987; Egan, 1985). HRAs have
been used successfully with adults for promoting
wellness and decreasing health risk behaviors. Given
the cognitive abilities of an older adolescent, the use
of an HRA specifically designed for adolescents could

produce the same benefits with adolescents.
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CHAPTER III
CONCEPTUAL FRAMEWORK

The conceptual framework for this study was guided
by the principles of planned change and Elkind's theory
of adolescent cognitive development. According to
Bennis, Benne, and Chin (1985), there are three basic
strategies for planned change: empirical-rational,
normative-reeducative, and power-coercive. One
principle universal to all three strategies is the use
of knowledge as a catalyst for modifying behaviors.

The first two strategies for change were employed for
this study. The third strategy for planned change was
not used because the use of power and coercive
activities for effecting change were not appropriate
with the use of an HRA.

The empirical-rational strategy for planned change
is based on the assumption that human beings are
rational and will act according to their rational
self-interest after it is shown to them. If change is
proposed to a person and this change is in accordance

with rational self-interest and personal gain, the
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individual will adopt the proposed change (Bennis et
al., 1985).

The normative-re-educative strategy of change
proposes that human beings must be involved in their
own re—-education. Further, this strategy promotes the
idea that changes are not just derived from rational
information aleone, but that the changes must be at a
personal level. This takes into consideration the
individuals habits and values (Bennis et al., 1985).

These concepts are congruent with Elkind's theory
of adolescent cognition. According to Elkind (1984),
health professionals can assist adolescents towards
changing health risk behaviors by recognizing the
influence of the imaginary audience and the persocnal
fable on the adolescent's behavior and assist the
adolescent to hypothesis test regarding behaviors.

The use of an HRA with an adolescent population is
congruent with these principles. The HRA identifies
individuals' health behaviors and offers information
supporting positive health behavior changes. This
rational information is proposed to participants at a

personal level. Therefore, self-interest and gain is
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identified for individuals, involving them in their own
re-education.

Adolescents are given the opportunity to
hypothesis test through the taking of the HRA. After
the adolescent completes the HRA questionnaire,
individual feedback is given to each adolescent
offering information regarding health behaviors. This
information gives adolescents more data from which they
can formulate answers to their hypotheses, identify
personal gains, and modify their behaviors accordingly.

There are several other variables which research
suggests affects adolescents' health behaviors. These
include the demographic variables of sex and grade, and
the sociological variables of religiosity, living
arrangements, and socioeconomic status.

The RIHRA Wellness Score provides a means to
measure original health information and behaviors and

the Wellness Check Program (WCP) provides feedback to

the adolescent. The socio-demographic variables of the
adolescent may affect the adolescent's health
behaviors. The adolescent uses cognitive processes to

evaluate the information and alter health
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promotion/maintenance and risk taking behaviors. After
processing the information from the WCP and modifying
behaviors accordingly, the RIHRA Wellness Score can be
used again to measure the current health knowledge and

behaviors of the adolescent. Figure 1 illustrates this

phenomenon.
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Research Hypothesis
The purpose of this study was to investigate the
use of an HRA specifically designed for adolescents as
a tool to promote positive health behaviors and
decrease risk taking behaviors in this population.
The hypothesis of the study was:
Adolescents who complete an HRA specifically
designed for adolescents and receive immediate
feedback will significantly improve their Wellness
Scores after a six week period of time.
In addition, the following questions were
addressed:
1. Which subgroups of adolescents are more likely
to show improvement in Wellness Scores after a six
week period of time (i.e., male vs. female; 10th,
11th, or 12th grade students)?
2. Which types of knowledge or reported behaviors
are positively influenced by the Wellness Check

Program?
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CHAPTER IV
METHODS
Subjects and Setting
A private, coeducational, religiously affiliated
metropolitan high school was used as the research
setting. Since this private school is not part of a
schobl district, the school's board of diréctors has
given the principal the responsibility to make
decisions regarding research conducted in this school.
Therefore, entry to the school site was negotiated
directly through the school principal (see Appendix A).
The enrollment for this 9th through 12th grade
school was 210 students. However, the Rhede Island
Health Risk Appraisal, adolescent version, (RIHRA)
requires information about age specific behaviors
(e.g., driving). Furthermore, older adolescents
participate in more risk taking behaviors than younger
adolescents and possess the cognitive ability to
hypothesis test. Therefore, the population for the
study was narrowed to include grades 10, 11, and 12,
where the majority of adolescents could answer all the

questions (n=173).
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Because the Human Subject Review Committee (HSRC)
required parent consent, introductory information
letters and consent forms were sent home to
parents/qguardians for them to read and sign (see
Appendix B). A total of 173 letters and consent forms
were sent home to obtain parental consent. Consent
forms were returned by 92% (n=157) of the target
population. Six percent (n=10) of the parents who
returned consent forms declined to participate in the
study. Therefore, 84% (n=145) of the target population
participated in the study.
Informed Consent
Prior to administration of the RIHRA and
socio-demographic questionnaire, the study was
explained to each student by one of the two
investigators. The student was informed of the
potential risks and benefits of participation in the
study, questions were answered, and a consent form was
signed by the student (see Appendix B).
The only known potentially harmful effects from
the RIHRA result from the anxiety which a specific

question (e.g., question 37) or a poor risk score could
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produce. Anxiety about risk score results is
constructive if it leads to behavior changes which
improve the risk score. The possible anxiety of a
person over inherited or unchangeable risks 1is a
concern with HRA (Hyner et al., 1985). However, the
majority of the risk factors measured on the RIHRA are
under the control of the adolescent. The purpose of
the RIHRA is to provide information on which the
adolescent can base decisions toward health. Thus, the
risk from anxiety produced by taking the RIHRA and
receiving feedback was outweighed by the positive
changes in life style which could be achieved. Even
though the risks associated with the RIHRA were deemed
negligible, if an incident did occur in which the
student became upset because of the Wellness Score or

the Wellness Check Program (WCP), the student would be

referred to the school counselor.

The students were assured that the information
would be treated in a confidential manner and that no
information would be divulged to any other individual
including parents or those within the school system.

The HSRC required that students not be assigned
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individual identification numbers so that individual
student could not be identified. Therefore, no names
appeared on the data sheets and the investigators were
unable to tie specific answers to individual students.
Design and Procedures
A pre-experimental design was used to test the
study hypothesis and the research questions. A pretest
using the RIHRA was given to a single group of 145
students. Six weeks later the same RIHRA was
administered to 141 students. All students received
the pretest, but because of the Human Subjects Review
Committee (HSRC) restrictions, identifying data were
not recorded. Thus, the students' pre and posttest
responses could not be matched.
The independent variable was the taking of the
adolescent RIHRA and receiving personalized feedback
about risk factors. This is referred to as the

Wellness Check Program (WCP). The dependent variable

was the adolescents' reported health behaviors as
demonstrated by their Wellness Scores. The
demographics of grade and sex were used as independent

variables to address the research question "Which
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subgroups of adolescents are more likely to show
improvement in Wellness Scores after a six week period
of time?"

The socioclogical variables used as controls in
this study to determine whether there were differences
between the two groups included religiosity, living
arrangements, sociceconomic status, race, and age.
Religiosity was defined by church attendance. High
religiosity was characterized by weekly church
attendance where as low religiosity was measured as
attendance at holiday services only or not at all.
Living arrangement referred to the parental structure
in the home environment in which the adolescent
resided. For this study, there were two categories of
living arrangements 1) two parent and 2) other. A two
parent living arrangement meant there were two adults
parents living in the home with the adolescent
(biological parents or step parents). The category of
"other" included all other family structures (e.g.,
single parent, grandparent, guardian,vemancipated
minor). The surrogate used for socioeconomic status

was the parents' education. The categories used to
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determine mother's and father's education were 1)
grade/high school, 2) college, 3) post college, and 4)
don't know. Students were asked what they considered
their race/ethnic group to be. There were six category
choices of white (non-Hispanic origin), Black (Afro-
American origin), Hispanic, Asian or Pacific Islander,
Native American Indian or Alaskan native, and Other.
For this study the six categories were collapsed into
two, white and other. Students were asked to place
their age in one of the following age groups: 13 or
under, 14, 15, 16, 17, or 18 and over.

For the pretest administration of the RIHRA, each
student in the study was individually called out of
class or study hall, informed consent was obtained, and
then the student completed the RIHRA (see Appendix C)
and socio-demographic gquestionnaire (see Appendix D).
Immediately after completing the RIHRA, the form was
computer scored by one of the two investigators and the
student received a Wellness Score, a written
personalized risk assessment sheet (see Appendix E), a

booklet of general informaticn (The Way to Wellness For

Teens) to which the personalized risk assessment sheet
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referred (see Appendix F), a list of community agencies
from which to seek more health information (see
Appendix G), and the name of a high school counselor
(on the personalized risk appraisal sheet).
After six weeks, the same procedure was repeated.
The participants were asked to complete the RIHRA and
socio-demographic questionnaire and received individual
Wellness Scores. Normally the effects of testing from
pre to post test are seen as a threat to internal
validity, however in this design it was a desired
outcome. The socio-demographic gquestionnaire was
repeated to check for changes in student status from
the initial data collection time.
Data Collection Instruments and Materials
Two instruments were administered to all students.
The Rhode Island Health Risk Appraisal, adolescent
version, (RIHRA) and a socio-demographic data
questionnaire. The RIHRA was used to measure the
dependant variable, Wellness Scores.
The RIHRA was developed in Rhode Island in 1982
and has been administered to more than 16,000

teenagers. Currently the tool is in use in 47 of the
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50 states, Canada, West Germany, and England (Marciano,
1985b) .

The RIHRA is a 40 item instrument that is filled
out by the subject taking approximately 8 to 10 minutes
to complete. The first five questions collect
demographic information regarding the subject's sex,
age, race, grade level and educational plans. Two
categories of race were used, white and other. The
category of "other" included: Blacks, Hispanics,
Asians, Pacific Islanders, Native Americans and others.

The remaining gquestions from the RIHRA ask about
family health, nutrition, dental habits, immunizations,
exercise, smoking, drug use, driving habits, other
safety practices, mental outlook, and sexual Kknowledge.
An additional six questions are asked of females
concerning breast self examination, menstrual history,
and knowledge about birth control pills. After the
RIHRA is completed, it can be immediately computer
scored and individuals receive printouts of their
Wellness Score with a personalized risk assessment
sheet concerning areas of strength and areas which need

improvement.
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Each student begins with a base score of 76
points. Points are added to or subtracted from the
base score to determine the final Wellness Score.
Wellness scores can range from 0 to 100 and places the
student in one of four categories. Excellent
represents a score of 85 to 100; fair, .70 to 84; risky,
55 to 69; and hazardous, below 54.

The RIHRA is reported to have face and content
validity (L. Marciano, personal communication, 11/86).
The instrument was developed by reviewing other
adolescent HRA tools. Experts in the fields of
nursing, medicine, adolescence, health promotion,
health education, and exercise physiology were
consulted to evaluate the tool's accuracy and
comprehensiveness. Since the tool 1s heterogeneous in
content, the use of Cronbach's alpha is not appropriate
(Goetz & McTyre, 1981).

The second instrument was a socio-demographic
questionnaire developed for this study. Past research
has identified that specific variables appear to
influence adolescent participation in health risk

behaviors: 1living arrangement, religiosity, and
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SOCioeconomic status. Since the RIHRA does not elicit
data in these areas an additional socio-demographic
questionnaire was developed. Living arrangement was
grouped into either two parent or "other". The "other"
category included: one parent, grandparent, guardian,
and emancipated minor. The religiosity categories used
were defined by church attendance: weekly, once to
twice a month, and holidays or never. Socioceconomic
status was measured by the parents' education level.
Higher parents' education level is reflective of higher
socioeconomic status. Three categories of parents’
education level were used: grade or high school,
college, or post college education.

A booklet, The Way to Wellness For Teens,

accompanied the personalized risk assessment sheet.
The booklet is 32 pages in length and is divided into
13 sections: diet and nutrition, physical fitness,
smoking, alcohol abuse, traffic safety, stress,
marijuana and other drugs, sexuality, immunization,
dental health, family history of disease, for women,
and suggested readings. The boocklet is designed to

help adolescents better understand risk factors that
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threaten their health and provides additional
information on how to deal with risk factors
effectively. The personalized risk assessment sheet
refers to the booklet and directs the adolescent to
specific readings contained in the booklet. Experts
were used in the development of the booklet. The
RIHRA, the individualized risk assessment sheet
responses, and the booklet were field tested at three
Rhode Island high schools (L. Marciano, personal
communication, 11/86).

The investigators for the reported study were
concerned that the booklet was too simplistic for 10th,
11th and 12th grade students, thus the booklet was
piloted with a convenience sample of 20 adolescents in
the 9th to the 12th grades. The majority of the
adolescents who participated in the pilot were from
homes with parents who are associated with the health
care field. Because of this, it is assumed that these
adolescents had access to more health information than
the average adolescent and therefore, would be most
likely to identify if the booklet was too simplistic.

Twenty booklets plus a Likert-type questionnaire were
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distributed and 12 questionnaires were completed and
returned.

The questionnaire included demographic questions
asking about sex, age, and grade. In addition, eight
Likert-type statements with answer choices in a range
of five possible responses, one general question "What
was YOur general feeling about the booklet?," and a
space for comments were on the questionnaire (see
Appendix H). The eight Likert-type statements examined
the clarity and usefulness of information in the
booklet, personal reading enjoyment from the booklet,
and the adolescent's perception of their peers'
reactions to the booklet. The possible range of scores
was from 8 t$ 40. A score of 16 or below was
determined to reflect a negative view of the booklet.

The age range of the respondents was from 13 to 18
with a mode of 15 and 17 years; there were five males
and seven females. The range of the Likert scores was
19 to 34 with a mean score of 26.5. To the question
"What was your general feeling about the booklet?,"
nine adolescents responded positively, two were

uncertain, and only one responded negatively.
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The respondents were given the opportunity to
offer recommendations for the booklet. The major
response to this question was the request for more
information. From these data, it was concluded that
the booklet was satisfactory as one of the information
sources to be used in this study.
Data Analysis
The data collected from the students included
information on select socio-demographic variables
(i.e., age, sex, race, grade level, living arrangement,
religiosity, and socioceconomic status as measured by
the parent's education level). Individual Wellness
Scores and a group mean Wellness Score were obtained
from the RIHRA. 1Initial analyses were made of all
socio-demographic variables in the form of frequencies
for each group. Chi-square analysis were used to
identify significant differences between the pretest
and posttest groups' socio-demographic scores.
An independent t-test was employed to test the
study hypothesis "Adolescents who complete an HRA
specifically designed for adolescents and receive

feedback will significantly improve their Wellness
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Scores after a six week period of time." A
significance level of 0.05 was used. Next, to further
analyze the differences, the Wellness Scores were
grouped into four categories: excellent, fair, risky,
and hazardous. Chi-square analysis and frequencies
were used to identify differences between the pretest
and posttest groups' categories of Wellness Scores.

To examine the first research question "Which
subgroups of adolescents are more likely to show
improvement in Wellness Scores after a six week period
of time?" the pretest and posttest groups were divided
into subgroups of males or females, and 10th, 11th, and
12th grades. An independent t-test was used for each
subgroup to determine if there was a significant
difference between the subgroups' pretest and posttest
scores. A significance level of 0.05 was used.

To address the second research gquestion "Which
types of knowledge or reported behaviors are positively
influenced by the Wellness Check Program (WCP)?",
chi—squaré analysis was used to identify differences in
answers to specific questions between the pretest group

and posttest group.
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In conclusion, chi-square and t-tests were used in
the analyses to evaluate the effectiveness of the WCP
in improving Wellness Scores. The analysis further

identified the areas of reported differences in health

knowledge and behaviors.
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CHAPTER V
RESULTS
Descriptive

The pretest group included 74 male (51%) and 71
female (49%) participants for a total of 145. Ninety
percent (n=131) of the students were white. The other
ten percent (n=14) of the students were Black (n=1),
Hispanic (n=2), Asian/Pacific Islander (n=5), Native
American (n=2), and other (n=4). This racial
distribution is reflective of the population in the
metropolitan area.

The age of the participants in the pretest group
ranged from 15 to 19 years with a mean of 16.52 years.
The largest grade subgroup were the tenth grade
students (n=57, 39%). The remaining grades were nearly
equal in distribution. There were 43 (30%) 1llth grade
students and 45 (31%) 12th grade students.

The majority of the students were living with two
parents and had high religiosity. Seventy-one percent
(n=103) of the mothers and 78% (n=113) of the fathers
had a college or postcollege education indicative of a

higher than average socioeconomic status.
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To be eligible for the posttest group students
must have taken the pretest. However, two students
transferred to another school and one student died in a
traffic accident. A fourth student toock the RIHRA, but
the answers seemed unreliable and were not included in
the posttest analysis (e.g., student asked others to
assist in answering the questions). Therefore,
posttest data were available for 141 students.
Chi-square analysis indicated the demographics of
sex and grade and the sociological variables of
religiosity, living arrangement, socioceconomic status,
race, and age were not significantly different between
pretest and posttest groups (Table 1 & 2). The
inability to identify individuals created two
difficulties with regard to analysis. First, the
students with missing posttest data could not be
eliminated from the analysis, thus their scores
remained in the pretest pool. However, it appears that
the loss did not significantly alter the composition of
the posttest group. The second difficulty was the
inability to match individual pretest to posttest

Wellness Scores. Therefore, an independent t-test
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rather than a t-test for correlated groups was applied
to answer the research hypothesis.
Table 1

Frequencies and Chi-Square Findings for the Demographic

Variables for the Pre and Posttest Groups

Pretest Group Posttest Group
n=145 n=141 Chi-square

Sex:

Male 74 (51%) 71 (50%)

Female 71 (49%) 70 (50%) 0.00
Grade:

10th 57 (39%) 58 (41%)*

11th 43 (30%) 42 [d0%)

12th 45 (31%) 41 (29%) 0.15

*School has accelerated program, grade level sometimes

varies.
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Frequencies and Chi-Square Findings for the

Sociological Variables for the Pre and Posttest Groups

Pretest Group Posttest Group

n=145 n=141 Chi-square

Living Arrangement:

Two Parents 116 (80%) 114
Other 29 (20%) 27
Religiosity (Church Attendance) :*
Weekly 104 (72%) 106
1-2x month 28 (19%) 24
Never 12 (8%) 11
Mothers' Education:
Grade/High 39 (27%) 35
College 77 (53%) 75
Post College 26 (18%) 24
Don't Know 3 (2%) 7
Fathers' Education:
Grade/High 23 (16%) 21
College 66 (46%) 61
Post College 47 (32%) 49
Don't Know 9 (6%) 10
Race:
White 131 (90%) 137
Other 14 (10%) 14
Age:
15 31 (21%) 27
16 37 (26%) 37
17 46 (32%) 47
18+ 31 (21%) 30

(81%)

(19%) 0.00
(75%)
(17%)

(8%) 0.34
(25%)

(53%)

(17%)

(5%) 0.09
(15%)

(43%)

(35%)

(7%) 0.23
(90%)

(10%) 1518
(19%)

(26%)

(33%)

(21%) 1.2

*Pretest group has missing data for

one student.
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Further description of the group indicated these
students to whom this RIHRA was administered to be more
healthy than the average adolescent population. Table
3 compares the frequencies of Wellness Score categories
for these students at pretest time with a national
group of students who have participated in the RIHRA.
Table 3

Frequencies of Wellness Score Cateqgories Between

Pretest Group and National Group

Pretest National

n=145 n=3,482
Excellent 76 (52.4%) 1137 (33%)
Fair 65 (44.8%) 1526 (44%)
Risky 4 (2.8%) 480 (14%)
Hazardous 0 (0.0%) 339 (10%)

This group's profile included characteristics not
usually found in the "average" adolescent population.
Some unigque characteristics of the pretest group were:

100% could swim or float in water above the head, 94%
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did not use alcochol, 91% never smoked and 6% had quit
smoking, 81% used their seatbelts always or nearly
always, and 68% ate breakfast at least five times per
week. In comparison, a sample of reported behaviors
from 3,482 national public school students demonstrated
the following: 96% could swim or float in water above
the head, 74% did not use alcohol, 79% never smoked,
14% used seatbelts always or nearly always, and only

57

o

ate breakfast at least five times per week
(Operator's, 1985). The pretest group's wellness
activities were healthier than those of the national
comparison group.
Analysis of Research Hypothesis and Questions

The mean Wellness Score for the pretest group was
84.7 with a range of 58 to 99. The mean posttest group
Wellness Score was 86.3 and ranged from 54 to 100. An
independent t-test supported the research hypothesis

that adolescents who complete the Wellness Check

Program (WCP) will significantly improve their Wellness
Scores after a six week period of time (t [284]=1.74,
p=0.0415). Although the hypothesis was supported, the

difference in the change of the Wellness Score was only
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1.6 points. In addition these results need to be
interpreted with caution as one assumption of the
independent t-test was compromised.

At pretest time over half (n=76, 52%) of the
adolescents' Wellness Scores were in the excellent
category and 45% (n=65) were in the next category of
fair. At posttest time there were more student
Wellness Scores in the excellent category (n=87, 62%)
and fewer student Wellness Scores in the fair category
(n=48, 34%). However, a statistically significant
difference was not found in the distribution of scores
bétween groups for the Wellness Score categories (Table
4).

To answer the research question "Which subgroups
of adolescents are more likely to show improvement in
Wellness Scores after a six week period of time (i.e.,
male vs. female; 10th, 11th, or 12th grade students)?"
the pretest and the posttest students were divided into
subgroups of males and females, and grades 10, 11 and
12. Each subgroup's pretest and posttest Wellness
Score means were analyzed using an independent t-test.

All subgroups exhibited increases in their group mean
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Table 4

Frequencies and Chi-Square Results for Wellness Score

Categories Between the Pre and Posttest Groups

Pretest Posttest
Excellent 76 (52.4%) 87 (61.7%)
Fair 65 (44.8%) 48 (34.0%)
Risky 4 (2.8%) 5 (3.6%)
Hazardous 0 (0.0%) 1 (0.7%)

X*(3)=4.36, p=0.11

Wellness Scores over the six week period of time.
However, only the differences occurring with the
females and grade 10 were at a significant level
(p<.05). Results are summarized in Table 5.

To answer the research question "Which types of
knowledge or reported behaviors are positively
influenced by the Wellness Check Program?", pretest to
posttest group differences in each of the RIHRA

questions were evaluated using chi-square. The answers
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Table 5

T-test Results of Wellness Scores Between the Pre and

Posttest Subgroups by Sex and Grade

Pretest Posttest
Wellness Score Wellness Score t
Females .
N 71 70
X 84.5 86.7 1.88%*
SD 6.76 7.30
Males
N 74 71
X 84.9 85.9 0.69
SD 7.60 9.09
Grade 10
N 57 58+
X 85.3 87.4 1.62%
SD 7.03 7.01
Grade 11
N 43 42
X 84 84.7 0.38
SD 7.33 9.80
Grade 12
N 45 41
X 84.7 86.4 1.03
SD 7.3% 8.00
*p<0.05

+School has an accelerated program, grade level

sometimes varies.




Adolescent HRA
68

given.to 10 of the 38 questions about health were
significantly different (p<.05) between the pretest
group and the posttest group. The differences detected
were indicative of improved health practices. At
posttest, the students showed an increase in health
knowledge on five of the health knowledge questions and
reported participating in more positive health
behaviors in five of the health behavior areas sampled.
The results of the chi-square analysis are described in
Table 6.

In summary, the research hypothesis was supported
by an independent t-test. However, only the subgroups
of females and tenth grade students exhibited a
significant increase in their group mean Wellness
Scores. Chi-square analysis identified differences in
the responses to ten RIHRA questions, indicating

increased health knowledge and healthier behaviors.
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Table 6

Significant Chi-Square Findings on Selected RIHRA

Question Items

RIHRA Questions Chi-square p

Knowledge Questions:

Relatives' health history 5.24 - 0.04
Immunizations 7.22 0.03
Marijuana knowledge 5.29 0.01
Contraceptive knowledge 5.78 0.03
Oral contraceptive risk 34.80 0.00

Behavior Questions:

Snacks 2.68 0.05
Walking 3.40 0.03
Exceed speed limit T+ 75 0.01
Motorcycle helmet use - 3.02 0.04

Jogging safety 3.06 0.04
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CHAPTER VI
DISCUSSION
The purpose of this study was to investigate the
use of a Health Risk Appraisal (HRA) specifically
designed for adolescents as a tool to promote positive
health behaviors and decrease risk taking behaviors in
this population. In this chapter, the statistical
findings are discussed in relation to the research
hypothesis and questions.
The analysis supports the research hypothesis that

the Wellness Check Program (WCP) can be used to improve

Wellness Scores with select adolescents. However, this
study has several limitations and the results should be
interpreted with caution. Most importantly, because of
the ﬁhique characteristics of this adolescent
population, the study is limited in its
generalizability. Moreover, two events occurred during
the six weeks between pretest and posttest which may
have interacted with the intervention to strengthen the
treatment effects. These events were a family life

week and the death of a student.



Adolescent HRA
71
The family life week dealt with social and health
issues related to adolescent sexuality and was
presented by an obstetrician/gynecologist. The student
death was the result of a traffic accident. These two
events could have reinforced information the
adolescents had already received from the computer
generated feedback and the accompanying booklet.
Although a significant increase was detected in
overall group mean Wellness Scores, further analysis
indicated that this difference was noted to have
occurred only in the subgroups of females and tenth
graders. As identified earlier in the review of
literature, males and females participate in different
risk taking behaviors. These results may indicate that
risk taking activities in which females participate
could be more readily influenced by the Rhode Island
Health Risk Appraisal (RIHRA) than the risk taking
activities of males. On the other hand, the RIHRA
asked female students an additional six questions
concerning breast self examination, menstrual history
and knowledge about the use of birth control pills.

However, the only posttest difference detected through
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chi-square analysis in these six questions was oral
contraceptive knowledge. Therefore, the significant
increase in Wellness Scores for the female subgroup was
probably not related to the additional six questions.
The finding of the significant increase in
Wellness Scores for the tenth grade students is
supported by observations made at the time of data
collection. During the WCP, the tenth grade students
appeared to concentrate and focus on completing the
RIHRA fully and accurately. Upon receipt of the
computer generated feedback, all students immediately
read their results. However, the yocunger adolescents
seemed to read the results with a more serious
attitude. These observations and the tenth grade
subgroup t-test results suggest that younger
adolescents may be more readily influenced by the WCP
to raise their Wellness Scores by acquiring knowledge
and/or by participating in health promoting activities
than their older counterparts.
It may be easier for adolescents to gain knowledge
and raise their Wellness Scores than it is for them to

alter their behaviors to raise their Wellness Scores.
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The 12th grade students' pretest group mean Wellness
Score was slightly lower than the 10th grade students’
pretest group mean Wellness Score. Since older
adolescents participate in more risk taking activities
than younger adolescents, this may account for their
lower pretest and posttest group mean Wellness Scores.
HoweVer, the older adolescent may have already
possessed more specific health knowledge regquired for
correctly responding to knowledge questions on the
pretest RIHRA. Therefore, older adolescents may need
to have a stronger more individualized intervention to
raise their Wellness Score. This would allow them to
question and hypothesis test resulting in improved
health behaviors.

The results of the chi-square analysis of specific
health questions detected differences between groups
with certain wellness indicators. The adolescents'
responses to ten of the health questions indicated a
statistically significant difference in health
knowledge or reported behaviors. These questions can
readily be categorized as either health knowledge or

reported health behaviors with the posttest group
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scores being higher. The five knowledge questions
included biological relatives' health histories, the
adolescent's own immunization status, the cancer
causing agents in marijuana, the pregnancy risks
associated with unprotected sexual intercourse, and the
risks of smoking while taking birth control pills.

The WCP appears to be an effective tool for both
stimulating the acquisition of health knowledge and
disseminating health information to adolescents.
Regarding the change in knowledge about the relative's
health history and the adolescent's own immunization
status, it is likely that the pretest motivated the
adolescents to obtain this information from their
parents. With the other three knowledge questions, the
intervention itself appears to have provided the
information. When a question was answered incorrectly
during the pretest, the computer generated feedback
included the correct information and referred the
adolescent to specific pages in the booklet for
additional information and clarification.

Although there were areas in which the students’

knowledge did not change from pretest to posttest, the
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majority of the adolescents already had the correct
information at the pretest time. An example of this
was found in the knowledge question "Is the abuse of
alcohol (a depressant) or any other drug dangerous?"
(question 24). At pretest time 96% of the adolescents
gave the correct response to this question. As
suggested in Table 3, the students in this study had a
high overall level of wellness prior to the
intervention.

In addition to increasing knowledge, the
intervention appears to have prompted positive behavior
changes in selected areas. At the pretest time, each
adolescent's computer printout gave specific
information about how behaviors could be changed to be
less risky and more health promoting. 1In addition, the
adolescent was referred to the accompanying booklet for
more information in these areas. The reported
behavior differences were found primarily in three
areas: nutrition, exercise, and driving safety. These
differences are of particular importance because the
majority were life style behaviors with life long

implications. For example, developing an exercise
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routine may prevent or decrease the potential of future
cardiovascular problems. However, since the RIHRA
measures only self reported behaviors, the behavior
improvements noted may indicate only an increase in
knowledge of appropriate behaviors instead of actual
behavior changes.

‘Unfortunately, the responses to several questions
indicated a reported increase in risk taking behaviors
in the areas of alcohol and substance abuse, cigarette
use, driving under the influence, and lack of adequate
sleep. However, this finding appears to be a result of
students under reporting of risk taking behaviors at
the time of the pretest. Students reported being more
honest in answering posttest questions because neither
the school nor their parents had discussed the results
of the pretest with them. The students felt more
assured of confidentiality at the posttest time. This
type of response is supported by the works of
Campanelli, Dielman, and Shope (1987). Their findings
indicate that adolescents will answer sensitive
questions truthfully only if they are convinced of the

confidentiality of their responses. The RIHRA may have
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underestimated certain risk taking behaviors which
would have lowered the pretest Wellness Score. At
posttest time the group mean Wellness Score
improved in spite of the lower points for more truthful
answers on certain questions.

It should also be noted that there may be certain
behaviors over which the adolescent may have limited
control, making the intervention less effective. An
example of a behavior in which an adolescent may have
limited control towards improvement is Question 11:
"How many days in a typical week do you eat food from
each of the four food groups?" This behavior may be
influenced more by the type of food available in the
home or by the person who plans and prepares the meals
rather than by the adolescent's knowledge regarding
adequate nutrition.

Since the data collection was conducted within the
school building and parental consent was necessary for
the adolescents to participate in the study, the
adolescents assumed that both the school and their
parents would have access to their answers and

therefore chose to answer sensitive questions with
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caution. Clearly, questions regarding alcohol and
substance abuse, cigarette use, and driving under the
influence would be considered sensitive questions with
this population. Therefore, at the posttest time the
reported increases of behaviors in these areas were
probably only a reported increase and not necessarily
an aétual behavior change. If this RIHRA were given a
third time it might be expected that adolescents would
report behaviors accurately.

In summary, the WCP appears to be an effective
tool for improving Wellness Scores with females and
tenth grade students. The WCPAprovides a means for
disseminating health information and appears capable of
influencing selected health risk behaviors. While the
overall gain in Wellness Scores was not large with this
group of students, the gains in knowledge and the
behavior changes have long term implications.
Furthermore, the gains appear to have been
underestimated by students underreporting risk
behaviors at the time of pretest. In addition, this
group of adolescents' reported behaviors were primarily

healthy at pretest time, leaving limited room for the
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Wellness Score to improve. These findings suggest that
it is possible, therefore, that the WCP may be more
effective with groups of adolescents who have low

Wellness Scores.
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CHAPTER VII
SUMMARY & RECOMMENDATIONS

This study investigated the use of a health risk
appraisal (HRA) with an adolescent population. A
review of literature revealed that adolescence is a
time when health patterns are established and many
health risk behaviors begin. HRAs have been used
successfully to promote health in adult populations.
Several HRAs have been developed for adolescents, but
the review of literature revealed that they were
primarily used as data gathering tools rather than as
tools for promoting health.

The purpose of this study was to investigate the
use of an HRA specifically designed for adolescents as
a tool to promote positive health behaviors and
decrease risk taking behaviors in this population. The
following hypothesis was tested: Adolescents who
complete an HRA specifically designed for adolescents
and receive feedback will significantly improve their
Wellness Scores after a six week period of time. 1In

addition, the following questions were addressed:
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1) Which subgroups of adolescents are more likely to
show improvement in Wellness Scores after a six week
period of time (i.e., male vs. female; 10th, 11th, or
12th grade students)?
2) Which types of knowledge or reported behaviors are
positively influenced by the Wellness Check Program?
This study was guided by principles of change
theory and Elkind's theory of adolescent cognitive
development. A pretest/posttest design was used. The
sample population was 145 adolescents attending a
private religiously based metropolitan high school.
Participants were individually called out of class and
completed the Rhcde Island Health Risk Appraisal,
adolescent version (RIHRA), and a socio-demographic
questionnaire. The RIHRA was immediately computer
scored and each participant received a Wellness Score,
individualized computer generated feedback, a booklet
of health information, and a list of community
resources. Six weeks later the process was repeated.
Each participant received a new Wellness Score and

individualized computer generated feedback.
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The study hypothesis was supported. The posttest
groups scores were significantly higher (t=1.74, p<.05)
indicating that the Wellness Check Program (WCP) can be
used to improve Wellness Scores with adolescents.
However, further t-test analysis indicated that only
the subgroups of females and tenth grade students
showed a significant difference in Wellness Scores.

The results of the chi-square analysis of specific
health questions demonstrate that certain wellness
indicators were significantly different between the
pretest and posttest groups. These questions appear to
be in the areas of knowledge acquisition and reported
positive health behaviors.

In summary, it appears that an HRA, specifically
designed for adolescents, can be used by an adolescent
to improve the Wellness Score and promote healthier
behaviors. The intervention appeared to be more
successful with the subgroups of females and tenth
grade students.

Implications for Nursing
The RIHRA used in this study was shown to be an

effective tool for improving adolescents' Wellness
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Scores. The results indicate that the WCP appears to
improve the health of this normally high risk age
group. However, further research is needed to
determine the WCP's usefulness clinically. Since
adolescence is an important developmental phase in
establishing life long behaviors, healthy behaviors
promoted during this time period could carry on
throughout adult life. This could mean improved health
in future adult populations.

Although the group mean Wellness Score improved
only a small amount, the knowledge and the reported
behaviors which were different at posttest time are
important. It appears that the reported behavior
differences were life style behaviors and have life
long implications. The potential ability of the WCP to
influence life style behaviors enhances its clinical
usefulness. Since poor health during adolescence is a
primary reason for absenteeism from school, improved
health could decrease absenteeisnm.

Although the WCP's clinical usefulness as an
intervention to improve healthy behaviors and decrease

risk taking activities in adolescent's remains
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undetermined, the WCP as an inexpensive intervention
has a variety of applications in the school and other
settings where adolescents are found. The RIHRA
produces a group profile identifying those risk factors
which are commeon to the majority of the group. The
school health nurse or the community health nurse could
use this information as a basis for planning health
promotion/protection programs for adolescents in a
particular school or district. If the RIHRA were to be
used in several schools, the group profile would aid in
the identification of regional risk factors. Planning
could then be done to develop educaticnal or health
interventions to meet specific needs. Subsequent
profiles could be used for evaluating the impact of
such efforts as weight control programs or stop-smoking
clinics.

The RIHRA is easy to administer, making it
possible to quickly establish a sizable database which
could be useful to program planners or in developing
health policy and legislative initiatives. For
example, after 30,000 Rhode Island residents had

completed an HRA the State Department of Health
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discovered that only 13% of these residents wore safety
belts. Using that information a bill was introduced to
the Rhode Island general assembly requiring the use of
safety belts (Marciano,1985b).
Recommendations for Future Research

This study had several limitations, therefore,
future research should focus on eliminating or
decreasing the effects of these limitations. To
improve the generalizability of the study, initial
future research should include adolescents from public
metropolitan and rural high schools as well as
adolescents from other private high schools. A high
school is a convenient place to locate an adolescent
population, however, other areas which attract
adolescents could also be investigated as potential
sights for future research.

Additional research needs to be conducted using
designs with an identifying code to accommodate pretest
and posttest matching of scores. This would facilitate
the use of the paired t-tests and ANOVA.

The issues of confidentiality and trust are

critical when conducting research with an adolescent
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population. Ideally adolescents should be able to sign
their own consent forms and parental consent should not
be required. As indicated by this research, trust in
the researchers and the adolescent's belief in
confidentiality was gained by the second data
collection period. Conducting this type of research in
an alternative setting where adolescents congregate may
increase their trust in confidentiality of their
responses.

Future research may benefit from a design with
additional data collection periods such as in a time
series design. A design of this nature could answer
the question: 1Is the change from this intervention
sustained over time?

Several of the study limitations are related to
the RIHRA as a tool. The RIHRA does not cover some
topics which are important to adolescent health.

Future versions of adolescent HRAs should include
questions about acquired immunodeficiency syndrome
(AIDS), testicular cancer, and skin problems.
Additionally, more of an emphasis should be placed on

the areas of nutrition, stress, and anger.
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The intervention of the WCP might be strengthened
in several ways. Individual counseling of each
participant after the receipt of computer generated
feedback could assist the adolescent to formulate a
plan to participate in more health promoting activities
and decrease risk taking activities. Activities could
be éstablished to assist adolescents in their
individual plans such as beginning an aercbic exercise
activity at school. From the group profile the
intervention could be strengthened by school curriculum
changes focused on the needs identified.

An HRA successfully used with one adolescent
population may not be appropriate for all adolescent
populations. At the pretest time the adolescents in
this study were found to have high Wellness Scores
indicative of an already existing active participation
in health promoting activities. For them an HRA with
either more‘specific questions or more topics covered
might have been even more effective. Additional
research needs to be conducted to evaluate the
effectiveness of the WCP in populations with low

Wellness Scores in which a greater increase might be



Adolescent HRA
88
expected. The effectiveness of the WCP needs to be
further evaluated with other subgroups (e.g., race,
sex, age).

'To assist in identifying small behaviors changes,
each answer response on the HRA should have a different
point designation. For example, the point designation
for the responses to question 12, "How often do you
snack on foods like pastries, candy, sweets, soft
drinks, or other sugary foods?" is: (a) Daily, -1;

(b) At least 3 times a week, 0; (c¢) Seldom, 0O;

(d) Never, 0. The points to each answer response could
be altered to reflect more variability such as:

(a) Daily, -2; (b) At least 3 times a week, -1;

(c) Seldom, +1; (d) Never, +2. This would enable more
variability to be evidenced in the Wellness Scores and
serve as a positive reinforcer to the adolescent.

It is important that the HRA tool act as a
reinforcer of existing health promoting behaviors. The
RIHRA accomplishes this by identifying positive health
behaviors on the computer feedback sheet prior to
identification of those areas which the adolescent

needs more knowledge or a change in behavior.
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In this time of concern over the cost of health
care all health care professionals need to be more
economical in the use of available health care dollars.
Decreasing risk taking behaviors in adolescents should
translate into cost savings for future health care.
Future research on HRAs should address this issue of
health care cost containment: What level of wellness
in adolescents will decrease subsequent health care

costs in adults?
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To: Oregon Health Science University

To Whom It Mav Concern:

has agresed to Dartl_*rat= im a
research study that is being conducted by Delares Wright and
Jill Daniels, It is my understanding that the participation
of students in this preoject is limited to responding to a
health risk appraisal questicnnaire. Because the study
reqgquiras anly responding to a guestionnaire, and students

. 1t does not seem
for the shtudy to be
nt 1is requestad.

f—1
are participating on a vealuntary bacsi
necsssary to regquirs parsntal consent
conducted and a waiver for such cornze

Respectfully,
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Appendix B

Introductory Letter and Consent Form

for Parents and Students
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October 26, 1987

Dear Parsnt or Guardian:

. has agreed to participate in a
research study being conducted by two Masters degrese students,
Dolores Wright, R.N., M.S. and Jill Daniels, R.N., B.S.N., from
Oregon Health Sciences University. Dolores and Jill are also
currently instructors of nursing at Walla Walla College Schoeol of
Nursing in Portland.

This study will evaluate the use of a nationally used health
education prcgram with adoclescents. The health risk appraisal is
a self administered questiocnnaire on areas of health such as
nutrition, exercise, immunizations, and health related habits.
Students will alsc be asked to complete a short personal
information questionnaire. Upon completion of these two items,
the student will receive a wellness score based on their
responses to the questionnaire, a personalized risk assessment
sheet, a booklet of information about good health practices, and
a list of local community resource numbers for providers of
health care services. The students will be asked to complete
these questionnaires again in about two months time.

All information which individual students supply will be
confidential. No names or identification will be on either of
the questionnaires. Therefore, the researchers will be unable to
identify questionnaires from individual students. Data supplied
to will be in the form of group data only.
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This is an opportunity for- to receive information about the
health of their students, as a group. This will enable the
faculty to direct their health curriculum toward the specific
needs of their own students. The goal is for all students in the
10th, 1lith, and 12th grades to participate, thus producing
accurate information for curriculum revision.

The University requires that we get parental consent for the
students participaticn in this study. Attached is the consent
form for your signature as well as the signature of your child.
Please read the consent form, sign it, and send it back to the
schoel with your child by Wednesday, October 28, 1987. If you have
questions about this study please feel free to call Dolores or
Jill at Walla Walla College School of Nursing at (503)251-6115
Monday through Friday.

Thank you for you participation.

Sincerely,

F
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CONSENT FORM

I, , agree to serve as a subject in the research project
concerning the use of a health risk appraisal with an adolescent population,
This research is being conducted by Jill Daniels, R.N.,B.S., and

Dolores Wright, R.N., M.S., under the supervision of Cecelia Capuzzi, R.N.,
Ph.D., Associate Professor of Commmity Health Care Systems.

I have been told that the purpose of this study is to better understand the
potential usefulness of a health education program with adolescents. I
understand that I will be asked to provide information about myself and to
complete a health risk appraisal questionnaire. I understand that some of
the questions are of a personal nature, such as my use of drugs. I will
receive a camputer generated wellness score, which will identify strong and
week areas. I will receive a booklet The Way to Wellness For Teens which
discusses areas of health concern to teenagers. I will also receive a list
of local community health care resources with their telephone numbers so I
can call if I want any further information. I understand that it will take
approximately 15 minutes for me to camplete the gquestionnaires. I know I
will be asked to complete the health risk appraisal again in about two
months time.

I have been told that the researchers are not aware of any known risks or
discomfort that may result from the research except for the possibility that
some of the questions on the questionnaires may cause me to be
uncomfortable. I understand that the potential benefit to me will be to
learn my wellness score and obtain more information about various health
topics. This will assist me in making decisions about my own health
behaviors. I understand that confidentiality will be maintained by keeping
my responses anonymous. My name will not appear on any documents. The high
school faculty and my parents will NOT have access to any of the answers I
give to any of the questions.

The Oregon Health Sciences University, as an agent of the State, is covered
by the State Liability Fund. If you suffer any injury from the research
project, compensation would be available to you only if you establish that
the injury occurred through the fault of the University, its officers, or
employees. If you have further questions, please call Dr. Michael Baird at
(503) 279-8014.

Ms. Daniels and Ms. Wright have offered to answer any questions I might
have.

I understand that I may refuse to participate or withdraw from this study at
any time without jeopardizing my status/enrollment at this high school.

I have read the foregoing and agree to participate in this study.

Student Date

Parent/Guardian Date
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RTHRA Teen Wellness Check
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PLEASE ANSWER EVERY QUESTION

107

MARK ANSWERS ON CARD

A e oL S e 8 e S s e s

&3 . ks = Bt

Male{ ) Female( )

12.

How often do you snack on foods like pastries, candy, sweets, soft drinks, or other
sugary foods? ) '

{A) Daily S < (B} Atleast 3 times a woek

(e ) 2t ) College ( )

2. Your age is. {C) Seldom i (0) Never
13orunder{ ) 14¢ ) : A5(C )
lv6 () 17¢ ) 18orover( ) 13. How often do you brush your testh?
{A) Daily (8) At least 3 times a week
3. What do you consider your race/ ethnic group to be? (C) Seldom s (D) Never
U\) White (non-Hispanic origin}
(B) Black (Afro-American origin) 14. How often do you use dental floss on your teeth and gums? .
{C) Hispanic (D) Asian or Pacifig slander ; (A) Daily () Atleast 3 times 2 week
(E) Native American {ndian or Alaskan native {Fy Other {C) Seldom {D) Never
4. What grade are you in now? 15. Have you had your teeth checked and/or cleaned at a dentist's office or clinic in the
e ) sthi ) Sth( ) past 12 months? :
10th( ) 11th( ) 12th¢ ) Yes( ) No( )
5. What s the highest grade you pian to complete? 16. Have you been immunized (recaived shots) lo protect you against measles and
A ) sth( ) e ) 10th( ) German measies (rubeiia)!

(A) Yes, bath {B) Yes, cna (C) Naither (D) 1 don't know

attack, a stroke, high blood pressure, or diabetes befare the age of 60?

6. Has a blood relative (parent, grandparent, brother, or sister) had either a hearnt

(A) Yes . (B) No (C) Don't know

7 How wauid you describe your body frame?

(A) Largeboned (B) Average (C) Smaiiboned

8. How tail are you (with shoes — one inch heeis)?

(A) 4'9” ar under (B) 410" -4'11" (€) 5-5'1"
(0 327 - 537 (E) 547 -5'5" (F) 56" .57
(G) 58" 59" (H) 510" - 511" he- 61"

() 62783 (K) 64" - §'S" {L) 6'6” or over

9. What 1s your weight? (wearing indoor clathes)

(A) 89 ibs. or less (B) 90t0 99 (C) 10010 109
(D) 110to 113 (E) 120ta 129 (A 130t0 139
(G) 140to 149 {H) 1500 159 () 16010 169
(H 1700179 (K) 18010 189 (L) 190 to 199
(M) 20010 209 (M) 21010 219 (0) 22010229

(Py 230 1bs. or more

10. How many days 1n a typical week do you eat breakfast?

(A) Every day - (8) 5 or 6 days a week
(C) 2to4 days a week (D) 1 day or none

graups?
The four food groups are:

1} Fruits and vegetabtes;

2) breads. grams and/or cereais;
3) muik or muik products;

4) meat, fish. or ptant proteins?

" | eat something from each of these four food groups..

11. How many days in a typical week do you eat foods from each of Ihe four food

(A) Every day (B) 5 or 6 days a week
(C) 2 to 4 days a week i (D) 1 day or none

17.

18.

19.

20.

21.

22.

How often do you waik at least one mile without stopping?

{A) Daily (B) Atleast 3times a week (C) Seldom (D) Never

Aerabic exercise (s any physical activity that greatly increases bath heart rata and
breathing. Aerobics can include exercising. jOgging, swimming, jumping rope,
cross-country sking, brisk walking, or other strenuous activities. How often do you
get at least 20 minutes of non-stop aerobic exercise?

(A) Daly (B) At least three times a week (C) Once or twice a week
(0) Seidom {E} Never

How often do you participate it recreational activities — such as bowling, golf,
tennis, basketball, softball, dancing, or similar activities?

(A} Daily (B) At least three imes a week '(C) Once or twice a week
(D) Seldom (E) Never

How many cigarettes (tobacca) do you smoka?

(A) None, | have never smoked (B) Nona, | quit smoking
(C) A pack or less per week

(D) More than a pack per week but tess than a pack per day

(E) 1 pack per day (F) Between 1 and 2 packs per day
(G) 2 or mare packs per day

It you are a cigarette smoker, do you pian on quitting some day?

(A} | do not smoke

(B) No, | da not plan on quitting

(C) Yes, | plan to quit today or in the very near future
(D) Yes, | plan ta quit betore } get out of igh school
(E) Yes. ! plan to quit before | turn 21 years old

(F) 1 wili only quit if forced ta by iliness or disease

Does marijuana Smoke contain more cancer-causing agents than tobacca smoke?

Yes ( ) No ( )

TWC 1/HE8
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23. In a typical week, what is the mast alcohal you drink in any one day? (A drink of  36. Do you usually get encugh sieep and feel rested in tha marning?
alcohol 1s either 12 oz. of beer, a5 0z. glass of wine, ora 1'% 0z. shot of hard liquor)

» » i (A} Yes, usually (8) Yes, sometimes (C) No

In a typical wezk, the most | drink in any ane day is . .

(A) None, I do not drink (B} 1or 2 drinks in one day 37. In the past six months, have you had feelings that Iife wasn't worth living?
: i -

((EI) ;1 or 4 drinks f" one day (2} 95 crf dnrj : in one day (A} Yes. often (B} Yas: somatimes

(E) 7 or 8 drinks in one day (F) 9 or 10 drinks in one day () Yes. rarely . (D) Ne | haven't

{G) 11 or mare drinks in cne day

38. Do you have fnends ar retatives that you can turn ta for heip when sometting is

?
24 isthe abuse of alcohot (a depressant) or any other drug dangerous? troubing you?

Yes ( )] No ( } (A) Yes usually  (B) Yes, sometimes  (C) No
?
25. Do you ever use alcohol with other drugs? 39. Can sexual wntercourse even once, without effective birth control, resuit in
(A} No i don't (8) Yes, often pregnancy?
(C} Yes, somettmes (D) Yes, but very saldom

(A) Yes  (B) No  (C) Im nat sure

26, Doyou ever drive under theinfiuence of alcohol or drugs — or nide with a driver who 40. Will sexual activity with several partners increase a person's chances af getting

is?

IS sexually transmitted diseases (STD's)? Sexuaily transmitted diseases are
(A) Noidon't (B) Yes. often : sometimes calied venerai diseases (V.0).

{C) Yes, sometimes (D) Yes. but very seldom ’

(A) Yes  (8) No  (C) I'm not sure

27. How aften do you use seatbelts when you drive or ride in a car?

MALES STOP! You have completed the appraisal. Thank

(A) Always ar nearly aiways (B) Sametimes (C) Seidem (D) Never you.

28. When driving a car, do you ever exceed the speed imit by mare than L0 miles per FEMALES please cantinue. 1
hiogs? FEMALES ONLY SHOULD ANSWER THESE LAST SiX
{A) Not driving yet QUEST[ONS Sevess)
(8} Never exceed speed imit by 10 mph
(C) Rarely exceed speed limit by 10 mph 41. Do you examine your breasts sach month to detect lumps?

(D) Sametimes exceed speed hrt by 13 mph

Yes ( } Nao ( )
(E) Often exceed speed limit by 10 mph

42. Has your mother or sister had a breast remaved or an operation on her breast?
29. It you nde a motorcycie or moped. do you wear a heimet?

(A} Don't ide a motorcycle/moped  (B) Never wear a heimet (A) Yes  (8) No  {C)l don't know

(C) Rarety wear a heimat (D) Sametimes wear a heimet

(E) Always wear a neimet 43. Has your mother or sister had a hysterectamy (uterus removed)?

(A) Yes  (B) No  (C)l con't know
J0. When wailing or jogging on a raad, which side of the road do you waik or jog an?

{A) Facing on-coming traffic 44, It you've started naving menstrual perods, do they ever last for mare than 10 days

(8) in same direction as traffic atatime?
(C) Either side (A} I've not started having periods yet
(B) Yes. my periads have lasted for more than 10 days
31 When waiking. jogging, or nding a bike aiter dark, do you wear lignt-calored or (C) No. I've not had a period last for more than 10 days

reflective clothing or nave reflectors on your bike?

45. Do you knaw what caused your periad to {ast more than 10 days?

(A) Na (B) Yes, sometimes
(C) Yes, often or aiways (D) | don't watk/jog/ ride a bike after dark (A) Daes not apply (8) Yes (C) No
32. Do you have a smoke detectar 1n your home or apartment? 46. Are women whatake birth controt pills and smoke cigarettes at anincreased nsk af
?
(A) Na (8) Yes, and I'm sure that 1t warks blood clatting?
{C) Yes, but it may not wark {N) | don't know (A) Yes (8) No {C}I don't know
J3 Do you ever hitchhike or pick up hitchhikers? You have compieted the Weltness Check heaith risk assessment questionnaire.
i
(A) No (8) Yes, atten THANK YOU
(C) Yes. sumetimes (D) Yes, but very seldam

34. Do you know how to swirn ar stay afioat in water that is over your head?

Yes( ) No ( )

State Form 11214
5BHOS-188
12-35

35. Have you fost mare than five pounds tn the past few months without dieting?

Yes ( } No ( }

TWC 2/HES

WELLNESS CHECK was developed by the Rhode Island Department of Health
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Demographic Questionnaire

Do you live with: (please check one of the following)

( Both parents

One divorced/separated parent
One widowed parent
Grandparent (s)
Guardian

Other please specify

g —
Tt N it N N Nt

Which of the following is the highest grade campleted by
your mother? (please check one of the following)
( ) grade school
( ) high scheol
( ) college
() post college
( ) don't know

Which of the follewing is the highest grade campleted by
your father? (please check one of the following)

( ) grade school

() high school

( ) college

( ) post college

{ ) don't know
Outside of school, how often do you attend church services?
(please check one of the following)

() Never

() Holidays only

() A couple times a month

() Weekly
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x : WELLNESS CHECX FOR TEENAGERS *®
* <10 PRINT YOUR OWN HEADING HERE G0 TO OPTION #7(9) ON THE MAIN MENU>  *

Lk HEE YOUR SOCRE ON THE HEALTH RISK APPRATSAL IS 93 OUT OF A POSSTBLE 100 POINIS.
* %% % YOUR SOORE PLACES YOU IN THE FOLLOWING HEAITH RISK CATEGORY: —>> EXCELLENT <{——,
YOU SCORED WELL IN THE FOLLOWING AREAS ON THE QUESTIONNATRE:

* —  KERCISE SOKING  ALOCHOL  AUTD SAFFTY <— %

YOU SHOULD BE PROUD OF THE WAY YOU TAKE GARE OF YOURSELF IN THESE CATEGCRIES. IF YOU WOULD LIKE INFORVATION TO HELP YOU TO
MADII‘A]NORFURIHERD@ROVE'IHESEGBDHEAHHHABHS,HEASEREEERTOH{E'WAYTDI\HDIESSFORTEEVS'KUG_EI‘Y(IJREEEIVED.

—>>BDMATTERPUMYQIANSWERED1HEQJESTIONSAHIEW]GSANDSEMJALHY,EVERYG\IEISRECEIVDK}'IHEFMOMINGMESSAGES:'<<—
*BESIDESI‘LARIJUANA'SCAMIER—Q&USE\CAGH\IIS,YWMMWMM&WMYMMM,MRY,MMRA
TICN. HCANLWERMAIEPDRNDNBINH)YSANDMEPDR‘H@ESING]RLS,M{[G{MAYAFFHZTYWRHIYSICALORSEGJALDEVEIDH"IB\IT;I
CAN INTERFERE WITH DRIVING ABILITY AND QOORDINATION. FOR MORE INFORMATION READ PAGE 18 OF 'THE WAY TO WELLNESS FOR TEENS.'

* ALODHOL. CAN BE A DANGEROUS DRIG. AHEEOFMANYKE]BOFBUEOWLEADEPH@%NENTH{YSICALAWNENMLDAMGEA@/OR
ADDICTTON. OVERDOSES OF SOMF DRUGS CAN AND DO KIIL. SNIFFING OR INHALING SUBSTANCES IS ESPRCTAILY DAMAGING AND DFALLY,

READ PAGE 14 OF "THE WAY TO WELLNESS FOR TFENS.'

*m&m—mm—mmmmwmmmm. READ PAGE 20 OF 'THE WAY TO
WELINESS FOR TEENS.'

*APERS(]\JMAYHAVEAMALLY'IRANSVEHEDDISEASE(SID)ANDNOI‘IQ\KMITUNIILPEH#ANE\H‘DAMAGEISIINE. YOU SHOULD KMCW
THATPERSCI\ISM-K)ARESEXUALLYACIIVEWIH{DIF’EEREWPAKH\IERSSTUJLDEEGMCEDFRFIIJE\HLYFORSE(UALLYTRANMIEDDISEASES.
READ PAGE 20 OF '"THE WAY TO WELLNESS FOR TEENS.'

—>> YOUR IDENTTFIFD HFALTH RISK FACIORS: <<—
Y(IJRRESRNSESTOTHEHEAL’IPIRISKAPPRAISALQ]ESIIOI\ISHVDICATEHATTPEMWWGAREIHEAREASOFCREATESTDANGERTOYWRHEAL

** YOU SHOULD FIOSS YOUR TEETH DATLY TO PROTECT YOUR TEETH AND GIMS. NOT FLOSSING REGULARLY INCRFASES THE RISK OF TOOTH LOSS AN,
GUM DISFASE EVEN IF YOU HAVE FEW CR NO CAVITIES.

*YUJMAYI\KJTBEUP'IODATE@IYCL‘RMNIZATIONS,ANDTEEREBYHVCREASEYUJRRISKOFGEH’I]\IGPE'ASLESORRUBEHA (GERMAN MFASTES
(HECK WITH YOUR PARENTS, SCHOOL NURSE, FAMILY DOCICR, CR LOCAL CLINIC.

W]NFOHVIATIO‘\JBAVAHAHEWHOJYW@NTAKEG)HRQLOFYWRMANDRHIEEY&REEMHEDRISKS&M

PLEASE REFER TO THE FOLLOWING PAGES IN THE 'WAY TO WFLINESS FOR TEENS' BOOKLET:
PAGE 22 PAGE 24

W‘IOPRMYGJRGWENDDIGMESSAGEHERE(DTUOPH(N#KIO)CN’IHEMAINP’!E\]IP"P-"‘F

<< WELLNESS (HECK WAS DEVELOPED BY THE RHODE ISLAND DEPARIMENT OF HEALTH >> gt
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The Way to Wellness For Teens
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Rhode Island Department of Health
Office of Health Promotion
103 Cannon Building

75 Davis Street

For more information about wellness check
contact your local health department, or the
Providence, R.I. 02908
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Appendix G

List of Community Agencies




FOR MORE INFORMATION

Diet and Nutrition
Oregon Dairy Council
Oregon Dairy Products Commission
Oregon Diatetic Association
Oregon State University Extension Service
Multnomah County
Clakamas County

Dental Health
Multnomah Dental Association
Oregon Dental Association
Physical Fitness
- Boys and Girls Clubs of Portland
Portland Parks Recreation Program
Young Men's Christian Association

133

229-5033
229-5034
796-1300

254-1500
655-8634

223-4731
620-3230

775-1549
796-5793

(see local listings in the telephone book)

Young Women's Christian Association

(see local listings in the telephone book)

Smoking

American Cancer Society, Or. Division Inc.

205-6422

American Heart Association, Or. Affiliate 226-2575

Oregon Lung Association 224-5145
Traffic Safety

Department of Transportation

Road Conditions 238-8400

Motor Vehicle Division, Central Inquiry 286-9675

Travel Information Council 229-5275

Tri-Met Information 233=3311

Special Needs Transportation 238-4852
Imrunization

Clakamas County Health Division 655-8367

Multnomah County Health Division 248-3816

Oregon State Health Division 229-5534
Pap Test and Breast Self Exanm

American Cancer Society, Or. Division Inc. 295-6422

Planned Parenthood 775-0861
Heart Attack and Stroke

American Heart Association, Or. Affiliate 226-2575
Diabetes

American Diabetes Association 228-3100
General Health Information

Clakamas County Health Division 255-8471

Consumer Information Center (303)948-3334

Multnomah County Health and Dental 248-3816

National Health Information Clearing House

1-800-336-4797

Tel-Med (taped Health Information)

248-9855

Other Health Information Numbers Listed on

TEEN SOURCE
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WARNING SIGNS OF DEPRESSION AND SUICIDE

- Major loss (of loved parson, home,
possessions, status, achievement), especially §
preceeded by other iosses.

» Neglect of appearance.

+ Noticeable change in school performance or
attendance.

« Withdrawal from friends and social situations.
» Change in eating or sleeping patterns.

« Salf criticism, poor self-asteem.

- Staying away or running away from home.

» [rritabiity and restlessness.

- Frequent crying; angry outbursts at home or at
school.

« Increased use of drugs or alcohol.

- Sudden onset of seff-estructive behavior, like
fast oriving.

« Intense feelings of being trapoed and helpless,
without any hope of changing the situation.

- References to suicide, sither verbal or written.
« Prior suicide attenpls.

« Sudden suphoria following long depression.

« Giving away prized possessions.

WHAT TO DO

» Trust your feelings. If you sense that
something is wrong, it probabiy is.

« Listen, and show that you care. A major cause
of suicidal feelings is fesling aione.

- If you suspect suicidal thoughts, don't be afraid
to talk openly with the parson. You will not
cause more trouble, or give the person ideas, by
asking directly about suicide.

« Find out the level of risk. |s there a specific
plan? Does the person have the means to carry

outthe plan? Have any steps been taken to
carry out the plan? Does the person have any
friands or family who are supportive? The more
specfic the plan, and the fewer the supports, the
greater the suicidal risk.

- Stay with the person if you fesi there is any
danger, or find somecne else who can stay with
them.

« Don't be afraid to get help from a trusted adult,
or crisis intervention service.

METRO CRISIS - 24 HOURS - 223-6161 |
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== Department of Human Services
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SUICIDE AND CRISIS

Qutside Portiand 1-800-452-7165 *

(In Cregon)
ALCOHCL/DRUG SERVICES
AdolescentCare Unit 226-3636 *
Mainstream Youth Program ~ 777-4141

‘| CODA (Comprehensive Options for Drug
Abusers) 239-8400
JAl-AnarvAlateen 292-1333
1 Heipline - Oregon Council on Alecholism
e 232-8083
$COregon Toll Free 1-800-621-1646 *
SEXUAL ABUSE

(Rape, Incest)
Women's Crisis Line
Parents United (Incest)

235-5333 *
236-7092

!
|

i

INTERVENTION
Emergency 911 *
Metro Crisis 223-6161 * |
1 PQISON
Poison Control Center 225-8968 *

|

|
|
i

1
i
}
!
|
|
!
i
]
t
3
‘
t
i

!
|
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CHILD ABUSE
(Physical, Sexual, Neglect)
Child Abuse Hotline 238-7555 *
Parents Anonymous 238-8818

i { National Child Abuse Hotline

1-800-422-4453 *
EMERGENCY SHELTER/

] RUNAWAY
Harry's Mother 281-9900 *
‘| Boys and Giris Aid Society 654-0025 *
Greenhouse,Salvation Army  223-2997
Youth Sheiter 274-8558
OCutside In 223-4121

National Runaway Hotline
1-800-231-6946 *

*24 HOUR
ANSWERING
SERVICE

1

COUNSELING AND REFERRAL

Metro Crisis

United Way Info and Referral
Women's Crisis Line
Youth Service Centers

North Portland

Northeast

Southeast

Quter East

Westside

223-6161 *

| Multnomah County Info and Referral

248-3816
222-8585
235-5333 *

285-0627
280-2600
231-9578
294-3322
245-4441

FAMILY PLANNING/
PREGNANCY COUNSELING

iPlanned Parenthood
4 Birthright

Cutside In Clinic

775-0861
248-5801
223-4121

| Multnomah County Heaith Services

248-3816
LEGAL INFORMATION

Legal Aid 224-4086

224-6580
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Appendix H

Likert-tvpe Questionnaire
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Male Female (cirlcle one) -  Please read each of the following statements and

A check the column which best describes your feelings.
ge

Grade Strongly Strongly

Agree Agree Uncertain Disagree Disagree

1. The Booklet is written
so that I can understand
what I've read.

2. The language in the
booklet is too simple.

3. I felt the .information
was too detailed.

4. The information in the
booklet is useful to me.

5. The booklet should have
given more information.

6. I would share this
booklet with my friends.

7. My friends would think
the booklet is silly.

8. 1 enjoyed reading
the booklet.

What was your general feeling about the booklet? Positive Uncertain Negative (circle one)

Please feel free to comment:

Thank you for your participation---Please return to Jill Daniels or Dolores Wright
as soon as possible.
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Abstract

Title: The Use of a Health Risk Appraisal with an
Adolescent Population.

Authors: Daniels, J.A., & Wright, D.J.
Type of Study: Pre-experimental

Approved:

AV /¥
Advisor

This study evaluates use of the Rhode Island Health
Risk Appraisal, adolescent version, (RIHRA) as a tool
to promote healthy behaviors and decrease adolescent
participation in risk taking activities. The sample
consisted of 145 students from the 10th, 11th, and 12th
grades enrolled in a private, metropolitan school. All
students completed the RIHRA and a socic-demographic
questionnaire and received immediate computerized
feedback concerning their individual health risks, a
booklet of information, and a list of community
agencies. After six weeks, the students completed the
same instruments. Independent t-test analysis found
that there were significant differences between the pre
and posttest group mean Wellness Scores with the
posttest mean score being higher (t=1.74, df=284,

p=0.0415). Further analysis found that only the
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subgroups of female and tenth grade students had
significantly higher posttest group mean Wellness
Scores. The results of the chi-square analysis of
specific health questions demonstrated that five health
knowledge and five health behavior questions were
significantly different between the pretest and
postﬁest groups. This study is limited in
generalizability because of the unique characteristics
of the sample and events which occurred during data
collection. Although the group mean Wellness Score

improved only a small amount, the potential ability of

the Wellness Check Program to influence life style

behaviors enhances its c¢linical usefulness.





