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ABSTRACT

The Health Consumer Education Program (CEP) was
designed to foster "maximum feasible participation™ of the people in
planning, administering, and implementing community health care
prograas through adult education. This report, an analysis and
evaluation of CEP, describes the p-.ogram, presents data on intended
and current practice, analyzes discrepancies and discusses
recompendations using data obtained from interviews witn key CEP
staff, coamunity participants who served as course coordinators,
evaluation sheets completed by all course participants,
questionnaires (Appendixes A and B) mailed to course participants,
observation of a few classes, and analysis of documents (proposals,
progress reports, course outlines). The community participation on
the steering committees in all four low-income areas created a broad
range of learning experiences and articulated the needs of the
coamunities. Comparing the summary cf program intent with the survey
results from the questionnaires (115 responses, reflecting a 34.6
percent response rate) and interviews, it was found that there were
no discrepancies between the goals and actual practice.
Recommendations pointed out several weaknesses: the need to recruit
more community leaders, more emphasis on application of skills and
knowledge, more technical assistance for projects, and the
institution of continuous program evaluation from the inception of
the program. (JB)
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Intreduction

“wo years ago, in July, 1972, the Program in Continuing Education,
3chool of Public Health, Columbia University, received a project grant
from Lhe leulth Resources Administration, Public lfealth Service, Department

>

of i, to provide educational programs for llew York Cily health consumers
so that such persons would be better equipped to participate in community
health care planning as mandated by federal comprehensive health planning
lezislation,

The philosophy underlying the federal iniiiative in comprehensive
health planning seems to echo the egalitarian dictum of Etne now moribund
War on Poverty: "Maxiwum feasible participation" of the people in community
health care planning. The grant proposal submitted by Columbia University
incorporated an educalioual pailcesoph; weory much in harmony with the maximum
feasible participation thrust of public policy. It was proposed that major

responsibility fo

s ]

the planning and implementation of educational programs
for health care consumers would rest with the consumers themselves. The
University would provide assistance, r.otably money and staff expertise, but
the burden of responsibility for assessing educational needs, setting ob-
jectives, and implementing projrams was to be assumed by the community
residents themselves. The project proposal, developed in collaboration with
seven community health planning units (experimental forerunners of community
health planning boards), set forth the following objectives:

To help citizens recognize their health rights, gain .

confidence in the importauce ot their role as consumer

representatives, learn %o articulate the health needs

of their community and develop both plananing and
administrative skills,
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The present report is an analysis and evaluation of this unusual ex-

perinent in community education,

Twvaluntion Design

This evalualion is larcely an ex post facto analysis of the [lealth
Consnmer Bducation Prosram (CEP). ™unds were not available for a iwo-year
continuous evaluation, which all parties asree would have been highly
desirable and certainly more helpful in providing feedback for program
improvement purposes,

The major snhotcomin; of an ex post facto design, from the traditional
regearch point of view, is the grave difficuliy one encounters in trying to
ascertain program effects without the benefit of experiment or quasi-ex-
perimental conirols. Thus, the argumen®t runs, how can one be sure that ob-
servel outcomes of a prooram are due to the prozram itself and not to some
extraneous facutor(s) unless one makes pre- and post-treatment observations
on both experimental and control groups?

Né concur that it is impossible to determine cause and effect reia-
tionships in the absence of rigorous experimental controls, But, as Veiss
and Rein point out, attempts to apply experimental designs in the evalua-
tion of corplex social pro;rams usually prove futile because such programs
are constitutionally resistant to the requirements of precise measurement

and experimertal manipulation.l

Furthermore, experimental or quasi-experie-
mertal designs, which necessarily emphasize input and output measures, pro-
vide little information about the process of program planning and imple-

mentation, It does little good to know that a program has succeeded or

‘Robert Weiss and Martin Rein, "The Evaluation of Broad-Aim Programs;
A Cautionar; Case and Moral,"

The Annals of the American Academy of Political

and Social Science, Vol. 385, 1909.
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fuiled withont knowing why,

In our view, it is necessary Lo shift the terums of the discussion and

to atandon the chimera or cause and effcect in evalualing complex educational

pro ramns,

It we assume that the purpose of the evaluation is to provide

information for prosram improver 'nt purposes (so-called formative evalua-

tion), then the key question is: To what extent is the program accomplishing

wnal it seriously intends to accomplish? It follows, therefore, that the

evalnator (1) first establishes program intent; (2) subsequently collects

data Lo determine current practice; and (3) compares data on intent with

data on current practice to ascertair the nature and extent of any dis-

crepancies.

Should the evaluation reveal major discrepancies, those re-

sponsible for the prosram can modify current practice and/or adjust intents

in order to close the gaps.

This

approach to program evaluation, often termed "discrepancy analysis,'

was articulated in its basic outlines by Robert Stake of the University of

Illinois

analysis in evaluating adult basic education programs,

in 1967.1 The present investigators have employed discrepancy

2

Overview of Lvalunarion Procedures

Subsequent cections of this report describe the Columbia University

Health Consumer Education Program, present data on intended and current

practice, analyze discrepancies, and discuss recommendations. Sources of

data included interviews with key CEP staff, interviews with community

lrobert Stake, "The Counicnance of Educational Evaluction," Teachers
Collere Record, Vol, 68, April 1947.
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participants who serred as course coordinators, eraluation sihweels completed
by all partieipants for cvery course, a questionnaire mailed to all course
participants, observation of a small mumber of classes, and analysis of
documents snch as the original propvsal, progress reporis, aud course
oullines,

Intent was established by interviewing the project dircctor and the
Lwo assistant directors, ‘lhey were asked to describe intended outcomes,
not necessarily as set forth in the initial proposal, but rather as they
had evolved through experience and reality testing. Similarly, they were
gileried about intentions related to program process factors such as extent
and nature of participant responsibility for coursec planning. Refercnce
will ve made to intent as reflected in the official rroposal, but the
criterion of judgment is intent{ as determined by consensus of the three
key staff memvers. It mizhi be noted that there are often differences in
intent among major actors in a program, and that such differences, which
may be the source of serious problems are normally brought to light in dis-
crepancy evaliation, In the present case, however, there were no signifi-
cant differences in intent among the three program administrators. It
should be noted, too, that the intents of community residents who helped
plan and implement the cowrses were not taken into account in this evalua-
tion, The reason for this omission is that involvement of any one commaunity
resident was limited to particular courses in a particular neighborhood.
Our task was to evaluate the total program, which ultimately was the re=
sponsibility of the CEP staff.

Current practice, with emphasis on program process and outcomes, was ‘
assessed mainly through interviews with course coordinators in each of the

target communities and through a questionnaire survey (see Appendix A) of
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the 00 inlivideals 7to puriicipiled in CEP eourses.,

“he courze cvordinalors were a very important, gsource of information
about CEP, Abont a dozen coomanity resideats in the tvo-year period served
as coordinators in the Foor target communities. “he coordinators were chosen

by the course sheerirg commitiees, which consisted of Jocal residents who

volunterred to orpanize and plan the courses. In effect, the local coordi-

nator was chairman of the steerin: committee and had the major vole in actual-

raculiy, inuroducing speakers, Your coordinators and one steering committee
menwer were selecled for in-depth, open-ended interviews, Two were celected
frem bhe Crlem community (much of the action was in larlem) and one each from
Canieal drooklyn and Jilliamshurg-ireenpoint, The steering committee member
participated in the prosram conducted in the Lower EKast Sige.

“ollowing interviews with CEP staflf, examination of the project proposal
ard other documents, and observation of classes in llarlem, a brief question-
raire was developed (sea Appendix A) and mailed to all 332 CEP participants
with a ;ovev letter (\ppendix B) signed by the CEP staff, After a follow-up
appeal, usable returns wece received from 115 participants, 34.6 percent of
the total,

The response rale was less than we had hoped to achieve, bul about
averarte for a mail queshiovraire. Two factors appeared to be of particular
sicaificance in supbpressing the response rate. Many participants in CEP
were poor and undereducated. Our oun observations, confirmed by the staff,
snpzested that a significant percentae werc barely literate. Tnspection of
oven-cnded responses from those who refurned questionnaires indicated that
many could write only with great difficulty. Although the questionnaire

was deliberately designed to mitigate this problem (it was brief and

simply worded), therc is little doubt that a large number of CEP partici-

pants could comrletle the instrument only with great, difficulty, if at all.

- 8
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Poor pewple also tend Lo be very uobile and difficult to reach by mail or

Lelephone, OSixty-iwo questionnaires were relurned as undelivercable with

" t

such notations as "moved--left no address,"” "addressee unknown," and "un-
claim2d." Thus, we received responses from aboul U2 percent of those who
could be ceached by mail.

In order to cstimate the protable direction of non-response bias, the
First wave returns (n=78) were compared on all variables wilh the sccond
wvave returns (n=37). The reasoning behind this procedure is that those
who are more difficult to reach (i.e., those who returned questionaaires
only after a follow-up appeal) are more likely to possess certain charac-
teristies in common with non-respondents. We did find some differences.,

3 cond wave respondents saw the community has having less say in designing
and runningy the courses bhan did their counterparts. Morcover, a larger

proportion of the second wave group indicated that CEP was of little help
in improving their ability to "purticipate effectively in community health

' Finally, there was a strong trend (bui, 2ot statis-

care decision making.'
tically siznificant) for second wave respondents to indicate less involve=
ment in community heallh affairs as a result of participation in CFEP,

Taken as a whole, these differences suggest that the second wave group,

and by extrapolation the non-respondents, tended to be somewhat more
skeptical about CEP--or perhaps critical of the University's influence in

the community. However, on every variable not mentioned above, including
learning gains and recommendation of the course to others, no difference

was found between first and second wave respondents, Perhaps the non-
respondents were generally negative for one recason or another. 1In any event,

generalizations based on a 35 percent response rate must be considered

tentative because of the possibility of significant non-response bias.




Jho nain purpoge of Lhe guestionnaire was %o oolain data from partici-

panls about theirpercepiion of CLP vrovass (e.g5., how courses were planned
and implenentad) and outeones (inowled ;e and skills, involvoment in com-
runisy bealth care activity). After colding of open-ended ilews, the
quastivanaire dabta were keypunched and verified and trequency and parcentile
Jdistribullons for each variable were ger.:rated by computer. I[urther analy-
3ig congsisted of Lwo-way cross-labulations between gselected variahles such
as reason tor eurolling and extent of subsequent participation in community
Lnalth care decicion making., The Chi Sauare gtatistic was used to determine
statistiecal sipgnilicance of the cross-taibulated data, with alpha set at
.05,

":cause the study did not bersin until the lasi monthof CiP's grant
period, it was not possible for the evaluators %o systematically observe
a reprosentabive sauple of classes, Direct observation is a valuable

st

"3

abezy in process oriented evaluations, but che exi;gencies of time and
noney vrecluded ils use in the present cagse., ILack of opportunity for
sysnematic observation was, in our judguent, an unfortunate and serious
limitation ot tiie present study.

Degeriphion of the Columhia Health
Coogueer cducanion trogram

Columbia Universily's llealth Consurer Education Project has gone
avout its task of providing education for community residents within the
context of a politically charged and highly complex network of apencles
and orcanizations representing health consumers and New York City's health
planning bureaucracy (known as the B Agency). The politics of comprehensive
health planning (Ci{P) are well beyond the ken of this evaluation. It is

rermane to note, however, that the political context of consumer participation

10




in CHP adveracely affecled the University's ability to mount and sustain
eftective programs tar:eted on actuzl health decision makers. The original
grant proposal callad for cducatinn of consumer and provider members of
1ocal CHP boards, of which therc were Lo be 33 in the city of New York.

The idea was to heln these local health decision makers (especially the
consumer layuen) to effectively discharge their responsibilities by pro-
viding educatlicn related to health problems and iLhe health care system and
Lo the responsibilities and tasks or board membership. But vhen the pro-
jeet got underway in Lhe summer of 1972 the local CHP boards had yet to be
~awmed, T facth, New York City's B Agency did not desigrate any local CilP
Loards until January, 1974, six months before the CEP project was scheduled
Lo terminate. As a result of these developments, the CUP staff was

ovliged to shift the focus of the program to pruvide consumer education to
local community residenis who were interccted in or involved in health

care mattars and who mi chi at some laler date become members of a local
Cip bogrd.

The past two years have been marked by controversy btotween the B
Azency and various community health groups about ohe composition and powers
of the yet-to-be~named CHP boards. There has also been conflict among the
various health groups and agencies in the community. There is a widespread
pelief among commnnity health activists that the B Agency has no intention
of delegating real power to local CHP boards. One consequence of the

pervasive strife is that CEP often found itself in the middle of the

cross-fire,
The organization and functioning of the aclual program is described
here only in ils barest outlines to provide the reader with a frame of

reference for interpreting the evaluation findings and recomumendations.

i1
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A detailed desceription of CixP's work in Harlem, co-anthored by CEP staff

-

and local community pnriicipanks, can be found in a receant papcr.l

The CuP glaff consisted of Lhree protessionals, two of whom devoted
tall time to the project. ‘The third, the projcct director, was also direc-
Lor of Continuing Hlucation in the School of Tublic Health and had other
reapongibilities in addition to CEP, All three staff members had had some
experience in communitly development work., Ore assistant director was
(rained in social work, the other in public health. The dirvector had a
Lackeround in puablic health and adult education.

The community development and adult education backgroeunds of the staff
proved hi,chly signiticant for the direction the project took. A cardinal
priucipie of adult education theory, which is seldom found in practice, is
that adnlts should take major vesponsibility for their own learning., It
follows from this theory that the "teacher' does not frame lesson plans
and instruct students, but rather serves as a resource person in assisting
the learners to plan and implement iheir own educational activities. It
is assumed that adults learn best not as passive absorbers of knowledge, bui
as active agents who take the iniliative for the decign and implementation
of their own learnin: experiences. Aside from assumptions based on adult
education theory, this approach had at least two very pragmatic advantages
in the case of CFP, First, it would not have been possible for Columbia
University Lo go inlo a community such as Harlem and simply announce that

a conrse in health education would be given and distribute the syllabus.,

If the Universily was Lo have any hope of success, it would have to work

Ditaccia Heller, ot al., "Consumer Planned Fducation in Comprehensive

Health Planning." DPever presented at the aunual meeting of the American
Public liealth Associalion, Lan Francisco, November, 1973.

12
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collaboratively with the community Lo assess learning needs and plan and
implement programs Lo meet those needs, l!oreover, how would the staft of
CEP know what to irclude in a pre-determined course syllabus? A sceond
benefit of the "adult edacation approach" was that the program itself pro-
vided a model and learning experiences thal were dircelly related to the
ultimnte objective of involving communily residents in assessing community
health carc needs and in planning for more effective health care delivery

vstems, The latent lesson was this: "If you can plan and iaplement a

%]

nealth education prozram for the community, then surely you will be able
to plan apd implement programs for improving community health care,"

Clearly, then, the cducational process was every bit as imporlLant as
the content of what was learned, Perhaps the Dbrocess was more important,
since the soal of CiP was not to produce experts in public health, but to
encoura.;e local residents to become informed participants in community
health carc declsion making.

CEP worked in four low income communities where thore was grassroots
interest in health problems and where the University was invited by involved
community residents to provide assistance. Two communities, Central Harlem
and the Lower Fast Side, were located in Manha‘tan. The other two, Central
3rooklyn-Crown leizhts and Williamsburg-Jreenpoint, were located in Brooklyn.
Because of its proximity to Columbia University and because of the communi-
ty's previous contacis with the school of Public Health, CEP started its
first courses in larlem in fall 1972 and continued to work there until
September, 197k,

Of the 18 courses and workshops supported between 1972 and 1974, nine

were given in Central Harlem, five in Williamsburg-Creenpoint, three in the

Lower Fast Side, and one in Central Brooklyn-Crown Heighte, The total




O

ERIC

Aruitoxt provided by Eic:

11

number of separate individoals who prrticipated sas 332, OF these, a sig-
pificant proporvtion (53.35) took more than one course.

e process ot pro, e deveropment was similar in each communily,
Atrter contact had been as*abliched boetween CiD and 7o terested ccamunity
SrOUpPS (Wsnully at tte initiabive ot the comnunity), a geveral mecting of
comminity rosidents was widely publicized (through notices, Flyers sent to
local oranizations, ebe.) to discuss loeal healih care problems and the
oed for community nealth education, At the open meeting the general pur-
poca of the CHP project was explainel, the comuunity was invited to react,
ard finally, at'ter a period of discussion, agrecment, was reached on the
nead for comeminity haalth education courses. An imporfant ontcome of the
open meecing was the formation of a "steering committee” of community
volanteers Lo underfake the task of assessing learning necds and objeclives
and planning a course for comaunity residents.

Th

(6]

cource steering committee was a crucial compounent of CEP's com-
munity education stirates;y. In each case, the local commiltee, with the
2id of CsP staff, made the major decisions about course gooals, topies for
individual scssions, and recruitment of learners and faculty members.
Most sieerin; comuiitees consisted of six to eight members, although one in
Harlem had only two members, wh'le another in the Lower kast Side had 14,
"he plannin; process typically required about six weeks, with the average
committee meecting once a week in two to three hour sessions., Following
the plannin: period, usually at its last meeting, the steering committee
designated one of its members to serve as course coordinator. As noted
earlier, the coordinator was responsibe for the week to weck conduct of
the course, e.g., contacting prospective faculby, introducing specakers,

serving as discussion lecader.

14
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According bto CzI statt, the community steering committees were respon-
sible tor all decisions eoucerning the courses, the CEP providing advice
or assistance when asked. There was a reported Lendency for community
groups to be wary of the University initially and to rely minimally on CEP
for assistance, Iater, when greater trust developed, CEP staff had to
resist 2 tendency for steering committees to turn over their responsibili-
ties to the university "experts."”

The products of the local steering committees efforts were a variety

Al

o courses aad wvorkshiops with widely divergent objectives and learning
formats, and of varying intensity and duration. (The course outlines are
fond in Appendix C.) Weekend workshops on such topics as nutrition and
proposal writing tended tn be higihly focused and logically structured.
Some of the longer conventional courses were also characterized by a single
urderlying theme, suen as the Williamsburg-‘ireenpoint course dealing with
+ne organization and adwinistration of health care systems (semple topics:
Administrative Structure of Health Agencies; Hospital Structurej; the
ledicaid System). Cther courses,'such as the 19 session Central Breoklyn-
Crovm Heiznts course of December '73 to February '7&, consisted of a
smorgasbord of topics with no discernible rationale or structure, e.g.,
Communication Jkills, Imergency Health Services, Patient's Rights, Drug
Abnse, Hutrition, Preventative Medicine. A novel program of three special
workshops was labelled "Train the Trainers." The purpose of these in-
tensive courses was to train community residents in the skills needed to
do what CEP was doing, namely to serve as resource persons or teachers for
community health education and health improvement efforts,

It wac mentioned above that the steering committees were responsible

nul only fur planning the courses, but for selecting faculty and recruiting

15




"students." Accordin: Lo CuP staft’, the committees' main criterion in

" for a particular

seleet i facully was to "gel the best person possible,
topic., Faculty members tended not to be academics, bub representatives

of health consumer advocacy & cucles or spokesmen for various sepgments of
the health care planning and delivery (provider) establishment., Over time,
a core croup of a dozen faculiy resource pecple cmerged, mostly individuals
who ware lively +‘eachers and "really knew their thing." Only one of these

' held a university appointment., The others represcnted such

"resulars'
diverse orzanizations as the New York State Ilealth Planning Commission and
Mobilization for Youth Legal Services,

Students were recruited in a variety of ways, sometimes with great
vigor, sometimes not. Probably the single most important source of parti-
cipants were communily agjencies and groups concerned in some way with
health carc. Avboub 324 of the students werc providers, i.e., employees
of hospitals and other health care agencies; the majority, however, were
consumers, local residents with an interest in health problems. According
to CEP staff, participants tended to be active in community organizations

and typically were middle aged women, middle class in outlook, and of

minority racial or ethnic background. Our own limiled classroom observa-

tions supported this characterization of the "typical" participant. It
should be stressed, however, that participant backgrounds varied consider-
. ably, espccially outside Harlem,
CEP's community development approach necessarily resulted in the
creation of a broad range of learning experiences reflecting needs and
- priorities as defined by each of the four local communities. CEP, then,
can best be viewed not as a unitary program of consumer health education,

but as a process of community education which resulted in a variety of

El{fC‘ 16
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diterent programs Lo hopefully meet the needs of different communities.
The common thurecad in all this activily was the overall cbjective of
helping adulls to be informed and active participants in commuiity health

care decision making,

Intended Practice: Program Goals

This section recapitulates program intent: what CEP seriously and
realistically intended Lo accomplish. The above description of the pro-
gran, which was based on project documents and interviews with CuP staff,
also illuminates intended practice. But in this section we define more
explicitly the major program goals articulated by CEP staff that served
as the basis for discrepancy analysis.

A general systems framework provides a useful way of ordering program
intents. “or most educational programs, the basic inputs are participants,
faculty, and other resources such as facilities. The throughput consists
of some sort of educational process which transforms inputs inlo outputs.
Output is generally enhanced knowledge and skills and perhaps their appli-
cation in problem solving situations.

Interviews with CEDP staff revea*od that the overriding intended oute
put was a corps of participants who were aware of and knowledgeable about
community health care problems and issues and who had become actively in-
volved in applying their learning to improving health care in theif com=
munities. Successful attainment of this objective was intended in the
long run to produce health consumer leadership and a community based con-
sumer "constituency" for this leadership.

These output objectives were to be achieved through a process best

. described as community development through education. As noted previously,

it was assumed that adults learn best when they take responsibility for

ERIC 17
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their own learning, Consequently, lhe two key process objectlives were
aclive involvemcht by coumanity mewmbers in assessing community needs and
desiyning programs and in iwmplementing programs once they had been planned.
By placing responsibility for establishing the classes in Lhe hands of the
participants it was hoped that they would have an opportunity to practice
the organizing skills essential for comnunity actien. The idea was to
give the participants a sense of potency--fo demonstrate to them that it
was their responsibility to achieve change and that they could indeed do
so,

More concretely, the instructional process was intended to:

- increase awareness of community health care problems and
issues

- enhance knowledge and understanding of community health
problems and the nature of the health care delivery
system

- help participants identify alternative courses of action
to improve healtn care in their communities

- teach the skills needed for effective action to improve
community health care.

Intended program participants were opinion leaders and potential
opinica leaders from low income communities plagved by health problems
and inadequate health care services. It was expected that some partici-
pants would come from established community agencies interested in health
care, that others would come from organizations that provide health care,
and that a third group would be comprised of those without organizational
affiliation who were concerned about health care issues and problems.

The steering committees were expected to take major responsibility
for selecting faculty, and thus CEP staff had no expectation of setting

- criteria to insure "high standards." Nevertheless, it was anticipated

by CEP that faculty would be "the best available" in their area of expertise

ERIC 18
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and would be able ko relate well or "get across" to the community partici- ,
pants.
Key proygram intenls are summarized below in a very rough systems

rranmework,

Sumuary of Pro--ram Intent

Input Intent
Otudents 3tudents should be opinion leaders and potential

opinion locders fror communities plagzued with
health problems and iradequate health care
services. They should volunteer to participate.

Faculty Faculty should be celected by the stecring com-
mittee, should be very knowledzeable of their
subject mabtar, and should relate well to the

participants,

rrocess

Program Planning Communi by residents, through a course skteering

and Implensniation cormithtes and course coordinator, should take
the major responsivility for assessinz community
needs, designing and implementing courses.

’ Learning The learning experience should aim at increased
awareness of health care problems and issues,
enhanced knowledge and understanding ol community
health problems and the nature of the health care
system, ahility to identify alternative courses
of action to improve health in the communi‘y, and
skills needed for eftective action to improve
comminity hecalth care,

Cutput
” Change in Participants should acquire the skills and know-
Participants ledze necessary to improve health care in their

communities. [further, they should become more
involved in efforts to improve health care or
ameliorate health problems in their communities,

ERIC
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Actual Praclica:s  The Suarvey Resulis

Mot'ile of Participants

Of the 115 respondents, 35 (31.3)) were employed in health-related
jobs, almost exclusively al the paraprofessional, clerical, or technical
leovel., Half a dozen described theuselves as community health workers or
aides, several were techniclans, clevks, and licensed practical nurses.
One directed a family planning clinic, another a nursing home. A handful
were registeved nurses. There were no physicinns, hospital administrators,
or public health officials awony the "provider" participants. The "con-
sumer" participants seemed fairly representative of low income communi. ty
residents. Several described themselves as community organizers, others
were school aides, bookkecpers, students, blue collar workers, and house-
wives.

“hen asked to indicate their main reason for participation in CEP,
about two-tunirds responded "to increcase my knowledge of the healtn care
system so I can work efflectively to change or improve it." Approximately
one-fonrth checked "I was interested in health care probleuis in my coii-
muity and wanted to learn more about the subject." Only 13 individuals
said they attended because of jobs with "a community program, agency, or
organization concerned with health care." Participants employed in the
health field were equally as likely as others to want to "change or
improve" the gystem.

About three-fifths of the respordents reported they had taken more
than one course. Of this group, about half participated in two courses
and half in three or more courses, Those not employed in the hiealth
field were equally as likely as providers to have taken two or more

courses.
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Porcentions of [licational [Process

Participants were asked: "How nuch say did coumunitby members have
in deciding what your Consumer LZducalion Course would be like?" Of those
who responded to the item (LOh), 2675 indicated that community members had
the createst say. Aboul 605 said the University and the commuaity had
about equal cay, and Lhe remainder, about one in eight, said the University
had the greatest say. |

A sccond, rclated question, asked: "Who took most of the responsi-
bility for orgarizing and running the Consumer uducation Course?" The
distrinution of responscs was similar, About 20/, indicated cc.umunity;
50 indicated equal respensibility bebween University and community; and
0% indicated University. Fuployment in the health field, number of
courses taken, and motivation for participation were not related to per-

cep~ions eoncernin ywho had the wost say in deciding what the cours would

be like and who had greatest responsibility for organizing and running

the course, In short, then, about eight out of ten re=zpondents said thak
the community, or the communily jointly with the University, toock the
major responsibility for plarning and implementing the CEP courses they

attended.

Percephbions of Tilicationral Quitcomes

Participants were asked: "How much did you learn about community
health problems as a result of your participation in the Ccnsuner Education
Prosram?” Only 8.7% indicated they learned little they didn't know before.
32,2 said they learned some things they didn't know before, and 59.1%
said they learned many things they didn't know before.

A related qQuestion asked: "How much did you learn aocut the organiza~

tion and workings of the heallh care delivery system in your community as
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result of the Conswier fducation Program?” 1Y) indieated "little,"
) / bl

o

350 "some," and 55% "a great deal." Not surprisingly, only 40% ot those
employed in the nealth field said they learned a great deal, compared with

2=5,6, dr=2, p<£.05). Also not surprising-

$2.5% of Lhe consumer group (x
ly, a lar,er proportion of those who took two or more courses reported
learning 2 grent deal (62.5% compared to Wh.h%, x©=9,0, dr=2, pd.02).

Respondents were also asked: "To what degree, if any, did the Con-
sumer dueation Program improve your ability to participate effectively
in comwnity health care decision making?" About 13% ceported that CEP
nelped little; 409 reported it helped some; and 45% reported it helped a
_real deal, Therc was a subssantial diflerence on this item batween those
wno took only one courss and those who took two or more courses, Only
25.5% of the former group reporited that the course "helped a great deal
Ly improve my ability to rariicipate effeclively," compare?® « ith 61.5%
of the lat-ar group (xgzlh.h, dr=2, p<.001),

Respondents were asked whether, before they participated in CEP,
they were "actively inve ved in any community grcap, organizatiorn, or
aency that was al least vartly concerned with communicy health care
probtlems." A second question asked if they were currently involved in
any such group or or;enization. 85.4% indicated involvement before par-
ticipation in CKP and 78.2% said they werc actively involved at the time
they completed the questionnaire, Overall, then, participation in CEP
appeared to have no cffect on achive membership in community health orga-
nizations -- a large majoriiy were alrecady involved before participating
in CEP., However, it is interesting to note that those cuployed in the

health ficld reporled greater participation after the course (91.h)) than

did health consumers, of whom 71.2% reported participation in health
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organizations following CEP (x2=h.b, ar=1, p&.05). Moreover, 85.5% of
those who took two or more courses reported participation in health
organizations following CiP, compared with 67.4% of those who took only
one course (x@=h,h, dr=1, p<.05).

Another question, focuscd explicitly on application of knowledge and
skills gained in CEP, asked: "As a result of your participation in the

Consumer Education Program, have you become more involved in community

health affairs?" A follow-up question asked those responding affirma-~

L]

tively to "explain in a few words how or in what way you have become more
involved in community health affairs." 57.4% said they had become more
involved in commwmity health affairs because of CEP. 0Of those who took
two or mure courses, 717 responded atfirmatively to this question compared
with only 39.17% of those who took one course (x2=9.7, df=1, p<L.01).
Interestingly, those whe said that they pacticipated in CEP in order to
"change or improve" the system did not report greater participation in
cormunity health afrairs than those who enrolled for other, perhaps less
militant motives. Nor was greater participation related to employment

in the health field. Of those who reported greater involvement as a re-
sult of CEP, three-fourths gave some kind of relevant response to the
question of "how or in what way." Listed below are representative re-

sponses to this question,

- active in evaluating medical centers in community

encourage people in community to seek proper health care

attend more meetings in coumunity

able to give more information on health problems as block worker

Joined ccmminity heallh group

Jjoined twoambulatory care commi“tees
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- joined or;;anization to get funds for health education programs

- joined Harlem Steering Commitlee

- volunieerced to work in hospital

- ran for community board of local hospital

- .oined hospital committee

- work with drug programs

- working for community dental services

- joined hospital advisory board

- organizing mothers to help retarded kids

- more effective in lﬂcalth-relateg7 job (mentioned several times)

-~ became chairman of health organization committee

- trying to bhetter health conditions in neighborhood

- joined comprehensive dental heallh committee

A final question related to application of knowledge and skills
asked: "To what degree, if any, did your participation in the lealth
Consumer Education Program prepare you to teach others in your community
about health care problems and issues?" About o fourth indicaled tﬂat they
felt "well prepared to teach others"; two-thirds said tley felt "somewhat
prepared, but not well prepared;” and the remainder indicated that they

did not feel "al all prepared to teach others."

Interestingly, those
who took two or more courses did not feel any better prepared to Lleach
others than did those who took only one course. Morcover, participonts
in special "Train the Trainers' workshops designed to train community
health resource persons were no more likely than others to report being
"well prepared" to teach.

One universal measure used to evaluate courses and programs is the

question, "would you recommend it to others?" On this criterion, CEP

comes off very well indeed. Only one respondent indicated he would not
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recommend the course or courses he took to others in the community. Seven
indicated "maybe." Evcryone else responded "yes,"

The final item on the questionnaire asked for suggestions about how
the program might be improved. About two-~fif'ths made relevant comments
of one kind or another. Several suggested more "ftield work" (e.g., trips
to agencies, observation of meetings), and one individual recommended
"communily based projects for practical application of learnings." A
number of respondents commented to the ef'fect that CEP should make a
greater eftourt to recruit people in the community not involved in the
health field. Others suggested that the program could benefit from wider,

more vigorous publicity.

Actual Practice: Interview Data

The following description of actual practice is based on in-depth
interviews with four course coordinators and one student who was very
active in planning CEP courses. The student was interviewed in lieu of
a fifth coordinator, because the coordinator for the course was unavail=-
able for an interview. Interviews generally lasted from one to two hours,

For most course participants, tiae initial contact with CEP came
through the recruitment process. This process is best described as dif-
fuse. Announcement of an initial meeting of those who might be inter=-
ested in community health problems was filtered through the community by
notitying community agencies, by word-of-mouth, and, in some cases, through
announcements in community newspapers and newsletters and by distributing
flyers. It is interesting to note that, in the majority of cases, those,
interviewed were not clear about how they had been recruited. They ob-
viously had learned of the impending program, but they did not remember

just how or where.
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At the initial or,anizational meeting, the CiP progiram was cxplained.
Marticipants were told that they woild have the major say in determining
course ccntent. and selecling instructors. They were also told that they
were to select a course coordinator and a steering committenr to plan for
the courses,

The seclection process for coordinators was a conscensual one. No
formal votes were taken. Persons who were vocal, had experience in com-
munity organization work, knew something of the health care delfvery
syvstem, and were willing Lo serve were generally drafted for the position.
All the coordinators interviewed pussessed most or all of the above
characteristics, and none were very clear about how they had become co-
ordinators, ‘The general feelinz was "I just fell into it."

The participants themselves seemed to be & diverse group Some were
t'rom organizations which provided health care, some were from community
arcncies focucing on health care, and some were merely concerned citizens.
The ratio varied from comnunity to community.

bncc a coordinator end a course steering committee had been selected,
and snce a core of participants had been identified, the next step was to
deternine course content, establish meeting times and dates, and to select
instructors. In this process, those with knowledge of and past experience
with health care problems seemed to have the greatest say. Although the
decision makin; process secemed tc be firmly under the control of the
participant steering comnittees, the input of the CEP staff apparently
nad greater weight than that of the steering committee members. This is
understandable since the CiP staff were more experienced and knowledge-
able in the health care field. Even though the Columbia team's input of

cexpertise was greater than that of the participants, the course coordinators
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a1l seemed to feel that authority for decision making rested with the
participants. The fact that course topics were quite gsimilar in each of
the five communities is further evidence of the magnitude of CEP staff
input.

Instructors for the courses were suggested by the steering committee
members and the CEP staff. It was the general consensus that the quality
of instruction was excellent, though in each case there were instructors
who were less well received than others, Instructors who were well re-
ceived at one course site were often asked to instruct at other course
sites, In every case the classes seemed to focus on the major hospital
in the community. In the case of the Ilarlem courses, classes were actual-
ly conducted in Harlem Hospital. Two topic areas which seemed to elicit
particular praise were "communications" and “proposal writing."

As previously explained, the basic model employed by CEP might be
described as community development through adult education. The idea
was that interested students would be made more awzre of health care
problems and would be equipped yith the knowledse and skills to solve
them. Awareness, knowledge and skills were to lead to action, A1l inter-
viewed saw great benefits to this approach, especially in couparison with
the confrontational-political approach which has been often cmployed in
disadvantaged urban communities. Interviewees felt that learning how
Lealth care organizations operate enabled community residents to work
with health care providers toward common solutions rather than working
at cross purposes, One respondent remarked, for example, "I feel youu
don't destroy something you cannot rebuild, You have to work with in-

1

. stitutions, not against them,” Another stated that the approach elimi-

nated the "grinding wheel for people with axes.” All those interviewed
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scemed to fecl Lhat the program did supply the knowledse and skills

necded for comanity residents to vork within the system for positive
change.

Yet, though the basic approach rcceived accolades from the respon-
dents, only one could give concrete cxamples of organized involvement
with community health issues that continued after the classes had terminated.,
In this case several course participants had banded together in an effort
to get an alternative slate of candidates elected to the community hospi-
tal's advisory board. To say, how. .er, that there is little evidence of
orcanized involvement is not to say there has been no involvement. Often,
evidence of involvewent takes time to manifest itself and Lhe courses
have ended only recently. Also, our survey data show strong evidence that
there has been considerable individual involvement with community health
care problems and issues.

liever+thalccs, most respondents expressed a wish that there had been
..'re organized aclion as a result of the courses. Threc of the four felt
that the recruitment process should have been more sclective -- that re-
eruitment. shonld have heen focused on community Jeaders predisposed to
organized action. Most interviewed also felt that there should have been
a follow-up phase to the CIP program during which action groups would have
been orcanized and supported in their activities.

The program was supposed to be open Lo anyone who wished to partici-
pate. All evidence seems to indicate that this intent was realized. Yet,
as some of those interviewed pointed out, an open door approach, whatever
the benefits, creates certain problems., Not all participants were highly
comnitted to the learning objectives of' the course. In one community,

for example, a large number of paraprofessionals from the local hospital

attended. The course coordinator from that community felt that these
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sersons were often a disruptive influence becanse they allended in the
P

velier that participation would impress their superiors and enhance pro-
motion possibilities, noil because they wished to improve health care in
the community. Whether or not our respondent's assessment is warranted,

t does seem probable thatb differeccces in the way participants related

e

to this particular course caused some lension among students., It is
likely, however, that the problems associated with this class were alypical,

Open ended enrollment seemed to have produced considerable diversity
amongz students in regard to edncational level, This diversity made the
instructor's role somewiat difficult in some cases. Ouc respondents, for
example, inlicated that in every course sequence there were instructors
w10 either talked above or below them. 1ewveriheless, the coordinators
felt that most instructors managed Lo gear their presentalions so that
ihose ab dirferent educational levels could benefit. Talking above or
below the majovity of the class was the exception rather than the rule,

T™wo of thoge interviewed participated in the Train the Trainer ses=
sions. The purpose of this component of CHP was to equip selected par-
ticipants of the regular classes with the skills and knowledge to teach
otners what they had learned in the recular classes and in the Train the
Trainer sossions, Ve were unable Lo secure much information regarding
Train the Trainers. One respordent saw considerable value in the work-
shop she attended. Another felt that her particular Train the Trainer
session, conductcd at a weekend retreat, was not very worthwhile,

In fencral, those interviewed assessed the CEP program as very
effective and beneficial., The picture of current practice we received
from inlerview respondents seems largely consistent with intended practice

ag described earlier.
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Comparison of Tntendsd yith Acbrnl Practice

As cxplained in Lhe scetion dealing with evaluation design, the basis
for Lhe present evaluation is a comparison betwecn program intents and
actual program practice, Tntent was established by interviews with CEP
stat'f., Actual practice was established bthrough our survey of partici-
pants, examination of project documents, and through interviews with com-
munity course coordinators,

Tntentl 1 Students should be opinion leaders and potential

~pinion leaders from low ineome communities where the

delivery of nealth care has been inadequate. Students
should volunteer to partlicipate.

We find no discrepuncies in respeet to this intent. Survey results
indicale that, prior to taking part in the program, 85.4% of our respon-
dents were actively involved in organizations concerned with health care
jssues., It is reasonable to assume that a significant number of these
peraons were opinion leaders in respect to community health care and in
other aveas, and that a significant number of those remaining were po=
tential opinion leaders. Intervicew responses produced strong evidence
theb all course coordinators were opinion leaders within their respective
comminities. Recruitment was open ended, and as a result CEP had little
direct control over who was recruited, A measure of control was achieved,
however, by focusing initial publicity through existing community agencies
involved in or concerned with health care. It is obvious that a m;jority
of participants were recruited in this way. All those who participated
in CEP volunteered to do so.

Courses werc conducted in Harlem, the Lower Kast Side of Manhattan,
Williamsburg-Creenpoint aud Central 3rooklyn. Fach of these low income
communities meets the criterion of inadequate community health care

service 3.
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Intent 2, Taculty sliould be sclected by the course steering
comaittee, should be very knowledgeable in theiv area of
experlise, and should relate wo2ll to the participants,

That procram faculty generally were knowledgeable in their areas of
expertise and generally related well to participants is evidenced by the
fact that 920 of our survey respondents indicated they would recommend
the course(s) they took to others in their communities, Moreover, stu~
dent ratings of each class session on "the way the guest speaker handled
the session” were consistently positive for all courses in each of the
four communities. The fact that general satisfaction was high, however,
does not mean that there was unconditional and universal praise for all
faculty members. The educational level of course participants was quite
diverse, ranging from functional illiteracy to college completion. Ilence,
while in some classes participants fclt they were being talked down to, in
oshers participants felt the material was too difficult. In oar opinion,
hovever, Lhe great majority of faculty members were apparently able to
decal with the diversity’problem, gearing their presentations to partici-
pants of varying sophisticationiand educational attaimment, Occasionally,
community political leaders who were invited to address classes failed to
show, and occasionally participants reactel negatively to what one inter=-
vicw respondent termed a "patronizing éttitude." Yet, nearly all these
problems were Lo be expecled in a program such as CEP, and nearly all
were caused by circumstances over which CEP had little or no control,
Faculty who were ill-recieved werc not invited to instruct other classes,
and faculty who were very effective were used many times and, in fact,
came to constitute a "core" group of resource persons.

Although it “s probably safe to say that community members did in-

deed retain the power to select faculty members, the process of selection
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was shared with CEP staff., The sleering commitice had the final say,

but CEP staff had considerable intluence because they knew of, and had

creater access to, a wider range of faculty resources than did the steering

committees. In no instance did we find that CEP staff input was considered

illegitimate or inappropriate.

Intent 3. Community residents, through a course steering

comnittee, should take the major responsibility for assessing

communily needs and designing and implementing courses.

We find little discrepancy between this intent and actual practice.
The planning process began with an open meeting which was publicized pri-
marily by notifying community agencies active in the health field. 1In
some cases, flyers were distributed and notices placed in community newse
papers and agency newsletters. During the open meeting, CEP objectives
were explained and those present were asked to form a course steering
conmittee which would select course topics and faculty, set the time and
place for the course, and choose a course coordirator. In addition to
givinz the participants the major say in planning instruction, the
steering committee was intended to legitimize the course in the eyes of
the community, The planning process itself was rather informal. Course
coordinators, for example, were selecied by consensus rather thar by vote.

To say that the steering committee and other participants had respon=-
sibility for planning and implementation is not to say that they were
the sole decision makers, Decision making requires knowledge of alterna-
tives and implementation generally requires resources. The CEP staff
possessed a certain expertise and certain resources that the steering
committee did not. Conscquently, their input to the decision making pro-

cess was significant. About 28% of our survey respondents indicated

that the community had the greatest say in deciding what the Consumer
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Education Courses would be like; 68% indicated that the University and
community had about equal say, and the remainder felt that the University
had the greatest say. CEP staff members mentioned that the steering com=-
mittees occasionally attempted to turn over responsibility to CEP, but
these attempts were firmly resisted.

Even though CEP staff input to the decision making process was some-
times considerable, we uncovered no evidence that it was ever resented.
In fact, one interview respondent criticized the CEP staff for not taking
firm control of the decision making process. In our judgment, the role
of the CEP staff in course planning and implementation could be best
descrited as facilitative. Leadership was exercised, and necessarily so,
but always in the interest of supporting community-initiated effort.

Intent, 4, 'The learning process should aim at increased

awvareness of health care problems and issues, enhanced

krnowledze and understanding of community health problems

and the naturc of ihe health care syslem, ability to

ideniify alternative courses of action to improve health

in the community, and skills needed for effective action

o0 improve community health care,

All evidence indicates that this intent wags substantially realized.
Examination of course descriptisns shows that course subject matter was
entirely consistent with the above intents. Generally, however, a par-
ticular course addressed itself to only one or two of the above goals.
Proposal writing, for example, was principally addressed to upgrading
"skills needed for effective action to improve health care." llcnce, if
a student failed to take more than one course, he would not have the
opportunity to acquire the full range of knowledge and skills listed
above, Survey results indicate that hl.'% of the participants took one
course, 29.6% took two courses, and 28,7% took three or more courses.

Therefore, more than half the total group were at least exposed to a wide

range of learning experiences.
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Intent 5. Participants shonldl acquire the skills and

knowled;e uecessary to improve health care in their

communities, Further, they should become more involved

in efforts to improve liealth care or ameliorate health

problems in their communitlies,

Tt appears that, to a very considerable degree, these outcome intents
were realized. We should note, however, that assessment of outcomes in an
ex post facto evaluation is problematical. It cannot be asserted with
complete confidence that the observed outcomes resulted solely or even
mainly from the educational program. Furthermore, our measures of learning
¢ains and behavioral change are based solely on participant self-reports.
It was nct possibtle for us to obtain pre~test/post-test scores to deter=
mine the amount of knowledge actually acquired. We are more confident,
however, about the reliability and validity of self -reports of "increased
involvement." DParticipants either became more involved as a result of
CEP or they did not. We see no reason why their reports should not be,on
the whole, reasonably accurate.

Two survey questions asked participants how much knowledge they had
acquired as a result of CEP (knowledge of community health problems and
knowledge of organization and workings of the health care system). Rough~
ly, two-fifths said they had acquired a great deal of knowledge; only one
in ten indicated they had learned little or nothing. Another question
asked about improvement in "ability to participate effectively in community
health decision making." Apparently, CEP was slightly less successful in
achieving this intend-d outcome. Fewer then half (hS%) reported that CEP
"helped a great deal." Most of the remainder said CEP "helped snme."” In
general, those who took two or more courses reported the greatest amounf
of learning.

Perhaps the most crucial question was the following: "As a result

of your participation in the Consumer Education Program, have you become
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more involved in community health affairs?" About half (57.4%) responded

that they had become more involved as a result of CEP, This f{inding
presents some ambiguities in interpretation. It may well be that many of
those who did not respond affirmatively werc already very satively ine
volved and could not reasonably become more involved. We suspect that
this wacs the case and that CEP was generally quite successful in achieving
its primary goal of greater involvement by consumers in health care
decision-making and community health care improvement activities. The
quality, or meaningfulness, of this enhanced involvement was gencrally
impressive. Pesponses to the open-ended item "how or in what way have

you become more involved" indicated a wide range of significant activites.

These are listed on pages 20-21.

Summary

Overall, we found a high deyree of congruence betwesn program intents
as articulated by CEP staff and actual practice as determined by a survey
of participants and in-depth interviews with course coordinators from the
four communities involved. The lack of significant discrepancies doe=s
not make for a very interesting discrepancy analysis, which is probably
more of a "disappointment" for the evaluators than for CEP's staff,

Hot only do we find few discrepancies belween intended and actual

practice, but we have little quarrel with the appropriateness of program

intents as formulated by CEP., 1In general, we feel that Columbia University's

Health Consumer Education Program was soundly conceived and effectively
implemented. It is heartening to fiad educators putting into practice in
a competent, professional manner the tenets of adult education that are

so widely endorsed in principle yet so seldom heeded in practice.

Although CEP was quite successful, insofar as we were able to reliably
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cause success, we believe that CEP's experience raises some questions

thal merit further thousht and discussion. Accordingly, we offer the fol-
lowing recommendations to guide development of similar programs in the

future, whelher at Columbia University or elsewhere.

Recommendations

1, Foens Reecruitment on Community Teaders

CEP encouraged anyone who was interested in health care problems and
wanted to participate to do so. Although we feel that this was an im-
portant and commendable aspect of the program, we also fecl that a more
effective direct attack on health care problems could have resulted had
the program recruited a greater number of participants who, by virtue of
their Jdemonstrated leadership in the community, could be expected to be
predisposed to concerted action. Thus, while we would recommend that
the program remain open to all (with perhaps less encouragement of heavy
provider representation), we would also recommend that there be greater
effo;t to recruit community residents with demonstrated leadership abili-
ties. Many of these individuals would have valuable ties to local com~
munity action organizations. The Train the Trainers program wes apparent-
1y a move in this directicon; perhaps it should have been given higher

priority.

2. Fmphasize Application of 3kills and Knowledge

Py

CEP put a great deal of emphasis on the acquisition of knowledge
through lectures and discussion, but relatively little emphasis on the
application of knowledge and skills in problem solving situations. We
recommend that ways be devised to permit participants to apply knowledge

and skills ou® in the community under the guidance of CEP staff or other
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qualiried professiorals. Students, for example, could be encouraged to
participate in ongoing community health improvement projects. Periodically,
they would be brought together for informal seminars to discuss their ex-
pericnces and to probe the reasons for their successes and failures.,
leeded additional training could be provided by CEP, If lack of success
wore judged the result of improper application of skills or inadequate
knowledge, steps could be taken to remedy the problem, Several respon-
dents indicated on the questionnaire that CEP could be improved by more
altention to non-classroom learning experiences, such as visits to health

care agencies and observation of CEP meetings.

3, Provide Technical Assictance for Community Action Projects

In our opinion, CEP was quite successful in creating awarcness of
community health problems among its participants, and in some cases aware=
ress lad to dircct action, We believe, however, that effective involve-
ment and real change in community health conditions would be ygreatly en-
hanced if CEP were to add a technical assistance phase to its educational
component, In the technical assistance phase, individuals and groups that
decided to actively work for health care improvement would be supported
in their efforts with needed professional expertise. We are not saying
that the University itself should organize direct action programs, but
that the University should make its resources available to community
groups that nced assistance. In some cases, direct technical assistance
could cause "political problems for the University, Such problems might
be minimized by channeling technical assistance through linkages with
community health improvement agencies, Experience in community develop-
ment has shown that education in itself is usually not sufficient to bring

about fundamental institutional change., Some form of follow-up technical



assistance is almost always necessary.

4, TInstitute Continuous Procram Fvaluation from Tnception of Program

After-the-fact evaluations, such as this one, have limited utility
for improving programs; they also have built-in methodological short-
comings., Ideally, evaluation should begin at the inception of the pro-
gram ani should be geared to providing information to improve the pro-
gram, to help redirect it, as it unfolds over time. The opportunity that
continuous program evaluation provides for securing comprehensive,
reliable and valid data are obvious. Continous, formative evaluation is

expensive, but if done well it is worth the price.
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Directions

Please auswer all gucctions, Check only one box ZE /
you prefer, write the answers in your own words.
Your criticisms will help us to do a better job in the
Your answers will be kept confidential.

we don't deserve it,

future.

APFENDIX A

School of Fuilic Health
Columbia University

CONSUMER EDUCATION IN COMPREHENSIVE HEALTH PLANNING
QUESTIONNAIRE

1. How many Consumer Health Education
cources did you participate in’

2. How much say did community members have

in deciding what your Consumer
tducation Course would be like?
(Check only one box)

3. Who took most of the responsibility for

oryanizing and running the Consumer

Education Course?

4. How mach did you °
health problems -
participation in the Consumer Education

Progran?

(Check only one box)

arn about community
a result of your

(Check only one box)

Tor each question, or if
Please don't be kind to us if

Do not sign your name,

Z::7 One course
/] T™wo courses

/ ] Three or more courses

[/ Community members had the
greatest say about what the
course would be like

Community members and Columbic
University staff had about
equal say

{ 7 Columbia University staff had
the greatest say

/7 Community members took most of
Lhe responsibility for orga-
nizing and running the course

Z 7 Columbia University staff and
community members took about
equal responsibility

i::7 Columhia University staff took
most of the responsibility

[ / I learned little that I didn't
know before about health
proble:s

Z 7 1 learned some things I didn't
know beforc about health
problems

i__? I learned many things I didn't
know before about health
problems

- OVER -

r




5.

-2-

How much did you learn abosut the orga- Z 7 I learned little I didn't know
nization and worki-gs of the health before about the health care
care delivery system in your community delivery system

as a result of the Consumer fducation

Program? (Checl only one box) /7 I learned some things I didn't

know hefore about the health
care delivery system

/7 I learned a great deal that I

ety

didn't know before about the
health care delivery system

To what degree, if any, did the Consgumer Z 7 The program did little to im-
Education Program improve your ability prove my ability to participate'
to participate effectively in community effectively in health care
health care decision making? (Check decision making

only one box)
/7 The Program helped some to im-
prove my ability to participate
effectively

Z / The Program helped a great deal
to improve my ability to
participate effectively

Before you first participated in the [ ] Yes
Consumer Health Education Progran, were

you actively involved in any community /7 No
group, organizatisn, or agency that was

at least partly concerned with community

health care problems?

Arc you actively involved now in any Z 7 Yes
community group, organizatIBH, or agencv

that is at least partly concerned with /—_7 Tio
community health care problems? -

Which one statement below best describes your own reason for participating in
in the Health Consumer Education Program? (Check only one box)

/ 7 I was interested in health csre problems in my community and wanted
to l:arn more absut the subject

Z__? I attended because of my job with a community program, agency, or
organization concerned with health care

/7 I wanted to increase my knowledge of the health care system so
I could work effectively to change or improve it

/] Other reason (please describe)
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11,

12,

13.

1b.

15.

-3

As a result of your participation in the Health Consumer
Education Program, have you become more involved in
community health affairs?

If you answered Yes to Question 10, please explain in a few words how or in
what way you have become more involved in community health affairs.,

To what degree, if any, did your participation in the Health Consumer
Education Program prepare you to teach others in your community about health
care problems and issues? (Check only one box)

{ / I feel well prepared to teach others in my community about health
care problems and issues

[::7 I feel somewhat prepared, but not well prepared, to teach others in
my community about health care problems and issues

[::7 I do not feel at all prepared to teach others in my community about
health care problems and issues

[::7 Yes
/] Maybe
[T W

Would you recommend the course or courses you took
to others in the community?

Please describe briefly the kind of work you usually do (for example:
nurse's aide, machinist, housewife, accountant),

If you have any suggestions about how the Health Consumer Rducation Program
can be improved or if you would like to make any other comments, please
write them below.

e
-
THANK YOU ®OR YOUR COOPZRATION

a1

10

11

12

13

14
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APPENDIX B

COLUMBIA UNIVERSIIY
SCHOOL OF PUBLIC HEALTH of the Faculty of Medicine

2 A LaLhon

July 17, 1974

Dear Consumer Education Course Participant:

The Continuing Education staff of the Columbia University School of Public Health
is sponsoring a study of the Consumer Education in Comprehensive Health Planring
programs it co-sponsored with community groups in Harlem, The Lower East Side,
Williomsburg-Greenpoint and Central Brooklyn.

The purpose of this study is to determine how successful the program has been in meeting
the needs of communities for consumer health education and to obtain information that
will help us to improve our programs in the future.

We hove enclosed a short questionnaire that should take only a few minutes to complete.
We would appreciate it if you would fill it out and return it to us as soon as possible in
the enclosed, stamped envelope .

Your answers fo the questionnaire will be kept completely confidential. You do not
have to sign your name.

To do a really good study, we need the cooperation of everyone who participated in the
courses. Please return the questionnaire today, if you can. We deeply appreciate your
cooperation in this study .

incerely,

Ohtia ﬂ]cax:;%ww
Marcia Pinkett Heiler, M.P.H.
Instructor, Health Administration

e

Isaac Purdue
Project Assistant

Avern
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