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Preface

In recent years, health educators have increasingly recognized that systematic evaluation
can help them appraise and improve their programs. For this potential to be realized,
however, effective mechanisms for gathering relevant data are required. In the past, critical
information about a program’s effects was not collected in some instances because suitable
measures for gauging those effects were lacking. The purpose of this handbook is to rectify,
at least in part, this deficiency in the evaluation of diabetes education programs.

This book is one of seven health education evaluation handbocks resulting from a project
jointly initiated in 1980 by the United States Centers for Disease Control (CDC) and the
Office of Disease Prevention and Health Promotion (ODPHP) of the Office of the Assistant
Secretary for Health. The handbook is not intended to be prascriptive or all-inclusive. Those
who evaluate diabetes programs should regard the handbook as only a resource, that is, a
collection of assessment tools that may be of use in program evaluation. The extent to which
the handbook will actuaily be useful depends chiefly on the extent to which it contaias
assessment tools that correspond to the evaluation needs of a particular diabetes program.

Handbook Development

This handbook has been created by IOX Assessment Associates (IOX), selected
competitively on the basis of responses to a governmentally issued request for proposals.
TOX was to collect and dev:lop program evaluation measures for critical behavior,
knowledge, skill, and affective outcomes in the area of diabetes. Three panels of experts
pleyed prorinent roles in the creation of this handbook. A Handbook-Development Panel,
consisting of six experts familiar with diabetes programs or their evaluation, guided the
initial development of the handbook. The Handbook-Development Panel identified
important outcomes for diabetes programs. IOX staff, drawing on the advice of panelists,
theu developed assessment instruments to assess panel-identified program outcomes. The
names and affiliations of the Diabetes Handoook-Development Panelists are provided on
the following page.




Handbook-Deveiopment Panel

Ms. Elizabeth Bernheimer Dr. Alan Drash
University of Nevada Children’s Hespital
School of Medicine Pittsburgh, Pennsylvania

Reno, Nevada

Dr. Ronald K. Hambleton
Dr. Stuart J. Cohen University of Massachusetts
Diabetes Research and Ambherst, Massachusetts
Training Center
Indiana University School of Medicine Ms. Rita Nemchik

Indianapolis, Indiana American Association of
Diabetes Educators
Dr. Peter A. Cortese Pitman, New Jersey

California State University
Long Beach, California

The Handbook-Development Panel met at the beginning of the project in order to
isolate the chief outcomes that diabetes programs could reasonabtly be expected to promote.
Preliminary statements reflecting these outcomes were identified by the panelists. These
preliminary outcome staiements were efined by IOX staff and mailed to the panelists and
other interested specialists, all of whom rated the importance of each statement. The list of
high-priority outcomes that resulted was used to guide the selection and development of the
original handbook’s measures.

All newly developed measures werc mailed to the panelists for review. In addition, all of
these meast...es were tried out with small groups of respondents. The measures were revised
based on the informal tryouts and the panelists’ review comments. All of the new measures
were also reviewed by IOX staff in an effort to eliminate any potential ethnic, gender,
religious, or socioeconomiic bias.

A ccmpleted version of the diabetes handbook was delivered to the government in 1983.
Several thousand copies of the handbook were released by CDC and ODPHP to health
educators throughout the nation.

Handbook Revision

Subsequent to the initial distribution of the handbook, CDC issued, in concert with
ODPHP, a second request for proposals which led to the comprehensive revision of the
2xisting diabetes handbook. To guide the review and revision of the diabetes handbook, a
Handbook-Revision Panel was constituted. Members of the panel were selected because of
their dual expertise in (a) the field of diabetes and (b) measurement of the outcomes sought
by diabetes programs. Members of the Handbook-Revision Panel and their affiliations are
listed on the following page.
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Handbook-Revision Panel

Dr. Ronald Arky Dr. Roger Mazze

Mourzit Auburn Hospital Albert Einstein College of Medicine
Cambridge, Massachusetts Bronx, New York

Dr. Wayne Davis Dr. Leona Miller

University of Michigan Medical School Diabetes Center

Ann Arbor, Michigan Saint Vincent’s Medical Center

Los Angeles, California

The Handbook-Revision Panel met on two occasions. In these meetings panelists
reviewed the contents of the initial version of the diabetes handbook, particularly its
measures, and suggested deletions, modifications, or additions. Panclists also provided
guidance regarding ways of making the handbooks more usable to practitioners. During
both of these meetings, the panelists were attentive to the accuracy of the handbook’s
contents. Considerable content, in the measures as well as the introductory materials, was
revised or deleted on the basis of panelists’ suggestions.

Overall Guidance

A third panel, the Project Advisory Panel, provided overall guidance to IOX staff during
the final three years of the project. These individuals offered technical counsel and strategic
advice uuring the revision of all handbooks. Members and affiliations of the Project
Advisory Panel are listed below:

Project Advisory Panel
Dr. Peter A. Cortese Dr. Lawrence W. Green
California State University Henry J. Kaiser Family Foundation
Long Beach, California Menlo Park, California
Dr. Jonathan E. Fielding Dr. William L. Haskell
U.S. Corporate Health Management Stanford University
and University of California Stanford, California

Los Angeles, California
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A Resource for the Evaluation
of Diabetes Education Programs

This handbook is intended to help those individuals who wish to evaluate diabetes
education programs. More specifically, the handbook provides a series of measuring devices
that, if selected and used judiciously, can improve the quality of such evaluations. As a
consequence, nc. only will the technical quality of the program evaluation be improved, but
any program-related decisions based on the evaluation’s results are apt to be more
defensible.

An Evidence-Oriented Era

In recent years educators have experienced substantially increased pressures to produce
evidence that their programs are functioning effectively. In contrast to an earlier era when it
was widely thought that most educational programs were worth the money they cost, today's
educators find that they are constantly called on to justify the effectiveness of their
programs.

The kinds of evidence that health educators have been required to assemble regarding
program effectiveness have, almost withiout exception, involved the use of various kinds of
assessment instruments. Consonant with that requirement, this handbock contains
numerous tests and inventories designed to secure the evidence needed to judge the
effectiveness of diabetes programs. The handbook’s measuring instruments were created
specifically to assess important goals of the most common types of diabetes programs
offered for adults and children.

'The handbook, accordingly, makes available to those who operate diabetes programs the
assessment tools by which the effectiveness of such programs can be determined. The
evidence of program effectiveness currently being demanded of diabetes program personnel
can, therefore, be provided by appropriate use of the iiandbook’s assessment instruments.
Moreover, as will be indicated shortly, appropriate use of the handbook’s numerous
assessment devices can substantially improve the design of diabetes programs.

Measurement and Program Design

Historically, assessment devices have been thought of as instruments to be used after a
program was concluded. Teachers, for example, have traditionally administered tests after
instruction was over in order to grade students. However, even though assessment
instruments have often been post-instruction creations of instructors, such instruments can
make important — often overlooked — contributions to the original design of an instructional
program. Properly developed assessment tools, in fact, can contribute to program design in
two significant ways.

First, because assessment instruments are typically intended to measure outcomes of
interest, such assessment instruments provide program personnel with a range of potential
outcomes. An increased range of pussible program outcomes generally leads to ihe selection
of more defensible outcomes for health education programs. To illustrate, ther may be an




assessment instrument dealing with an attitudinal dimension that, were it not for the
measuring instrument’s availability, might have b:en overlooked by the program staff.
Stimulated by 1he assessment tool’s availability, however, the program staff can add the
attitudinal dimension to the program’s targeted outcomes.

A second program-design dividend of properly constructed assessment tools is that they
clarify intended program cutcomes and, thercby, make possible the provision of more
on-target program activities than would have been the case had such clarification not been
present. To illustrate, suppose that program personnel intend to feature in their evaluation
an assessment device focused on a specific diabetes management skill. By becoming familiar
with the composition of that assessment tool, the program staff can be sure to incorporate
truly relevant practice sequences in their instructional program. Provision of appropriate
instructional practice for participants need not reflect “teaching to the test”™ in the negative
sense that instructors coach students for specific test items. Instead, providing relevant
practice so that program participants attain the program’s intended outcomes constitutes an
efficient and effective, research-supported form of instruction.

To review, then, the measuring instruments provided in this handboox are intended to
assist those who design and those who evaluate diabete. programs. With respect to program
evaluation, the measures will yield evidence by which to improve programs as well as
determine program effectiveness. With respect to program design, the measures provide «
menu of potential program options and, once having been selected, enhanced <larity
regarding the nature of the outcome(s) sought.

What the Handbook Contains

There are several key ingredients in this handboc k. It should, therefore, prove helpful to
readers if the handbook’s major sections are presented. Briefly, then, here is a description of
the handbook’s major components:

Introductory information. In Chapter One an introduction to the handbook is provided.
Because the handbook is intended to be used with diabetes programs, the chapter concludes
with a series of evaluation-related issues specific to diabetes education programs.

Program evaluation essentials. Although a number of people who use this handbook will
alrcady be familiar with the nature of program evaluation, many handbook users will not be
well versed in the conduct of program evaluations. Accordingly, in Chapter Two, an
introduction is provided to the key operations involved in program evaiuation. Although
space limitations preclude a detailed exposition of all aspects of program evaluation,
emphasis is given to the role that assessment instruments play in the gathering of
information needed for defensible evaluations.

Assessment instruments. Chapter Three contains the handbook’s most impuriant
components, namely, the measuring tools designed to be used in the evaluation and design
of diabetes programs. These measures deal with behavior, knowledge, skill, and affective
outcomes. Behavior measures focus on actual behaviors of program participants. Two types
ot behavior measures are included: paper-and-pencil measures of behaviors and observation
checklists for the performance of key behaviors. Knowledge measures are concerned with
participant mastery of a defined set of information. Ski/l measures deal with cognitive, that




is, intellectual corhpetencies to be mastered by program participants. Finally, affective
measures assess participants’ attitudes and values.

Each measure is introduced by a brief description of the purpose of the assessment
instrument, as well as procedures for administering, scoring, and analyzing the resulting
data. All measures have been provided on detachable pages. At the beginning of Chapter
Three, an overview description of the chapter’s measures is provided to facilitate the
selection of measures.

Local measure appraisal. Although the measures contained in this handbook have been
created with considerable care and were pilot-tested in small-scale tryouts, the measures
have not yet been subjected to a formal empirical appraisal of their technical adequacy.
Thus, in Chapter Four, a description is provided of how such technical appraisals of the
handbook’s measures can be carried out.

Annotated bitliography. Because evaluators and designers of programs in diabetes may
wish to consult additional sources regarding program design and evaluation, an annotated
bibliography is provided to facilitate the handbook user’s selection of such materials. (See
Appendix C.)

Amplified content descriptors. The information eligible for inclusion in the knowledge
measures is provided in the handbook’s appendix as amplified content descriptors. (See
Appendix A.) Additional content that can be used for the generation of new items is also
presented. However, these descriptors are not exhaustive accounts of diabetes content.

How to Use the Handbook

The particular ways in which the handbook is used will vary from setting to setting and
from user to user. For instance, if a handbook user is relatively unfamiliar with the key
concepts of program evaluation, then a thorough reading of Chapter Two’s treatment of
program evaluation essentials is warranted. In addition, further reading based on the
evaluation-related references included in the annotated bibliography would also seem
useful.

For handbook users more familiar with program evaluation, primary attention will
probably be focused on Chapter Three’s measures. Although use of the measures will vary
from situation to situation, a common four-step usage pattern is depicted in Figure 1.1.

Note that in Step 1, the measures are used to represent a range of potential program
objectives. Clearly, an expanded range of options can lead to more .ppropriate decisions
regarding what program objectives to pursue. In Step 2, after the measures for possible
program evaluation have been reviewed, one or more measures are selected for use in the
evaluction of the program. In Step 3, after the program-evaluation mea..ares have been
selected, the program staff studies the measures intensively to discern if there are
program-design implications to be drawn from the measures. In Step 4, the measures are
administered using one of the evaluative data-gathering designs described in Chapter Two
and scored according to the scoring directions in Chapter Three. Finally, interpretations of
the results are made.

It is important to remember that the handbook’s measures are to be used for program
evaluation, not individual decision making. Thus, if one of the handbook’s affsctive
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Step 1 Step 2 Step 3 Step 4
P
Consider
measures as Select Se;u::e pxi'(;gram Administer and
oper?txona;iza- | measure(s) for g t:;x;lglclho:ea; score measures;
tions o P! use in program » Ir [ then interpret
potential evaluation. measures results.
program contents.
objectives.

Figure i.1: A four-step usage pattern of the handbook’s measures

measures was used on a pretest-posttest basis, it is the aggregation of scores on the measure
that provides us with an indication of the program’s effectiveness. The measures were not
designed to yield an accurate indication of an individual participant’s status. Thus, it would
be inappropriate to attempt to determine an individual participant’s attitudes on the basis of
the handbook’s measures. The measures are relatively brief instruments designed to be
administered without great intrusiveness. When the measures’ scores are viewed in the
aggregate, the measures can provide data of relevance to program evaluators. The data,
however, should not be used for determining the status of individuals.

Another point related 10 use of the handbook’s measures concerns the potential reactivity
of certain measures, that is, the likelihood that if the measure is used prior to the program,
the experience of completing a measure may cause participants to react differently to the
program than had the measure not been administered. Reactivity is more frequently
associated with affective measures rather than cognitive measures. Thus, handbook users
will need to be alert to the possibility that a given measure, if administered prior to the
program, might unduly sensitize participants to an aspect of the program.

To avoid such reactive effects, program personnel may need to divide participants into
two subgroups so that only a portion of the participants receive any given potentially
reactive measure. Such subgroups would not be given the same reactive measure both
before and after the program. Rather, participants should be administered only
post-program measures that they had not been given prior to the program. Indeed, two
potentially reactive measures may be administered simultaneously under the conditions
represented in Figure 1.2, where it can be seen that the pre-program performance of certain
participants (one-half, for example) serves as a comparison for the post-program
performance of other participants. Although a variety of data-gathering designs will be
described in Chapter Two, the evaluator should employ care in using the handbook’s
measures so that they permit reasonable infersnces regarding program effectiveness.
Potential reactivity of measures should be examined when considering such designs.

Technical Quality of the Handbook’s Measures

The measuring instruments to be found in Chapter Three were carefully constructed by
an experienced test-develupment agency according to ihe guidance of prominent experts in
the field of diabetes. All of Chapter Three’s assessment devices were subjected to
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Figure 1.2: Using the handbook’s measures to avoid reactive effects
(Appropriate Comparisons =— — —)

small-scale tryouts, revised on the basis of those tryouts, and reviewed by diabetes
specialists.

At the outset of this handbook-development project, it had been anticipated that all of
the handbook’s n.easuring instruments wculd be subjected to large-scale field tests so that
substantial empirical evidence regarding the technical quality of the measures could be
made available to nandbook users. Unfortunately, that phase of the project could not be
completed.

Thus, handbook users should be cautioned that, although the handbook’s measures were
developed with great care, there is currently no evidence available by which to ascertain the
technical quality of the measures. Thus, handbook users must exercise caution in the use of
Chapter Three’s assessment instruments. In Chapter Four, as indicated earlier, a description
is presented of the ways in which users of the handbook’s measures, if they wish to do so,
can carry out local studies regarding the technical quality of the measures that they find
most suitable for their use.

This handbook is intended to help those who design and evaluate diabetes education
programs. It is not intended to transmit content dealing specifically with diabetes. For those
readers who wish to acquire information abuut diabetes, the list of references located at the
end of this chapter may be helpful. Nonetheless, some attention to the substance of diabetes
education must precede a consideration of approaches to program evaluation.

Diabetes

The treatment of diabetes has changed drastically over the last century. Prior to 1922,
diabetes was considered an acute disease process. Peopie with diabetes usually died shortly
after they were diagnosed. With the discovery and subsequent commercial av-ilability of
insulin, people with diabetes started to take responsibility for the management of their
disease. Much later, in 1978, self-monitoring of blood glucose (SMBG) became available.
SMBG allowed people with diabetes to know instantly how much sugar was present in their




blood. Armed with this information, they could make appropriate adjustments in their
insulin, diet, or exercise level. Now, more than ever, people with diabetes are expected to
actively participate in all aspects of their diabetes ranagement.

In order for patients to be effective participants in their own health maintenance and
disease management, they must be carefully educated. Individuals with diabetes must be
taught the basic facts about diabetes, the importance of preventing and treating diabetic
complications, and the day-to-day activiiies of diabetes management. Thus, diabetes
education programs were created to address this nesd.

Diabetos Education

It is recognized that education for didbetes self-management is a fundamental aspect of
diabetes treatment. Although a treatise of diabetes education is beyond the scope of this
handbook, seeral topics do warrant discussion here. These issues include the educational
content appropriate ‘or particuiar target groups, the different phases of diabetes education,
and the settings where diabetes education programs are offered. In addition, the
relationship of these topics to the use of the handbcok’s measures will be presented.

Target groups and educational content. Diabetes mellitus is classified into different types
including type I (insulin-dependent) and type II (non-insulin-dependen). By definition,
people with type I diabetes must take daily injections of insulin. People with type II diabetes
may need to take insulin if other forms of therapy, such as diet, exercise, and oral
hypoglycemics, have proved ineffective. About 90% of individuals with diabetes have type 1I
diabetes (American Diabetes Association, 1984). Obviously, the vast majority of individuals
in diabetes education programs will have type II diabetes.

All adults with diabetes, either type I or type II, need to be taught the fundamentals of
meal planning, monitoring, and exercise. They also need to know about the acute and
long-term complications associated with diabetes (National Diabetes Advisory Board,
1983). Peopie with diabetes who take insulin need to know about the administration and
effects of insulin. People who take oral hypoglycemics need to know about the effects and
interactions of their medication.

Children with diabetes have type I diabetes. They too need to be taught information
about diet, monitoring, exercise, acute complications, and insulin (Travis, 1985). Educating
children about the serious iong-term complications needs to be done with sensitivity. There
is no reason to alarm children unnecessarily, but they should be taught that near-normal
blood sugar levels can help prevent complications. This is an important concept to convey to
children precisely because they are young and behavior patterns are still forming.

The measures that were developed specifically for this handbook have not been
categorized by type of diabetes. Rather, all adult knowledge and skill measures have been
divided into sections. All adults, regardless of the type of diabetes they have, will take the
same measure, answering only those sections that are appropriate for their diabetes
management plan For example, Management of Diabetes and Its Complications is divided
into three separate sections. All respondents complete section one, which presents items
about monitoring, diet, exercxse, and complications. Section two, which contains jtems on
insulin and insulin-related issues, is only completed by respondents who take insulin.
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Section three presents items on oral hypoglycemics and issues specific to type II diabetes,
such as weight luss. This section is only completed by people who take diabetes pills. For the
behavior and affective measures, the respondents are first asked whether they use a
particula: diabetes management conmponent. If they do, they proceed to answer questions
about that component. If they do not, they go to the next series of questions. There is one
excep:ion to this procedure. In the measure, Feelings About Your Diabetes Management
Plan, respcndents are given a “Does Not Apply” response option.

Two measures in this handbook were developed by researchers at the Oregon Research
Institute. The Diabetes Family Behavior Checklist I is administered to individuals with type
I diabetes. The Diabetes Family Behavior Checklist II ic administered to individuals with
type II diabetes. More information about these measures in provided in Chapter Three.

The measures designed for children and parents only contain items that pertain to type I
diabetes. In general, parents should complete the parents’ measures if they are primarily
responsible for the management of their child’s diabetes. Children should complete the
preadolescents’ measures if they possess adequate reading skills and are responsible for
their own diabetes management. These measures are appropriate for preadolescents
approximately ages 9 through 12.

Phases of diabetes education. Diabetes education is often divided into phases (Franz,
Kresnick, Maschak-Carey, Parker, & Wheeler, 1986€). The initial phase of education occurs
around the time diabetes is first diagnosed. Most people who have just been diagnosed with
diabetes are not in a position to lcarn large amounts of information. They are often
hospitalized with an acute diabetic episode. They may feel anxious and upset about their
diagnosis and the lifestyle changes they are expected to implement. The goal, therefore, of
this phase of education is to provide patients with a basic level of knowledge and skills so
they can begin to cope successfully with their diabetes.

The in-depth continuing education phase of diabetes education occurs after the patient
has had the opportunity to “live with™ the disease for awhile. Its goal is to provide the
patient with the knowledge and skills needed to actively participate in the daily self-
management of diabetes. This phase of the education must be individually tailored. For
example, individuals who take insulin should be taught how to adjust their insulin based on
their blcod glucose results. On the other hand, individuals who take oral hypoglycemics
need to know the facts about their particular medication and probably do not need to be
taught about insulin. Ideally, people with diabetes who have undergone in-depth contnuing
education are able to assume complete respunsivility for the day-to-day management of
their diabetes.

In general, the measures in this handbook are appropriate for evaluating both phases of
diabetes education. The knowledge and behavior demonstration measures are probably
more useful for the evaluation of initial education programs. The behavior measures are
probably more appropriate for continuing education programs because they are lengthy and
require the individuals to recall all aspects of their diabetes management plan. It is
important for program personnel to carefully review the measures to see which ones are
suitable for their program needs.




Setting. The health care professional who probably has the most consistent interaction,
over time, with the person with diabetes is the primary care physician. Unfortunately,
phy.icians may find it difficult to provide extensive education in all aspects of diabetes
management. There are, fortunately, a variety of diabetes education programs available.
The vast majority of hospitals in most states offer diabetes education services. These
programs often utilize a team of heaith care professionals including physicians, dietitians,
nurses, diabetes educators, exercise physiologists, and pharmacists. Education may occur in
a gronp setting with other patients and family members or on a one-to-one basis.

The me.sures in this handbook were d:veloped for group assessment purpcses.
Individual results should be com>ined and examined only in the aggregate. The measures
were not designed to make diagnostic decisions about individuals. The measures are,
therefore, most appropriate for hospital-based progra=:. Jesigned for gro..ps of individuals.

The future of diabetes education. The field of diabetes education will continue to change
with each advance in medical research. Pancreas transplants as well as new methods for
blood glucose monitoring and insulia administration are currently being studied. Just as the
discovery of insulin changed the field of diabetes treatment so many years ago, any medical
breakthroughs will require updated diabetes education programs. Such programs will be
beneficial if they are effective. Use of this handbook to evaluate the effectiveness of today’s,
and tomorrow’s, diabetes education programs is the focus of the next chapter.
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Essentials of Program Evaluation
for Health Educators

Education programs are intended to help people. Public school programs, for example,
are intended to help youngsters acquire the skills and knowledge that they will need as
adults. Similarly, health education programs are intended to promote participants’ adoption
of beneficial health-related behaviors. Yet, even though an education program might have
been weil intentioned, how do we know that the goals of the program were realized?
Moreover, if a program is not meeting its goals, how can the program be made more
effective?

Such questions constitute the core of program evaluation. In essence, evaluators want to
discover whether a program kas worked effectively and, if not, how it can be made more
effective. When evaluation is vsed to improve programs, it can make a significant
contribution to the well-being of program participants and, potentially, to the community at
large.

In this chapter the nature of program evajuation will be considered as it relates to health
education programs. The following topics will be discussed:

e Focusing the Evaluation

Rights of Participants

Selecting Appropriate Measures

When to Administer Measures
Data-Gathering Design Options

Sampling Considerations for Data Collection
Data Analysis

Reporting Results

The purpose of this chapter is not to promote a particular evaluation model for health
education programs. Rather, the chapter deals with con.iderations central to any evaluation
effort. It is hoped ‘hat evaluators* of diabetes programs will be able to apply the chapter’s
contents to their endeavors.

o © 6 o e © ¢

Sometimes a program evaivation will be conducted by an individual not affiliated with the program
itself — an individual formally designated as a program evaluator. More frequently, however, an evaluation
will be carried out by the personnel who are actually operating the program. Whenever the term
“evaluator” is used in this handbook, it will refer both to the evaluator-specialist and to the program staff
member serving as evaluator.
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Focusing the Evaluation

The results of a program evaluation can be used to improve de:isions about programs.
Anyone setting out to evaluate a health education program, th¢ refore, should focus the
evaluation on the decisions that are likely to be made about the program, either while the
program ic being implemented or when it is concluded. In other words, if evaluators know
what decisions are apt to be faced by those who will use the evaluation’s results, then
inforriation bearing on thcse decisions should, if possible, be collected during the
evaluation. To determine what these decisions are, an evaluator needs to have a clear
understanding of the purpose of the program, the specifics of the program, and the
individuals or groups who may use the evaluation’s results. Focusing the evaluation involves
considerations such as (a) the nature and role in the evaluation of program objectives, (b)
the summative and formative functions of evaluation, (c) the cost of the program, (d) the
extent to which observed changes in participants will also be attributed to the program, and
(e) the extent to which program effects will be generalizable to other situations. Each of
these considerations is discussed below.

Objectives and evaluation. Health education programs are designed to bring about
worthwhile effects. Most health education programs, therefore, are organized around some
form of program objectives that focus on such intended effects. In general, the more clearly
these objectives are stated, the more useful they will be in carrying out an evaluat’on.

One way of conducting an evaluation is to determine the extent to which a jrogram’s
objectives have been achieved. Program designers too frequently describe their objectives in
such ambiguous, general ways, however, that it is impossible to tell whether such loosely
defined objectives have been attained. It is for this reason that it can be beneficial for
evaluators to work with program personnel, prior to progrom implementation, to create
program objectives that clearly describe desired post-program participant behaviors.

Another potential pitfall when creating program objectives is the tendency o delineate a
set of hyper-detailed objectives. Specificity does not automatically yield utility. Instead,
decision makers can become overwhelmed by long lists of low-level, albeit behaviorally
stated, objectives. For example, a program objective that participants be able to identify
trembling as a sign of hypoglycemia is going to lead down a path toward numerous
small-scope objectives. Recent thinking regarding instructional objectives suggests that
program objectives, while still measurable, should focus on larger, more significant types of
particip~at post-program behaviors. A more significant diabetes-related objective, for
example, might be that participants be able to identify the causes, symptoms, and treatments
of hypoglycemia. Today's health education programs, rather than being organized around 30
minuscule (and, therefore, potentially trivial) objectives, might Letter be focused on a
half-dozen more general, but still measurable, program objectives.

Most evaluators agree, however, that there is substantially 11ore to program evaluation
than 1r erely determining whether a program’s objectives have been achieve.i. For example,
there may be effects of the program that were not anticipated in the program’s stated
objectives. Evaluators need to be attentive not only to the effects of a program that were
anticipated, but also to any unforeseen program effects.
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Summative and formative functions. Summative evaluation addresses the question of
whether a program, in its complete and final form, is effective. The decisions associated with
tle summative svaluation are essentially go/nu-go decisions, such as whether to continue a
health edvcation program or, perhaps, whether io dissez.unate the program more widely.
Formative evaluation addresses questions associated with improving a program that is
“under development,” that is, siill mcdifiable. The decisions associated with formative
evaluation focus on ways to improve particvlar parts of the program. Formative evaluation is
an ongoing endeavor conducted as the program is designed, installed, and maintained.
Whereas summative evaluation’s mission is io provide a final judgment about a program'’s
overall merit, formative evaluation’s missiol. is to bolster a program’s quality on a
continuing basis. The effective formative evaluator functions less as an external judge and
more as a collaborating member of the program team. The formative evaluator’s task is to
monitor the program so that it can be improved.

Almost all programs are, at least to some degree, modifiable. Hence, only in rare cases
do evaluators app - ‘se a health education program in its complete and final form. One such
instance might involve a materials-based diabetes educaticn program. For example, if the
program were found to be effective via a summative evaluation, a commercial publisher
would distribute the program’s materials natiorally. In miost cases, however, health
education programs can be modified and improved. Thus, a formative, improvement-
otiented evaluation can be carried out for most health education programs.

Cost-analysis considerations. Program evaluators are ofter. so concerned about detecting
the effects of programs that they fail to consider the costs of those effects. Yet decision
makers need information regarding not only the effects of a program, but also the resources
required to achieve those results. For this reason, program evaluators should carefully
isolate and communicate the relative costs of programs. For example, information should be
collected that can show how mrich Program A costs to produce a given result comparec to
the cost of Program B to produce a comparable result. Judgments about a program’s impact
without considerations regarding its costs are potentially superficial. In recent years there
has been much attention to cost-analysis strategies. Although consideration of those

rocedures is beyond the scope of this handbook, serious evaluztcrs of health education
programs would do well to delve more deeply into cost-analysis ;:ocedures.*

Attributing observed changes to the program. Characteristically, an evaluation seeks to
determine whether individuals have changed as a result of their participation in a program.
The key issue is whether pre-program to post-program changes in the status of participants
are attributable to the progra.n itself or to other extraneous factors. Exzmples of extraneous
factors are participants’ maturation, their familiarity with the measures ussd in the
evaluatior, or their reactions to non-program events such as a health-related, mass media
campaign. This issue revolves around the evaluator’s ability to properly infer that the
program itself caused any observed changes in participants. Technically, the degree to which

*  For additional information about cost-analysis approaches, sce Annotated Bibliography Nos. 1, 28, and 29,
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evaluators can validly infer that a program caused a set of observed changes is referred to as
the internal validity of the evaluation study. Ideally, an evaluation’s data-gatuering design
should help to rule out explanations other than the program itself for observed changes.
(Data-gathering design options are discussed later in this chapter.) If evaluators are unable
to attribute observed changes to the program, they will have difficulty in determining
program quality.

Generalizing program effects. A related issue is the extent to which the findings of an
cvaluation study can be generalized to other situations. The issue here is whether similar
results w-uld be expected, for example, vith a different group of participants, slight
variations in the program, or changes in program personnel. The degree to which the results
of an evaluation study can be generalized elsewhere is technically described as the study’s
external validity.

If evaluations are generalizable, they can provide useful information to (a) program
personnel regarding the range of conditions under which the program is effective and (b)
other health educators who may wish to adopt an already “evaluated™ health education
program. A diabetes program that works well in one setting may provide helpful guidelines
for those wishing to operate other diabetes programs. Typically, however, a local evaluadon
should be conducted once the program has been adopted.

It i importunt to distinguish between a program’s causative power and the program’s
generalizability, because different information may be required to establish each factor.
Procedures that limit the number of estraneous variables in the evaluation (e.g., including
only males) increase internal validity but, at the same time, limit generalizability. Zvaluators
must try to balance the problems associated with threats to internal and external validity bty
selecting a data-gathering design that best addresses the information needs of program
personnel as well as of those external to the program who may be interested in adopting the
program elsewhere *

Rights of Participants

Health education programs are designed to improve individuals' health and well-being.
When such programs are evaluated, therefure, the focus is typically on a progrem’s impact
on human beings. Some evaluators, however, become so caught up with the importance of
appraising a health edu.ation program that they overlook the rights of the individuals who
take part in the evaluation. Two important rights are those of informed consent and
confidentiality.

Informed consent. Evaluators, just as researchers, should be guided by a profound respect
for human dignity. Therefore, they should not engage in evaluative activities that in any way
demean participants. Prominent among the considerations that should guide evaluators is
the concept of informed consent. Informed consent requires that an evaluator secure, in

*  For additional information about internal and exwernal validity issucs, sec Annotated Bibliography Nos. 8,

11,12, and 16.
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advanc. of the study, permission from the participants in an investigation to gather data
from them. This consent is obtained after the potentia! participants have learned about the
nature of the investigation and what their role would be, because that information may
influence their decision to participate. Informed consent eliminates the possibility of making
individuals unknowingly serve as subjects in an evaluation.

Two different approaches to securing informed consent have been employed by program
evaluators, The first of these, active informed consent, obliges an evaluator to obtain, in
writing, a statement from each participant indicating that the individual is willing to
participate in the evaluation, The significant aspects of the evaluation must be described in
the written permission form so that potential part;cipants are fully informed when they give
their consent.

An evaluator using the second approach, passive informed consent, supplies descriptions
of the evaluation’s essentials to all program participants and provides them an opportunity
to register, in writing, their unwillingness to participate in the study. In other words, when a
passive informed consent approach is used, participants return the forms supplied to them
only if they are not willing to participate in the evaluation study. Of the two approaches, the
active informed consent strategy typically results in fewer participants because those
individuals who do not provide consent forms must be excluded from the study. Because
evaluators who conduct studies involving school-age children are obliged to secure informed
consent from underage participants’ parents or guardians, a passive informed consent
strategy is often adopted due to the difficulty of securing active informed consent from
individuals who are not participating in the program themselves.

Procedures tor developing forms for both of these approaches to securing informed
consent are described in Appendix B. The actual forms to be used in an evaluation would
need to be crea.cd so that they are specifically relevant to the program involved.

Confidentialify. Another consideration when dealing with human subjects is the
confidentiality of all information gathered during an evaluation. Because the evaluator is not
concerned with an appraisal of individual participants but, rather, with gauging the
effectiveness of a health education program, ensuring participant confidentiality wsually
poses 1o problem. Evaluators must, however, devise protective safeguards, such as
anonymous completion of forms and careful handling of data, to ensure bo.h the
appearance and reality of confidentiality.*

Selecting Appropriate Measures

Although there are various approaches to program evaluation, almost all share one
common feature, namely, the systematic gathering of evidence regarding a program’s
effects. To secure evidence of program effects, evaluators usually employ measurement

*  For additional information about the rights of human subjects and the cthics of cvaluation, sec Annotated

Bibliography Nos. 2, 26, and 38.
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instruments. Some instruments, however, are far more suitable for assessing a program’s
effects than others.

Criterion-referenced measurement. For more than two decades, educational measurement
specialists have directed i, creasing attention toward an ¢ erging form of assessment known
as criterion-referenced measurement. In comparison to norm-referen.ced measurement,
which attempts to ascertain an examinee’s status in relation to the status of uther examinees,
criterion-referenced measurement atiempts to ascertain an examinee’s status in relation to a
clearly defined set of behaviors. The essence of a criterion-referenced instrument is the
clarity with which its accompanying descriptive materials explain what is being measured.
Because norm-referenced instruments emphasize relative comparisons among examinees,
they often do not provide a clear description of exactly what it is they are assessing. In
contrast, criterion-referenced instruments are absolute measures, desigrnied to determine
exactly what it is that examinees can or cannot do, without reference to the performance of
other examinees. Thus, criterion-referenced tests provide a clearer description of what they
are measuring,. ~

It is the clarity regarding what is being assessed that renders criterion-referenced
measures ideal for the evaluation of health education programs. Consistent with the mission
of providing useful information for decision-makers, criterion-referenced instruments
describe the precise nature of what is being measured. Hence, when criterion-referenced
measures are used to gather evidence in program evaluations, decision makers can
accurately interpret the evidence being supplied.*

Attributes of well-constructed measures. All Instruments, whether norm-referenced or
criterion-referenced, should measure what they are measuring with consistency. The
consistency with which an instrument measures is known as its reliability.** There are
several different indices that can be computed to reflect an instrument’s reliability. The kind
of reliability data needed tc appraise a measure for possible use in an evaluation study
should be consonant with the way the measure will be used in that study. If a measure is to
be used on a test-retest basis, for example, then information about that type of reliability is
germane. If alternate forms of a test are to be used, for instance, in a pretest-posttest
situation, then evidence should be available regarding alternate-forms reliability so that the
evaluator can determine whether or not the two different forms are sufficiently equivalent.

It should be noted that when a health education program is being evaluated, attention
should be directed to the impact of the program on a group of participants. Thus, the
consistency to be sought when measurement instruments are used for program evaluation is
consistency for a group of participants’ scores. When dealing with individual participants,
the measures must yield individual or diagnostic consistency.

)

For additional information about the naturc and development of critcrion-referenced measutes, sce
Annotated Bibliography Nos. 7, 24, and 34.

For additional information about determining the reliability of measuring insttuments, s.¢ Annotated
Bibliography Nos. 3, 18, 19, 23, 27, and 34.
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A second critical attribute of a properly constructed measute is that it yields scores from
which valid inferences can be drawn. An instrument is often said to be valid “if it measures
what it purports to measure.” Such a statement, however, is technically in error. Tests
themselves are never valid o1 :nvalid. Rather, it is the interpretations made from test scores
that are valid or invalid.

There are several types of validity evidence, each yielding somewhat different bt
conceptually relaied indications about cur ability to m.ake valid inferences {rom a nieasure.
Evidence of validity is, in the opinion of most measurement specialists, the most impertant
consideration in judging the adequacy of seasure.nent instruments. Program. evaluaiors
should make sure they are knowledgeable about methods of securing vahdity evidence.*

A final consideration in appraising the quality of measures used for prograni evaluation
deals with the presence of bias in the assessment devices. During the past decade,
measurement specialists have become particularly aware that many educational assessment
devices contain items bi2sed against particular subgroups, such as ethnic minorities or
women. An example of a biased test item would be a knowledge juestion that, because of
peculiarities in its content or wording, is more difficuic for women to understand and answer
correctly than it is for men, even though the men and women have an equivalent amount of
knowledge regarding the particular concept being tested.

Another type of bias that can adversely influence examinee performance arises when test
items are offensive to particular groups of individuals. For example, if a test item includes
content that is seen to be derisive to members of particular ethnic groups, then examir.ees
from those gror s are not apt to perform at their best on the item. Their warranted ag:tation
over the offensive conteut is likely to interfere with their responses to that item as well as to
subsequent items.

There are now available boti judgmental and empirical techniques for detecting the
presence of biased items. These approaches should be used to identify, then eradicate, bias
in a measure’s items.**

Finally, it is iraportan: to note that any given instrument may not possess ali of the
quaiities discussed above. Often evaluators must choose among measures that embody some
but not all of the elements described here, that is, (a) descriptive clarity, (b) reliability, {c)
validity, and (d) absence: of bias. Another important point is that merely because a measure
is labeled in a particular way, for example, as criterion-referenced or as nonbiased, that does
not automatically indicate that it is of sufficient quality to be used in evaluating 4 health
education program. Scrutiny of all aspects of the measure’s quality is reguisite.

*  For ‘nformation about obtaining validity cvidence regarding measuring instruments, scc Annotated

Bibliography Nos. 3, 18, 19, 23, 27, and 34,

**  For information about methods for avoiding test bias, scc Anaotated Bibliography Nos, 6 and 33.
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Figure 2.1: Possible measurement times in program evaluation studies

When to Administer Measures

Decisions regarding when to administer measures depend on the data-gathering design
selected. Conceivably, there are four temporal periods during which it may be useful to
obtain evaluative information about participants of health education programs. There may
also be reasons for repeated measurement during some of these periods. These periods are
depicted in Figure 2.1.

Pretests. Often it is useful to have information about participants prior to their starting
the program. Such information, typically referred to as pretest data, may be used to identify
participant needs so that instruction can be targeted directly at those areas. In addition,
pretest data can be compared with data collected at the end of a program. Such a
comparison can provide a measure of program impact.

En route tests. Measures can alse be administered during a program to secure current
readings on the status of participants. For purposes of formative evaluation, en route data
can be used to redirect resources during the program by providing program personnel with
ongoing status-checks on participants’ prog:ass. Thus, en route tests may be even more
useful than tests administered at the end of the prog.am, because en route measurement
provides information while there is still time for program personnel 10 act on it. This type of
assessment is most appropriate for programs of long duration (e.g., s¢ eral months or
more).

Immediate posttests. Measures are commonly administered following a program. fhe data
from posttests can be compared with pretest data to examine changes in participants from
the beginning to the end of the program. Participants’ posttest performance can also be
contrasted with posttest scores from participants in other programs. In addition, posttest
data provide an indication of the absolute status of participants on the variables of interest
at the completion of the program.

Delayed posttests. Data from delayed or follow-up posttests are often as important or
more important than immediate posttest data in evaluating a health education program.
Delayed posttest data might be secured, for example, several months after a program’s
conclusion. Far too frequently data collection efforts are limited to those times when
measurement is most convenient. Ultimately, however, health educators should be
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interested in effecting long-term, rather than short-term, behavioral, affective, and cognitive
changes. It is nearly impossible to infer such long-term changes on the basis of information
gathered solely at the end of a program. As indicated in Chapter One, many of the desired
changes in participants of diabetes programs represent long-term rather than short-term
objectives. For most health education programs, some follow-up measurement is usually
warranted.

Clearly, it is not sensible to administer all measures at all time periods. Evaluators, in
collaboration with program personnel and other interested parties, need to select a
measurement scheme that focuses on the most appropriate times for gathering data. Just as
it is desirable to avoid administering an excessive number of different measures, it is also
necessary to avoid an excessive number of administrations. It may be useful to administer
certain measures (for example, a brief behavioral self-report measure) on a continuing 1
basis; other more time-consuming measur.s might be administered less frequently.

Decisions about when to administer measures should be guided by common sense, l
attentiveness to participants’ feelings, the efficient use of resources, and any conventional |
expectations, such as when a delayed posttest is ordinarily given.

Data-Gathering Design Options

It is sometimes thought that program evaluations must include complicated and
elaborate data-gathering designs in order to yield decisive and compelling data. This is
simply not the case. Program personnel and evaluators should try to conduct evaluation
studies and gather data in such a way that the ambiguity of results can be reduced to a
minimum. That is, evaluations must attempt to determine whether a program works and
; what makes it work or what prevents it from working. Data-gathering designs serve as the
: means to this end by setting forth the procedures to be used in exploring the nature and
impact of a program.

The data-gathering design that an evaluator chooses for an evaluation will determine the
; inferences the evaluator can make about a program’s overall impact on participants and the
effectiveness of its various components. To select the best designs for evaluation studies,
evaluators must have a broad knowledge of the available data-gathering design alternatives
and the strengths and weaknesses associated with each. Evaluators must also work closely
with program staff to determine what decisions are at issue regarding the program. No
evaluation study will be perfect; every evaluation lcaves some questions unanswered.
Evaluators need to be clear regarding what they have learned about a program and the
degree of certainty associated with their findings, and they must convey this information to
appropriate audiences.

An important concept related to data-gathering designs is randomization. Randomized
selection and assignment are described below, followed by brief descriptions of the most
common data-gathering designs available for evaluators of health education programs.

Randomization. One technique that can prove useful to evaluators is randomization,
which involves the seiection or assignment of participants in a nonsystematic manner, such
as by using a table of random numbers (found in most statistics texts). A prominent
application of randomization in program evaluation is randomized selection of subjects. This
sort of randomization is particularly important when the evaluator wishes to generalize from




Randomized Randomized
Selection Assignment

Participants

Potential participants Actual participants assigned to
programs

Figure 2.2: Randomized selection of participants from pool of potential participants and
randomized assignment of participants to programs

the results of a study to a larger population. When the participants taking part in the
program to be evaluated have been selected at random from a larger population of potential
participants, then the evaluator can be reasonably confident that those involved in the
evaluation will be representative of that larger population. There is less likelihood that the
participants being studied in the evaluation are atypical, which would make it inappropriate
to generalize the evaluation’s results to the population at large. Randomized selection of
subjects may alsu oe useful when there are mere applicants than vacancies for a program.

Another use of randomization is to assign participants to different “treatments” or
programs. If an evaluator wishes to compare the effects of different treatments, then the
evaluator wants the participants in each treatment to be as equivalent as possible. To this
end, evaluators can employ a randomized assignment procedure waereby individuals are
randomly placed in the treatments or programs to be compared.

The two procedures of randomized selection and randomized assignment are illustrated
in Figure 2.2. Note that participants are randomly selected from the pool of potential
participants, and then randomly assigned to either Program A or Program B.

The use of randomization techniques does not necessarily create equivalent groups. For
example, if an evaluator were to randomly assign 50 potential participants in a hospital’s
diabetes program to treatment and no-treatment groups, it is still possible that one of the
groups would contain individuals who, when pretested, were significantly different in some
important aspect from those in the other group. In such instances, evaluators must rely on
statistical procedures in an effort to compensate for such disparities. In most cases, however,
use of randomization will create groups of sufficient equivalence that such statistical
adjustments are not needed.
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In practice, program personnel often may not have the luxury of constituting groups via
randomized selection or assignment. For example, local school board policies might require
that all youngsters be provided with any program regarded as potentially beneficial. When
randomization is not used, it is especially important to collect and examine descriptive data
about participants to determine where pre-program group differences occur and to consider
the ways in which such differences may influence post-program data. Even if randomization
is impossible, attempts to constitute comparison groups with individuals as equivalent as
possible can help minimize the influence of preexisting participant differences.*

Seven different data-gathering designs of potential utility for evaluators of nealth
education programs will be presented below. Each data-gathering design will be described
and depicted schematically. Some of the major factors involved in the sciection of data
gathering designs will be addressed.

The case-study design. Consider a six-week program aimed at modifying pariicipants’
knowlcdge about diabetes management. If participants’ knowledge were measured only at
the close of the program, we could describe the data-gathering approach as a case-study
design and represent it schematically as shown in Figure 2.3.

Program Measurement

Figure 2.3: Case-Study Design

If this were the design employed in an evaluation, what could an evaluator tell about the
program’s impact on participants” knowledge? How confident would an evaluator be that
participants’ knowledge about the complications of diabetes was attributable to the
program?

It would be difficult, with confidence, to attribute any effects to the program. The
program, indeed, may have been totally ineffectual. In fact, participants’ post-program
knowledge might be identical to their knowledge before the program. The participants
could be demonstrating knowledge that they brought to the program, not that they acquired
during the program. Because we have no measure of participant knowledge prior to the
program, we cannot distinguish between preexisting knowledge and knowledge acquired as
a result of the program. Hence, with the case-study design, it may be impossible to
determine whether the program had any impact on participants.

Even though attributions of causality are often unwarranted, it may be possible to secure
usefui program evaluation data with such a data-gathering design. Suppose, for example,
that a health education program is promoting a body of knowledge so advanced that few, if
any, individuals would be familiar with it. In such a setting, one could assume that

*  Foradditional information about randomization, sce Annotatcd Bibliography Nos. 8 and 25.




participanuts’ post-program knowledge is attributable to the program’s impact because
participants would almost certainly not have acquired the knowledge without the program.
It might not be worth the resources nccessary to implement a data-gathering design capable
of conclusively demonstrating that participants began the program unfamiliar with the
knowledge being promoted.

This example illustrates an important data-gathering consideration, namely, that the chief
mission of daia-gathering designs is to rule out plausible rival explanations, that is,
explanations other than the program’s impact, that might account for the post-program
status of participants. If there is reason to believe that participants’ pre-program status may
account for their post-program status, then a data-gathering design should be selected that
permits the evaluator to rule out this rival explanation.

The one-group pretest-posttest design. Now suppose that, to avoid the major shortcoming
of the case-study design, an evaluator measures participants’ behavior both before and after
a health education program. This data-gathering approach can be described as a one-group
pretest-posttest design and can be represented as shown in Figure 2.4.

Measurement Program Measurement

Figure 2.4: One-Group Pretest-Fosttest Design

Assume an evaluator uses the one-group pretest-posttest design and that the data reveal
a substantial shift toward more desirable behaviors between the initial and the final
measurement. Can this change in behaviors be ascribed to the program? Unfortunately, the
evaluator cannot be sure. There are many other factors, totally unrelated to the program,
that may have influenced participants’ behaviors. For instance, if a diabetes program
emphasized the relationship between diabetes and cardiovascular complications, and at the
same time the latest research linking diabetes and heart disease receiveu attention in the
national news, such an event may have influenced participants’ views regarding diabetes and
cardiovascular complications. Evaluators of programs that scrve children must also consider
the possible effects of maturation during the time the program is offered. Participants’
increased maturity may cause pre-program to post-program shifts in behaviors. The program
itself may have contributed nothing to the measured shiit of behaviors. Such extraneous
factors decrease the evaluator's ability to draw defensible conclusions about the program’s
impact.

As was true with the case-study design, however, if there are no plausible rival
explanations for the posttest results, the one-group pretest-posttest design can be suitable
for the task at hand. In fact, this simple yet serviceable design is often used in formative
evaluation.

The one-group pretest-posttest design requires measurement before as well as after a
program. This points to a commonly accepted but often overlooked principle of effective
program evaluation. Evaluation is most effective when it is initiated at the beginning of a
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program. If evaluators are not called in until the end of a program, they may be hampered in
their efforts to design a credible program evaluation.

The nonequivalent centrollcomparison group dzsign. Program evaluators can eliminate
some of the more common rival explanations for changes in participants’ behaviors by using
data-gathering designs in which either compariso=. or control groups are employed. The use
of a control group (untreated individuals) or a comparison group (individuals receiving a
different program) requires two groups that are assumed to be relatively similar (before the
program) on all related variables. When using these designs, the evaluator should attempt to
secure two groups that are as similar as possible. Because the two groups are not randomly
assigned to the two conditions, however, they cannot be assumed to be equivalent, hence the
design’s designation as a “nonequivalent” control or comparison group design.

In the control-group version of this design, only one of the groups is given the program to
be evaluated; the other group is left untreated. This data-gathering design, known as the
nonequivalent control group design, is illustrated in Figure 2.5.

Group1: Measurement Measurement

Program

S

Group2: Measurement » Measurement

Figure 2.5: Nonequivalent Control Group Design

In this design, a control group (Grouc 2} is assessed before and after the program, but it
never receives the program itself. Assuming that the groups were similar before the
program, if the program participants’ behaviors change while the behaviors of those in the
control group remain the same, the evaluator can be reasonably confident that the program
caused the change.

The use of an untr>ated control group may strike some health educators as a particularly
unsavory data-gathering ploy. After all, health educators d=sign their programs to benefit
participants. Tc withhold such programs from individuals, even for the important purpose of
evaluating the program’s effectiveness, seems downright reprehensible. Yet, the individuals
{rom whom the program is withheld, that is, the members of the control group, can be given
the program subsequently, as soon as the evaluation study has been concluded. Also, in some
situations there are more prcgram applicants than can be accommodated, and, therefore,
some prospective participants must be denied access to this program under any
circumstances. Those who are not admitted to the program could be used as a control group,
and admitted to the program the next time it is offered.

A variation of the nonequivalent control group design involves the use of a comparison
group, that is, & group receiving a different program or a diff.;ent treatment. Program
evaluators frequently find themselves studying the quality of two or more competing
programs. Thus, the evaluator focuses on the relative virtues of two or more different
programs rather thax on a contrast between a single program and an untreated control
group. A schematic depicticn of a nonequivalent comparison group design, in this instance




Groupi: Measurement ————— ProgramA Measurement

Group2: Measurement Program B Measurement

Figure 2.6: Nonequivalent Comparison Group Design

contrasting two different programs, is presented in Figure 2.6. As indicated below, more
than two groups can be employed when using a nonequivalent comparison group design. An
evaluator using this design can be fairly certain that, if the groups were similar before the
program, any differences in post-program behaviors are due to the differential impact of the
two programs.

There are, however, potential problems with the nonequivalent control/comparison
group designs. It may be that the initial mesasurement was reactive. A reactive measurement
is one that, by itself or in combination with the program, influences participants’ behavior.
Attitude inventories and self-report questionnaires about behavioral practices are
notoriously reactive. For example, a questionnaire administered before the program might
alert participants to the importance of a desired behavior. This would heighten their
attentiveness when the program dealt with content relaied to that behavior and, as a
consequence, influence their performance on the second measurement.

Moreover, measurement is expensive. Measuring the status of control groups requires
valuable evaluation resources. Time and money can often be better spent studying the
program being evaluated rather than studying a no-treatiaent control group of little intrinsic
interest. Health educators should not ritualistically employ control groups in their designs if
the questions at issue can be answered without the use of untreated groups.

The pretest-posttest controljcomparisor: group design. There are two data-gathering designs
that are of particular value to program evaluators if randomized assignment is possible. The
first of these is the pretest-posttest control group design, illustrated in Figure 2.7.

Randomized Group1: Measurement — Program —— Measurement
Assignment

Group2: Measurement + Measurement

Figure 2.7: Pretest-Posttest Control Group Design

The difference between this design and the previously considered nonequivalent contiol
group design is, of course, the randomized assignment of subjects to the two groups. This
feature of the design is a particularly important one, because creation of two or more groups
using randomized assignment is an effective way of promoting equivalence between the
groups, especially if the number of subjects in each group is large (say, 30 or more).




Equivalence of groups at the beginning of the program strengthens the inference that any
differences at the conclusion of the program are due to program impact.

By using comparison groups, that is, two or more program groups, instead of an untreated
control gr 1p, the evaluator would be using a pretest-posttest comparison group design, shown
in Figure 2.8.

Group1: Measurement —— Program A — Measurement

Randomized
Assignment Group2: Measurement -— Program B —s Measurement

Figure 2.8: Pretest-Posttest Comparison Group Design

Because pretests are used in both of these designs, the possibility of reactive preprogram
measures is still present. For situations in which reactivity is of great concern, a different
data-gathering design, described next, has much appeal.

The posttest-only control group design. In situations where a measure is likely io be
reactive, the evaluator can rely on a clever data-gathering design that ffectively dodges the
reactivity problem. This posttest-only control group design is depicted in Figure 2.9. This
design is the same as the pretest-posttest control group design, except that there is no
pretest.

Randomized Group1: Program » Measurement

Assignment Group 2: Measurement

Figure 2.9: Posttest-Only Control Group Design

In this design, neither Group 1 nor Group 2 is pretested, but because of random
assignment, the groups can bpe considered equivalent prior to Group 1 receiving the
program. Not pretesting Group 1 effectively avoids a pretest’s potentially reactive effect on
program participants. To assess the impact of the program, it is possible to contrast the
positest performances of Groups 1 and 2. As with the other control group designs, the
untreated control grovp could be given the program the next time it is offered.

The basic dividend of the posttest-only control group design is that by measuring an
untreated, randomly assigned control group, the evaluator secures an estimate of how
program participants would have responded on a pretes., but without introducing the
potentially reactive effects of a pretest. Although the diagram for this design suggests that
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the measurements be made for both groups at the conclusion of the program, it is possible
tomeasure the untreated control group earlier if that seems advisable.

Multiple measures over timc. There are certain situations in which health educators may
wish to appraise the effec's of their programs on the basis of periodic measurements, for
example, by using regularly administered questionnaires or data that are routinely recorded.
For instance, suppose when evaluating a hospital-based diabetes program, the evaluator was
interested in the number of times program participants are admitted to the hospital’s
emergency room for diabetes-related problems. The evaluator migi.t study the hospital’s
records at periodic intervals before, during, and after the program. By observing the
frequency of diabetes-related emergency-room admissions for program participants during
dfferent time intervals, the evaluator would have valuable information regarding program
effects.

A number of the most commouly used data-gathering designs have been described.
There are other, more complex designs than those treated here.* Complexity, however, is
rarely an asset if a simpler, more straightforward design is appropriate.

Sampling Considerations for Data Collection

The data-gathering requirements of an evaluation can become a burdensome intrusion
into an ongoi..,, health education program. Participants in a diabetss program can become
more than mildly annoyed if evaluators are requiring them to compiete measures every hour
or so. Accordingly, evaluators should conduct their data-gathering activities in the least
intrusive manner possible. One way to minimize an evaluation’s intrusiveness is by relying
on sampling techniques, such as person-sampling and item-sampling, each of which is
described below.

Person-sampling. To estimate how a large group of people would respond on a particular
measure, it is not necessary to administer the measure to all the individuals in the group.
Instead, a smaller group can be selected. This smaller group can be either  simple random,
sample or a stratified random sample, hat is, a sample stratified on the basis of
program-relevant factors such as age, sex, and socioeconomic status. Assuming that the
sample is randomly selected, the evaluator can estimate the status of the otal group based
on the responses of the sample.

Suppose, for example, that the evaluator wants to use a measure to determine
participants’ perceived ability to follow a diabetes management plan. Assuming that there is
a reasonably large number of program participants, say 50 or so, the evaluator could
rendomly select half of the participants and administer the measure to this group only. In
essence, this approach allows the evaluator to infer how the total group of participants
would score on the measure, even though only half of the participants completed it. Thus, it

*  For additional informatiou about evaluation design options, sce Annotated Bibliography Nos. 8, 11, 22,23,

and 35,
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is possible to estimate total group performance with only half the amount of participant time
required for data gathering.

Using a similar sampling procedure, evaluators can administer two or more measures at
once in the time it takes to administer one. Suppose that two measures are to be given to
program participants. The evaluator can randomly assign one measure to half of the
participants and the other measure to the remaining participants. Each participant needs to
respond to only one measure, but the evaluator can derive defensible estimates of how all
the participants would have responded on both instruments.

Item-sampling. In addition to sampling persons, as in the previous examples, it is also
possible to sample items, so that different sets of items from a program evaluation measure
are randomly selected to be administered to different persons. Using this approach, the
evaluator gives each participant only a sample of the items on any particular measure. For
example, suppose a program evaluator wishes to administer a 30-item test. Given 60
participants in the program, the evaluator could divide the test into three sets of 10 items
each and administer each set of 10 items to 20 different participants. In this way, the totzl
group’s performance on the whole test can be estimated. This approach to data-gathering
requires only one-third of the time that would have been required to administer the total
30-item test to all participants.

Sample size. Given the relatively small number of participants in some health education
programs, is it really appropriate to sample either persons or items? Huw large must groups
be before these sampling procedures czn be sensibly used? Unequivocal answers to these
questions do not exist. Some texts on sampling provide rules of thumb for estimating the
size of samples needed for detecting group differences in relation to the magnitude of
differences sought and the nature of the groups being sampled. At best, though, these rules
provide only rough estimates. It is important to recognize that the task of identifying a
sufficiently large sample is more difficult than usually thou~ht.

The variability of participants’ anticipated performa.ice on the measures is the pzimary
determiner of the sample size necessary. If it is expected that participants’ scores on a test
will be relatively homogeneous, a smaller number of respondents will be needed than if
participants’ scores are expected to vary widely. Thus, if on a measure of knowledge about
pregnancy and diabetes, f~r example, some of the participants ai¢ expected to know a great
deal and others are expected to know very little, reasonably large numbers of participants
(e.g., 20) should respond to any one item.

Intuitively, one recognizes that when working with a very small group of program
participants, the use of these sampling techniques is risky. For instance, if there were only 15
participants in a program, few evaluators would try to split these participants into three
groups of five each for purposes of taking different sets of items. Even though each group
represents one-third of the total population, there is too much likelihood that a sample of
five individuals would not properly represent the total group. One or two atypical
participants in a five-person group would render the group’s average performance
unrepresentative of how the larger group wouid have performed.

It should be noted that when employing procedures such as person-sampling or
item-sampling, an evaluator is focusing on a group of participants in the aggregute. Because




evaluations are typically concerned with the effects of programs on groups of participants,
the use of sampling procedures is uc .ally appropriate. If, however, program personnel need
individual data on all examinees, then sampling should obviously not be employed.*

Data Analysis

A frequent question asked of an evaluator is whether a study’s results are statistically
significant. For example, could the observed changes in program participants’ knowledge or
behavior from pretest to posttest have occurred simply by chance? Statistical tests are used
to answer this type of question. Cunsideration of statistical analysis procedures, however, i»
beyond the scope of this handbeok. Thus, just a few comments will be made here regarding
data analysis. Because there are many subtle choice-points in the statistical analysis of
evaluation data, evaluators who are not well versed in at least the more common statistical
procedures should probably enlist the aid of someone who is.

There are two basic classes of statistics, namely, descriptive statistics, such as the mean,
and inferential statistics, such as the ¢ test. Descriptive statistics help evaluators portray a
group’s performance on a given measure. For example, an evaluator might describe a set of
participants’ scores via the mean score (the scores’ central tendency) and standard deviation
of the scores (the scores’ variability). Because thc mean and standard deviation are
frequently used, program evaluators should know how to calculate and interpret them. Any
introductory statistics book for the social sciences will serve as a reference for this
information. Inferential statistics help evaluators determine whether an observed difference
between pre-program and post-program scores is statistically significant, that is, whether such
a difference could have occurred because of chance alone. If the probability is small that the
results are due to chance, the evaluator can, with reasonable confidence, attribute the
results to the program.

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

Reporting Results

Reporting the results of an evaluation study is a more difficult undertaking than is usually
recognized. Considerable atiention must be given to the procedures . mployed to report the

*  For additional information about sampling procedures, sce Annotated Bibliography Nus, 9 and 10,

**  For additional information about data analysis, scc Annotated Bibliography Nos. 25, 36, 39, 43, and 45.
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results of health education program evaluations. When reporting evaluation results, as when
focusing and planning the evaluation, the evaluator must be responsive to the needs of
program decision makers. A few key considerations should be kept in mind when reporting
evaluation results.

Evaluators must report their results to decision makers in a timely fashion. It does no
good to deliver an evaluation report several weeks after key p.ogram decisions had to be
made. Evaluators must also be careful to disseminate their findings to all appropriate
audiences. If possible, an evaluator should circulate the preliminary draft of a program
evaluation report to program personnel so that they can react to its accuracy and objectivity.

The decision makers whom evaluators are assisting may have scant experience with
quantitative data. As a consequence, complicated statistical presentations may be of little
value to them. Evaluators should select data presentation procedures that will match the
technical sophistication of the decision makers involved. In any evaluation report, there is
riothing wrong with simple graphs or “percentage correct” table¢s. The more intuitively
comprehensible the data presentation techniques, the better they are. Program evaluators
should provide straightforward presentation: of data withoat fearing that such approaches
will be regarded as too elementary. Adequate technical back-up can be appended as
necessary to the final report.

Evaluators should net be reluctant to make speculations based upon their knowledge
about a program, but these conjectures should be identified as such. Similarly, if any of the
evaluation’s findings are equivocal, the evaluator should inform concerned audiences of this
fact. Honesty and objectivity are the halimarks of effective evaluation reporting.

In addition, because decision makers are typically busy people, evaluators should strive
for reasonable brevity in their reports. The preparation of executive summaries to
accompany lengthy reports is a useful practice. Voluminous evaluation reports are almost
certainly destined to go unread. Terse, easily read reports are much more likely to make an
impact on decision makers.

The whole thrust of the evaluation enterprise is to facilitate better decisions. Decision
making will not be illuminated by complex, lengthy, or otherwise incomprehensible
presentations of evaluation results. The quality of decision making can be enhanced only if
an evaluation’s results are reported in a way that can be clearly understood.*

Reprise
In this chapter, a number of issues almost certain to be encountered by evaluators of

diabetes programs were considered. Because this handbook supplies a number of measures
to be used in the evaluation process, special attention was given to the role of such measures

*  For additional information about reporting the results of an evaluation, sce Annotated B "lugraphy Nos.

5, 23,26, and 35.
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in program evaluation. Evaluators desiring more detailed treatments of the tcp.cs covered
in this chapter will find appropriate sources in the Annotatec Bibliography."*

*  For additional information about program cvaluation, scc Annotated Bibliography Nos. 5, 13, 16, 20, 23,

32,41, 46, 49, and 51.
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Program Evaluation Measures
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Overview of Measures

Page
Category Title Target Group Description No.
Behavior Diabetes Adults Assesses famiiiarity 38
Management Plan with and use of the
diabetes manage-
Your Child’s Parents who are ment plan. 52
Diabetes responsible for the
Management Plan management of their
child’s diabetes
Your Diabetes Preadolescents who 62
Management Plan are responsible for
their diabetes
management
Performance Adults/Adolescents  Assesses ability to 72
Assessment: Blood Preadolescents demonstrate blood
Glucose Testing (Administeredbya  glucose testing.
health care
professional)
Performance Adults/Adolescents  Assesses ability to 76
Assessment: Preadolescents demonstrate insulin
Insulin Injection = (Administeredbya  injections.
health care
professional)
Knowledge*} DiabetesandIts  Adults Assesses knowledge 80
Management Adolescents of diabetes and the
management of
Diabetes Preadolescents diabetes. 88
Parents of
preadolescents and
young children

* The information eligible fc.r inclusion in the knowledge measures is provided in Appendix A as amplificd
content descriptors.
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Page

Category Title Target Group Description No.

Knowledge | The Complications Adults Assesses knowledge 94
of Diabetes Adolescents of the prevention

Parents of and treatment of the

preadolescentsand  complications of

young children diabetes.
The Problemsof  Preadolescents 100
Diabetes
Pregnancy and Women Assesses knowledge | 104
Diabetes Adolescent girls of pregnancy as it

relates to diabetes.

Skill Management of Adults Assesses ability to 108
Diabetes and Its select appropriate
Complications courses of action for

managing diabetes
Taking Care of Preadolescents and its complications.| 124
Diabetes Parents of
preadolescents and
young children

Affective Diabetes Family  Adults with Type I Assesses perceived 132
Behavior diabetes support from others
Checklist I for performing

diabetes-specific
Diabetes Family =~ Adults with Type I behaviors. 136
Behavior diabetes
Checklist I1
Your Familyand  Adolescents 141
Friends Preadolescents
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Page
Category Title Target Group Description No,
Affective Feelings About Adults Assesses belief in 146
Your Diabetes the effectiveness of
Management Plan the diabetes manage-
ment plan.
Feelings About Adolescents 150
Your Diabetes Preadolescents who
are responsible for
their diabetes
management
Can You Manage  Adults Assesses perceived 154
Your Diabetes? ability to use
different components
Can You Take Adolescents of the diabetes 161
Care of Your Preadolescents who  management plan.
Diabetes? are responsible for
their diabetes
management
Intentions Adults Assesses intentionto | 167
Regarding Your use different compo-
Diabetes Manage- nents of the diabetes
ment Plan management plan for
the next 12 months.
Will You Try to Adolescents 172
Take Care of Your Preadolescents who
Diabetes? are responsible for
their diabetes
management
Demo- General Adults Assesses general 177
graphic Information Form information for
demographic
purposes.
&3
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DIABETES MANAGEMENT PLAN

This behavior measure assesses participants’ familiarity with the
components of their diabetes management plan and the extent to which the
management plan is implemented. This measure is appropriate for adults. If
this measure seems useful, program personnel may also want to consider
administering Intentions Regarding Your Diabetes Management Plan, which
is an affective measure assessing participants’ intention to use their diabetes
management plan for the next 12 months.

PURPOSE

Information regarding participants’ familiarity with and use of the diabetes
management plan may be helpful for the following reasons:

@ Administration of this measure at the beginning of the
program may provide needs assessment information.
For example, results from this measure may indicate
that program participants are not sufficiently familiar
with or are not consistently following their diabetes
management plans.

e When the measure is administered prior to and
following a program, it is possible to =valuate changes
in participants’ behavior.

PROCEDURES

This measure can be adriinistered both at the beginning and at the end of a
program. For programs that are shorter than 30 days in duration, program
personnel may want to administer the measure only at the beginning of the

rogram. However, if program personnel choose to administer this
instrument at the beginning and at the end of a program to measure pretest to
posttest changes, the instructions that include the ferm “past 30 days” can be
changed to read “last week.”

SCORING AND ANALYSIS

Items 1, 2,4, 5,7, 8, 10, 11, 12, 14, 15, 17, 18, 20, 21, 23, 25, 26, 28, 30, 32,
34,36, 37, 38, 40, and 4" 2re not scored.

For items 3, 6, 9, 13, 16, 19, 24, 29, 31, 33, 35, 39, 41, and 43, point values
are assigned to responses as follows:

Always
Almost Always
Usually
Sometimes
Rarely

Never

Note: Item 6 consists of five sets of responses. Point values should be
assigned to each response.

mwwnunn
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This measure can be scored by adding the point values of the scored
responses from all participants and dividing this total by the number of scored
responses. Blank items and iterns in which participants indicate that the
question does not apply (for example, “I have not had any vision problems™)
should not be counted in the number of responses. The maximum attainable
score of 6 points indicates consistent use of the diabetes management plan in
the past 30 days. A minimum attainable score of 1 point indicates
noncompliance with the diabetes management plan in the past 30 days.

Items 21 and 22, as well as items 26 and 27, should be scored together. The
responses to item 22 should be compared with the responses to item 21, which
in turn should be compared with the medical records. This procedure should
be repeated for items 26 and 27.

Program personnel also may want to examine the accuracy of participants’
recall of their diabetes management plans. Participants’ responses to items 2,
5, 8,11, 12, 15, 18, and 38 can be compared with information provided in the
medical records.
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Date:

Name:

DIABETES MANAGEMENT PLAN

Please answer the following questions about the diabetes
management plan designed by you and your health care
team. Complete the information as you remember it.
Please do not refer to any notes.

1. Is taking insulin part of your diabetes management
plan?
( ) Yes,I take insulin injections. (Go to question 2)
() Yes,Iuse aninsulin pump. (Go to question 10)
() No (Goto question 7)

2. Complete the chart below using the information from your diabetes management
plan. Indicate the time(s) of day, the type of insulin, and the amount of irsulin for
each planned injection. If you don’t remember this information, write a question
mark (?) in the appropriate box.

Type of insulin
. (such as regular, Amount of insulin
Time of day NPH, Ultralente) (in units)
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3. Think back over the past 30 days. On days when insulin adjustments were not
necessary, how often did you take your insulin as described in your management
plan?

l () Always

: ( ) Almost always

i ( ) Usually

« ( ) Sometimes

; ( ) Rarely

( ) Never

4. Have you been instructed te adjust your insulin
dose when your daily routine changes?
() Yes (Goto question5)
() No (Go to question 10)
( ) Don’tknow (Go to question 10)

5. What changes in your insulin, if any, have you been instructed to make when you:

are sick?

increase your activity level?

change the amount of food you eat?

have high blood sugar for several days?

have low blood sugar for severai days?
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6. Think back over the past 30 days. When the situations described in #5 occurred,
how often did you make the specified changes?

Diabetes Management Plan, p. 3

Situation| Always | Almost | Usually [ Some- | Rarely | Never
did not always times
occur

Sick f

Increase in
activity level

Change in
amount of food

High blood
sugar for
several days

Low blood
sugar for
several days

7. Is taking diabetes pills (oral hypoglycemics)
part of your diabetes management plan?

() Yes (Go to question 8)
() No (Go to question 10)

8. Fill in the information below according to your diabetes management plan. Indicate
the name and strength of your diabetes pills and how often you are supposed to take
them. If you don’t remember this information, write a question mark (?) on the
appropriate line.

Name of pills:
Strength of pills in milligrams:
Number of pills a day:
Time(s) pills are taken:
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Diabetes Management Plan, p. 4

9. Inthe past 30 days, how often did you take your diabetes pills as described in your

management plan?

() Always

() Almost always

() Usually

() Sometimes

() Rarely

() Never

10. Istesting your sugar levels part of your
’ diabetes management plan?

‘ () Yes (Go toquestion11)

() No (Go toquestion 14)

() Don’tknow (Go to question 14)

11.  According to your diabetes management plan, how many days a week should you use
the tests below to check your sugar levels? If you don’t use one of the tests, write
DON'’T USE on the appropriate line.
blood sugar test (days per week)
urine sugar test (days per week)

12.  On the days you test your sugar levels, how many times per day should you test?

blood sugar test (times per day)
urine sugar test (times per day)

13. Inthe past 30 days, how often did you test your sugar levels as described in your
management plan?

() Always

(') Almost always
() Usually

() Sometimes
() Rarely

() Never

0.8
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Diabetes Management Plan, p. 5

14. Is testing your urine ketone levels part of your
diabetes management plan?

() Yes (Go to question 15)

() No (Go to question17)
() Don’t know (Go to question 17)

15. According to your diabetes management plan, how often should you test your urine
ketone levels?

(Check all that apply)

() When sick

() When blood sugar levels are high

() When on a weight loss diet

() On aregular schedule (such as daily or weekly)

16. In the past 30 days, how often did you test your urine ketone levels as described in
your management plan?

() Always

( ) Almost always
() Usually

() Sometimes
() Rarely

() Never

17. Does your managemeit plan include exercise
or physical activity?
() Yes (Go to question 18)
() No (Go to question 20)
() Don’tknow (Go to question 20)
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Diabetes Management Plan, p. 6

18. What is your exercise plan?

19. Inthe past 30 days, how often did you engage in exercise as described in your
management plan?

() Always

() Almost always
(') Usually

() Sometimes
() Rarely

() Never

20. Does your diabetes management plan include
checking your feet for signs of problems?
() Yes (Go toquestion21)
() No (Go toquestion 23)
() Don’tknow (Go to question 23)

21. According to your management plan, how often should you check your feet?

() Everyday

(') Every few days

( ) Aboutonce a week
(') About once a month

22, Inthe past 30 days, how often did you check your feet?

() Everyday

(') Every few days

(') Aboutonce a week
( ) About once a month




Diabetes Management Plan, p.7

23. According to your management plan, should
you report infections (skin or foot infections)
to your doctor?

() Yes (Go to question 24)
() No (Go to question 25)
( ) Don’tknow (Go to question 25)

24. How often do you report infections to your doctor?

( ) Ihave not had any infections.
() Always

( ) Almost always

( ) Usually

( ) Sometimes

( ) Rarely

( ) Never

25. Doesyour diabetes management plan
include having your eyes checked by an
ophthalmolcgist?

() Yes (Go to question 26)
() No (Goto question 28)

26. According to your plan, how often should your eyes be checked by an
ophthalmologist?
( ) More often than once every six months
( ) Once every six months
( ) Once every vear
( ) Once every two years
( ) Less often than once every two years
( ) Don’t know
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27. How often are your eyes checked by an ophthalmologist?

( ) More often than once every six months
() Once every six months

(') Once every year

(') Once every two years

() Less often than once every two years

28. According to your management plan, should
you report vision problems to your doctor?
() Yes (Go to question29)
() No (Go to question 30)
() Dor’tknow (Go to question 30)

29. How often do you report vision problems to your doctor?

( ) Ihave not had any vision problems.
() Always

() Almost always

() Usually

() Sometimes

( ) Rarely

() Never

30. Inthe past 30 days, did you have serious low
blood sugar reactions with symptoms such as
confusion, dizziness, or sweating?

() Yes
() No
() Don’t know




Diabetes Management Plan, p. 9

31. How often do you record serious low blood sugar reactions and discuss them with
) your doctor at your regular visit?
s () Always
o () Almost always
( ) Usually
;‘;.l}_‘ () Sometimes
e (  Rarely
( ) Never

32. Have you been told what to do about low blood sugar reactions?

() Yes
() No
( ) Don’t know

33. How often do you keep some form of sugar available in case of low blood sugar
»actions?

~ Always

BN 7 ) Almost always

. ) Usually

= () Sometimes

( ) Rarely

() Never

34. Inthe past 30 days, did you have serious high
o blood sugar with symptoms such as thirst,
nausea, or tiredness?

() Yes
() No
( ) Don’t know
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Diabetes Management Plan, p. 10

35. How often do you record serious high blood sugars and discuss them with your
doctor at your regular visit?

() Always

() Almost always
() Usually

() Sometimes
() Rarely

() Never

36. Have you been told what to do about high blood sugar?

() Yes
() No
() Don’t know

37. Doesyour diabetes management plan include following a special
diet or meal plan?

() Yes (Go to question 38)
() No (You have completed this survey. Thank you.)
() Don’tknow (You have completed this survey. Thank you.)

38. What is your meal plan?




Diabetes Management Plan, p. 11

39. Inthe past 30 days, how often did you follow your meal plan (eat only the right foods
in the right amounts)?
() Always
( ) Almost always
() Usually
( ) Sometimes
( ) Rarely
( ) Never

40. Does your meal plan include a schedule with
specific times for meals and snacks?
() Yes (Go toquestion41)
() No (Go toquestion42)
() Don’tknow (Go to question 42)

41. Inthe past 30 days, how often did you follow the schedule for your meals and snacks?

() Always

( ) Almost always
() Usually

( ) Sometimes

( ) Rarely

( ) Never

42. Does your meal plan include limiting daily calories to control vour
weight?
() Yes (Go toquestion43)
() No (You have completed this survey. Thank you.)
() Don’tknow (You have completed this survey. Thank you.)
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43. Inthe past 30 days, how often did you limit your daily calories?
() Always
( ) Almost always
( ) Usually
( ) Sometimes
( ) Rarely
( ) Never

You have completed this survey. Thank you.




YOUR CHILD’S DIABETES MANAGEMENT PLAN

This behavior measure assesses parents’ farniliarity with the components of
their child’s diabetes management plan and the extent to which the
management plan is implemented. This measure is appropriate for parents
who are responsible for the management of their child’s diabetes.

PURPOSE

Information regarding parents’ familiarity with and use of the diabetes
management plan may be helpful for the following reasons:

¢ Administration of this measure at the beginning of the
program may provide needs assessment information.
For example, resuits from this measure may indicate
that program participants are not sufficiently familiar
with or are not consistently following the diabetes
management plans designed for their children.

e When the measure is administered prior to and
following a program, it is possible to evaluate change
in participants’ behavior.

PROCEDURES

This measure can be administered both at the beginning and at the end of a
program. For programs that are shorter than two weeks in duration, program
personnel may want to administer the measure only at the b?inning of the

rogram. However, if program personnel choose to administer this
instrument at the beginning and at the end of a program to measure pretest to
posttest changes, the instructions that include the term “last two weeks” can
be changed to read “last week.”

SCORING AND ANALYSIS
Items 1,2, 4,5, 7,8, 10, 11, 13, 15, 17, 18, 20, 22, 23, 26, 27, 29, and 31 are
not scored.

For items 3, 6, 9, 12, 14, 16, 21, 24, 25, 28, 30, and 32, point values are
assigned to responses as follows:

Always = 6
Almost Always = 5
Usually = 4
Sometimes = 3
Hardly Ever = 2
Never = 1

a8
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This measure can be scored by adding the point values of the scored
responses from all participants and dividing *his total by the number of scored
responses. Blank items and items in which participants indicate that the
question does not apgly (for example, “My child has not had any eye
problems”) should not be counted in the . amber of responses. The maximum
attainable score of 6 points indicates consistent use of the diabetes
management plan in the last two weeks. A minimum attainable score of 1
point inc}l(;cates noncompliance with the diabetes management plan in the last
two weeks.

Items 18 and 19 should be scored together. The responses to item 19

should be compared with the responses to item 18, which in turn should be
compared with the children’s medical records.

Program personnel also may want to examine the accuracy of participants’
recall of their children’s diabetes management plans. Participants’ responses
to items 2, 8, and 11 can be compared with infermation provided in the
children’s medical records.

a9
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Date:

Name:

Child’s age:

YOUR CHILD’S DIABETES MANAGEMENT PLAN

Please do not refer tc any notes.

Please answer the following questions about your child’s diabetes
management plan. Complete the information as you remember it.

1. Do you give your child insulin shots?

() Yes (Goto question2)
() No (Goto question?)

2. Fillin the chart below with the information you were taught about giving insulin
shots. Write the time(s) of day, the type of insulin, and the amount of insulin for
each shot your child needs. If you don’t remember something, write a question
mark (?) on the answer line. Leave the lines blank that do not apply.

Morning: am. Type of insulin:
Type of insulin:
Adtzrnoon: p.m. Type of insulin:
Type of insulin:
Evening: p.m. Type of insulin:
Type of insulin:
Other: Type of insulin:
Type of insulin:

Amount:
Amount:

Amount:
Amount:

Amount:
Amount:

Amount:
Amount:
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Your Child’s Diabetes Management Plan, p. 2

3. In the last two weeks, how often did you give your child insulin shots as you were
taught?

) Always

Almost always

Usually

Sometimes

Hardly ever

Never

AN TN AN AN NS
R N . S )

4. Have you been taught how to change
your child’s insulin dose?
() Yes (Goto question 5)
() No (Gotoquestion7)
() Don’tknow 1

5. In thelast two weeks, did you need to make any changes in your child’s insulin dose?

() Yes (Go toquestion 6)
() No (Go to question7)
() Don’tknow (Go to question?7)

6. In the last two weeks, how often did you make changes in your child’s dose when
you needed to?

() Always

() Almost aiways
() Usually

() Sometimes
() Hardly ever
() Never

7. Have you been taught how to test your
child’s sugar levels?
() Yes (Goto question 8)
() No (Go to question 10)
() Don’tknow (Go to question 10)




Your Child’s Diabetes Management Plan, p.3

How often are you supposed to test your child’s sugar levels? If you don’t use one of
the tests, write DON'T USE in the answer space.

blood sugar test (times per day)

urine sugar test (times per day) or (times per week)

In the last two weeks, how often did you test your child’s sugar levels as you were
taught?

() Always

Almost always

Usually

Sometimes

Hazdly ever

Never

NN N TN N

10.

Have you been taugat how to test
your child’s urine ketone levels?

() Yes (Gotoquestion11)

( } No (Gotoquestion13)

() Don’t know (Go to question 13)

11.

12.

How often are you supposed to test your child’s urine ketone levels?

(Check all that apply)

( ) Whensick

() When blood sugar levels are high

( ) Onaregular schedule (such as daily or weekly)

In the last two weeks, how often did you test your child’s urine ketone levels as you
were taught?

I did not need to test my child’s urine ketone levels.

Always

Almost alwav's

Usually

Sometimes

Hardly ever

Never

NN TN N TN N N
N’ e N Nane” N’ “an
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Your Child’s Diabetes Management Plan, p. 4

13.

Has your child been told to follow a
regular exercise program?

() Yes (Go toquestion 14)

() No (Go toquestion 15)
() Dcen’tknow (Go to question 15)

14.

In the last two weeks, how often did your child follow the exercise program given?

() Always

() Almost always
() Usually
Sometimes
Hardly ever
Never

N N N
R

15.

Were you told to report any skin or
foot infections that your child has to
the doctor?

() Yes (Go toquestion 16)

() No (Gotc question17)

() Don’t know (Go to question 17)

16.

How often do you report your child’s infections to the doctor?

() My child has not had any infections.
() Always

() Almost always

() Usually

() Sometimes

() Hardlyever

() Never

17.

Were you told to have your child’s
eyes checked by an ophthalmologist?
() Yes (Go toquestion 18)

() No (Go toquestion 20)

() Don’t know (Go to question 20)




Your Child’s Diabetes Management Plan, p. 5

18.

19.

How often are you supposed to have your child’s eyes checked by an
ophihalmologist?

Once every six months

Once every year

Once every two years

Less often than once every two years

Don’t know

TN TN N NN
N’ e e’ e’ N’

How often do you have your child’s eyes checked by an ophthalmologist?

( ) Once every six months

(') Once every year

() Once every two years

() Less often than once every two years

20.

Were you told to report any eye
problems your child has to the doctor?

() Yes (Go toquestion21)
() No (Go to question22)
() Don’tknow (Go to question 22)

How often do you report eye problems your child has to the doctor?

My child has not had any eye problems.
Always

Almost always

Usually

Sometimes

Hardly ever

Never

TN TN TN N TN N AN
Nt N’ Nt Nt Nt et Se”

22,

Have you been taught what to do
about insulin reactions?

() Yes

() No

( ) Don’t know

€4




Your Child’s Diabetes Management Plan, p. 6

23,

24,

25.

In the last two weeks, di. your child have any serious insulin reactions with
symptons such as confusion, weakness, or sweating?

() Yes

() No

() Don’t know

How often do you record your child’s serious insulin reactior s and discuss them
with the doctor at your regular visit?

) Always

Almost always

Usually

Sometimes

(
(
(
(
() Hardly ever
(

N N N e’

Never

How often is some form of sugar immediately available in case your child has an
insulin reaction?

() Always
Almost always
Usually
Sometimes
Hardly ever
Never

PN SN SN NN
N N e N

Have you been taught what to do
about high blood sugar?

() Yes

() No

() Don’t know

21.

In the last two weeks, has your child had serious high blood sugar with symptoms
such as thirst, nausea, or tiredness?

() Yes
() No
() Don’t know

o]
(W




Your Child’s Diabetes Management Plan, p.7

28. How often do you record your chila’s serious high blood sugars and discuss them
with the doctor at your regular visit?

() Always
Almost always
Usually
Sometimes
Hardly ever
Never

TN TN TN N N
N’ e N’ N N’

29. Were you taught that your child needs to follow a special meal
plan?
() Yes (Go toquestion30)
() No (You have finished this survey. Thank you.)
()} Don’tknow (You have finished this survey. Thank you.)

30. In the last two weeks, how often did your child follow the special meal plan?

Always
Almost always
Usually
Sometimes
Hardly ever
Never

NN SN N NN
S’ N’ N’ N N NS

31. Does your child’s meal plan include eating meals and snacks at about the saine
times each day?
() Yes (Gotoquestion32)
() No (You have finished this survey. Thank you.)
( ) Dor’t know (You have finished this survey. Thank you.)
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Your Child’s Diabetes Management Plan, p. 8

32, Inthe last two weeks, how ofter. did your child eat meals and snacks at the right
times?
() Always
() Almost always

Usually

Sometimes

Hardly ever

Never

()
()
()
()

You have finished this survey. Thank you.




YOUR DIABETES MANAGEMENT PLAN

This behavior measure assesses participants’ familiarity with the
components of their diabetes management plan and the extent to which the
management plan is implemented. This measure is appropriate for
adolescents and preadolescents who are responsible for their diabetes
management. If this measure seems useful, program personnel may also want
to consider administering Will You Try to Take Care of Your Diabetes?,
which is an affective measure assessing participants’ intention to use their
diabetes management plan for the next 12 months,

PURPOSE

Information regarding participants’ familiarity with and use of the diabetes
management plan may be helpful for the following reasons:

o Administration of this measure at the beginning of the
program may provide needs assessment information.
Fnr example, results from this measure may indicate
that program participants are not sufriciently familiar
with or are not consistently following their diabetes
management plans.

e When the mcasure is administered prior to and
following a program, it is possible to evaluate changes
in participants’ behavior.

PROCEDURES

This measure can be administered both at the beginning and at the end of a
program. For programs that are shorter than two weeks in duration, program
personnel may want to administer the measure only at the be%inning of the

rogram. However, if program personnel choose to administer this
mstrument at the beginning and at the end of a program to measure pretest to
Bosttest changes, the instructions that include the term “last two weeks” can
e changed to read “last week.”

SCORING AND ANALYSIS
Items 1, 2, 4, 5, 7, 8, 10, 11, 13, 15, 17, 18, 20, 22, 23, 26, 27, 29, and 31 are
not scored.
For items 3 and 30, point values are assigned to responses as follows:
Always
Almost Always
Usually
Sometimes

Hardly Ever
Never

AN W

62 68




s

Foritems 6, 9, 12, 14, 16, 21, 24, 25, 28, and 32, point values are assigned to
; responses as follows:

Always = 6
Almost Always = 5
Usually = 4
Sometimes = 3
Hardly Ever = 2
Never = 1

This measure can be scored by adding the point values of the scored
responses from all participants and dividing this total by the number of scored
responses. Blank items and items in which participants indicate that the

uestion does not apply (for example, “I have not had any eye problems”)
should not be counted 1n the number of responses. The maximum attainable
score of 6 points indicates consistent use of the diabetes management plan in
the last two weeks. A minimum attainable score of 1 point indicates
noncompliance with the diabetes management plan in the last two weeks.

Items 18 and 19 should be scored together. The responses to item 19
should be compared with the re?onses to item 18, which in turn should be
compared with the medical records.

Program personnel also may want to examine the accuracy of participants’
recall of their diabetes management plans. Participants’ responses to items 2,
8, and 11 can be compared with information provided in the medical records.
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Date:

Name:

Age:

YOUR DIABETES MANAGEMENT PLAN

Try to remember what you were taught to do to take care of your
diabetes. Then write down as much as you remember for each
question. Please do not use any notes.

1. Do you give yourself insulin shots?

() Yes (Go toquestion 2)
() No (Gotoquestion7)

2. Fillin the chart below with the information you were taught about taking your
shots. Write the time(s) of day, the type of insulin, and the amount of insulin for
each shot you need. If you don’t remember something, write a question mark (?) on
the answer line. Leave the lines blank that do not apply tc you.

Morning: am. Type of insulin: Amount:
Type of insulin: _ Amount:
Afternoon: p-m. Type of insulin: Amount:
Type of insulin: Amount:
Evening: p-m. Type of insulin: Amount:
Type of insulin: Amount:
Other: Type of insulin: Amount:
Type of insulin: Amount:
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Your Diabetes Management Plan, p.2

3.

In the last two weeks, how often did you forget your insulin shot?

() Always

() Almost always
() Usually

() Sometimes
() Hardlyever
() Never

Have you been taught how to change
your insulin shots?

() Yes (Go toquestionS5)

() No (Gotoquestion?7)

() Don’tknow

In the last two weeks, did you need to make any changes in your insulin shots?

() Yes (Gotoquestion 6)
() No (Go toquestion7)
() Don’tknow (Go to question 7)

In the last two weeks, how often did you make changes in your insulin shots when
you needed to?

() Always

() Almost always
() Usually

() Sometimes
() Hardly ever
() Never

Have you been taught how to test your
sugar levels?

() Yes (Go toquestion8)

() No (Go toquestion 10)

() Don’tknow
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Your Diabetes Management Plan, p. 3

8. How often are you supposed to test your sugar levels? If you don’t use one of the

tests, write DON"T USE in the answer space.

blood sugar test (times per day)
urine sugar test (times per day) or (times per week)

In the last two weeks, how often did you test your sugar levels as you were taught?

Always
Almost always
Sometimes
Hardly ever

PN TN N N N
N’ N’ N’ Naar Nas”

Never

10.

Have you been taught how to test your
urine ketone levels?

() Yes (Go toquestion11)

() No (Go to question 13)

() Don’t know

11.

12.

How often are you supposed to test your urine ketone levels?

(Check all that apply)

() Whensick

( ) When blood sugar levels are high

() Onaregular schedule (such as daily or weekly)

In the last two weeks, how often did you test your urine ketone levels as you were
taught?

() Idid not need to test my urine ketone levels.
() Always

() Almost always

() Usually

() Sometimes

( ) Hardly ever

() Never




Your Diabetes Management Plan, p. 4

13.

Have you been told to exercise
regularly?

() Yes (Go toquestion 14)
() No (Go toquestion 15)
() Don’t know

14.

In the last two weeks, how often did you exercise as you are supposed to?

() Always

() Almost always
() Usually

() Sometimes
() Hardly ever
() Never

15.

Were you told to report skin or foot
infections to your doctor?

() Yes (Go toquestion 16)

() No (Gotoquestion17)

() Don’t know

16.

How often do you report infections to your doctor?

() TIhave not had any infections.
() Always

() Almost always

() Usually

() Sometimes

( ) Hardly ever

() Never

17.

Were you told to have your eyes
checked by an ophthalmologist?
() Yes {(Go toquestion1,)
() No (Gotoquestion”0)
() Don’tknow




Your Diabetes Management Plan, p. 5

18. How often are you supposed to have your eyes checked by an ophthalmologist?

19.

Once every six months

Once every year

Once every two years

Less often than once every two years
Don’t know

NN TN N N

How often do you have your eyes checked by an ophthalmologist?

( ) Once every six months

( ) Once every year

() Once every two years

() Less often than once every two years

20.

Were you told to report eye problems
to your doctor?

() Yes (Goto question21)

() No (Goto question22)

() Don’t know

21.

How often do you report eye problems to your doctor?

I have not had any eye problems.
Always
Almost always
Usually
Sometimes
"Hardly ever

NN TN TN N N N
e’ et Nt s s’ N’ e’

Never

22

Have ycu been taught what to do about
insulin reactions?

() Yes
() No
( ) Don’t know




24.

25.

Your Diabetes Management Plan, p. 6

23. In the last two weeks, did you have serious insulin reactions that made you feel

hungry, sweaty, or weak?

() Yes
() No
() Don’t know

How often do you write down serious insulin reactions and discuss them with your
doctor at your regular visit?

Always

Almost always

Usually

Sometimes

Hardly ever

TN TN TN TN TN N
N’ N N N N N

Never

How often do you keep some form of sugar with you in case of insulin reactions?
Always

Almost aiways

Usually

Sometimes
Hardly ever

NN TN TN TN N
N N N N N N

Never

26.

Have you been taught what to do
about high blood sugar?

() Yes

() No
() Don't know

27.

In the last two weeks, have you had serious high blood sug«r that made you feel
thirsty, sick to your stomach, or tired?

() Yes
() No
() Don’tknow




Your Diabetes Management Plan, p. 7

28. How »ften do you write dowr serious high blood sugzrs and discuss them with your
doctor at your regular visit?

Always

Almost always

Usually

Sometimes

Hardiy ever

NN NN N NN
N’ e’ N’ e’ N N’

Never

29. Were you taught to follow a special meal plan to help take care
of your diabetes?
() Yes (Go to question 30)
() No (You have finished this survey. Thank you.)
() Don’tknow (You have finished this survey. Thank you.)

30. Inthe last two weeks, how often did you eat foods that you are not supposed to?

Always
Almost always
Usually
Sometimes
Hardly ever

FIUN N N N N N
N’ N’ N’ N N’ N’

Never

31. Does your meal plan include eatirg meals and snacks at about the same times each
day?
() Yes (Gotoquestion32)
() No (You have finished this survey. Thank you.)
() Don’tknow (You have finished this survey. Thank you.)




Your Diabetes Management Plan, p. 8

32. In the last two weeks, how often did you eat your me.als and snacks when you were
supposed to?

() Always

() Almost always
) Usually

) Sometimes
) Hardly ever
) Never

(
(
(
(

You have finished this survey. Thank you.
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PERFORMANCE ASSESSMENT: BLOGD GLUCOSE TESTING

This behavior measure assesses participants’ ability to demonstrate blood
giucose testing. This measure is administered by a health professional to
individuais who are expected to test blood sugar levels.

PURPOSE

Program participants who are expected to test blood sugar levels must be
able to do so properly. This measure allows program personnel to effectively
judge whether participants can perform the behavior correctly.

PROCEDURES

The current technique of blood glucose testing involves placing a drop of
blood on a chemical testing strip that reacts to the amount of sugar in the
blood. These strips can be read either by visual comparison to a color chart or
by a meter. There are a variety of testing strips and meters available, which
are often updated and improved.

The first page of the measure includes a step-by-step checklist for placing
blood on a testing strip and visually comparing the strip to a color chart. A
health professional should read the checklist carefully, making sure that the
steps presented are appropriate for the testing strip the individual will be
using. The checklist should be changed as needed. ‘

The second page of the measure is an observation checklist to assess use of
the blood glucose meter. The checklist includes general directions fo: meter
usage. Prior to the observation, a health professional should review the
specific times and step-by-step instructions for the meier the individual will
be demonstrating. Any changes or notes should be written on the checklist.

A health professional should carefully observe the individual’s
performance during the demonstration. A check (/) should be placed in the
“YES” column if the individual correctly performs the step. A check (v/)
should be placed in the “NO” column it the individual forgets the step or

erforms it incorrectly. Comments about the demonstration should be noted
in the column provided. The individual who has problems during the
demonstration should be given assistance and askedp {0 demonstrate the
procedure again.

The individual should be given a device for puncturing the finger (e.g.,
lancet, stylet, etc.), cotton balls, the appropriate meter with testing strips and
any necessary calibration solutions, and a watch with a second hand. This
measure snould be administered onl, after individuals have received
instruction about blood glucose testing.

SCORING AND ANALYSIS

The measure can be scored in three ways:

e To determine the percentage of program participants
who ~mpleted the demonstration correctly, first
count  wumber of participants who completed all of




the steps correctly, that is, received a check (/) in the
“YES” column next to each step. Divide this number
by the total number of participants. A high percentage
indicates that the majority of program participants can
correctly demonstrate blood glucose testing. A low
percentage indicates that few program participants can
correctly demonstrate blood glucose testing.

To determine the percentage of program participants
who completed the demonstration with assistance,
first count the number of participants who completed
some of the steps incorrectly, that is, first received a
check (v/) in the “NO” column next to a step. Divide
this number by the total number of participants. A
high percentage indicates that the majority of program
participants require assistance in order to correctly
demonstrate blood giucose testing. A low percentage
indicates that few ]i)rogram participants require
assistance with blood glucose testing.

Calculate the mean score to determine the amount of
assistance program participants required. For each
participant who required assistance, count the number
of steps that were completed incorrectly on the first
try, that is, first received a check (v/) in the “NO”
column. Add the scores for the group and divide by
the total number of participants who required
assistance. A large number indicates that those
participants who require assistance need a great deal
of help. A small number indicates that those
Ea;ticipants who require assistance need only minor
elp.

~7
L
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PERFORMANCE ASSESSMENT: BLOOD GLUCOSE TESTING

Date:

Name of Individual Being Observed:

USING A TESTING STRIP AND
COMPARING IT‘fO A CHART

Yes

No

Comments

Ask the individual to demonsirate the
use of a testing strip.

Does the individual:

a. assemble all necessary materials
prior to starting the test?

b. wash his/her hands?

c. correctly use the selected method to
punctur. finger?

d. obtain blood from the side of the
fingertip?

e. place alarge drop of blood onto the
strip covering the reagent area
completely?

f. wait specified time?

g. remove blood according to
manufacturer’s recommendation?

h. wait specified time?

i. compare the testing strip to color
chart?

j- read the chart correctly?

k. If recommended by manufacturer,
wait additional time for blood sugar
levels greater than 240 mg/dl and
then repeat steps i and j. (Leave
blank if blood sugar level is not
greater than 240 mg/dl.)

I record reading in log book?

m. throw away the used materials?

Y




-

Performance Assessment: Blood Glucose Testing, p.2

Date:

Name of Individual Being Observed:

Name of Meter:

USING A METER Yes | No Comments

Ask the individual to demonstrate the
use of the selected meter.

Does the individual;

a. asseruple all necessary materials
prior to starting the test?

b. was'a his/her hands?

¢. turn on meter?

d. verify calibration, if necessary?
(Leave blank if calibration is not
necessary.)

e. correctly use the selected method to
puncture finger?

f. obtain blood from the side of the
fingertip?

g. activate meter and apply blood to
strip appropriately and within the
time limit?

h. remove blood at appropriate signal?

i. place strip into meter correctly and
within the time limit?

j. read the results correctly?

k. record results in log book?

l. throw away the used materials?




PERFORMANCE ASSESSMENT: INSULIN INJECTION

_ . This behavior rneasure assesses participants’ ability to demonstrate insulin
injections. This .neasure is administered by a health professional to
individuals who are expected to give insulin injections.

PURPOSE

Program participants who are expected to give insulin injections must be
able to do so properly. This measure allows Erogram personnel to effectively
judge whether participants can demonstrate the behavior correctly.

PROCEDURES

Important Note: This measure should be administered only after
individuals have received instruction about insulin injections. The observation
should be completed at a time when the individual is scheduled for an insulin
injection.

The measure should be administered in a location that is equipped with a
sink and a waste disposal container. The individual should be given alcohol
pads, bottles of insulin, and syringes.

The measure is comprised of three sections: Preparation for the Injection,
Demonstration of the Injection, and Disposal of the Syringe. For each
section, a health professional should carefully observe the individual as he/she
demonstrates the steps listed. A check (/) should be placed in the “YES”
column if the individual correctly demonstrates the step. A check (/) should
be placed in the “NO” column if the individual forgets the stelp or
demonstrates it incorrectly. Comments about the demonstration should be
noted in the column provided.

In Section I, Preparation for the Injection, all check marks must be placed
in the “YES” column before the individual continues to Section II. Any step
that is not properly demonstrated or is forgotten (.narked “NO”) shoul be
discussed with the patient and repeated.

In Section II, Demonstration of an Injection, any corrections should be
made during the demonstration. The individual who has difficulty ur forgets
any steps should repeat the insulin injection at the next meeting.

SCORING AND ANALYSIS
The measure can be scored in three ways:

¢ To determine the percentage of program: participants
who completed the demonstration correctly, first
count the number of participants who comEleted all of
the steps correctly, that is, received a check (/) in the
“YES” column next to each step. Divide this number
by the total number of participants. A high percentage

et
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indicates that the majority of program participants can
correctly demonstrate insulin injections. A low
percentage indicates that few program participants can
correctly demonstrate insulin injections.

To determine the percentage of program participants
who completed the demonstration with assistance,
first count the number of participants who completed
some of the steps incorrectly, that is, first received a
check (v/) in the “NO” column next to a step. Divide
thic number by the total number of participants. A
high percentage indicates that the majority of program
participants require assistance in order to correctly
demonstrate insulin injections. A low percentage
indicates that few program participants require
assistance with insulin injections.

Calculate the mean score to determine the amount of
assistance progrem participants required. For eacil
participant who required assistance, count the number
of steps that were completed incorrectly on the first
try, that is, first received a check (1/) in the “NO”
column. Add these scores for the group and divide by
the total number of participants who required
assistance. A large number iIndicates that those
participants who require assistance need a great deal
of help. A small number indicates that those
Ea{ticipants who require assistance need only minor
elp.
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PERFORMANCE ASSESSMENT: INSULIN INJECTION

Date:
Name of Individual Being Observed:

Record the individual’s scheduled dosage of insulin frem the medical records:

Dosage: Type Amount
Type Amount

SECTIONI: PREPARATION FOR THE INJECTION

Yes

No

Comments

Ask the individual to demonstrate preparing an
injection.
Does the individual:

a. wash his/her hands?

b. select the correct insulin?

c. roll each bottle between the palms to mix the
contents?

d. swab each bottle top with alcohol?

e. select the correct syringe?

f. insert air as needed?

One Insulin: Was air equal to the amount
of insulin needed drawn into the needle and
then injected into the bottle?

Mixed Insulin: Was air equal to the amount
of insulin needed from each bottle injected into
the appropriate bottles?

g. inject the needle into the bottle and then turn
the bottle upside down to withdraw the insulin?

h. make sure there were no air bubbles in the
syringe?

i. tap the side of the syringe barrel to make any
air rise out of the syringe, if necessary? (Leave
blank if no air bubbles are present.)

’ j. withdraw the correct amount of insulin from

the bottle(s)?
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Performance Assessment: Insulin Injection, p.2

SECTION II: DEMONSTRATION OF AN
INJECTION

Yes

No

Comments

Ask the individual to identify injection sites and
describe the rotation system.

Can the individual:

a. name 3 injection sites?

b. describe the system for rotation?

Ask the individual to perform an injection.
Does the individual:

a. inspect the injection site?

b. swab the site with alcohol?

¢. grasp the injection site? (bunch or spread the
skin as needed)

d. inject the syringe at a 60-90° angle?

e. push the needle all the way into the skin?

f. push the plunger all the way down?

. withdraw the needle quickly?

g
h. swab tne site with alcohol and gently apply
pressure?

SECTION III: DISPOSAL OF THE SYRINGE

Ask the patient to dispose of the needle.

Does the patient destroy and throw away the
needie or explain the procedure for disposal?




DIABETES AND ITS MANAGEMENT
(FORMS A & B)

This knowledge measure examine~ what participants know about diabetes and the
mana§ement of diabetes. This measure is comprised of th.ee se~*ions. Section I is
completed by all respondents; Section II is appropriate «~ly for those respondents
who take insulin; Section III should only be completed by those respondents who
take piils for their diabetes. Diabetes and Its Management is appropriate for adults
and adolescents.

PURPOSE

Information regardinF participants’ knowledge of diabetes and its management
may be useful for the following reasons:

o Administration of this measure at the beginning of the program
may provide needs assessment information. For example, results
of this measure may indicate that participants do not know about
certain aspects of diabetes management. Decisions about how to
allocate instructional time can then be made based on this
information.

o When the measure is administered prior to and following a
Elr]ogram, it is possible to evaluate changes in participants’
owledge.

PROCEDURES

_ Because the equidifficulty of the forms has not been established, it is best not to
give all participants Form A as a pretest and Form B as a posttest. Instead, choose
either of the following methods.

e Review Forms A and B and select one. Give all participants the
selected form both before and arter the program. Alternatively,
select individual items or entire sections on the two forms and
construct a measure most consistent with program emphases.
For example, if all program pacticipants neeg to take insulin and
not diabetes pills, as in an adolescent program, Section I1I of the
measure dealing with diabetes pills need not be given.
Administer the “new” form both before and after the program.

e Give Form A to haif of the incoming participants and Form B to
the remaining half. To distribute thic forms randomly, order
them “ABABAB” and hand them out. Following the program,
give each participant the form not previously taken. For
example, if a participani was given Form B before the program,
then that participant shouid be given Form A following the
program. This approach eliminates the possibility that
examinees will be sensitized to the specific facts to be learned
from the program.




SCORING AND ANALYSIS

The answer keys for the two forms are provided below:

Item No. Form A Form B

Section I
1 Yes No
2 No Yes
3 No No
4 Yes Yes
5 Yes Yes
6 Yes No
7 No No
8 Yes Yes
9 No Yes
10 No No
11 Yes No
12 No Yes
13 Yes No
14 No Yes
15 No Yes
Section II
1 Yes No
2 No Yes
3 Yes Yes
Section 111
1 No No
2 No No
3 Yes Yes

I'he measures should be scored by section. For each participant, count the number
cf correct answers in each completed section. Items that should have been answered
bu! were left blank or marked “Don’t Know” should be scored as incorrect. For each
sec'ion, count the number of correct answers for each participant. Next, total the
corract answers for the group and divide by the number of artmpams in the group.
The .nean number of correct answers and the standard fevxatlon can be used to
summarize participant performance for cach seciion. Means and standard deviations
from before and after the program can be compared to determine changes in
participants’ knowledge.
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Yes

()
()
()
()
()
()

()
()

()

()

DIABETES AND ITS MANAGEMENT

Form A

This test is about dis” etes and its maragement. Put a check to show
whether you think the answer to each question is YES or NO. If you
don’t know the answer to a question, put a check under DON’T KNOW.

No

()
()
)
)

()
)

()

()

Don’t Know

()
()
()
()
()
()

()
()

()

)
()

!—A

10.

SECTION I

Does diabetes affect the way the body uses sugar?

Can people with diabetes ez  what they want
whenever they want as long as they limit their
calories?

Is urine testing of sugar levels more accurate than
blood testing?

Should friends of people with diabetes be taught to
treat low blood sugar?

Should people with diabetes who are sick check their
urine for ketones? -

Can biurred vision be a sign of both high and low
blood sugar?

Does eating more than usual cause low blood sugar?

Is drinking juice a quick treatment for low blcod
sugar?

Does a person with high blood sugar usually feel
hungry and sweaty?

Does having an infection lower blood sugar levels?

. Do foods that are grouped together on the diabetic

exchange list have abnut the same amount of calories?
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Diabetes and its Management (Form A), p. 2

Yes No Don’t Know

() () () 12. Should people with diabetes try to vary the amount of
food they eat each day?

() () () 13. Should people with diabetes begin their exercise
programs gradually?

() () () 14. Will playing a hard game of tennis usually raise blood
sugar levels?

) () () 15. Do people with diabetes only need to write down the

results of sugar level testing if they are sick?

SECTION Ii

If you take insulin, complete Section II. If you take pills for ycur
diabetes, go to Section III. If you do not take insulin or diabetes pills,

stop here,
Yes No Don’t Know
() () () 1. Should insulin injections be given at about the same
time each day?
() () () 2. Ishigh blood sugar caused by taking too much insulin?
() () () 3. Should people with diabetes always carry some form

of sugar?
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Diabetes and its Management (Form A), p.3

SECTION III

If you take pills for your diabetes, complete Section IIL

Yes Ne Don't Know

() O) () 1. Is taking diabetes pills the only treatment needed to
control diabetes?

() () ) 2. Do ciabetes pills increase blood sugar levels?

() () () 3. Canweight loss belp blood sugar levels return toward

normal in people with diabetes?
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Yes

()
()

()
()
()
()

()

DIABETES AND ITS MANAGEMENT
Form B

This test is about diabetes and its management. Put a check to show
whether you think the answer to each question is YES or NO. If you
don’t know the answer to a question, put a check under DON’T KNOW.

SECTION I

No Dorn’t Know

() () 1. Does diabetes develop when the body produces too
much nsulin?

() () 2. Do the results of sugar level testing indicate how well
diabetes is being controlled?

() () 3. Isit necessary to double-check the results of blood
sugar level tests with urine sugar level tests?

() () 4. ‘When they are sick, should people with diabetes test
thear sugar levels more often than they usually do?

() () 5. Should people with diabetes wear their medical
identification all of the time?

() () 6. Does a person with low blood sugar usually feel
thirsty and nauseated?

() () 7. Is eating a high-fat food the best treatment for i
blood sugar?

() () 8. Can a person with diabetes have high blood sugar and
still feel fine?

() () 9. Does feeling upset or nervous increase blood sugar
levels?

() () 10. Is it best for people with diabetes to eat most of their

food late in the day?




Diabetes and its Management (Form B), 1.2

Yes No Don’t Know

() () () 11. Does exercise usually increase blood sugar levels?

() () () 12. Isthe diet recommended for people with diabetes
healthy for almost anycne?

() () () 13. Does eating a lot of sugar cause diabetes?

() () () 14. Canregular exercise improve the condition of the
heart?

() ) () 15. Should people with diabetes iry to eat their meals at

about the same time each day?

SECTION II

Ifyou take insulin, complete Section II. If you take pills for your
diabetes, go to Section IIL If you do not take insulin or diabetes pills,

stop here.
Yes No Don’t Know
) () () 1. Should insulin be injected directly into the
bloodstream?
() () () 2. Canlow blood sugar be caused by taking too much
insulin?
() () () 3. To avoid spreading disease, should insulin syringes

only be used by one person?
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Diabetes and its Management (Form B), p. 3

Yes

()
()

()

SECTION III

If you take pills for your diabetes, complete Secticn ITI.

No

()
()

()

Don’t Know

() 1. Arc diabetes pills a type of insulin?

() 2. Should diabetes be controlled with diabetes pills
alone?

() 3. Can diabetes pills react with 2lcohol?




DIABETES
(FORMS A & B)

This knowledge measure examines what participants know about diabetes and the ‘
manage nent of diabetes. This measure is appropriate for preadolescents and parents
of preadolescents and young children.

PURPOSE

Information regarding participants’ krowledge of diabetes and its management
may be useful for the following reasons:

e Administration of this measure at the beginning of the program
may provide needs assessment information. For example, results
of this measure may indicate that participants do not know about
certain aspects of diabetes management. Decisions about how to
allocate instructional time can then be made based on this
information.

e When the measure is administered prior to and following a
rogram, it is possible to evaluate changes in participants’
owledge.

PROCEDURES

Because the equidifficulty of the forms has not been established, it is best not to
give all participants Form A as a pretest and Form B as a posttest. Instead, choose
either ot the following methods.

¢ Review Forms A and B and select one. Give all participants the
selected form both before and after the program. Alternatively,
select 15 items from the two forms and construct a measure most
consistent with program emphases. Then administer the “new”
form both before and after the program.

e Give Form A to half of the incoming participants and Form B to
the remaining half. To distribute the forms randomly, order
them “ABABAB” and hand them out. Following the program,
give each participant the form not previously taken. For
example, if a participant was given Form B tefore the program,
then that participant should be given Form A following the
program. This approach eliminates the possibility that
examinees will be sensitized to the specific facts to be learned in
the program.
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SCORIMG AND ANALYSIS

The answer keys for the two forms are provided below:

: Item No. Form A Form B

* 1 No No
f 2 Yes Yes
3 No Yes

4 No No

, 5 Yes No
6 No Yes

7 No Yes

8 Yes No

9 Yes No

’ 10 No Yes
11 Yes No

12 Yes Yes

13 No No

14 Yes No

15 No Yes

The measures should be scored by counting the number of correct answers for
each participant. Items marked “Don’t Know” or left blank should be scored as
incorrect. Count the number of correct answers for each €articipant. Next, total the
correct answers for the group and divide by the number of participants in the group.
The mean number of correct answers and the standard deviation can be used to
summarize participant performance on the measure. Means and standard deviations
from before and after the program can be compared to determine changes in
participants’ knowledge.

w
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DIABETES
Form A

This test contains 15 questions about children with diabetes. Put a
check to show whether you think the answer to each Guestion is YES
or NO. If you don’t know the answer te a question, put a check under

DON'T KNOW. ,
Yes No Don’t Know
| () () () 1. Does diabetes develop when the body makes too
much insulin?
() () () 2. Can different types of insulin be used together to
control blood sugar levels?
() () () 3. Should children with diabetes try to change the
amount of food they eat each day?
() () () 4. Do urire tests and blood tests always give the same
information abont blood sugar levels?
() () () 5. Can children with diabetes get low blood sugar by
playing harder than usual?
() () () 6. Should inculin shots always be given in the same
place?
() () () 7. Does diabetes usually go away after a few years?
() () () 8. Do the results of sugar level tests need to be written
down?
() () (> 9. Does testing sugar levels show how well diabetes is
being controlled?
() () () 10. Does taking too mush insulin cause high blood sugar?
() () () 11. Should insulin shots be given at about the same time ;
each day? =
() () () 12. Should children with diabetes wear medical ID. all of
the time?
36




Diabetes (Form A), p.2

Yes

()

)
)

No

()

()
()

Don’t Know

()

()
()

Should children with diabetes try to eat most of their

food late in the day?

Can skipping a meal cause low blood sugar?

Should blood sugar level testing only be done in a

doctor’s office?




DIABETES
Form B

This test contains 15 questions about children with diabetes. Put a
check to show whether you think the answer to each question is YES
or NO. If you don’t know the answer to a question, put a check under

DON’T KNOW.

Yes No Don’t Know

O) ) ) 1. Does eating a lot of sugar cause diabetes?

() O) () 2. Should children with diabetes always carry some form
of sugar?

() () () 3. Can children with diabetes get low blood sugar by
skipping meals?

() () () 4. Do all types of insuiin work the same?

) O) () 5. Should insulin shots be put into the bloodstream?

() () () 6. Does insutin allow sugar to enter the body’s cells?

() () () 7. Should children with diabetes eat their meals at about
the same time each day?

) () () 8. Is it best to only give insulin shots in the arms?

() () () 9. Should children with diabetes avoid running sports
like soccer and basketball?

() () () 10. Can high blood sugar develop when there is not
enough insulin in the blood?

() () ()  11. Do children with diabetes who are feeling well only
need to test their sugar levels once a day?

O) () () 12. Can a child have a negative urine sugar test and still
have high blood sugar?

() () () 13. Should children with diabetes avoid eating snacks
between meals?
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Diabetes (Form B), p.2

Yes

()

()

No

()

()

Don’t Know

()
()

14. Should testing for ketones in the urine only be done
in the doctor’s office?

15. Does exercise usually lower blood sugar levels?




THE COMPLICATIONS OF DIABETES
(FORMS A & B)

This knowledge measure examines what garticipants know about the prevention
and treatment of the complications of diabetes. This measure is appropriate for
adults, adolescents, and parents of preadolescents and young children.

PURPOSE

Information regarding participants’ knowledge about the prevention and
treatment of diabetic complications may be useful for the following reasons:

3 Administration of this measure at the beginning of the program
may provide needs assessment information. For example, results
of this measure may indicate that participants do not know about
the prevention and treatment of certain diabetic complications.
Decisiens about "“ow to allocate instructional time can then be
made based on this information.

e When the measure is administered prior to and following a
ﬁlr]ogram, it is possible to evaluate changes in participants’
owledge.

PROCEDURES

Because the equidifficulty of the forms has not been established, it is best not to
give all participants Form A as a pretest and Form B as a posttest. Instead, choose
either ot the following methods.

o Review Forms A and B and select one. Give all participants the
selected form both before and after the program. Alternatively,
select 20 items from the two forms and construct a measure most
consistent with program emphases. Then administer the “new”
form both before and after the program.

¢ Give Form A to half of the incoming participants and Form B to
the remaining half. To distribute the forms randomly, order
them “ABABAB” and hand them out. Following the program,
give each participant the form not previously taken. For
example, if a participant was given Form B before the program,
then that participant should be given Form A following the
program. This approach eliminates the possibility that
examinees will be sensitized to the specific facts to be learned in
the program.
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SCORING AND ANALYSIS

The answer keys for the two forms are provided below:

Item No. Form A Form B
1 Yes Yes
2 No No
3 No Yes
4 Yes No
5 No Yes
6 No No
7 No Yes
8 No Yes
9 Yes Yes

10 No No
11 No Yes
12 Yes Yes
13 Yes No
14 No No
15 Yes Yes
16 Yes No
17 No No
18 Yes No
19 Yes Yes
20 Yes No

The measures should be scored by counting the number of correct answers for
each participant. Items marked “Don’t Know” or left blank should be scored as
incorrect. Count the number of correct answers for each participant. Next, total the
correct answers for the group and divide by the number of participants in the group.
The mean number of correct answers and the standard deviation can be used to
summarize participant performance on the measure. Means and standard deviaticns
from before and after the program can be compared to determine changes in
participants’ knowledge.
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THE COMPLICATIONS OF DIABETES

Form A

This test consists of 20 questions about the complications of diabetes.
Put a check to show whether you think the answer te each question is
YES &z NO. If you don’t know the answer to a question, put a check

under DON’T KNOW.

No Don’t Know

() () L.

() () 2.
() () 3.

() () 4.
() () 5.

() () 6.
() () 7.
() () 8.
() () 9.
() () 10
() () 1

() () 1

Can near-normal blood sugar levels reduce the
chance of developing some complications of diabetes?

Does diabetes usually damage the lungs?

Do only serious visual changes nged to be reported to
adoctor?

Is diabetes a major cause of blindness?

Should neople with diabetes have their eyes checked
by an ophthalmologist once every two to three years?

Should toenails be cut to curve with the shape of the
toe?

Is it only necessary to check the feet *f they feel stiff
or painful?

Does soaking the feet in hot water every day help
prevent foot problems?

Is high blood pressure related to kidney problems in
people with diabetes?

Can people with diabetes check for kidney damage by
testing their urine ketone levels?

Is it only necessary to call a doctor if painful urination
lasts for several days?

Can diabetic coma be prevented?

i02




The Complications of Diabetes (Form A), p.2

Yes No Don’t Know

() () () 13. Can high blood sugar that lasts for several days lead
to a diabetic coma?

() () () 14. Does being under stress usually lower blood sugar
levels?

() () () 15. Should most people with diabetes call their doctor if
they are too sick to eat?

() () () 16. Is a person with diabetes more likely to have a heart
attack than a person without diabetes?

() () () 17. Can people with diabetes feel the signs of high blood
pressure before it is serious?

() () () 18. Can the nerves that affect sexual function become
damaged in people with diabetes?

() () () 19. Can tingling in the fingers and toes be a sign of nerve
disorder?

() () () 20. Can askin irritation such as a blister or cut become a

serious problem for a person with diabetes?




THE COMPLICATIONS CF DIABETES
Form B

This test consists of 20 questions about the complications of diabetes.
Put a check to show whether you think the answer to each question is
YES or NO. If you don’t know the answer to a question, put a check

under DON’T KNOW.

Yes No Don’t Know

() () () 1. Are the complications of diabetes related to blood
sugar control?

() () () 2. Is cancer a complication of diabetes?

() () () 3. Can diabetes lead to several different kinds of eye
disease?

() () () 4. Do people with diabetes only need to visit their
ophthalmologist if they are having problems with
their vision?

() () () 5. Can blurred vision be a sign of changes in blood sugar
level?

() () () 6. Should peopie with diabetes use chemical
preparations t6 remove corns and calluses?

() () () 7. Can people with diabetes injure their feet and not
know it?

() () () 8. Is checking the feet once a day for signs of irritation
an effective way to prevent foot problems?

() () () 9. Can people with diabetes reduce the chances of
kidney problems by keeping blood sugar at
near-normal levels?

() () () 10. Do people usually feel the signs of kidney disease

before it gets serious?

. Can urinary tract infections cause kidney damage in
people with diabetes?

104




The Complications of Diabetes (Form B), p.2

Yes

()
()

()
0)
()

()
()

()

()

No

()
()

()
()
()

()
()

()
()

Don’t Know

()
()

()
()
()

~
N

()

()

12.

13.

14.

15.

16.

17.
18.

19.

20.

Is a person with diabetes more likely to develop a
diabetic coma when sick with another illness?

Should people with diabetes stop taking their
diabetes medication (insulin or diabetes pills) when
they are too sick to eat?

Does being under stress or strain lower blood sugar
levels?

Can early treatment of high blood sugar levels
prevent diabetic coma?

Will eating more fats and oils help prevent heart
disease?

Are the signs of high blood pressure obvious?

Are most treatmen:is for high blood pressure
ineffective?

Is it necessary for people with diabetes to report any
tingling or numbness they fe 21 to their doctor?

Are nerve disorders the least common complication
of diabetes?




THE PROBLEMS OF DIABETES
(FORMS A & B)

This knowledge measure examines what l;;artici ants know about the prevention
and treatment of the complications of diabetes. This measure is appropriate for
preadolescents.

PURPOSE

Information regarding participants’ knowiedge about the prevention and
treatment of diabetic complications may be useful for the following reasons:

o Admninistration of this measure at the beginning of the program
may provide needs assessment information. For example, results
of this measure may indicate that participants do not know about
the prevention anc?' treatment of certain diabetic complications.
Decisions about how to allocate instructional time can then be
made based on this information.

e When the measure is administered prior to and following a
rogram, it is possible to evaluate changes in participants’
xnowledge.

PROCEDURES

Because the equidifficulty of the forms has not been established, it is best not to
give all participants Form A as a pretest and Form B as a posttest. Instead, choose
either oF the following methods.

o Review Forms A and B and select one. Give all participants the
selected form both before and after the program. Alternatively,
select 10 items from the two forms and construct a measure most
consistent with program emphases. Then administer the “new”
form both before and after the program.

o Give Form A to half of the incoming participants and Form B to
the remaining half. To distribute the forms randomly, order
them “ABABAB” and hand them out. Following the program,
give each participant the form not previously taken. For
example, if a participant was given Form B before the program,
then that participant should be given Form A following the
program. This approach eliminates the possibility that
examinees will be sensitized to the specific facts to be learned in
th2 program.

i0s
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SCORING AND ANALYSIS

The answer keys for the two forms are provided below:

Item No. Form A Form B

1 Yes Yes
2 No Yes
3 No No
4 Yes No
5 No No
6 No Yes
7 Yes No
8 No Yes
9 Yes Yes
10 Yes No

The measures should be scored by counting the number of correct answers for
each participant. Items marked “Don’t Know” or left blank should be scored as
incorrect. Count the number of correct answers for each garticip:mt. Next, total the
correct answers for the group and divide by the number of participants in the group.

The mean number of correct answers and the standard deviation can be used to
summarize participant performance on the measure. M:ans and standard deviations
from before and after the program can be compared to determine changes in
participants’ knowledge.
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THE PROBLEMS OF DIABETES

Form A

This test contains 10 questions about the problems that can: be caused

by diabetes. Put a check to show whethier you think the answer to each

question is YES or NO. If you don’t know the answer to a question, put
a check under DON'T XNOW.

No

()
()
()
()
()

()
()

()
()
()

Don’t Know

()
()
()
()
()

()
()

()
()
()

Can good control of blood sugar levels help prevent
problems caused by diabetes?

Does a child with high blood sugar usually feel hungry
and weak?

Should children with diabetes stop taking their insulin
when they are too sick to eat?

Do cv’s and bruises take longer to heal in people with
diabetes?

Is it important to wait a few hours before treating low
blood sugar?

Does having the flu usually lower blood sugar levels?

Can blurred vision be asign cf changes in blood sugar
level?

Is being very thirsty a sign of low blood sugar?
Will taking extra insulin lower blood sugar levels?

Should children with diabetes drink juice if they feel
very shaky and sweaty?




Yes

()

()

()
()

()
()

()

()
()
()

THE PROBLEMS OF DIABETES

Form B

This test contains 10 questions about the problems that can be caused
by diabetes. Put a check to show whetiier you think the answer to each
question is YES or NO. If you don’t know the answer to a question, put

a check under DON’T KNOW.
No Don’t Know
() () 1. Can good control of blood sugar levels now help
prevent problems when you are older?
() () 2. Do children with diabetes need to have their eyes
checked if they aren’t having any eye problems?

() () 3 Will eating extra food help lower blood sugar levels?
() () 4. Does urine ketone testing only need to be done when
a child with diabetes is sick?

() () 5. Does being upset usually lower blood sugar levels?

() () 6. Should children with diabetes test their blood sugar
level if they start to feel shaky and weak?

() () 7. Should children with diabetes stop taking their insulin
when they are sick?

() () 8. Can a child have high blood sugar and still feel fine?

() () 9. Can high blood sugar lead to a diabetic coma?

() () 10. Does a child with low blood sugar usually feel thirsty

and go to the bachroom a lot?
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PREGNANCY AND DIABETES
(FORMS A & B)

This knowledge measure examines what participants know about pregnancy as it
relates to diabetes. This measure is appropriate for women and adolescent girls.

PURPOSE

Information regarding participants’ knowledge of pregnancy and diabetes may be
useful for the following reasons:

o Administration of this measure at the beginning of the program
may provide needs assessment information. For example, results
of this measure may indicate that participants do not know about
pregnancy and diabetes. Decisions about how to allocate
instructional time can then be made based on this information.

o When the measure is administered prior to and following a
Elrlogram, it is possible to evaluate changes iu participants’
owledge.

PROCEDURES

Because the equidifficulty of the forms has not been established, it is best not to
give all participants Form A as a pretest and Form B as a posttest. Instead, choose
either of the following methods.

o Review Forms A and B and select one. Give ali participants the
selected form both before and after the program. Alternatively,
select 10 items from the two forms and construct a measure most
consistent with program emphases. Then administer the “new”
form both before and after the program.

o Give Form A to half of the incoming participants and Form B to
the remaining half. To distribute the forms randomly, order
thern “ABABAB” and hand them out. Following the program,
give each participant the form not previously taken. For
example, if a participant was given Form B before the program,
then that participant should be given Form A following the
program. This approach eliminates the possibility that
examinees will be sensitized to the specific facts to be learned in
the program.




SCORING ANIY ANALYSIS

The correct answer keys for the two forms are provided below:

Item No. Form A Form B

1 Yes No
2 No Yes
3 Yes No
4 No No
5 Yes Yes
6 No Yes
7 No No
8 Yes Yes
9 No No
10 Yes Yes

The measures should be scored by counting the number of correct answers for
each participant. Items marked “Don’t Know” or left blank should be scored as
incorrect. Count the number of correct answers for each participant. Next, total the
correct znswers for the group and divide by the number of participants in the group.
The mean number of correct answers and the standard deviation can be used to
summarize participant performance on the measure. Means and standard deviations
from before and after the program can be compared te determine changes in
participants’ knowledge.
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Yes

()

()

()
()

()

)
()
()
()

()

PREGNANCY AND DIABETES

Form A

This test consists of 10 questions about pregnancy and diabetes. Put
a check to show whether you think the answer to each question is
YES or NO. If you don’t know the answer to a question, put a check

under DON’T KNOW,

No DPon’t Know

() Q) L

Q) () 2.
() ) 3.

() () 4.

() () 3.

() () 6.
() () 7.
() ) 8.
C) ) 9.

() () 10

Does a woman’s management of her diabetes before
she becomes pregnant have any effect on the success
of her pregnancy?

Should a woman with diabetes stay with cne blood
sugar testing schedule throughout her pregnancy?

If they occur, do most diabetes-related birth defects
develop early in the pregnancy?

If one parent of a child has type II diabetes, does the
child have a 56% chance of developing the disease as
an adult?

Does diabetic coma develop more quickly when a
woman with diabetes is pregnant than when she is not
pregnant?

Should pregnant woinen with diabetes avoid eating
between-meal snacks?

Does the body usually need less insulin during the
second half of pregnancy?

Can pre-existing complications of diabetes, such as
eye problems, become worse during pregnancy?

Must women with diabetes have Caesarean (surgical)
deliveries?

Can gestational diabet.s (diabetes that develops
during pregnancy) have an effect on the size of the
baby at birth?




Yes

()
()
()

()

()

()

()
()

()

()

PREGNANCY AND DIABETES

FormB

This test consists of 10 questions about pregnancy and diabetrs. Put
a check to show whether you think the answer to cach question is
YES or NO. If you don’t know the answer to a question, put a check

under DON’T KNOW.

No Don’t Know

() () L
() () 2
() ¢ 3
() () 4
() () 3.
() () 6.
() () 7.
() () 8.
(s () 9.
() () 1.0

Is it healthy for a woman with diabetes to be in the
early stage of pregnancy and not know it?

Is high blood pressure a serious problem for pregnant
women with diabetes?

Will awoman with diabetes reduce the chances of
diabetes-related birth defects by having children
before she’s 30 years old?

If one parent of a child has type I diabetes, does the
child have a 50% chance of developing the disease?

Do women with diabetes often require more
hospitalization during pregnancy than other women?

Should women with diabetes try to breast-feed their
babies?

Is it normal for a woman with diabetes to lose a few
pounds when she first becomes pregnant?

Will women who ordinarily take diabetes pills
probably need to inject insulin while they are
pregnant?

Should pregnant women with diabetes test their urine
instead of their blood for sugar?

Do women who develop diabetes during pregnancy
(gestational diabetes) often develop another type of
diabetes later?




MANAGEMENT OF DIABETES AND ITS COMPLICATIONS
(FORMS A &E)

This skill measure assesses participants’ ability to select appropriate courses of
action for managing diabetes and its complications. This measure is comprised of
three sections. Section I should be completed by all respondents; Section II is
appropriate only for those respondents who take insulin; Section III should be
~ompleted only by those respondents who take pills for their diabetes. Management
« £ Diabetes and Its Complications is appropriate for adults and adolescents.

PURPOSE

Information regarding participants’ abiiity to select appropriate courses of action
for managing diabetes and diabetic complications may be useful for the following
reasons:

e Administration of this measure at the beginning of the program
may provide needs assessment information. For example, results
of this measure may indicate that participants cannot select
appropriate ways to manage diabetes. Decisions about how to
allocate instructional time can then be made based on this
information.

e When the measure is administered prior to and following a
program, it is possible to evaluate changes in participants’ skills.

PROCEDURES

_ Because the equidifficulty of the forms has not been established, it is best not to
give all participants Form A as a pretest and Form B as a posttest. Instead, chocse
either of the following methods.

e Review Forms A and B and select one. Give all participants the
selected form both before and after the program. Alternatively,
select individual items or entire sections on the two forms and
construct a measure most consistent with program emphases.
For example, if all program participants need to take insulin and
not diabetes pills, as in an adolescent program, Section III of the
measure need not be given. Administer the “new” form both
before and after the program.

e Give Form A to half of the incoming participants and Form B to
the remaining half. To distribute the forms randomly, order
them “ABABAB” and hand them out. Following the program,
give each participant the form not previously taken. For
example, if a participant was given Form B before the program,
then that participant should be given Form A following the
program. This approach eliminates the possibility that
examinees will remember how they answered each item from
the pretest.
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SCORING AND ANALYSIS

The answer keys for the two forms are provided below:

Item No. Form A Form B

Section I
1 C C
2 A C
3 B A
4 C B
5 A A
6 B B
Section II
1 B A
2 C C
3 B A
4 A C
S A B
6 C B
Section III
1 B B
2 B A
3 A A
4 C C
5 C C
6 A B

The measures should be scored by section. For each participant, count the number
of correct answers in each completed section. Items that should have been answered
but were left blank cr marked “Don’t Know” should be scored as incorrect. For each
section, count the number of correct answers for each participant. Next, total the
correct answers for the group and divide by the number of participants in the group.
The mean number of correct answers and the standard deviation can be used to
summarize participant performance for each section. Means and standard deviations
from before and after the program can be compared to determine changes in
participants’ skills.
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MANAGEMENT OF DIABETES AND JITS COMPLICATIONS
Form A

This test presents descriptions of people with diabetes. They have
each been given a diabetes management plan to help them control
their diabetes. Read each description. Then circle the letter of the
appropriate action for the person to take. If you don’t know the
appropriate action for the person to take, circle the letter D for
L DON’T KNOW.

SECTION I

Caroline wants to test her sugar levels properly. What is an 2'»propriate action for
Caroline to take? |

A. Double-check her blood test results with urine sugar level tests.

B. Ensure accuracy by only testing her sugar levels at the doctor’s office.
C. Write down the results of her sugar level tests.
D. Don’t know

Car] wants to eat healthfully. He knows that his meal plan is an important part of his
diabetes management program. What is an appropriate action for Carl to take?

A. Eat meals in which about half of his calories come from carbohydrates.
B. Eat meals in which about half of his calories come from plant fats.

C. Eat meals in which about half of his calories come from proteins.
D. Don’t know

1i6




Management of Diabetes and its Complications, p. 2
(Form A)

3. Leonard wants to take good care of his eyes because he knows that people with
diabetes sometimes have eye problems. What is an appropriate action for Leonard
to take?

A. Have his eyes checked once every two years.
Have his eyes checked at least once every year.

B.
C. Report vision problems to his doctor only if they last for several days.
D. Don’t know

4. Elizabeth wants to eat well because she knows that it’s important for good diabetes
control. What is an appropriate action for Elizabeth to take?

A. Avoid eating foods that are high in complex carbohydrates.
Make sure that all of the packaged foods she eats are labeled “dietetic.”

B
C. Schedule meals so that her calories are spread evenly throughout the day.
D. Don’t know

5. Gary knows that people with diabetes are more likely to have foot problems. He
wants to take good care of his feet. What is an appropriate action for Gary to take?

A. Check his feet every day for signs of problems.
Keep his toenails short and curved around the toe.

B
C. Carefully remove corns and calluses using over-the-counter preparations.
D. Don’t know

6. Ruthis beginning an exercise program as part of her diabetes management plan.
What is an appropriate action for Ruth to take?

A. Try to push herself so she will get in shape quickly.
Start the program at a comfortable level.

B
C. Besure she consistently exercises for at least ore hour each day.
D. Don’t know




Management of Diabe*es and its Complicaticus, p. 3 ;
(Form A)

SECTIONII

This section presents descriptions of people with diabetes who take
insulin. If you take insulin, complete Section IL. If you take pills for
your diabetes, complete Section Iil. If you do not take insulin or
diabetes pills, stop here.

1. Maria takes two shots of insulin a day, one before breakfast and one before dinner.
Each shot is a mixture of short-acting (regular) insulin and intermediate-acting
(NPH) insulin. For several days she has been feeling weak and shaky before dinner,
even though she eats a good lunch. What is an appropriate action for Maria to take?

A. Reduce the amount of short-acting insulin she takes in her evening shot.

B. Reduce the amount of intermediate-actin? insulin she takes in her morning sh.*t.
C. Reduce the amount of short-acting insulin she takes in her morning shot.

D. Don’t know

. Bob woke up this morning with a stomach flu and feels too sick to eat anything. He
has called and left a message for his doctor to ca't }im back. What is an appropriate
action for .30b to take?

A. Avoid taking any insulin until he talks to his doctor.

B. Stop taking insulin until he is able to eat.

C. Continue taking insulin while he waits for the doctor to call.
D. Don’t know

118




Management of Diabetes and its Complications, p. 4

(Form A)

3. For the past several days, Peter has had high blood sugar levels before dinner. Peter
takes one morning shot that is a mixture of short-acting and intermediate-acting
insulin. What is an appiopriate action for Peter to take?

A.

B.
C.
D

Reduce the amount of short-acting insulin he takes.

Increase the amount of intermediate-acting insu.:n he takes.

Increase the amount of short-acting insulin he takes.

. Don’t know

4. This morning Jill took a long walk after breakfast. :Now she feels confused and weak.
What is an appropriate action for Jill to take.

Drink a glass of juice.

Plan on eating a larger lunch than usual.

A

B.
C.
D.

Plan on taking extra insulin in her next shot.

Don’t know

5. Frank completes the following chart of his insulin injections and blood sugar levels:

Tasulin Blocd Sugar Tests
8 am
Before Before Before Before
Intermediate | Breakfast Lunch Dinner Bed
Date | Short Acting|  Acting (8am) | (noon) (5 pm) (10 pm)
Oct. 6 20 7 91 180 116 118
Oct. 7 20 7 102 175 111 103
Oct. 8 20 7 03 191 96 08
Oct.9

Frank wants to keep his blood sugar levels between 80 and 120. He is now preparing
his morning injection for October 9. Wha is an appropriate action for Frank to tuke?

A. Increase the amount of short-acting insulin he takes.

B.

C
D

Increase the amount of intermediate-acting insulin he takes.

. Reduce the amount of short-acting insulin he takes.
. Don’t know
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(Form A)

6. Marion wants to go to a folk dencing class. Before leaving for th= class, Marion tests
her blood and finds that her sugar level is slightly high. What is an appropriate action
for Marion to take?

A. Eat a sandwich before the class.

B. Stay home and plan to go to the class next week.
C. Bring a snack with her to tne class.

D. Don’t know
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(Form A
L
A
B
C.
D
2.
A.
B.
C
D.
3.

SECTION III

This section presents descriptions of people with diabetes who take
diabetes pills. If you take pills for your diabetes, complete Section III.

Harold has had high blood sugar for several days, but doesn’t have any ketones in his
urine. What is an appropriate action for Harold to take?

Call his doctor only if he develops ketones in his urine.

. Call his docter right away.

Eat more foods that are high in complex carbohydrates.

. Don’t know

To help control his diabetes, Juan needs to lose some weight. What is an appropriate
action for Juan to take?

Eat whatever he wants, but lim’t his calories.

Follow a balanced diet, but eat smaller portions than he does now.
Avoid eating starchy foods like bread and potatoes.

Don’t know

This afternoon Anne didn’t eat lunch and played tennis instead. Now she feels shaky
and weak.What is an appropriate action for Anne to take?

A. Test her blood sugar level.
B.
C.
D.

Lie down for awhile and then drink some juice.
Drink a diet soda that contains caffeine.
Don’t know
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4. Suzanne knows that high blood pressure can be a serious problem for people with ;
diabetes. Suzanne wants to do what she can to prevent high blood pressure. What is
an appropriate action for Suzanne to take?

A. Follow a meal plan that reduces the amount of carbohydrates she eats.
B. Follow a meal plan tha. increases the amount of fiber slie eats.

C. Follow a meal plau that reduces the amount of salt she eats.

D. Don’t know

5. 'Today Yvonne skipped lunch because she is eating dinner out at a1estaurant. As she
waits for the waiter to take her order, Yvonne starts to feel weak an1 slightly
confused. What is an appropriate action for Yvonne o take?

A. Ask that her salad be served right away.

B. Order an alcoholic beverage.

C. Ask the waiter to bring her some juice.

D. Don’t know |

6. Today John is sick with the flu, What is an appropriate action for John to take?

A. Test his blood sugar levels and urine ketones frequently.

B. Stop taking his diabetes pills until ke is well again,

C. Eat and drink less so he won’t get an upset stomach.

<

Don’t know
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MANAGEMENT OF DIABETES AND ITS COMPLICATIONS
Form B

This test presents descriptions of people with diabetes. They have
each been given a diabetes management plan to help them control
their diabetes. Read each description. Then circle the letter of the
appropriate action for the person to take. If you don’t know the
appropriate action for the person to take, circle the letter D for
DON’T KNOW.

1. Pat wants to test her sugar levels correctly. What is an appropriate action for Pat to

ta

A.

SECTION I

ke?

Test her sugar level immediately after every meal.

B. Double-check her blood test results with urine sugar level tests.
C.
D

Keep and use a record of her sugar level test results.
. Don’t know

Lee knows that his meal plan is an important part of his diabetes management

program. What is an appropriate action for Lee to take?

A.

B.
C.
D

Avoid eating foods that are high in complex carbohydrates.

Make sure that all of the packaged foods he eats are labeled “dietetic.”
Avoid eating foods that are high in sugar.

. Don’t know
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(Form B)

3. Vicky is trying to prevent vision problems when she’s older by takirg good care of
her eyes now. What is an appropriate action for Vicky to take?

A. Keep her blood pressure in the normal range.

B. Make sure her doctor checks her eyes once every two years.
C. Have an ophthalmologist check her eyes once every five years.
D. Don’tknow

4. Joe usually gets hungry and wants a snack in the evening. What is an appropriate
action for Joe to take?

A. Eat anevening snack that is high in protein.

B. Plan an evening snack into his daily meal plan.

C. Eat what he wants for a snack, but have a small breakfast the next morning.
D. Don’t know

5. Don knows that people with diabetes sometimes have problems with their feet. He
wants to avoid developing problems. What is an appropriate action for Don to take?

A. Check his feet every day for sigas of problems.

B. Soak his feet in hot water every day.

C. Protect his feet by avoiding activities such as jogging.
D. Don’t know

6. Vanessa is starting a regular exercise program as part of her diabetes management
plan. What is an appropriate action for Vanessa to take?

A.. Exercise more vigorously on days when her blood sugar levels are very high.
B. Begin the program gradually, at a levei that is comfortable for her.

C. Build up her fitness level quickly by exercising for at least one hour every day.
D. Don’t know
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(Form B)

SECTION II

This section presents descriptions of people with diabetes who take
insulin. If you take insulin, complete Section IL If you take pills for
your diabetes, complete Section III. If you do not take insulin or
diabetes pills, stop here.

1. Owen takes one insulin shot in the morning before breakfast and another one in the
evening before dinner. Each shot is a mixture of short-acting (regular) insulin and
intermediate-acting (NPH) insulin. For several days he has been feeling weak and
shaky before lunch, even though he eats a good breakfast. What is an appropriate
action for Owen to take?

A. Reduce the amount of short-acting insulin he takes in his morning shot.

B. Reduce the amount of intermediate-acting insulin he takes in his morning shot.
C. Reduce the amount of short-acting insulin he takes in his evening shot.

D. Don’t know

2. Burt has a bad cold and is staying in bed today. What is an appropriate action for
Burt to take?

A. Eat and drink less because he isn’t as active as usual.

B. Stop taking insulin until he is feeling better.

C. Test his blood sugar levels and urine ketones frequently.
D. Don’t know
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(Form B)

3. Melissa is helping a girlfriend move this morning. She knows she will be doing a lot
of lifting and walking. Melissa tests her blood and finds her sugar ievel in the normal
range. What is an appropriate action for Melissa to take?

A. Reduce the amount of insulin in her morning shot.

B. Eat asmaller lunch than usual today.

C. Take an extra insulin shot after they’re finished.

D.

Don’t know

4. Jim was too busy to eat lunch. He now feels light-headed and shaky. What is an
appropriate action for Jim to take?

A. Plan on eating a larger dinner than usual.
B. Immediately take some extra insulin and lie down.
C. Drink some juice and then eat a sandwich.
D. Don’t know
5. Dale completes the following chart of her insulin injections and blood sugar
levels:
Insulin Blood Sugar Tests
8 am
Before Before Before Before
Intermediate | Breakfast | Lunch Dinner Bed
Date | Short Acting]  Acting (8am) | (noon) (5 pm) (10 pm)
Dec. 6 18 7 86 111 180 112
Dec.7 18 7 85 93 172 118
Dec. 8 18 7 90 100 178 113
Dec. 9

Dale wants to keep her blood sugar levels between 80 and 120. She is now preparing
her morning injection for December 9. What is an appropriate action for Dale to
take?

A.

B.
C.
D.

Increase the amount of short-acting insulin she takes.
Increase the amount of intermediate-acting insulin she takes.
Reduce the amount of intermediate-acting insulin she takes.
Don’t know
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6 Helen is going to play in a softball game this afternoon. Before the game, Helen
tests her blood and finds that her blood sugar level is slightly low. What is an
appropriate acticn for Helen to take?

A. Eatasnack that s high in fat.

B. Eat asnack that is high in complex carbohydrates.
C. Increase the amount of insulin in her next shot.
D. Don’t know
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Management of Diabetes and its Complications, p. 6
(Form B)

SECTION III

This section presents descriptions of peeple with diabetes who take
diabetes pills. If you take pills for your diabetes, complete Section IIl.

1. This morning Joanne woke up with a bad cold and doesn’t feel like eating. She has
left a message for her doctor and is waiting for the doctor to call her back. What is
an appropriate action for Joanne to take?

A. Avoid drinking any liquids until she talks to her doctor.
B. Test her blood sugar levels and urine ketones frequently.
C. Restand take some cold medicine.

D. Don’t know

2. Alis overweight and needs to lose 30 pounds. What is an appropriate action for Al
to take?

A. Foliow a meal plan that limits calories.

B. Take diet pills to help reduce his appetite.

C. Try to avoid eating carbohydrates like pasta and bread.
D. Don’t know

3. Today Jean skipped lunch and took a brisk walk instead. Now she feels weak and
slightly confused. What is an appropriate action for Jean to take?

A. Test her blood sugar level.

B. Lie down and take a short nap.

C. Wait until dinner and then eat an extra piece of fruit.
D. Don’t know
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(Form B)

4. For the last few days Phil’s blood sugar levels have been high. What is an
appropriate action for Phil to take?

A.

B
C.
D

5. Ken knows that people with diabetes are at a higher risk of developing heart disease.
Ken wants to do what he can to prevent heart disease. What is an appropriate action
for Ken to take?

A.

B
C.
D

6. Lately Regina has had low blood sugar levels, but has not noticed the usual
symptoms. What is an appropriate action for Regina to take?

A.
B.
C.

D.

. Don’t know

. Follow a low-fiber diet.

. Don’t know

Call his doctor only if he develops ketones in his urine.

. Reduce the number of diavetes pills he takes.

Call his doctor right away.

Foliow a high-protein diet.

Follow a low-fat diet.

Maintain higher blood sugar levels than usual.

Test her blood sugar levels frequently.

Immediately stop taking her diabetes pills and plan on seeing her doctor soon.
Don’t know
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TAKING CARE OF DIABETES
(FORMS A & B)

This skill measure assesses participants’ ability to select appropriate courses of
action for managing diabetes and its complications. This measure is appropriate for
preadolescents and parents of preadolescents and young children.

PURPOSE

Information regarding } articipants’ ability to select appropriate courses of acticn
for managing diabetes and diabetic complications may be useful for the following
reasons:

o Administration of this measure at the beginning of the program
may provide needs assessment information. For example, results
of this measure may indicate that participants cannot select
appropriate ways to manage diabetes. Decisions about how to
allocate instructional tim~ can then be made based on this
information.

e When the measure is administered prior to and following a
program, it is possible to evaluate change in participants’ skill.

PROCEDURES

Because the equidifficulty of the forms has not been established, it is best nat to
give all participants Form A as a pretest and Form B as a posttest. Instead, choose
either of the following methods.

e Review Forms A and B and select one. Give all participants the
selected form both before and after the program. Alternatively,
select 10 items from the two forms and construct a measure most
consistent with program emphases. Then administer the “new”
form both before and after the program.

o Give Form A to half of the incoming participants and Form B to
the remaining half. To distribute the forms randomly, order
them “ABABAB” and hand them out. Following the program,
give each particip-nt the form not previously taken. For
example, if a participant was given Form B before the program,
then that participant should be given Form A following the
program. This approach eliminates the possibility that
examinees will remember how they answered each item from
the pretest.

| Sy
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SCORING AND ANALYSIS
The answer keys for the two forms are provided below:

Item No. Form A Form B

1 A A
Z B C
3 B A
4 C B
5 A A
6 C B
7 C C
8 A B
9 B A
10 A C

The measures should be scored by counting the number of correct answers for
each participant. Items marked “Don’t Know” or left blank should be scored as
incorrect. Count the number of correct answers for each garticipant. Next, total the
correct answers for the group and divide by the number of participants in the group.
The mean number of correct answers and the standard deviation can be used to
summarize participant performance on the measure. Means and standard deviations
from before and after the program can be compz:cd to determine changes in
participants’ skills.
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TAKING CARE OF DIABETES
Form A

This test is about children with diabetes. Some of the children take
care of their diabetes on their own. Others receive help from their
parents. Read the situations. Circle ¢he Ietter that tells what the
people should do. If you don’t know what the people should do,
circle the letter D for DON’T KNOW,

. This morning Jill played at the park. Now she is back home and feels shaky and weak.
What should Jill do?

A. Test her blood sugar level.
8. Lie down for awhile and then drink some juice.

C. Take an extra insulin shot.
D. Don’t know

. For the past few days, Peter has had high blood sugar levels. What should Peter do?
A. Take less insulin.

B. Take more insulin.

C. Keep his insulin the same and eat more.

D. Don’t know

. This afterr yon Laura played in a basketball game. She had two mild insulin reactions
during the game and treated them with sugar. Now Laura is home. What should
Laura do?

A. Take more insulin in her evening shot.
B. Eat alarger dinner than usual.

C. Test her urine for ketones.
D. Don’t know
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4. Bob woke up with a stoach flu and is too sick to eat. What should Bob and his
parents do?

A

B.
C.
D.

Call the doctor right away.
Don’t know

Stop the insulin shots until Bob can eat.
Call the doctor tomorrow if Bob still can’t eat.

5. Frank and his mother made the chart below. It helps them keep track of Frank’s

insulin shots and blood sugar levels.

Insulin Blood Sugar Tests
8 am
) Before Before Before Before
Intermediate | Breakfast | Lunch Dinner Bed
Date | Short Acting |  Acting (8am) | (noon) (5 pm) (9 pm)
_ Oct. 6 30 7 86 180 111 112
Oct.7 30 7 85 172 93 118
Cct.§ 30 7

Frank eats breakfast, lunch, dinner, and a morning and afternoon snack. Frank and
his mother are now planning Frank’s meals for October 9. They want to keep Frank’s
blood sugar levels between 80 and 120. What should Frank and his mother do?

A

B.
C.
D.

Make the morning snack smaller.
Make breakfast larger.

Make the afternoon snack smaller.
Don’t know

6. Howard is going to play in a softball game this afternoon. What should Howard do?

A. Test his urine for ketones before and after the game.

B. Take an extra insulin shot after the game.

C. Carry a snack with him to the game.
D. Don’t know
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7.

10.

Caroline wants to test her blood sugar levels properly. What should Caroline do?
A. Test her blood right after every meal.

B. Test her blood once a day, when she gets up in the morning.

C. Test her blood three to four times a day.

D. Don’t know

Lee’s parents want to help Lee take good care of his eyes. They know that diabetes
can cause eye problems. What should Lee and his parents do?

A. Try to keep Lee’s blood sugar levels as near to normal as possible.
B. Have Lee’s eyes checked once every two years.

C. Have Lee visit the eye doctor only if Lee has problems with his eyes.
D. Don’t know

Carl wants to eat well to help control his diabetes. What should Carl do?
A. Be sure not to eat snacks, even if he’s hungry.

B. Space his meals and snacks throughout the day.

C. Eat most of his food at dinner.

D. Don’t know

Vanessa has a bad cold and is staying home in bed. What should Vanessa and her
parents do?

A. Test Vanessa’s sugar levels and ketones more often than usual.
B. Stop the insulin shots until Vanessa is feeling better.

C. Make sure Vanessa eats less because she isn’t as active as usual.
D. Don’t know




TAKING CARE OF DIABETES
Form B

) This test is about children with diabetes. Some of the children take
: care of their diabetes on their own. Others receive help from their

f parents. Read the situations. Circle the letter tlat tells what the
people should do. If you don’t know what the people should do,
circie the letter D for DON’T KNOW.

| 1. Jean forgot to eat her morning snack and now she feels confused and shaky. What
should Jean do?

A. Eat one or two pieces of hard candy.
. Test for ketones in her urine.

B
C. Wait until lunch and then eat an extra piece of fruit.
D. Don’t know

2. For the last three days, Phil’s blood sugar levels have been high. He also has had
ketones in his urine. What should Phil and his parents do?

A. Call the doctor in a few days if Phil still has ketones in his urine.
B. Reduce the amount of insulin in Phil’s shots.

C. Call the doctor right away.
D

. Don’t know

3. Rhonda’s doctor has just changed her insulin dose. What should Rhonda do?

A. Test her blood sugar levels more often than usual.

B. Eatlarger meals and snacks.
C. Take it easy at recess for a few days.
D. Don’t know
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4.

David enjoys hiking and likes to go on long hikes with his friends. What should David
do?

A. Hike with his friencs, but stop and rest often.

B. Eat snacks and c2.1y some sugar with hirn on the hikes.
C. Take extrai...ulin before the hikes.

D. Dor’t know

Jim played soccer instead of eating lunch. He now feels shaky and weak. What should
Jim do?

A. Drink some juice and then eat a sandwich.
B. Take some extra insulin in his next shot.
C. Lie down and rest quietly.

D. Don’t know

John is sick with the flu. What should John and his parents do?

A. Stop the insulin shots until John is feeling better.

B. Test John’s sugar levels and ketones more often than usual.

C. Make sure John eats and drinks less because he isn’t as active as usual.
D. Don’t know

Mark is going o play in a tennis match this morning. He tests his blood and finds his
sugar level is in the normal range. What should Mark ~0?

A. Eat a smaller lunch than usual after the match.
B. Avoid getting too tired in the match.

C. Take less insulin in his morning shot.
D. Don’t know
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8. Marie and her parents made the chart below. It helps them keep track of Marie’s

insulin shots and blood sugar levels.

Insulin Elood Sugar Tests
8 am
Before Before Before Before
Intermediate | Breakfast| Lunch Dinner Bed
Date | Short Acting Acting (8am) | (noon) (5 pm) (9 pm)
Dec. 6 30 7 100 83 205 118
Dec.7 30 7 93 100 189 110
Dec. 8 36 7 104 95 210 107
Dec. 9

10.

Marie’s blood sugar levels should be between 80 and 120. They are now planning

Marie’s morning shot for Dec. 9. What should Marie and her parents do?

A.

B
C.
D

A.

B
C.
D

Increase the short-acting insulin.

Reduce the short-acting insulin.
. Don’t know

Test for ketones in her urine.

. Drink a glass of juice after dinner.

Eat a small afternoon snack.

. Don’t know

. Increase the intermediate-acting insulin.

A. Try not to eat foods like potatoes and bread.

B.
C
D.

Try not to eat foods like fish and chicken.

Try not to eat foods like pies and cakes.

Don’t know

[ S
Lo
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Lucy knows that it’s important to eat the right foods. What should Lucy do?

Today Melanie’s blood sugar levels are higher than usual. What should Melanie do?




DIABETES FAMILY BEHAVIOR CHECKLIST I

This affective measure assesses participants’ perceived support from
specific family members for performing diabetes-related behaviors. This
measure is appropriate for adults with type I diabetes.

PURPOSE

Information about participants’ perceived diabetes-related support from
specific family members may be useful for the following reasons:

o Administration of this measure at the beginning of the
program may provide needs assessment information. For
example, results of this measure may indicate that participants
feel the need for more support from their family.

e When this measure is administered prior to and foliowing a
program, it is possible to evaluate changes in participants’
perceptions of the support they receive from specific family
members for the performance of diabetes-related behaviors.

PROCEDURES

This instrument can be administered both at the beginning and at the end
of the program. However, handbook users should be alert to concerns
regarding the potential reactivity of affective measures. A measure is
considered reactive if the experience of completing the measure prior to the
program causes participants to react differently to the prograrn. Handbook
users should, therefore, carefully review each affective measure that they wish
to use to determine its potential for making participants unduly sensitive to
aspects of the program. If a measure is determined to be reactive, then
program personnel should not administer that measure to all participants as a
pretest and posttest. Instead, the measure could be administered to half of the
program participants prior to program participation to determine
participants’ pre-program status. The measure could then be administered to
the other half of the participants after program participation to assess
participants’ post-program status.

SCORING AND ANALYSIS

This measure can be scored in two ways:

o A positive summary score can be calculated by adding the frequen
ratings of the positive items (items 1, 3, 5, 8, 9, 10, 12, 13, and 15
across participants and dividing this tots by the number of
participants. Blank items should not be counted in the number of
responses. The maximum attainable score of 45 indicates a strong
perception of positive interactions with the specific family members
rated regarding the performance of diabetes-related behaviors.
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Family Member You Are Rating

DIABETES FAMILY BEHAVIOR CHECKLIST I

Name Date

We want to know how often famil; members do each of the
following things. Just put down what usually happens at

home —there are no right or wrong answers. Write down one
number from the scale below for each item that best shows how
often he/she does what is listed.

never

once a month

once a weel:

several times a week

at least once a day

AW
mnwnnn

How cften does he/she:

Praise you for following your diet

Nag you about testing your blood

Suggest things that might help you take your insulin on time
Criticize you for not exercising regularly

Help you decide if charges should be 1nade based on blood testing
results

Nag you abou not following your diet
Argue with you about your diabetes self-care activities
Encourage you to participate in sports activities

Plan family activities so ...at they will fit in with your diabetes self-care
schedule

Congratulate you for sticking to your diabetes self-care schedule

. Ciriticize you for not recording the results of blood tests
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Family Member You Are Rating

DIABETES FAMILY BEHAVIOR CHECKLIST I

Name Date

We want to know how often famil; members do each of the
following things. Just put down what usually happens at

home —there are no right or wrong answers. Write down one
number from the scale below for each item that best shows how
often he/she does what is listed.

never

once a month

once a weel:

several times a week

at least once a day

AW
mnwnnn

How cften does he/she:

Praise you for following your diet

Nag you about testing your blood

Suggest things that might help you take your insulin on time
Criticize you for not exercising regularly

Help you decide if charges should be 1nade based on blood testing
results

Nag you abou not following your diet
Argue with you about your diabetes self-care activities
Encourage you to participate in sports activities

Plan family activities so ...at they will fit in with your diabetes self-care
schedule

Congratulate you for sticking to your diabetes self-care schedule

. Ciriticize you for not recording the results of blood tests

140
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12.
13.
14.
15.

16.

How often does he/she:

Eat at the same time that you do
Exercise with you
Let you sleep late rather than getting up to take your insulin

Buy you things containing sugar to carry with you in case of an insulin
reaction

Eat foods that are not part of your diabetic diet




DIABETES FAMILY BEHAVIOR CHECKLIST I

This affective measure assesses participants’ perceived support from
specific family members for performing diabetes-related behaviors. This
measure is appropriate for adults with type II diabetes.

PURPOSE

Information about participants’ perceived diabetes-related support from
specific family members may be useful for the following reasons:

e Administration of this measure at the beginning of the
program may provide needs assessment information. For
example, results of this measure may indicate that participants
feel the need for more support from their family.

e When this measvre is administered prior to and following a
program, it is j Jssible to evaluate changes in particiFants’
perceptions of the support they receive from specific family
members for the performance of diabetes-related behaviors.

PROCEDURES

This instruinent can be administered both at the beginning and at the end
of the program. However, handbook users should be alert to concerns
regarding the potential reactivity of affective measures. A measure is
considered reactive if t1e experience of completing the measure prior to the
program causes participants to react differently to the program. Handtook
users should, therefore, carefully review each affective measure that they wish
to use to determine. its potential for making participants unduly sensitive to
aspects of the program. If a measure is determined to be reactive, then
program personnel should not administer that measure to all participants as a
pretest and posttest. Instead, the measure could be administered to half of the
program participants prior to program participation to determine
participants’ pre-program status. The measure could then be administered to
the other half of the panicipants after program participation to assess
participants’ post-program status.

SCORING AND ANALYSIS

This measure can be scored in several ways:

s A positive summary score can be calculated by adding the frequency
ratings of the positive items (items 4, 6, §, 11, 12, 13, 15, 16, and 18)
for all participants and dividing this total by the number of
participants. Blank items should not be counted in the number of
responses. The maximum attainable score of 45 indicates a strong
perception of positive interactions with the specific family members
rated regarding the performance of diabetes-related behaviors.
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EXAMPLE: Imagine that there are 10 program pariicipants.
First add up the frequency ratings of the positive items. We
will use a total of 360. Divide this total by the number of
participants to get a score of 36 across all participants.

e A negative summary score and can be calculated by adding the

frequency ratings of the negative items (items 5, 7, 9, 10, 14, 17, and
19) for all participants and dividing this total by the number of
participants. Blank items should not be counted in the number of
responses. The maximum attainable score of 35 indicates a strong
perception of negative interactions with the specific family members
rated regarding the performance of diabetes-related behaviors.

Component scores can be calculated by adding the frequency ratings
of the positive items in the area of interest (diet, exercise, glucose
testing or medication) for all participants. Then total and subtract the
frequency ratings of the negative items in the area of interest across
participants. The maximum attainable score is dependent upon the
area of interest, as presented below.

Diabetes Maximum
Management Component Attainable Score
Diet 8
Exercise 9
Glucose Testing 3
Medication 4

A high score indicates a strong perception of positive interactions
with the rated family members regarding the performance of the
specific diabetes management behavior.

EXAMPLE: Imagine that there are 5 program participants
who completed the items on diet (items 4, 9, 15, and 19). First
add up the frequency ratings of the positive items (items 4 and
15). We will use a total of 40. Then add up the frequency
ratings of the negative items (items 9 and 19) and subtract
that total from 40. We will subtract 10 from 40 to get 30.
Finally, divide this total by the number of participants to get a
score of 6 across all participants.

PSYCHOMETRIC DATA*
Internal Consistency (Cronbach’s alpha):

.71 positive summary score
.64 negative summary score

For more information regarding p-edictive validity and other psychometric data for this
measure, see Glascow, R. E., & Toobert, D. J. (1988). Social environment and regimen
adherence among type II diabetic paticnts. Diabetes Care, 11 (5), 377-386.
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Reliability (product-moment correlations):

.55 positive summary score
.70 negative summary score

Convergent Validity (product-moment correlations): (These data represent
a comparison between participants’ scores and the scores of family members
who completed a similar measure.)

53 (p < .001) positive summary score
56 (p < .001) negative summary score

The comgonent scores of family support were consistently stronger
predictors of regimen adherence in that diabetes management area. For
example, the iterus about family support for exercise were more predictive of
the individual’s adherence to the exercise regimen than either the positive or
negative summary scores.
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DIABETES FAMILY BEHAVIOR CHECKLIST I

We want to know how often family members do several things
related to your daily self-care activities. Rate the family member
with whom you generally have the most contact. Just put down
what happens at home — there are no right or wrong answers.

. Family member you are rating (circle one):
a. Husband c. Partner e. Child

b. Wife d. Sibling f. Other (specify)

. How much time do you spend with this person on a typical day?
(count only waking hours) hours

. How much does this person know about diabetes? (Please circle a number below)

Hardly A Moderate A Great
Anything Amount Deal
1 2 3 4 5 6 7

Several At Least
Once Once Times Once
How often does he/she: Never A Month AWeek A Week ADay

. Praise you for following your diet? 1 2 3 4 5

. Nag you about testing your glucose
level? 1 2 3 4 5

. Suggest things that might help you
take your diabetes medication on
time? 1 2 3 4 5

. Ciriticize you for not exercising
regularly? 1 2 3 4 5
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10.

11.

12.

13.

14.

15.
16.
17.

18.

19.

20.

How often does he/she:

Help you decide if changes should
be made based on glucose testing
results?

Nag you about not following your
diet?

Argue with you about your
diabetes self-care activities?

Encourage you to participate in
sports activities?

Plan family activities so that they
will fit in with your diabetes
self-care schedule?

Congratulate you for sticking to
your diabetes self-care schedule?

Criticize you for not recording the
results of glucose tests?

Eat at the same time that you do?
E:ercise with you?

Let you sleep late rather than
getting up to take your diabetes
medication?

Buy you things containing sugar to
carry with you in case of a
hypoglycemic reaction?

Eat foods that are not part of your
diabetic diet?

Other supportive or nonsupportive
things he/she does:

Once
Never A Month AWeek AWeek ADay

N

Several At Least
Times Once

4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5
4 5




YOUR FAMILY AND FRIENDS

This affective measure assesses particip .nts’ perceived support from family
and friends for performing diabetes-specific bekaviors. This measure is
appropriate for adolescents and preadolescents.

PURPOSE

Information about participants’ perceived diabetes-specific support from
family and friends may be useful for the following reasons:

o Administration of this measure at the beginning of the
program may provide needs assessment information. For
examgle, results of this measure may indicate that Farticipants
feel the need for more support from family and/or friends.

e When this measure is administered prior to and following a
program, it i possible to evaluate changes in participants’
perceptions of tEe support they receive for the performance of
diabetes-specific behaviors.

PROCEDURES

This instrument can be administered both at the beginning and at the end
of the program. However, handbook users should be alert to concerns
regarding the potential reactivity of affective measures. A measure is
considered reactive if the experience of completing the measure prior to the
program causes participants to react differently tv the program. Handbook
users should, therefore, carefully review each affective measure that they wish
to use to uetermine its potential for making participants unduly sensitive to
aspects of the: program. If a measure is determined to be reactive. then
program personnel should not administer that measure to all participants as a
pretest and posttest. Instead, the measure could be administered to half of the
program participants prior to program participation to determine
participants’ pre-program status. The measure could then be administered to
the other half of the participants after program participation to assess
participants’ post-program status.

SCORING AND ANALYSIS
Point values are assigned to responses as follows:

Item Hardly Some-

No. Never  Ever times Usually Always
1 1 2 3 4 5
2 i 2 3 4 5
3 5 4 3 2 1
4 5 4 3 2 1
5 1 2 3 4 5
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Item Hardly Some-
No. Never  Ever times  Usually Always

6 5 4 3 2 1
7
8
9
10
11
12
13
14
15
16
17
18
19
20 1
This measure can be scored in two ways:

e A fotal score can be calculated by adding the point values of all
responses for all participants and dividing this total by the number of
responses. Blank items should not be counted in the number of
responses. The maximum attainable score of 5 Foints indicates a high
degree of perceived support from family and friends for performing
diabetes-specific behaviors. A minimum score of 1 indicates a low
degree of perceived support from family and friends.

EXAMPLE: Imagine that there are 10 program participants.
First assign the appropriate points to the marked responses.
Add up all the points. We will use a total of 760. Divide this
total by the total number of responses from all participants.
We will use 190 responses for this example. (The total possible
number of responses is 200 if all 10 participants left no items
blank.) Divide 760 by 190 to get an average score of 4.0.

e Program personnel may want to calculate positive and negative scores
for all 1participants. Items 1, 2, 5, 9, 10, 12, 13, 16, 17, 19, and 20 are
examples of positive, supportive interactions. A positive score can be
calculated by adding the point values of the positive items across
participants and dividing this total by the number of positive
responses. Blank items should not be counted in the number of
responses. The maximum attainable score of 5 points indicates a
strong perception of positive interactions with family and friends
regarding the performance of diabetes-specific behaviors.
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EXAMPLE: Imagine that there are 10 program participants.
First assign the appropriate points to the “positive” items. Add
zZ) the points. We will use a total of 440. Divide this total by
the total number of responses for positive items from all
participants. We will use 100 responses for this example. (The
total possible number of responses is 110 if all participants left
no positive items blank.) Divide 440 by 100 to get an average
score of 4.4.

Items 3, 4, 6, 7, 8, 11, 14, 15, and 18 are examples of negative,
non-supportive interactions. A negative score can be
calculated by adding the point values of the negative items for
all participants and dividing this tota! by the number of
negative responses. The maximum attainable score of 1
indicates a strong perception of negative interactions with
family and friends regarding the performance of
diabetes-specific behaviors.
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YOUR FAMILY AND FRIENDS

The questions below ask about different things people may
do that are related to your diabetes and its management.
Put a check to show how often your friends or family do
these things. There are no right or wrong answers.

Hardly Some-
Never Ever times

. How often do your friends do things to

help you when you have an insulin
reaction? () () ()

. How often does your family prepare

meals that you are able to eat? () () ()

. How often do your friends talk about

your diabetes with people you hardly

know? () () ()

. How often does your family keep foods

in the house that you are not supposed

to eat? () () ()

. How often does your family notice

when you aren’t feeling well and do
things to help you feel better? () () ()

. Iiow often do your friends tell you it’s

all right to eat foods that you know you
shouldn’t eat? () () ()

. How often does your family nag you

about taking your insulin on time? () () ()

. How often do your friends get upset if

you have to test your sugar levels when
you’re out together? () () ()

. How often do your friends encourage

you to play sports with them? () () ()

Usually

()

()

S~
S’

()

()

()

()

()

Always

()

()

()

()

()

()

()

()

()
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Hardly Some-
Never  Ever times Usually Always

10. How often does your family help you
plan changes based on your sugar

i levels? () () () () ()

H
’ 11. How often does your family nag you
about testing your sugar levels? () () () () ()

12. How often do your friends listen to you
when you need to talk about your

diabetes? () () () () ()
13. How often does your family encourage
you to get exercise? () () () () ()

14. How often does your family talk about
the amoun: of money it costs to take
care of your diabetes? () () () () )

15. How often do your friends leave you
out of activities because you have

diabetes? () () () () ()

16. How often do your friends help you
; work out problems related to your

diabetes? () () () () ()

17. How often does your family encourage
you to do things with other people who
have diabetes, like join groups or go to

summer camp? () () () () ()

18. How often do your friends shy away
and let other people help you when
you have an insulin reaction? () () () () )

19. How often do your friends plan
activities that fit in with your diabetes

schedule? () () () () ()

20. How often does your family eat when
you do even if it’s not their usual meal

time? () () () () ()
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FEELINGS ABOUT YOUR DIABETES MANAGEMENT PLAN

This measure assesses participants’ belief in the effectiveness of their
diabetes management plan. Participants are asked about their beliefs related
to glucose and ketone testing, medication (insulin or diabetes pills), Jiet, and
exercise. This measure is appropriate for adults.

PURPOSE

Information about participants’ belief in the effectiveness of their diabetes
management plan may be useful for the following reasons:

e Administration of this measure at the beginning of the
program may provide needs assessment information. For
example, results of this measure may indicate a need to
strengthen participants’ appreciation for the value of their
management plans.

e When this measure is administered prior to and following a
grogram, it is possible to evaiuate changes in participants’
eliefs about their management plans.

PROCEDURES

This instrument can be administered both at the beginning and at the end
of the program. However, handbock users should be alert to concerns
regarding the potential reactivity of affective measures. A measure is
considered reactive if the experience of completing the measure prior to the
program causes participants to react differently to the program. Handbook
users should, therefore, carefully review each affective measure that they wish
to use to determine its potential for making participants unduly sensitive to
aspects of the program. If a measure is determined to be reactive, then
program personnel should nof administer that measure to all participants as a
pretest and posttest. Instead, the measure could be administered to half of the
program participants prior to program participation to determine
participants’ pre-program status. The measure could then be administered to
the other half of the participants after program participation to assess
participants’ post-program status.
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SCORING AND ANALYSIS
Point values are assigned to responses as follows:
Item Strongly Not Strongly
No. Agree Agree  Sure Disagree Disagree
1 ) 4 3 2 1
2 ) 4 3 2 1
3 1 2 3 4 5
4 1 2 3 4 5
5 1 2 3 4 5
6 ) 4 3 2 1
7 ) 4 3 2 1
8 1 2 3 4 )
9 1 2 3 4 )
10 1 2 3 4 )
11 1 2 3 4 )
12 5 4 3 2 1
13 ) 4 3 2 1
14 1 2 3 4 )
15 ) 4 3 2 1
16 ) 4 3 2 1
17 1 2 3 4 5
18 5 4 3 2 1

This measure can be scored by adding the point values of the responses
from all participants and dividing this total by the number of responses. Blank
items and items marked “Doesn’t Apply” should not be counted in the
number of responses. The maximum attainable score of 5 points indicates a
strong belief in the effectiveness of the diabetes management plan. A
minimum score of 1 indicates weak belief in the effectiveness of the diabetes
management plan.




FEELINGS ABOUT YOUR DIABETES MANAGEMENT PLAN

The sentences below describe how you might feel about different
parts of your diabetes management plan. Put a check to show how
much you agree or disagree with each sentence. If a sentence does
1ot apply to your diabetes management plan, put a check under

DOESN'T APPLY.
Doesn’t  Strongly Not Strongly
Apply Agree  Agree  Sure Disagree Disagree
i. Eating the right foods
helps me control my
diabetes. () () () () @) ()
2. Regular exercise helps
me feel better. () () () () () ()

3. Testing my sugar levels
as often as I'm supposed
to is more trouble than

it’s worth. ) () ) () Q) )

4, Ifeel fine whether or
not I take my diabetes

pills as I'm supposed to. ) () () () () ()

5. Ican control my
diabetes even if I only
exercise on the

weekends. () () () () () ()

6. TI'll probably be healthier
when I'm older if I
follow my meal plannow. () () () () O) ()

7. Testing my sugar levels
helps me control my

diabetes. () () () () () ()

8. It's not worth the
trouble to exercise

regularly. () () () () Q) )

Jy
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Doesn’t Strongly Not Strongly
Apply Agree Agree Sure Disagree Disagree
9. Ican control my
diabetes whether or not

I follow my meal plan. () () () () () ()

10. Tl probably have
medical problems in the
future even if I take my
insulin as I'm supposed

to. () ) ) ) ) )

11. Taking care of my feet is
more trouble than it’s

worth. ) ) ) ) ) ()

12. Taking my diabetes pills
helps me feel better. ) () () () () ()

13. Ican help prevent
serious health problems
by seeing my doctor

regularly. ) () () ) () )

14. 1 feel healthy whether or
not I test my sugar levels
as ofien as I'm supposed

to. ) () ) ) ) )

15. Adjusting my insulin
based on my sugar levels
helps me control my

diabetes. ) ) ) ) ) ()

16. Testing my ketone levels
is important for me to

avoid serious health

problems. () () () () () ()
17. 1feel healthy no matter

what or when I eat. () () () () () ()

18. Taking my insulin on
schedule helps me feel

better. () () () () () ()

=~
3
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FEELINGS ABGUT YOUR DIABETES

This measure assesses participants’ belief in the effectiveness of their
diabetes management plan. Participants are asked about their beliefs related
to glucose and ketone testing, insulin, diet, and exercise. This measure is
appropriate for adolescents and preadolescents who are responsible for their
diabetes management.

PURPOSE

Information about participants’ belief in the effectiveness of their diabetes
management plan may be useful for the following reasons:

e Administration of this measure at the bg%inning of the
program may provide needs assessment information. For
example, results of this measure may indicate a need to
strengthen participants’ appreciation for the value of their
management plans.

e When this measure is adminisiered prior to and following a
grogram, it is possible to evaluate changes in participants’
eliefs about their management plans.

PROCEDUXES

This instrument can be administered both at the beginning and at the end
of the program. However, handbook users should be alert to concerns
regarding the potential reactivity of affective measures. A measure is
considered reactive if the experience of completing the measure prior to the
program causes participants to react differently to the program. Handbook
users should, therefore, carefully review each affective measure that they wish
to use to determine its potential for making participants unduly sensitive to
aspects of the program. If a measure is determined to be reactive, then
program personnel should not administer that measure to all participants as a
pretest and posttest. Instead, the measure could be administered to half of the
program participants prior to program participation to determine
participants’ pre-program status. The measure could then be administered to
the other half of the participants after program participation to assess
participants’ post-program status.
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SCORING AND ANALYSIS

Point values are assigned to responses as follows:

Ilem Strongly Not Strongly

0. Agree Agree  Sure Disagree Disagree
1 5 4 3 2 1
2 5 4 3 2 1
| 3 1 2 3 4 5
4 1 2 3 4 5
5 1 2 3 4 5
6 5 4 3 2 1
7 5 4 3 2 1
8 1 2 3 4 5
9 5 4 3 2 1
10 5 4 3 2 1
11 1 2 3 4 5
12 5 4 3 2 1
13 5 4 3 2 1
14 1 2 3 4 5

This measure can be scored by adding the point values of all responses for
all participants and dividing this total by the number of responses. Blank
items should not be counted in the number of responses. The maximum
attainable score of 5 points indicates a strong belief in the effectiveness of the
diabetes management pian. A minimum score of 1 indicates weak belief in the
effectiveness of the diabetes management plan.
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FEELINGS ABOCUT YOUR DIABETES

The sentences below are about taking care of your diabetes.
Put a check to show how much you agree or disagree with
each sentence. There are no right or wrong answers.

Strongly Not Strongly
Agree  Agree Sure Disagree Disagree

1. Eating the right foods helps me
control my diabetes. () () () () ()

2. Exercise helps me feel better. () () () () ()

3. Testing my sugar levels when
P'm supposed to is more trouble
than it’s worth, () () () () ()

4. Tll probably have health
problems when I’'m older even if
I take my insulin as I'm

supposed to. () () () () ()
5. Ican eat sweets any time and

still feel fie. () () () () ()
6. T'll probably be healthier when

P'm older if I follow my meal

plan now. () () () () ()
7. Testing my sugar levels helps me

control my diabetes. () () () () ()

8. Ican control my diabetes
whether or not I eat my meals

when I'm supposed to. () () () () ()
9. Taking my insulin on time helps
me feel better. () () () () ()

10. Ican help prevent serious health
problems by doing what my

doctor says. () () () () ()
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11.

12,

13.

14,

I feel healthy whether or not I
test my sugar levels as often as
I’'m supposed to.

Changing my insulin based on
my sugar levels helps me control
my Giabetes.

Testing my ketone levels is
important for me to avoid health
problems.

I feel fine no matter what or
when I eat.

Strongly
Agree

()

()

()

Not Strongly
Agree Sure Disagree Disagree

() ) () ()

) () () ()

) ) () ()
() () () ()




CAN YOU MANAGE YOUR DIARETES?

This affective measure assesses participants’ perceived ability to use t.eir
diabetes management plan. Participants are asked about their perceptions
regardiug their ability to take medication (insulin or diabetes pillsf test bloed
gluccse levels, follow a meal plan, and follow an exercise program. This
measure is appropriate for adults.

PURPOSE

Information about participants’ perceived ability to foiiow their diabetes
management plan may be useful for the following reasons:

o Administration of this measure at the beginning of the
rogram may provide needs assessment information.
or example, results of this measure may indicate that

participants have a low perceived ability to follow
their management plan and, therefore, need training
appropriate to this area.

® When this measure is administered prior to and
following a program, it is possible to evaluate changes
in participants’ perceived ability to follow their
management plan.

PROCEDURES

This instrument can be administered both at the beginning and at the end
of the program. However, handbook users should be alert to concerns
regarding the potential reactivity of affective measures. A measure is
considered reactive if the experience of completing the measure prior to the
program causes participants to react differently to the program. Handbook
users should, therefore, carefully review each affective measure that the; wish
to use to determine its potential for making participants unduly sensitive to
aspects of the program. If a measure is determined to be reactive, then
program personnel should not administer that measure to all participants as a
pretest and posttest. Instead, the measure could be administered to half of the
program participants prior to program participation to determine
participants’ pre-program status. The measure could then be administered to
the other half of the participants after program participation to assess
participants’ post-program status.

SCORING AND ANALYSIS

Items 1, 6, 9, 13, and 16 are not scored. For the remaining items, point
values are assigned to responses as follows:

Definitely Yes = S
Probably Yes = 4
Maybe = 3
Probably No = 2
Definitely No = 1
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Note: Items 5, 8, 12, 15, and 18 consist of several sets of responses. Point
values should be assigned to each response.

This measure can be scored in two ways:
® A total score can be computed by adding the point values of all

responses for all participants and dividing this total by the number of
responses. Blank items should not be counted in the number of
responses. The maximum attainable score of 5 points indicates a
strong perceived ability to follow the diabetes manaFement lan
across a varietg of situations. A minimum score of 1 indicates a lack
of perceived ability to follow the diabetes management plan across a
variety of situations.

EXAMPLE: Imagine that there are 10 program participants.
First assign the appropriate points to the marked responses.
Add up all the points. We will use a total of 870. Divide this
total by the total number of responses from all participants.
We will use 290 responses for this example. Divide 840 by
290 to get an average score of 3.0.

Component scores can be computed for each of the five sections
(insulin, diabetes pills, blood glucose testing, diet, and exercise). Add
the point values o?the responses of those participants who completed
the section of interest, Divide this total by the number of responses
for the section. Blank items should not be counted in the number of
responses. The maximum attainable score of 5 points indicates a
strong perceived ability to use the particular component. A minimum
score of 1 indicates a lack of perceived ability to use the particular
component.

EXAMPLE: Imagine that there are 5 program participants
who completed the insulin section. First assign points to the
marked responses. Add up all the points. We will use a total
of 100. Divide this total by the total number of responses
from participants who completed the insulin section. We will
use 25 responses for this example. (The total possible number
of responses is 30 if all 5 participants left no items blank.)
Divide 100 by 25 to get an average score of 4.0.
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CAN YOU MANAGE YOUR DIABETES?

This survey is about your ability to follow different parts of your '
diabetes management plan. Please mark one answer for each ’
question. There are no right or wrong answers.

1. Do you give yourself insulin? \
() Yes (Go toquestion 2)
() No (Go toquestion 6)

Definitely Probably Maybe Probably Definitely

Yes Yes No No
. Canyou give yourself insulin
correctly? () () () () ()
2. Canyou give yourself insulin
when you are supposed to? () () () () ()
4. Canyou adjust your insulin Gose
based on your sugar levels? () () () () ()
5. Canyou give yourself insulin
when...
a. you are visiting friends or
family? () () () () ()
b. you are sick? () (> () () ()
¢. you are upset or under
stress? () () () () ()
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6. Do you take pills for your diabetes?
() Yes (Go to question7)

() No (Go to question9)

Definitely Probably Maybe Probabily Definitely

Yes Yes No No
7. Canyou take your diabetes pills
when you are supposed to? () () () () ()
T 8. Canyou take your diabetes pills
\ when...
: a. yGu are away on vacation? () () () () ()
| b. you are staying with other _
; people? () () () () ()
! c. youaresick? () () () () ()
d. youare very busy? () () () () ()
e. you areupset or under
stress? () () () () ()
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9. Doyou test your blood sugar levels?
( ) Yes (Go to question 10)
( ) No (Go toquestion 13)

Definitely Prol:ably Maybe Probably Definiteiy

Yes Yes No No
10. Canyou test your blood sugar
levels vorrectly? () () () () ()
11. Canyou test your blood sugar
levels when you are supposed to? () () () () ()
12, Canyou test your blood sugar
levels when. . .
a. you are at work? () () () () ()
b. you are out with other
people? () () () () )
c. you have guests visiting? () () () () ()
d. you are sick? () () () () ()
e. you are upset or under
stress? () () () () ()
f.  you are tired? () () () () ()
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13. Hasit been suggested that you
follow a special meal plan for your
diabetes?

() Yes (Go to question 14)
() No (Go to question 16)

Definitely Probably Maybe Probably Definitely
e Yes Yes No No

14. Canyou follow your meal plan? () () () () ()

15. Canyou follow ycur meal plan
when...

a. you are around food not

| on your meal plan? () @) () () ()
b. you are eating out? () () () () ()
: ¢. you are visiting friends or
family? () () ) () ()
d. you are upset or under
; Stress? O 0 0 0 0
- e. you are sick? () () () () ()
E £ you are sad or lonely? () () () () ()
B g. you are very busy? () () () () ()
h. it’s a special occasion or
) holiday? O 0O 0 0 0
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16. Has it been recommended that you follow a regular
exercise plan?

() Yes (Go to question 17)
() No (You have completed this survey. Thank you.)

Definitely Probably Maybe

Yes Yes
17. Canyou follow the exercise plan
that was recommended foryou? () () ()
18. Can you follow your exercise
plan when...
a. you are away on vacation? () () ()
b. you are upset or under
stress? () () ()
¢. you are very busy? () () ()
d. you are tired? () () ()
e. there is no one to join
you? () () ()

No

)

()

()
)
()

)

You have completed this svzrvey. Thank you.

1686

Probably Definitely

No

()

()

()
()
()

()
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CAN YOU TAKE CARE OF YOUR DIABETES?

This affective measure assesses participants’ perceived ability to use their
diabetes management plan. Participants are asked about their perceptions
regarding their ability to take insulin, test blood glucose levels, follow a meal
plan, and follow an exercise program. This measure is appropriate for
adolescents and preadolescents who are responsible for their diabetes
management.

PURPOSE

Information about participants’ perceived ability to follow their diabetes
management plan may be useful for the following reasons:

® Administration of this measure at the beginning of the
program may provide needs assessment information.
For example, results of this measure may indicate that
participants have a low perceived ability to follow
their management plan and, therefore, need training
appropriate to this area.

© When this measure is administered prior to and
following a program, it is possible to evaluate change
in participants’ perceived ability to follow their
managem?~ 1t plan.

PROCEDURES

This instrument can be administered both at the beginning and at the end
of the program. However, handbook users should be alert to concerns
regarding the potential reactivity of affective measures. A measure is
considered reactive if the experience of completing the measure prior to the
program causes participants to react differently to the program. Handbook
users should, therefore, carefully review each affective measure that they wish
to use to determine its potential for making participants unduly sensitive to
aspects of the program. If a measure is determined to be reactive, then
program personnel should not administer that measure to all participants as a
pretest and posttest. Instead, the measure could be administered to half of the
program participants prior to program participation to determine
participants’ pre-program status. The measure could then be administered to
the other half of the participanis after program participation to assess
participants’ post-program status.




SCORING AND ANALYSIS

Items 1, 6, 10, and 13 are not scored. For the remaining items, point values
are assigned to responses as follows:

Definitely Yes = 5
Probably Yes = 4
Maybe = 3
Probably No = 2
Definitely No = 1

Note: Items 5, 9, 12, and 15 consist of several sets of responses. Point
values should be assigned to each response.

This measure can be scored in two ways:

© A fotal score can be computed by adding the point values of all
responses for all participants and dividing this total by the number of
responses. Blank items should not be counted in the number of
responses. The maximum attainable score of S points indicates a
strong perceived ability to follow the diabetes management plan
across a variety of situations. A minimum score of 1 indicates a lack
of perceived ability to foliow the diabetes management plan across a
variety of situations.

EXAMPLE: Imagine that there are 10 program participants.
First assign the appropriate points to the marked responses.
Add up all the points. We will use a total of 800. Divide this
total by the total number of responses from all participants.
We will use 250 responses for this example. (The total
possible number of points is 260 if all 10 participants left no
gezms blank.) Divide 800 by 250 to get an average score of

e Component scores can be computed for each of the four sections
(insulin, blood glucose testing, diet, and exercise). Add the point
values of the responses of those participants who completed the
section of interest. Divide this total by the number of responses for
the section. Blank items should not be computed in the number of
responses. The maximum attainable score of 5 points indicates a
strong perceived ability to use the particular component. A minimum
score of 1 indicates a lack of perceived ability to use the particular
component.

EXAMPLE: Imagine that there are 5 program participants
who completed the blood glucose testing section. First assign
points to the marked responses. Add up all the points. We
will use a total of 140. Divide this total by the total rumber of
responses from participants who completed the blood glucose
testing section. We will use 35 responses for this example.
(The total possible number of responses is 40 if all 5
participants left no items blank.) Divide 140 by 35 to get an
average score of 4.0.
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CAN YOU TAKE CARE OF YOUR DIABETES?

The questions below are about taking care of your diabetes. Please
mark the answer that best tells what you can do. There are no right
Or Wrong answers.

1. Do you gi\e yourself insulin shots?
() Yes (Ge to question 2)

() No (Go to question 6)

Definitely Probably Maybe Probably Definitely

Yes Yes No No

2. Can you give yourself insulin

shots correctly? () () () () ()
3. Can you give yourself insulin

shots when you are supposed to? () () () () ()
4. Can you change the amount of

insulin you take when your

sugar levels are too high or too

low? () () () () ()
5. Can you give yourself insulin

shots when. ..

a. you are visiting friends? () () () () ()

b. you are sick? () () () () ()

c. you are upset? () () { () ()

d. you are very busy? () () () () ()
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6. Do you test your blood sugar levels?
() Yes {Gotoquestion7)

() No (Go to question 10)

Definitely Probably Maybe

Yes

Yes
7. Canyou test your blood sugar
levels correctly? )
8. Canyou test your blood sugar
levels when you are supposed
to? ()
9. Canyou test your blood sugar
lev~is when...
a. you are at school? ()

b. you are visiting someone
youdon’t knowverywell? ()

¢.  you have friends visiting

you? ()
d. you are sick? )
e. youare upset? )

f.  youare tired? ()

()

()

()

()

()
()
()
()

()

()

)

()

()
()
()
()

)

()

()

()

()
()
()
()

Probably Definitely
No

No

()

()

()

)

()
()
()
)
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10.  Are you supposed to follow a special

meal plan (eat healthy meals and
snacks at about the same time each
day)?

() Yes (Gotoquestion 11)

() No (Gotoquestion 13)

11.
12.

Definitely Probably Maybe Probably Definitely

Can you follow your meal plan?

Can you follow your meal plan
when...

a. you are around food that
you’re not supposed to eat?

b. you are eating out at a
restaurant?

C. you are eating at a friend’s
house?

d. you are ataparty?
e. you are sick?

f. it'saspecialdayor a
holiday?

Yes

()

()

()

()
()
)

()

Yes

()

()

()

()
()
()

()

i71
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()

()

()
()
()

()

No
()

()

()

()
()
()

()

No
()

)

)

)
()
()

()
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13.  Are yousupposed to follow an exercise plan io Lelp
take care of your diabetes?

() Yes (Goto question 14)
() No (You have finished this survey. Thank you.

Definitely Probably Maybe
Yes Yes

14.  Canyou follow your exercise

plan? () ) ()

15. Canyou follow your exercise
plan when...

a. youare awa‘y on a trip? () () ()
b. you are upset? () () ()

c¢. thereisnoonetodoit
with you? () () ()

Probably Definitely

No

()

)
)

)

You have finished with survey. Thank you.

No

Q)

()
()

()




INTENTIONS REGARDING YOUR DIABETES
MANAGEMENT PLAN

'This affective measure assesses participants’ intention to use their diabetes
management plan. Participants are asked about their intenti>as related to
medication (insulin or diabetes pills), blood glucose testing, dic, and exercise.
This measure is appropriate for adults.

If this measure seerns useful, program personnel may also want to consider
administering the Diabetes Management Plan, which is a behavior measure
assessing participants’ actual use of their diabetes management plan.

PURPOSE

Informaticn about partici;l)ants’ intention to follow their diabetes
management plan may be useful for the following reasons:

¢ Administration of this measure at the beginning of the
grogram may provide needs assessment information.
or example, results of this ineasure may indicate that
participants have little or no intention to use their
diabetes management plans and, therefore, need
instruction appropriate to this area.

© When this measure is administered prior to and
following a program, it is possible to evaluate changes
in participants’ intention to follow their diabetes
management plans.

PROCEDURES

This instrument can be administered both at the beginning and at the end
of the program. However, handbook users should be alert to concerns
regarding the potential reactivity of affective measures. A measure is
considered reactive if the experience of completing the measure prior to the
program causes participants to react differently to the program. Handbook
users should, therefore, carefully review each affective measure that they wish
to use to determine its potential for making participants unduly sensitive to
aspects of the program. If a measure is determined to be reactive, then
program personnel should 1ot administer that measure to all participants as a
pretest and posttest. Instead, the measure could be administered to half of the
program participants prior to program participation to determine
participants’ pre-program status. The measure could then be administered to
the other half of the participants after program participation to assess
participants’ post-program status.




SCORING AND ANALYSIS

Items 1, 4, 6, 8, and 10 are not scored. For items 2, 3, 5, 7, 9, and 11, point
values are assigned to responses as follows:

Definitely Yes = 5
Probably Yes = 4
Maybe = 3
Probably No = 2
Definitely No = 1

This measure can be scored by adding the point values of all responses for
all participants and dividing this total by the number of responses. Blank
items should not be counted in the number of responses. The maximum
attainable score of 5 points indicates a strong intention to follow the diabetes
management plan for the next 12 months. A minimum score of 1 indicates
weak intention to follow the diabetes management plan for the next 12
months.

EXAMPLE: Imagine that there are 10 program participants.
First, assign the appropriate points to the marked responses.
Add up all the points. We will use a total of 180. Divide this
total by the total number of responses from all participants.
We will use 40 responses for this example. Divide 180 by 40
to get an average score of 4.5.
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INTENTIONS REGARDING YOUR DIABETES MANAGEMENT PLAN

This survey asks about your intentions to follow different parts of your
diabetes management plan. Mark the answer that indicates your
intentions FOR THE NEXT 12 MONTHS.

1. Does your management plan
include giving yourself insulin?

() Yes (Go toquestion2)
() No (Go toquestion4)

2. Do you intend to give yourself insulin when you are supposed to?
() Definitely yes
() Probably yes
() Maybe
() Probablyno
() Definitely no

3. Do you intend to adjust your insulin dose based on your sugar levels?

() Definitely yes
() Probablyyes
| () Maybe
(
(

N’

Probably no
Definitely no

N’ e’ N
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4. Does your management plan
include taking diabetes pills?

() Yes (GotoquestionS5)
() No (Goto question 6)

5. Do you intend to take your diabetes pills when you are supposed to?
Definitely yes

Probably yes

Maybe

Probably no

Definitely no

PN N N SN N
S N’ N’ N’ N’

6. Does your management plan
include testing your blood sugar
fevels?

() Yes (Go to question7)
() Mo (Gotoquestion8)

7. Do you intend to test your blood sugar levels when you are supposed to?
Definitely yes

Probably yes

Maybe

Probably no

Definitely no

NN SN SN N
L W S S
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8. Has it been suggested that you
follow a special meal plan for
your diabetes?

() Yes (Gotoquestion9)
() No (Go toquestion 10)

9. Do you intend to follow your meal plan?
Definitely yes

Probably yes

Maybe

Prcoably no

Definitely no

AN TN NN SN N
N’ e’ N’ N’ N’

10. Has it been recommended that you follow a regular
exercise plan?

() Yes (Gotoquesticit11)
() No (You have completed this survey. Thank you.)

11. Do you intend to follow the exercise plan that was recommended for you?

Definitely yes
Probably yes
Maybe
Probably no
Definitely no

AN N N N N
N’ N N N N

You have completed this survey. Thank you.
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WILL YOU TRY TO TAKE CARE OF YOUR DYABETES?

Tuis affective measure assesses participants’ intention to use their diabetes
management plan. Participants are asked about their intentions related to
insulin, blood glucose testing, diet, and exercise. This measure is appropriate
for adolescents and preadolescents who are responsible for their diabetes
management.

If this measure seems useful, program personnel may also want to consider
administering Your Diabetes Management Plan, which is a behavior measure
assessing participants’ actual use of their diabetes management plan.

PURPOSE

Information about participants’ intention to follow the diabetes
management plan may be useful for the following reasons:

e Administration of this measure at the beginning of the
rogram may provide needs assessment information.
or example, results of this measure may indicate that

participants have little or no intention to use their
diabetes manuagement plans and, therefore, need
instruction appropriate to this area.

e When thss measure is administered prior to and
following a program, it is possible to evaluate changes
in participants’ intention to follow their diabetes
management plans.

PROCEDURES

This insirument can be administered both at the beginning and at the end
of the program. However, handbook users should be alert to concerns
regarding the potential reactivity of affective measures. A measure is
considered reactive if the experience of completing the measure prior to the
program causes participants to react differently to the program. Handbook
users should, therefore, carefully review each affective measure that they wish
to use to determine its potential for making particioants unduly sensitive to
aspects of the program. If a measure is determir ~ to bhe reactive, then
program personnel should not administer that measw.  to all participants as a
pretest and posttest. Instead, the measure could be administered to half of the
program participants prior to program participation to determine
participants’ pre-program status. The measure could then be administered to
the other half of the participants after program participation to assess
participants’ post-program status.




.
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SCORING AND ANALYSIS

Items 1, 4, 6, and 8 are not scored. For items 2, 3, 5, 7, and 9, point values
are assigned to responses as follows:

Definitely Yes = 5
Probably Yes = 4
Maybe = 3
Probably No = 2
Definitely No = 1

This measure can be scored by adding the point values of all responses for
all participants and dividing this total by the number of responses. Blank
items should not be couated in the number of responses. The maximum
attainablz score of S points indicates a strong intention to follow the diabetes
management plan for the next 12 months. A minimum score of 1 indicates
weakhintention to follow the diabetes management plan for the next 12
months.

EXAMPLE: Imagine that there are 5 program participants.
First assign the appropriate points to the =1arked responses.
Add up all the points. We will use a total of 80. Divide this
total by the total number of responses from all participants.
We will use 20 responses for this example. (The total possible
number of responses is 25 if all 5 participants left no items
blank.) Divid 80 by 20 to get an average score of 4.0.




WILL YOU TRY TO TAKE CARE OF YOUR DIABETES?

The questions below ask if you will try to take care of your
diabetes. Mark the answer that shows what you think you
will do FOR THE NEXT 12 MONTHS.

1. Areyou supposed to give
yourself insulin shots?

() Yes (Go to question2)
() No (Gotoquestion4)

2. Willyou try to give yourself insulin injections when you are supposed to?

() Definiwely yes
( ) Probably yes
( ) Maybe

() Probably no
( ) Definitely no

3. Willyou try to change the amount of ins.lin you take when your sugar levels are too

high cr too low?

NN NN
N’ e N’ N

Definitely yes
Probably yes
Maybe
Probably no
Definitely no
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4. Are you supposed to test your
blood sugar levels?

() Yes (Gotoquestion5)
() No (Go to question 6)

5. Willyou try to test your blood sugar levels when you are supposed to?
) Definitely yes

Probably yes

Maybe

Probably no

Definitely 20

AN AN AN N N

)
)
)
)

6. Are you supposed to follow a
special meal plan (eat healthy
meals and snacks at about the
same time each day)?

() Yes (Go toquestion7)
| () No (Gotoquestion )

7. Willyou try to follow your meal plan?

() Definitely yes
~ () Probably yes

() Maybe

() Probably no

( ) Definitely no
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8. Are you supposed to exercise to help control your
diabetes?

() Yes (Gotoquestion9)
() No (Youhave finished the survey. Thank you.)

9. Will you try to exercise as you are supposed to?

Definitely yes
Probably yes
Maybe
Probably no
Definitely no

PN TN TN N TN
N’ e’ N’ N’ N’

You have finished this survey. Thank you.
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GENERAL INFORMATION FORM

_ This information form asks program participants to provide demographic
information. This form is appropriate for adults.

PURPOSE

General information about program participants may be useful for the following
reasons:

e Administration of this form at the beginning of the program
may provide needs assessment information. For example,
information provided, such as participants’ ages and types of
management strategies, may be used to make decisions about
how to allocate instructional time.

o Administration of this form can determine if the program is
adequately reaching the target audience.
PROCEDURES

Distribute and collect this form at the beginning of the program. Explain to
program participants that the infoimation collected will be used 0 examine how well
the program is serving the participants and the community.

SCGRING AND ANALYSIS

In general, this form should be scored by calculating the percentage of
participants who responded “yes” to each category. The mean and standard deviation
should be calculated for participants’ age.




GENERAL INFORMATION FORM

Today’s Date: Your Zip Code:
Age: Sex: M  Height: Weight: .
F
Ethnicity: White Hispanic Amcrican Indian
Black Asian Other
Do you take insulin? Yes No
Do you take pills for your dizbetes? Yes No
If female, are you pregnant? Yes No

Age when diabetes first diagnosed:

-

Marital status: Never marrizd

Married

Separated/Divorced
___ Widowed
How much schooling ha' 2 you completed?
Less than eighth grade
High school
College

Postgraduate work (Masters, Ph.D.}

Have you received education about your diabetes before?

Yes No Don’t know
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Locally Conducted Psychometric Studies

As described in Chapter One, the ficst step in using the newly developed handbook
measures to examine program effectiveness is to select those measures that match program
goals. However, evaluators cannut assume that a measure that appears to assess a desired
program vutcome will produce valid data about that outcome. When evaluators use a
measure, they first want to determine the technical quality of that measure to ensure that
any conclusions dra'wn about a program’s effects are warranted. The purpose of this chapter
is to assist evaluaturs in crnducting validation studies for those handbook measures chosen
for use in program evaluation.

Determining the Technical Quality of Measuring Devices

The degree to which a measuzing instrument yields scores from which one can make
legitimate inferences is referred to as validity. Tests are not valid or invalid. Rather, it is the
inferences made, based o.. test results, that are valid or invalid. It is, therefore, technically
accurate to focus on the validity of score-based inferern-es rather than the validity of a
particular measuring device.

The concept of validity is highly dependent on the j.«-ticular way in which a measuring
instrument will be used. For exampie, a performance assessment that measures blood
glucose testing may permit a valid inference regarding the ability of program participants to
test their blood sugar levels, but will yield invalid inferences regarding the frequency with
which participants use this skill. Furthermore, a test may yield valid inferences for a
particular purpose with one population but invalid inferences for the same purpose with a
different population. Thus, because validity varies on the basis of purpose and population, it
is most appropriate to examine validit. in the setting in which a measure will be used.

A second factor in determining the technical quality of a measurement instrument deals
with the extent to which the instrument produces reliable, that is, consistent, resvlts.
Because the new.y developed handbook measures have been subjected only to small-scale
field tests, no reliability data are currently avaiiable. It is hoped that hancb.ok users will
conduct their own reliability studies and share those results with the Centers for Disease
Control. In this way, results can be compiled over time and, subsequently, provided to
handbook users. Procedures for evalvating the rcliability of the handbook ineasures will be
present. 1 following the discussion of local validation approaches.

Categories of Validity Evidence

There are three major types of evidence regarding validity. These include content-related
eviucnce of validity, criterion-related evidenc.. . f validity, and construct-related evidence of
validity. he procedures for securing each type of validity evidence will be described E<low.

Content-related evidence of validity. Co...ent-related evidence of validity im olves the
careful review of a measure’s content by individuals identified as experts in the content area
being assessed. This type of validity evidence is particularly important for measures
designed to assess examinees’ knowledge and skills. To secure positive content-related
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validity, the measure must include only those items that correspond to the content area
being assessed and its items must address all important facets of that content area. The
systematic, expertise-rooted procedures used to develop this hai:dbook’s instruments helped
to ensure that appropriate content was built into the measures. Subsequent reviews by
external experts confirmed that the measures are, indeed, focused on suitabie content.
These development procedures aid the role of expert advisors in the project are described
in the handbook’s preface.

If there are questions 1:garding the suitability of the content in any of the handbook'’s
measures, content-related validity can be examined by assembling a panel of experts who
can judge the suitability of a measure’s content for the specific program-evaluation purpose
for which the measure is to be used. A panel of approximately 10 knowledgeable individuals
can be asked to review the measuring instrument’s items, one by one, and render
independent yes/no judgments regarding the appropriateness of each item’s content (in
relationship to the inference that the program evaluators wish to make on the basis of the
measure). In addition, panelists can be asked to determine whether any important content
has been omitted from the measure. For example, if a knowledge measure such as The
Complications of Diabetes is being reviewed, panelists might be asked first to think of all
the important information about diabetic complications that program participants must
know and then to indicate the percentage of the information that is present in the measure
being reviewed. This straightforward indication of a measure’s content representativeness,
when coupled with judgments regarding the content appropriateness of a measure’s itemns,
can yield important content-related evidence of validity for a measure.*

Criterion-related evidence of validity. Criterion-related evidence of validity requires that a
measure be checked against an independent criterion. The independent criterion or
standard should be one that the measure would be expected to predict. Criterion-related
validity is most important for ‘he handbook measures in the areas of behavior ad intention.
In the area of behavioral self-reports, for example, criterion-related validity would focus on
the degree to which the self-reperts reflect actual behavior. So, for example,
criterion-related validity for a self-report instrument designed to measure use of the
diabetes management plan would be secured by correlating responses on this instrument
with observations (by others) of the extent to which the diabetes management plan was
actually being used.

External criterion measures, such as observations, while often more accurate measures of
behavior than self-re_ rts, are extremely costly and time consuming to use. Thu: although it
may be possible to use . ch criterion measuies in a one-time validity swudy, they typically
will not eliminate the need for self-report instruments in routine program evaluations.

The general procedure for conducting a criterion-related validity study i, shown in Figure
4.1.

*  For mor. information regarding how to conduct content-related validation studics, see Annotated

Riblivgraphy Nos. 18, 23, 27, and 34.
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Select a criterion Obtain scores on the Correlate the scores
against which to measure and the from the mea; sure snd
compare the measure criterion for a group of the criterion.
to be validated. participants.

Figure 4.1: Procedure for conducting criterion-related validity studies

A correlation of approximately .50 or higher between the measure and criterion would
indicate that the new measure is predictive of the external criterion measure and, therefore,
is measuring what it is intended to measure. A low correlation would call into qu- tion the
self-report instrument as a measure of the behavior of interest.

Each criterion-related validity study must be specifically designed for the particular
measure being examined and the purpose for which the measure will be used. For example,
imagine that an evzluator wanted to examine th.. criterion-related evidence of validity for
the handbook’s mea.uie entitled Intentions Rzparding Your Diabetes Management Plan.
The evaluator must first identify an appropriute criterion measure. How is a prograin
evaluator likely to use an intention :neast_.e? The most likely use wouid be to employ it as a
proxy measure foreshadowing a program’s effect on the future behavior of participants. That
is, will program purticipants follow their diabetes management plans in the future? Thus, an
appropriate criterion measure might be the reported use cf the diabetes management plan
several months after the program.

To assemble criterion-related evidence of validity for the intention measure, a program
evaluator could administer the intention measure at the end of the program to a group of at
least 30 participants (or repeat this process each session until responses from at least 30
participants are obtained) and obiain zompleted self-report surveys several months later
regarding participants’ use of the diabetes management plan. Once both measures are
collected for every individual, a correlation could be computed between the strength of
intention to follow the diabetes management plan and whether the diabetes management
plan was being followed subsequent to the program. Thus, the criterion-related validity
study would examine whether the intention measure was, in fact, predictive of later
behavior. A measurc that can serve as a mea..ingful proxy for participants’ future behavior
can prove highly useful in the e aluation of a program’s impact on participants.*

Construct-related evidence of validity. The final type of valiaity evidence to be reviewed,
construct-related ev Jence of validity, is particularly important for those handbook
measures that do not have a clear criterion measure against which they can be evaluated.
Such measures include the attitudinal and afective measures such as Can You Manage

*  For further information on the design and aralysis of critcrion-related validity studizs, scz Annotated

Bibliographv Nos. 18, 23, 27, and 34.
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Figure 4.2: Correlations between measures assessing similar/dissimilar attitudinal dimensions

Your Diabetes?, a measure that examines an individual’s perceived ability to follow a
diabetes management plan. Construct-related validity involves the gradual accumulation of
data regarding what a test measures. There are three customary strategies to securing
construc .-related evidence of validity for a measure. First, in the related-measures strategy,
predictions can be tested about the extent to which the measure of interest is correlated
wiih other measures. For example, perceived ability to follow a diabetes management plan
should be positively related to other measures imed at assessing a similar auribute but
should show reduced correlations with measures tapping different attitudinal dimensions.
Thus, other existing measures can be correlated with the measure of interest to help clarify
what is being measured.

If the correlations are consistcnt with the prior predictions, then construct-related
evidence of validity has been obtained to support the defensibility of inferences based on
the measure’s use. Figure 4.2 illustrates the anticipated correlations for the measure of
interest with other similar and dissimilar measures.

A second approach to examining construct-related val.dity iuvolves predictions about
group differences and is referred to as a differential-populations strategy. For this procedure,
two or more groups are ident.fied which are expected, based ou other characteristics, to
perform differently on the mea.ure of interest. For example, the two groups might consist of
individuals who have had dicbetes for years versus those who have just developed the
disease. If the anticipated performance difference between the two groups is not obtained, it
would <call into question whether :he test was measuring what it was thought to measure.

A third strategy for securing construct-related evidence of validi.y is referred to as an
intervention strategy because it involves the use of interventions such as education prograins.
For instance, a measure examined via this strategy could be administered to a group °
participants before and after a “proven” diabetes cJducation pio,~»m. If a difference 1.
participants’ scores on the measure is not observed, then the construct-related evidence of
validity regarding the measure being reviewed is not supportive of the measure’s use.
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Construct-related evidence of validity is never based on a single study. InsterZ,
consideration of a variety of studies, employing multiple validation strategies such as those
described here, will help provide greater and greater clarification regarding the
appropriateness of using a given measuring instrument.*

Types of Reliability

A second characteristic of a defensible measurement instrument is the reliability or
consistenc y with which it measures. The reliability of a test cin be examinred in three distinct
ways. These include test-retest reliability, alternatc-forms reliability, and internal
consistency. Each of these approaches will be described below.

Test-retest reliability. Test-retest reliability (also referred to as stability reliability)
examines the extent to which a measurement instrument is consistent over testing occasions.
That is, will an individual who received a particular score on one testing occasion receive a
similar score on a different testing occasion. Typically, to secure test-retest reliability
information, an instrument is administered once to a group of individuals (30 or more). The
same instrument is then administered again under similar conditions to the same group of
individuals approximately two to four weeks later. Individuals’ scores from the two
administrations are then correlated. The higher the correlation, th. greater the stability of
measurement over time. Short tests, or other tests that are likely to be easily remembered,
may result in an overestimate of reliabiiity if participants recall their answers, and hence,
respond similarly on the second testing occasion.

Alternate-forms reliability. The knowledge and skill measures in this handbook have two
forms which may be used for a pretest to posttest comparison. The administration of one
form for the pretest and the other form for the posttest is desirable because the pretest may
sensitize participants to pay more attention to those issues included on the pretest than to
other equally important issues. However, to draw defensible conclusions based on the use of
two different forms at pretest and posttest, the forms must be equivalent.

To examine alternate-forms reliability, it is necessary to administ::r both forms to the
same group of individuuls. The scores from the two forms can then be correlated. High
correlations indicate that the same conclusions would be drawn about an individual or group
of participants regardless of which of the two forms had been used. Thus, there would be
reliable or consistent measurement across alternate forms. A high alternate-forms reliability
coefficient does not guarantee that the forms are perfectly equidifficult. If the two forms are
not of equal difficulty, that is, participants perform consistently better on one form than the
other, it would still be possible to obtain high between-forms correlations. Thus, it is
important to be attentive to mean scores on the two test forms. It is also permissible to use
p-values (the percent of examinees getting each item correct) to reassign items to forms so

*  For more information on how to conduct cons uct-related validity studics, secc Annotated Biblivgraphy

Nos. 18,23, 27, and 34.
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that they are more equidifficult. After the redistribution of items, a second alternate-forms
reliability study should be conducted.

Handbook users should not assume equivalence or equidifficulty for the multiple forms
provided in this handbook. Until alternate-forms reliability and test difficulty are examined,
the measures should be used in a design such that half of the participants take Form A as a
pretest and Form B as a posttest while the other half take Form B as a pretest and Form A
as a posttest. This counterbalancing technique eliminates the possible influence of one form
being more difficult than the other.

Internal consistency. Internal corsistency examines the extent to which the instrument
measures a single or related set of constructs. The higher the internal consistency, the
greater the homogeneity of items on the test. A test thought to measure a single attitudinal
dimension should have relatively high internal consistency reliability. Procedures for
cdlculating internal consistency include split-half reliability, Kuder-Richardson formulas,
and Cronbach’s Alpha. The cplit-half reliability coefficient is calculated by administering the
test to a group of at least 30 participants and then correlating scores from the odd versus the
even items. A correction for test length must then be made using the Spearman-Brown
formula. The split-half procedure is very similar to alternate-forms reliability in that two
“forms” are correlated by sepatating the odd and even items. Kuder-Richardson formulas
for internal consistency provide an estimate of the average of all possible split-halves. These
formulas, like Spearman-Brown, require that test items be binary-scored, that is, able to be
scored as right or wrong. Cronbach’s Alpha is identical to Kuder-Richardson for
binary-scored items but can also be used for items that yield responses to which several
points can be assigned, such as items on Feelings About Your Diabetes Management Plan,

Not all forms of reliability need to be computed for every test. For example,
alternate-forms reliability would be computed only for those measures that have two forms.
Internal consistency estimates are less appropriate for multidimensional measures.
Test-retest reliability is appropriate for most measures but often presents pragmatic
problems due to the need to retest the same individuals.

Groups and Individuals

The validity and reliability procedures reviewed here were originally developed to
examine the quality of tests used for individual assessment purpuses. In contrast, the
recommended use for the handbook measures is to perform group analyses for program
evaluation. Thus, the appropriate reliability issue is whether scores for a group of individuals
are relatively consistent. Similarly, the validity issue is whether changes in scores for a group
of individuals are reflective of changes in the group’s knowledge, skills, affect, or behavior.
Because group scores are more stable than individual scores, the procedures outlined above
are likely to underestimate the reliability and validity of the measures when used for

For more information on how to cxamine the reliability of mcasurcment instruments, sec Annotated
Bibliography Nos. 3, 18, 19, 23, 27, and 34,




program evaluation. Practically speaking, a measurement instrument with a lower reliability
or validity coefficient would be acceptable when used for group rather than individual
diagnosis. For example, Salvia and Ysseldyke (1981, p. 98) have recommended the following
minimum standards for alternate-forms reliability:

.60 - when scores are reported for groups
.80 - when scores are used for individual screening
.90 - when scores are used for important educational decisions for individuals

Thus, standards for accepi.ble reliability and valid:ty vary depending on how a particular
measure will be used. However, minimal levels for each are critical for making sound
decisions about a program. With a little creativity and effort, studies of reliability and
validity can often be integrated nto the ongoing operation of a program.

In addition to providing a brief overview, the major purpose of this chapter was to
encourage handbook users to conduct local reliability and validity studies and to consider
the involvement of a measurement specialist or the use of appropriate references in
designing such studies. As suggested at the outset of the chapter, if such local studies are
carried out, results sl.ould be forwarded to the Centers for Disease Control (Attention:
Dr. Diane Orenstein, Project Officer, Center for Health Promotion and Education, Centers
for Disease Control, 1600 Clifton Road N.E., Atlanta, GA 3(233). This information will be
shared with future handbook users.
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Appendix A
AMPLIFIED CONTENT DESCRIPTORS*

DIABETES AND ITS MANAGEMENT
(Adult/Adolescent Measure)

DIABETES

(Preadolescent/Parent Measure)

General

1. Diabetes develops when the body does not produce enough insulin or the insulin
produced is not effective, leading to an inability to use sugar for energy.

2. Eating large amounts of sugar does not cause diabetes.
3. At this time, diabetes can be controlled but not cured.

4. In order to keep diabetes in control, diet, exercise, and medication must be carefully
balanced.

5. Inorder to make appropriate adjustments in their diet, amount of exercise, and
insulin level, people with diabetes should obtain individualized instructions from
their health care provider.

6. There are several different types of diabetes.

7. TypeI (insulin-dependent) diabetes usually develops over a short period of time in
children, adolescents, and young adalts.

8. Type II (non-insulin-dependent) diabetes usually develops slowly in adults over 40
years of age.

G. Type I diabetes accounts for about 10% of all cases of diabetes.
10. Type II diabetes accounts for about 90% of all cases of diabetes.

11. People with diabetes should always wear and/or carry medical information stating
that they have diabetes and take medicatior. '

12. People with diabetes shou'd be able to reach their health care providers or other
medical help 24 hours a day.

13. People with diabetes should check with their hezith care provider before taking any
new medication.

*

The amplified content descriptors are not exhaustive accounts of diabetes content.
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14.

Before giving a driver’s license to a person with diabetes, most states require a
doctor’s signed siatement that a person’s diabetes is well controlled.

Monitoring

15.

16.

17.

18.

19.

20.

21.
22.

23.

24,

28.

29.

30.

31

An important goal of diabetes management is to keep the blood sugar level as near to
normal as possible.

Testing sugar levels provides information necessary to judge the effectiveness of a
diabetes management plarn.

When diabetes is first detected, testing for sugar levels may be done more frequently
than will be necessary later, in order to plan the best treatment.

Health care providers use the results of sugar level testing to help plan a program of
diet, exercise, and medication for people with diabetes.

People with diabetes use the results of sugar level testing to see how well their
diabetes is being controlled.

With proper instruction, people with diabetes can make changes in their diabetes
management plan based on sugar level test results.

Testing for sugar levels can be done at home and in a doctor’s office.

Sugar level testing should always be done very carefully in order to prevent possible
mistakes.

People with diabetes should accurately record the results of sugar level tests so that
their health care provider can use the information to monitor the diabetes
management plan.

People with diabetes should contact their health care provider if the results of sugar
level testing are consistently higher or lower than the guidelines they were given.

. Factors that influence sugar levels are diet, exercise, pregnancy, infection, illness,

stress, and medication.

. Health care providers usually recommend that people with diabetes who take insulin

test their sugar levels several times a day.

People with diabetes who do not take insulin should test their sugar ievels at intervals
recommended by their health care provider.

Sugar levei }esting needs to be done more often than usual during times of heavy
exercise or illness, during pregnancy, or when insulin or oral medication dosages
have been changed.

lood testing for sugar levels is done by placing a drop of blood un a special chemical
testing strip and either comparing the color of the strip to a chart or placing the strip
into a small meter to be read.

Because there are many types of blood glucose meters, people with diahetes must
understand and follow the insiructions for the type of meter theyare . &

Urine testing for sugar levels is not as eZfective as blood testing, but may be useful for
some people.
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32.

33.
34.

35.
36.

37.

38.

Because there are many types of urine tests, people with diabetes must understand
and follow the instructions for the type of test they are using.

Blood testing for sugar levels is necessary to double-check the results of urine testing.

Gltycosylated hemoglcbin (hemoglobin A,C) is a blood test done in the doctor’s
oftice that indicates a person’s average blood glucose level for the past few months.

People with type I diabetes may have to check their urine for th- presence of ketones.

People with type II diabetes usually do not have to check their urine for ketones,
except when they are ill.

Testing the urine for ketoues is a useful procedure that can be done at home and in a
doctor’s office.

Ketones in the urine of a person with diabetes mean that fut instead of sugar is being
used for energy.

Recognizing and Treating Hypoglycenia

39

40.

41.

42.

43.

44,
45.

46.

47.

48.
49,

50.

51.

Hypoglycemia is low blood sugar.

Hypoglycemia should be defined by a person’s health care provider as tkere is not
one universal number for low blood sugar.

Among people with diabetes who take insulin, hypoglycemia is sometimes called an
“insulin reaction.”

Common causes of hypoglycemia are too much insulin or oral hypoglycemic
medication, too little food, and/or too much exercise.

Hypoglycemia usually causes people with diabetes to feel anxious, shaky, sweaty,
hungry, weak, dizzy, or confused.

Sometimes hypoglycemia causes people with diabetes to lose consciousness.

People with diabetes should test their sugar level if they feel the signs of
hypoglycemia.

A quick treatment for hypoglycemia is to eat or drink simple, fast-acting sugars, such
as sugar cubes, orange juice, hard candy, regular soft drinks, honey, syrup, or glucose
tablets.

A glucagon injection shou.d be given to a person with diabetes who is experiencing
severe hypoglycemia and cannot swallow or will not eat sugar.

Family members and friends can be taught to give glucagon injections.

People with diabetes should be taken to the hospital if they do not respond to either
sugar intake or glucagon injections.

Ways to prevent hypoglycemia are to eat the prescribed meal plan, not delay or miss
meals, and avoid sudden changes in insulin injections or amount of exercise.

People with diabetes should always carry some sugar, such as sugar cubes or glucose
tablets, to use in case hypoglycemia occurs.
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52. The family and friends of pzople with diabetes should be taught to recognize and
treat hypoglycemia.

Recognizing and Treating Hyperglycemia
53. Hyperglycemia is high blood sugar.

54. Common causes of hyperglycemia are stress, illness, too little insulin, too much food,
and/or too little exercise.

55. Hyperglycemia usually causes people with diabetes to feel thirsty, tired, and/or
nauseated, urinate frequently, breathe deeply ard rapidly, and have blurred vision.

56. When sugar levels are high, people with diabetes should test their blood sugar and
grine ketone levels often, change their diet, and/or take more insulin if instructed to
0 So.

57. People with diabetes should call their health care provider if their sagar levels
remain high for severai days and urine testing for ketones is positive.

58. Ifblood sugar levels increase because of a lack of effective insulin, high levels of
acids can accumulate in the blood.

59. Highlevels of acids in the blood lead to diabetic ketoacidosis (diabetic coma).

60. The beginning of diabetic ketoacidosis can be detected by frequently testing blood
sugar levels and urine ketone levels.

61. Inolder patients with type II diabetes, high blood sugar can lead to a serious
condition called hyperosmolar coma.

62. The beginning of hyperosmolar coma can be detected by frequently testing blood
sugar levels.

Insulin

63. People with type I (iasulin-dependent® “iabetes preduce little or no insulin within
their body.

64. People with type I diabetes must inject insulin in orJer to stay healthy.

65. People with type II (non-insulin-dependent) diabetes may need to take insulin when
other treatments are not effective.

66. Insulinlowers blood sugar levels.

67. Insulinallows sugar to enter cells and produce energy.
68. Without insulin, sugar stays in the blood causing hyperglycemia.
69. Injectable insulin comes from various sources including cows, pigs, and humans.

70. There are many types of insulin including humulin, regular, semilente, NPH, lente,
PZ], ultralente, and mixtures of these.

71. Each type of insulin has a different time pattern of hypoglycemic activity in the body
and can be classified as either short-acting, intermediate-acting, or long-acting.




72.

73.
74.
75.

76.
71.

78.

79.

81.
82.

83.

4.

85.
86.

87.

89.

90.

91.

92.

93.

Short-acting insulin starts working verv quickly and works best at lowering blood
sugar about 2 to 4 hours after the injection.

Intermediate-acting insulin works best about § to 16 hours after the injection.
Long-acting insulin works best about 14 to 20 hours after the injection.

Different tyﬁes of insulin (short-, intermediate-, and long-acting) can be used
together to keep a person’s blood sugar level as near to normal as possible.

The most common concentration of insulin used in the United States is U-100.

People with diabetes who take insulin shou!d know the type, dosage, concentration,
and time pattern of the insulin they use.

geople with diabetes should take their iusulin injections at about the same time every
ay.

It is better to keep insulin bottles in the refrigerator and leave only the bottles
currently being used at room temperature.

. If extremes of temperature are avoided, insulin can be stored at room temperature

for one year.
There are two types of syringes: low dose and high dose.

Syringes made of plastic are usually thrown away after one use, but they may be
cleaned with alcohol and reused one or two more times.

Syringes shouli] only be used by onc person to avoid spreading diseases such as
hepatitis B and AIDS.

Insulin injections are usually given in the abdomen, the hips, the back of the upper
arms, the outer front of the thighs, and the outer part of the buttocks.

Insulin injections should be given into the layer of fat that lies beneath the skin.

It is important to rotate injection sites in order to avoid possible scars or the
development of excess fat deposits.

Insulin injections should be given in one body region, such as the abdome.,, until all
of the area has been used, and then given in another body region.

The rate of insulin absorption may be affected by the area used for injection and
whether or not that area is used in exercise.

To mix the insulin without creating air bubbles, the bottle should be gently rolled
between the hands before use.

Both the top of the insulin bottle and the injection site should te wiped clean with
alcohol before each injection.

It is important to inject as much air into the insulin bottle as the amount of insulin to
be withdrawn.

An[y air bubbles that appear in the syringe should be pushed back into the bottle
before the injection is given because air bubbles cause the insulin dose to be smaller
than it should be.

An individual’s response to insulin is checked by blood sugar testing.
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94. Diet, exercise, infection, illuess, other medications, and stress can change the amount
of insulin needed.

95. After receiving individualized ir..truction from their physician, people with diabetes
can change the amount of insulin they take depending on their needs for that day.

96. There is not one ideal or standard amount of insulin for all people with diabetes
because each person has a different need for insulin.

Diabetes Pills/Oral Hypoglycemics

97. People with type II (non-insuiin-dependent) diabetes may need to take pills called
oral hypoglycemics to help control the disease.

98. Diabetes pills are used in addition to, not in place of, a program of diet and exercise.

99. Although diabetes pills are not insulin, they lower blood sugar levels in a way similar
to insulin.

100. Although rare, side effects of diabetes pills include skin rashes, loss of appetite, and
nausea.

101. People who take diabetes pills should know the name, dosage, and time pattern of
the pills they take.

102. Diabetes pills can react with alcohol and other medications.

103. People who take diabetes pills should check with their health care provider before
taking other medications.

104. Because the combination of alcohol and diabetes pills can cause nausea and
vom.ting, people who take diabetes pills should check with their health care
provider before drinking.

Diet

105. Most food will raise blood sugar levels.

106. Foods contain three nutrients that supply energy: carbohydrates, proteins, and fats.
107. TItis important to read food labels to find out what nutrients the food contains.

108. A healthy balanced diet for many people with diabetes inciudes 50-60% of total
calories from carbohydrates, 12% from proteins, and no more than 30% from fats.

109. The word “dietetic” on food labels means that something in the food has been
changed or replaced and does not mean that the amount of calories or carbohydrates
has been reduced.

110. There is currently no definition for the word “light” on food labels, except on meat
and peultry products.

111. A doctor or dietician develops a meal plan that is individually designed for each
person with diabetes.

‘ Q 196

m
=
LR Y
[ )
N




112.

113.

114.

115.

116.

117.

118.

119.
120.

121.

122.

123.

124,

125.

126.

127.
123.

129.

130.

A healthy diet for people with diabetes helps keep blood sugar at a near-normal
level, helps achieve and maintain a desirable weight, and provides the necessary
nu:irients for good health.

The diet for people with diabetes is basically the same as a well-balanced meal plan
recommended for most people.

People with diabetes should make hea!.hy food choices, which include eating morc
foods that contain fiber and eating less foods that have a lot of fat (particularly
animal fat) and salt.

People with diabetes should avoid foods that contain large amounts of sugar or
simple carbohydrates, such as candy, cookies, pie, cake, jam, jelly, syrup, honey, fruit,
fruit juice and soft drinks.

Fruits and fruit juices contain simple carbohydrates and raise blood sugar levels.

People with diabetes may be able to drink alcoholic beverages if their diabetes is in
good control and they check with their health care provider first.

Alcoholic beverages such as beer, liqueurs, sweet wines, and drinks made from sweet
mixers should be avoided because they can raise blood sugar 1 :vels.

People taking insulin who can drink alcoholic beverages should only do so with meals.

People with diabetes who take any medication should check with their heaith care
provider before drinking alcoholic beverages.

People with diabetes should talk to their doctor or dietician before holidays and
special occasions about ways to make adjustments in diet and/or insulin.

The diabetic exchange meal plan groups foods into six lists: starch/bread, meat and
substitutes, vegetable, {: uit, milk, and fat.

Each exchange list contains foods that have about the same amount of carbohydrate,
protein, fat, and calories.

The diabetic exchange meal plan allows people to eat a variety of foods while
keeping carbohydrates, proteins, fats, and calories fairly constant.

Free foods on the diabetic exchange meal plan are foods and drinks th=t contain 20
calories or less per serving.

People with diabetes should schedule their meals and snacks sc that calories are
spread as evenly as possible throughout the day.

People with diabetes should try to eat their meals at about the same time each day.

dPeople with diabetes should try to eat about the same type and amount of food each
7y.

Occasionally missing or delaying a meal probably will not affect people with diabetes
who don’t take insulin, but it may be harmful to people with diabetes who do take
insulin.

People with diabetes who take insulin should talk to their health care provider if they
want to lose weight because their insulin dosages may change.
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140.

141.
142.

143.
144.

145.
146.

131.

132.

133.

134.

135.

138.

139.

Working with a health care provider, people with diabetes who take insulin can lose
weight by exercising more and/or eating less and adjusting insulin dosages
accordingly.

For people with type II diabetes, changing their diet is an important part of the
éqanagement program and, for some, may be the only change needed to control the
isease.

Most people with type II diabetes are overweight and should lose weight by lowering
the total number of calories they consume.

An effective way for people with type II diabetes to lose weight istoeata healthy diet
that leads to slow, steady weight loss.

(\]Veéght loss helps blood sugar levels return toward normal in people with type Ii
iabetes.

Exercise

136.
137.

Exercise usually lowers blood sugar levels.

Exercise can increase blood sugar lzvels if dicbetes is not well managed and blood
sugar levels are already high.

People with diabetes should be alert to the signs of hypoglycemia durirg and after
exercise.

People with diabetes who take insulin should test their blood sugar levels before
unusually heavy exercise.

When exercising, people with diabetes should carry some form of sugar and wear
medical identification stating that they have diabetes.

Regular exercise may help the person with type II diabetes lose weight.

People who have not exercised should check with their health care provider first and
begin their exercise program gradually.

Aerobic exercise makes a person breathe hard and the heart beat fast.

An aerobic exercise program should include three or four 20- to 30-minute sessions
per week.

Regular aerobic exercise helps to strengthen the heart and improve general fitness.

With proper planning, people with diabetes can do almost any kind of physical
activity or sport.
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THE COMPLICATIONS OF DIABETES
(Adult/Adolescent/Parent Measure)

THE PROBLEMS OF DIABETES

(Preadolescent Measure)

PREGNANCY AND DIABETES
(Women/Adolescent Girls Measure)

General

1.

D;abetes and its complications are the third leading cause of death by disease in the
United States.

Because of improvements in treatment, people with diabetes can live longer,
healthier lives.

Some complications of diabetes are preventable, whereas others are not.

Good health care and near-normal blood sugar levels may delay or lessen the severity
of diabetes ccmplications.

The Eyes

5.
6.

7.

10.

11.

12.

13.
14.

The Feet
15.

Diabetes is a major cause of blindness in the United States.

Pcople with diabetes may develop several different types of eye disease (retinal eye
disease, cataracts, and glaucoma) that can lead to visual impairment and blindness.

The development of eye disease in people with diabetes may be delayed by careful
control of blood sugar levels.

People with diabetes should keep their blood pressure in the normal range because
high blood pressure may worsen eye disease.

Blurred vision in people with diabetes is usually temporary and not a sign of
permanent eye damage.

People with diabetes should report any changes in their vision, such as blurring, to
their health care provider.

Because the early stages of eye disease do not cause visual changes, people with
diabetes should visit their ophthalmologist (eye doctor) regularly.

People with diabetes should have their eyes checked by an ophthalmologist at least
once every year.

Laser therapy may prevent blindness in people with mode. te to serious eye disease.
There are services available to assist people who have serious eye disease.

People with diabetes may have problems with their feet causzed by poor blood
circulation, reduced pain sensation, and increased chance of infection.
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16.

17.

18.

19.

20.

21.

22,
23.
24.

25.
26.
27.

28.

29.

30.
31.

32.

33.

Because pain sensation and circulation are often reduced, people with diabetes may
not notice foot infections or injuries.

Common foot problems that can lead to serious complications in people with
diabetes 1pclu e corns, calluses, ingrown: toenails, athlete’s foot, pressure ulcers, and
bacterial infections.

Undiscovered or untreated foot problems in people with diabetes can lead to
gangrene or tissue death.

If foot problems in people with diabetes becom: severe, amputation may be
necessary.

People with diabetes should check their feet daily, using a mirror, for signs of
irritation, infection, or injury.

People with diabetes should wash their feet daily with mild soap in warm, not hot,
water.

It is important to test the temperature of the water before bathing.
The temperature of bath water should never be tested with the foot.

After bathing, the feet shouid be dried, especially between the toes, and lotion or
powder applied.

The toenails should be cut straight across and filed to remove rough edges.
People with diabetes should not use chemicals on their feet.

If their feet are cold at night, people with diabetes should wear socks and not apply
hot water bottles or heating pads.

People with diabetes should not walk barefoot, particularly on hot surfaces such as
sandy beaches and the area around swimming pools.

People with diabetes should wear clean socks and properly fitted, soft shoes with
good soles.

New shoes should only be worn for short periods of time.

It is important to check the inside of shoes for objects, torn lining, etc. that may injure
the feet.

Any foot irritation, infection, or injury should be reported immediately to a health
care provider to prevent the development of complications.

People with diabetes should see their health care provider regularly and make sure
their feet are checked at each visit.

The Kidneys and Urinary Tract

34.
35.

36.

Some people with diabetes will develop kidney problems.

People who develop diabetes when theg are young are more likely to have kidney
problems than people who develop diabetes when they are older.

People can lose up to 90 percent of their kidney function without noticing any
symptoms.
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37

38.

39.

40.

41.
42,

43.

44.

46.
47.

48.
49.

50.

5t

52.

53.

55.

Kidney and urinary tract problems in peopl. with diabetes may be reduced by careful
contror of blood sugar levels.

People with diabetes should keep their blood pressure in the normal range because
high blood pressure increases the chance of kidney problems.

A health care provider can check for kidney damage by running laboratory urine and
bload tests.

People with diabetes who have severe kidney prablems may need a kidney transplant
or kidney dialysis.

People with diabetes often get infections of the urinary tract.

The symptoms of urinary tract infections include a burning sensation when urinating
and the urge to urinate often.

People with diabetes shoald see a health care provider immediately if they feel the
symptoms of a urinary tract infection.

Proper treatment of a urinary tract infection is important so that the infection dces
not cause damage to the kidneys.

Diabetic Ketoacidosis
45.

If blood sugar levels increase because of a lack of effective insulin, high levels of
acids can accumulate in the blood.

High levels of acids in the blood leac to diatetic ketoacidosis (diabetic coma).

Factors that are associated with diabetic ketoacidosis are illness, infection, stress,
and/or dehydration.

Poor diabetes management can lead to diabetic ketoacidosis.

Diabetic ketoacidosis usually develops over several days, but it may develop rapidly
in young people with diabetes.

The beginning of diabetic ketoacidosis can be detected by frequently testing blood
sugar levels and urine ketone levels.

The symptoms of diabetic ketoacidosis include tiredness, headache, ‘ncreased thirst
and urination, blurred vision, and rapid breathing.

People with the symptoms of diabetic ketoacidosis should call their doctor
immediately.

Diabetic ketoacidosis is most likely to occur in people with typ: I diabetes, but it may
occur in people with type II diabetes who arc sick with another illness.

Hyperosmolar Coma
54.

In older patients with type Il diabetes, high blood sugar can lead to a serious
condition called hyperosmolar coma.

Symptoms that indicate that blood sugar levels are going up include extreme thirst
and frequent urination.
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56. The beginning of hyperosmolar coma can be detected by frequently testing sugar ‘
levels.

57. In hyperosmolar coma, few or no ketones are present in the urine.

58. Factors that are associated with hyperosmolar coma are illness, infection, stress,
and/or dehydration.

59. A health care provider should be called immediately if a person is experiencing the
symptoms of hyperosmolar coma.

Sick Day Rules

60. People with diabetes who aie sick with another illness can have high blocd sugar
levels even if they are not eating as much as usual.

61. People with diabetes who are sick still need to take their medication (insulin or oral
hypoglycemics).

62. Testing blood sugar and urine ketone levels should be done more often than usual
when a person with diabetes is sick.

63. People with diabetes who are sick should call their health care provider often and
keep track of their temperature, fluid intake, and blood sugar and urine ketone levels.

64. If possible, people with diabetes who are sick should drink plenty of fluids.

65. People with diabetes who are sick should eat carbohydrates such as gelatin, soups,
and soft cereals if they are unable to follow their usual meal plan.

66. People with diabetes should call their health care provider immediately if they are
vomiting, are unable to eat or drink, or have ketones in their urine.

The Cardiovascular System

67. Pecople who have diabetes are twice as likely to have heart disease than are people
who don’t have diabetes.

68. The most common type of heart disease among people with diabetes is
arteriosclerosis (hardening of the arteries).

69. Arteriosclerosis is more common and develops at an earlier age in people who have
diabetes than in people who do not.

70. The arteries most affected by arteriosclerosis are those that supply blood to the heart,
brain, and legs, resulting in heart attacks, stroke, wnd loss of circulation in the legs.

71. Factors that are associated with the development of arteriosclerosis include diabetes,
cigarette smoking, high blood pressure, high blood fat levels, obesity, and physical
inactivity.

72. People with diabetes may be able to reduce their chance of developing
arteriosclerosis by avoiding the other factors associated with its development, such as

not smoking cigarettes, controlling high blood pressure, controlling blood cholesterol
levels, maintaining ideal weight, and exercising.
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73. Peonle who have diabetes are more likely to have high blood pressure than are

74.
75.

76.
T7.
78.
79.

80.

‘peoplewho.den’t have diabetes.
People can h... high blood pressure without any noticeable symptoms.

Continued high blood pressure is serious and can result in damage to the heart and
other organs of the body.

People with diabetes sheuld have their blood pressure checked regularly.
High blood pressure may be prevented by following a low-sodium diet.
High blood pressure can be treated with medication and a low-sodium diet.

Blood cholesterol levels may be reduced by eating fewer animal foods and more
plant foods and lowering the total number of calories eaten.

Regular exercise is important for people with diabetes because it improves blood
circulation, strengthens the heart, and helps in weight loss.

The Nervous System

81.
82.
83.

84.
85.
86.

87.

88.

89.

90.

People with diabetes can develop disorders of the nervous system (neuropathies).
Neuropathy is one of the most common complications of diabetes.

It may be possible to prevent some neuropathies by carefully controlling blood sugar
levels.

Neuropathies can be mild or painful, and temporary or permanent.
Neuropathy can occur in different groups of nerves.

The nerves that control movement and feeling in the legs, feet, and arms can be
damaged, causing many different symptoms, including loss of sensation, coldness,
tingling, and pain.

The most common symptom of neuropathy in the legs, feet, and arms is loss of
sensation.

The nerves that control body functions can be damaged, causing dizziness upon
standing, diarrhea, inability to control urination, and sexual disorders such as
impotence.

Peop.he with diabetes should report any symptoms of neuropathy to their health care
provider.

Medication and other treatments may help relieve some of the problems associated
with neuropathy.

The Skin

91.
92.
93.

People with diabetes frequently have skin problems related directly to diabetes.
A common skin problem of people with diabetes is very dry skin.

People with diabetes often experience a skin problem that causes the surface of the
skin to have a discolored and dimpled appearance.
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94. Skin infections, cuts, and bruises take longer to heal in people who have diabetes
than in people who do not.

95. Proper daily skin care for people with diabetes includes washing the skin with warm
water and mild soap, drying the skin thoroughly, and applying lotion or powder.

96. If skin problems are not identified and treated by a health care provider, they may
lead to more serious health problems.

The Teeth

97. Diseases of the mouth, especially of the gums, are more common in people who have
diabetes than in people who do not.

98. Careful control of blood sugar levels can help prevent diseases of the mouth.

99. People with diabetes should practice good dental hygiene, including brushing and
flossing the teeth and visiting the dentist regularly.

100. Problems such as bleeding gums and toothaches should be reported to the dentist.

Gestational Diabetes

101. Pregnant women can develop a type of diabetes called gestational diabetes.

102. Pregnant women who are at risk of developing gestational diabetes tend to be
overweight, have a family history of diabetes, and/or have a previous personal history
of gestational diabetes.

103. All pregnant women should be screened for gestational diabetes between the 24th
and 28th week of pregnancy.

104. Gestational diabetes may go away after the baby is born or may continue and be
reclassified as another type of diabetes.

105. About half of the women who develop gestational diabetes will eventually develop
another type of diabetes.

106. Gestational diabetes generally develops during the secrond half of pregnancy.

107. Babies born to women with gestational diabetes may have high birth weights and,
therefore, need to be delivered by Caesarean-seciion.

108. Gestational diabetes requires careful management to keep the mother and
developing baby healthy.

109. To keep blood sugar levels as near to normal as possible, women with gestational
diabetes should eat carefully balanced meals at regularly scheduled times.

110. Women with gestational diabetes may need to take insulin injections.

Pregnancy in Diabetes

111. If she has kept her blood sugar levels as near to normal as possible, a woman with
diabetes is as fertile as a woman without diabetes.




112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.
123.

124.
125.

126.

127.
128.

129.

130.

131.

If a woman manages her diabetes weli thioughout pregnarcy, the survival rate of her
baby will be almost the same as for a woman without diabetes.

It is important that women with diabetes who are considering Erqgnancy discuss their
intentions with their health care providers and carefully plan their pregnancies.

A woman with diabetes should wozk closely with the health care providers involved
in her pregnancy.

Most women with diabetes will go through their pregnancy without any difficulty, but
specialized care is still recommended to reduce risks.

Good diabetes management befoye pregnancy can help in the maintenance of
desired blood sugar levels during pregnancy.

Keeping blood sugar levels as near to normal as possible before and during
pregnancy is important for the health o< both the baby and the mother.

The major risks for babies born to women with diahetes include birth defects
(damage to the internal organs or limbs), premature births, temporary difficulty
breathing and feeding, larger than average size, and jaundice.

If diabetes has been carefully managed before and during the early months of
pregnancy, the risk of birth defects may be reduced.

How well a woman has managed her diabetes and whether she has developed
comglications are more important to the success of her pregnancy than her age or the
number of years she’s had diabetes.

The major risks for a wo.nan with Jiabetes who becomes pregnam are related to the
condition of the woman’s kidneys and eyes before pregnancy.

Kidney problems may temporarily become worse during pregnancy.

Edema (swelling) and high blood fressure can cause problems during the last months
of pregnancy in women who have kidney problems in addition to their diabetes.

Eye problems which are not severe may temporarily become worse during pregnancy.

Severe eye problems can become worse during pregnancy and cause permanent
damage.

A woman who has severe eye probiems should discuss the possible consequences of
pregnancy with her health care provider before becoming pregnant.

A pregnant woman with diabetes should have her kidneys and eyes checked regularly.

A person with type I diabetes has about a 2-6% chance of having a child with type I
diabetes.

A person with type II diabetes has about a 10-15% chance of having a child who will
develop type II diabetes as an adult.

It is important for a woman with diabetes who is pregnant to check her blood sugar
levels, urine ketones, and blood pressure as directed by her health care provider.

As her pregnancy progresses, a woman with diabetes may need to change the number
times a day that she tests her sugar levels.
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132. Because a woman’s metabolism increases during pregnancy, ketoacidosis can occur
more quickly than usual.

133. Itisimportant to avoid ketoacidosis at all times, but especially during pregnancy.

134. 1t is common for a pregrani woman’s insulin needs to double or triple by the end of
pregnarcy.

135. Diabetes pills are not recommended during r:egnancy because they may not be safe
for the developing baby.

136. Pregnant women who have diabetes should foliow a carefully balanced meal plan to
ensure proper nutrition and near-normal biood sugar levels.

137. A pregnant woman with diabetes should talk to her health care providers about the
best meal plan for her.

138. Women with diabetes who are pregnant should not lose weight.

139. To keep blood sugar levels fairly constant, women with diabetes may need to eat
several snacks throughout the day and evening.

140. Many women with diabetes will be hos%italized for a week or so before they deliver
to ensure that no stress is put on the baby and blood sugar levels of the mother
remain as near to normal as possible.

141. Tests that monitor the condition of the baby have increased the number of women
who are able to carry their babies to term and have vaginal rather than Caesarean
deliveries.

142. If her diabetes has been carefully managed, it is safe and healthy for a woman with
diabetes to breast-feed her baby.




Appendix B
INFORMED CONSENT PROCEDURES

Prior to administering measures to participants, program personnel should inform
participants about the content covered by the measures and the parpuse of the program’s
evaluation study. Program personnel may also wish “o provide the opportunity for
participants to indicate whether or not they consent to participate in the study and complete
the selected measures. Informed consent is obtained by presenting all information pertinent
to the study and asking the participant to affix a signature indicating that the information has
been read and that consent is given to participate.

If the decision is made to obtain informed consent, program personnel have the choice of
employing a “passive” consent procedure or an “active” consent procedure. Passive
informed consent consists of asking participants to sign and return a consent form only if they
do not wish to participate in the study. Participants who do not return the consent form are
considered eligible to participate in the study.

Active informed corsent requires participants to sign and return the consent form if they
wish to participate. Only those participants who return a signed form can be included in the
study. Consequently, the participation rate resulting from an active consent procedure is
generally lower than that obtained from a passive consent procedure.

To construct an informed consent form, program personnel should consider including the
following items:

1. A general statement of the program goals and objectives.
2. Abrief explanation of the study procedures and measures.

3. An indication that the participant is free to withdraw consent and to
discontinue participation at any time.

4. An explanation of the procedures to be taken to ensure anonymity and
confidentiality of responses.

5. An indication that participants are free not to answer specific items or
questions.

6. A place for the participants to affix their signatures under a statc ment
indicating that the participant agrees to participate (active consent) or does
not agree to participate (passive consent) in the studv. If appropriate, a date
for the return of the consent form should be specified.
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Appendix €

ANNOTATED EVALUATION BIBLIOGRAPHY

. Alkin, M.C,, & Solmon, L.C. (Eds.). (1983). The costs of evaluation. Beverly Hills, CA:

Sage.

In this collection of essays both theoretical and practical issues relevant to cust-focused program
evaluations are presented.

. American Psychological Association. (1973). Ethical principles in the conduct of

research with human participants. Washington, DC: Author.

This treatise focuses on the appropriateness of carrying out various types of research
investigations with human subjects. Because the American Psychological Association has had a
long-standing concern about ethical issues in the conduct of research investigations, this
publication will be of interest to numerous evaluators of health education programs.

. American Psychological Association, American Educational Research Association,

National Council on Measurement in Education. (1985). Standards for educational
and psychological tests. Washington, DC: Authoi.

This volume presents the most widely used set of standards for psychological and educational
tests. Frequently cited by users of educational tests, the standards have recently been employed
in numerous judicial deliberations. Relatively brief, the standards should be consulted by health
educators who employ assessment devices regularly.

. Anderson, L.W. (1981). Assessing affective characteristics in the schools. Boston: Allyn

and Bacon.

Anderson provides an excellent set of practical suggestions for the creation of affectivc
assessment instruments. He includes one of the most easily understood expositions of various
scaling procedures including Likert, Thurstone, and Guttman scales.

. Bausell, R.B. (Ed.). Evaluation and the health professions. Newbury Park, CA: Sage.

This quarterly publication deals with a variety of evaluatior -relevant issues of interest to health
educators.

. Berk, R.A. (Ed.). (1982). Handbook of methods for detecting test bias. Baltimore: The

Johns Hopkins University Press.

This collection of individual essays offers the reader a comprehensive depiction of methods
currently available to detect the presence of bias in tests.
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10.

11

12.

Berk, R.A. (Ed.) (1984). A guide to criterion-referenced test construction. Baltimore:
The Johns Hopkins University Press.

This collection of essays consists of papers presented at the iirst Johas Hopkins University
National Symposium on Educational Research. In addition, a number of more recently written
chapters have been included in this revision of a 1980 text. The authors address many of the
important problems, both conceptual and technical, facing developers and users of
criterion-referenced measures.

Campbell, D.T., & Stanley, J.C. (1966). Experimental and quasi-experimental designs
Jor research. Chicago: Rand McNally.

This volume, originally a chapter in a larger volume, has had substantial impact on the fields of
research and evaluation. Evaluators of health education programs will wish to consider this truly
classic treatment of data-gathering designs suitable for experimental and quasi-experimental
settings.

. Churchill, G.A., Ir. (1979). Marketing research: Methodological foundations (2nd ed.).

Hinsdale, IL: The Dryden Press.

Although written in the context of marketing research, this textbook covers several topics of vital
importance in evaluation. Topics such as research design, dat. collection, sampling, and data
analysis are covered in a readily enderstandable yet accurate way. An excellent resource.

Cohen, J. (1977). Statistical power analysis for the behavioral sciences (rev. ed.). New
York: Academic Press.

Cohen offers a useful treatment of factors which should be considercd when one draws samples
for use in research or evaluation activities. Of special interest is the set of casy-to-use guidelines
he offers for determining the estimated sample size neco.sary to detect differences between

groups.

Cook, T.D., & Campbell, D.T. (1976). The design and conduct of quasi-experiments
and true experiments in field settings. In M.D. Dunnette (Ed.), Handbook of
industrial and organizational psychology. Chicago: Rand McNally.

This is an updated version of the famous exposition of quasi-experimental and experimental
data-gathering designs by Donald T. Campbell and Julian C. Stanley (see Reference No. 8). An
excellent discussion of four types of validity is featured in this essay.

7200k, T.D., & Campbell, D.T. (1979). Quasi-experimentation: Design and analysis
issues for field settings. Chicago: Rand McNally.

This widely cited volume provides a comprchensive treati.ent of quasi-experimental
investigations in settings of substantial relevance to the concerns of health educators. There arc
excellent discussions of internal and external validity, includin: the various threats to both types
of validity. A systematic consideration of the commonly used uata-gathering designs is offered,
including an extended appraisal of interrupted time-series designs.
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13.

14.

15.

16.

17.

18.

19.

Cordray, D.S., Bloom, H.S., & Light, R... (Eds.). (1987, Summer). Evaluation practice
in review (iiew Directions for Program Evaluation, No. 34). San Francisco:
Jossey-Bass.

This volume contains a set of thought-provoking chapters dealing with what has becn learned
about the practice of evaluation during the past decade. The chapters on evaluation politics by
Eleanor Chelimsky and ca naturalistic evaiuation by Egon Guba weuld be of particular interest
to evaluators of health education prograrus.

Cronbach, L.J. ( 963). Course improvement through evaluation. Teachers College
Record, 64, 672-683.

This article is an early piece, presenting the virtues of what would later be termed “for mative”
evaluation. It rings as true today as it did more thau. two decades ago, and it applies as much to
evaluation in health education as it does to more ‘raditional evaluation, Emphasizing the role of
evaluation in gathering information that can improve programs, this article is well worth reading.

Cronbach, L.J. (1977). Analysis of covariance in inonrandomized experiments:
Parameters affecting bias. Unpublished occasional paper, Stanford Evaluation
Consortium, Stanford University.

A highly technical piece on the complications associated with using analysis of covariance, this
article is recommended only for those prepared to handle a critical data-analysis problem in a
sophisticated way.

Cronbach, L.J., Ambron, S.R., Dornbusch, S.M., Hess, R.D., Hornik, R.C., Phillips,
D.C., Walker, D.F., & Weiner, S.S. (1980). Toward reform of program evaluation.
San Francisco: Jossey-Bass.

This important book considers the function of evaluation in a pluralistic society and presents 95
theses on the role of evaluators and cvaluations. In addition to providing a contemporary
conception of evaluation, it provides a histc.ical and multidisciplinary perspective of the ficld.
This volume will be of considerable interest to those cvaluating health education programs.

Cronbach, L.J., & Furby, L. (1970). Hov should we measure ‘change’ — or should we?
Psychological Bulletin, 74, 68-80.

A technical treatise on the dangers associated with using gain scores. A very significant piece, but
recommended only for those with some psychometric training,

Cunningham, G.K. (1986). Educational and psychological measurement. New York:
Macmillan.

This is a standard introductory text focusing on the major t.pics associated with measurcment as
it applics to such tasks as progi: m evaluation.

Ebel, R.L. (1979). Essentials of educational measurement 3rd ed.). Englewood Cliffs,
NIJ: Prentice-Hall.

This is a standard, easily rcad introductory text, covering iniportant topics in the ficld of
educational testing. Ebcl, a prominent lcader of traditional educational testing practices, provides
a lucid treatment of a wide range of measurement topics.
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20.

21.

22,

23.

24.

25.

Fetterman, D.M., & Pitman, M.A. (Eds.). (1986). Educational evaluation:
Ethnography in theory, practice, and politics. Beverly Hills, CA: Sage.
Thi. collection of cssays touches on cthnographically oricnted evaluation of educational

prograns. Health educators wishing to icarn about this recently emphasized approach to
educational evaluation will find this volume of interest.

Green, 1.W. (1979). Research methnds translatable to the practice setting: Fromrigor
to reality and back. In SJ. Couen (Ed.), New directions in patient compliance
(pp.141-151). Lexington, MA: Lexington Books.

Green attends to a practical dilemma faciné those who evaluate health education programs,
namely, the necessity to make trade-offs between validity and feasibility in ficld settings. Six
strategies for coping with evaluation: under adverse circumstances are described.

Grzen,L.W., & Figa-Talamanca, I. (1974). Suggested designs for evaluation of patient
education programs. Health Education Monographs, 2 (1), 54-71.

In this essay Green and Figa-Talamanca suggest data-gathering designs for conducting
evaluations of patient cducation programs. The authors also explore several issues related to
evaluations of this variety.

Green, L.W., & Lewis, F.M. (1986). Measurement and evaluation in health education
and health promotion. Palo Alto, CA: Mayfield.

This volume is an excellent rescurce for health educators concerned with the evaluation of their
programs. Green and Lewis provide a series of useful explanati~as of topics in both measurement
and health evaluation. Their expositions are peppered with practical examples drawn from hea'th
education and health promotion.

Hambleton, R.K., Swaminathan, H., Algina, J., & Coulson, D.B. (1978).
Criterion-referenced testing and measurement: A review of technical issues and
development. Review of Educational Research, 48 (1), 1-48.

This is a comprehensive review of the field of criterion-referenced testing, Hambleton and his
colleagues do a masterful job of isulating the key issues in criterion-referenced testing and
describing results of research investigations bearing on those issucs. Somewhat technical at times,
this review ic one of the more widely cited essays dealing with criterion-referenced testing,

Hays, W.L. (1973). Statistics for the social sciences. New York: Holt, Rinehart, and
Winston,

This comprehensive text handles basic and advanced statistical considerations. Somewhat
technical at points, Hays nonctheless provides an excellent set of step by-step guidelines to
statisticai practice,
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26. Joint Committee on Standards for Educational Evaluation. (1981). Standards for

evaluations of educational programs, projects, and materials. New York:
McGraw-Hill.

The development of these cvaluation standards was spearheaded by a joint committee of the
American Educational Rescarch Association, the American Psychological Asscciation, and the
National Council on Mcasurement in Education. Thirty standards are presented, addressing
issues related to deciding whether to evaluate, defining the evaluation problem, designing the
evaluation, budgeting for the evaluation, collecting and analyzing data, and reporting the
evaluation. Intended for both consumers of evaluation and individuals conducting evaluations,
this reference may be of most use to evaluators who are relatively new to the field.

27. Kubiszyn, T., & Borich, G. (1987). Educational testing and measurement: Classroom
application and practice (2nd ed.). Glenview, IL: Scott-Foresman.

Another introductory text dealing with the nuts and bolts of measurement, this book will provide
health educators with a good overview of educational measurement,

28. Levin, H.M. (1975). Cost-effectiveness analysis in evaluation research. In M.
Guttentag & E.L. Struening (Eds.), Handbook of evaluation research (Vol. 2, pp.
89-122). Beverly Hills, CA: Sage.

This essay probes the important considerations involved in determining cost-cffectiveness of
programsin the context of educational evaluations. Theoretical as well as practical guidelines are
provided.

29. Levin, H.M. (1983). Cost-effectiveness: A primer (New Perspectives in Evaluation,
Vol. 4). Beverly Hills, CA: Sage.

t.as text is a splendid introduction to the fundamental consepts of cost analysis on program
evaluation. Levin provides succinct descriptions along with advantages and disadvant-ges for
cost-feasibility, cost-cffectiveness, cozi-benefit, and cost-utility analyses.

30. Linn, RL., & Slinde, J.A. (1977). The determination of the significance of change
between pre- and post- testing periods. Review of Educational Research, 47,
121-150.

This article reviews many cf the major issues in the measurement of change from pretesting to
posttesting periods and suggests possible a'ternatives. These authors share the general sentiment
of many others in the ficld that, “more is exp: ted from gain scores than they can reasonably be
expected to provide.”

31. Lord, F.H. (1963). Elementary medels for measuring change. In C.W. Harris (Ed.),
Problems in measuring change (pp. 21-38). Madison: Wisconsin Press.

Thisis an carly treatise on the problems 1ssociated with measuring change. Although this chapter
rapidly becomes very technical, the early sections provide an intuitive explanation of the
difficulties with using gain scores.

216
213




32.

33.

34.

35.

36.

37.

38.

39.

Mark, M.M., & Shotland, R.L. (Eds.). (1987, Fall). Multiple methods in program
evaluation (New Directions for Program Evaluation, No. 35). San Francisco:
Jossey-Bass.

Dccrying the infrequency with which multiple methods are used in program cvaluation, six
chaptcrs arc offered in this volume, not only advocating multiple methods, but also describing
how such program cvaluations can be conducted.

Oakland, T. (Ed.). (1977). Psychological and educational assessment of minority
children. New York: Brunner/Mazel.

This collection of essays provides a serics of uscful suggestions for those who are more sensitive
to the possible bias present in cducational tests.

Popham, W.J. (1981). Modern educational measurement. Englewood Cliffs, NJ:
Prentice-Hall.

Varicd topics in the ficld of cducational mcasurcment are introduced in this text.
Norm-refereaced measurement and criterion-referenced measurement arc both considered,
with the special applications of criterion-refercnced assessment emphasized. Chapters on the
relationship of testing to teaching and the measurement of affect will be of special interest to
health cducators.

Popham, W.J. (1988). Educational evaluation. Englev. 20d Cliffs, NJ: Prentice-Hall.

Thisis an introductory text, written in fairly nun-technical language, about the ficld of cducational
cvaluation. Evaluators of health cducation programs wiii find it simple to translate the book’s
contents (o their own specialtics.

Popham, W.J., & Sirotnik, K.A. (1973). Educational statistics: Use and interpretation
(2nd ed.). New York: Harper and Row.

This casily rcad introductory text deals with the fundamental types of statistical considerations
nceded by program evaluators. It is intended for those who are not particularly comfortable with
mathematical approaches to statistics.

Riecken, HW., & Boruch, R.F. (1971). Social experimentation: A method for planning
and evaluating social intervention. New York: Academic Press.

Thisis asignificant contribution to our thinking about large-scale sucial interventions, their design
and appraisal. It provides a useful analysis of the ways that the experimental micthod can be
defensibly employed in connection with major social programs.

Rivlin, AM., & Timpane, P.M. (Eds.). (1975). Ethical and legal issues in social
experimentation. Washington, DC: Brookings Institution.

Rivlin and Timpanc explorc the sorts of legal and cthical issues to which evaluators of health
cducation programs must attcnd.

SPSS-X User’s Guide (3rd ed.). (1988). Chicago: SPSS Inc.

This is a widcly used, well organized set of “canncd” computer analysis programs for use in the
social sciences. Health educators who have occasion Lo use compulter analyses will find the SPSS
manual most helpful.
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40.

41.

42

43.

44,

45.

46.

Salvia, J., & Ysseldyke, J.E. (1981). Assessment in special and remedial education (2nd
ed.). Boston: Houghton Mifflin.

This text, intended for individuals who must apply asscssment to special education and remedial
cducation, provides measurcment insights for health educators who deal with such populations
of learncrs.

Scriven, M. (1967). The methodology of evaluation. In R.W. Tyler, R.M. Gagné, &
M. Scriven (Eds.), Perspectives of curriculuri evaluation (pp. 39-83). Chicago: Rand
McNally.

This seminal article was the first essay in which Scriven distinguished between the nov, commonly
accepted formative and summative roles of cvaluators. Scriven ranges Sver a wide varicty of
topics, emphasizing the importance of comparative appraisals of two or more programs’ merits.

Scriven, M. (1972). Prose and cons about goal-free evaluation. Evaluation Comment,
3,14,

In this essay Scriven offers goal-free evaluation as an antidote to excessive preoccupation with
the pregram staff’s cxpressed objectives. Scriven argues that evaluators should attend to the
results produced by a program, not the rhetoric of its program goals.

Siegel, S. (1956). Nonparametric statistics for the behavioral sciences. New York:
McGraw-Hill.

This is the classic treatment of nonparamctric statistical techniques. Although a bit out of date
these days, Siegel’s text offers the most casily understood treatment of nonparametric statistical
proccdures. Because of the author’s admitted zcalousness in suppoii of nonparamectric
techniques, thosc using Sicgel’s text should also consult a ctitique of it by Robert Savage, Journal
of American Statistical Association, 1957, 52, 331-344.

Suchman, E.A. (1967). Evaluative research: Principles and practice in public service and
social action programs. New York: Russell Sage Foundation.

™n this volume, Su~hman provides cwtensive coverage of the application of the cxperimental

rescarch model in conducting cevaluations. Although cvaluation has come a long way since this

book was written, the volume provides a clear description of the predominant conceptualization
of evaluation in the past decade.

Tukey, J.W. (1977). Exploratory data analyses. Reading, MA: Addison-Wesley.

Crcative approachcs to displaying and understanding data are provided by Tukey in this cxcellent
demystification of data analysis.

Walberg, H.J., Postlethwaite, T.N., Creemers, B.P.M., & de Court, E. (Eds.). (1987).
Educational evaluation: The state of the field. International Journal of Educational
Research, 11 (1).

This special issue, as its title suggests, presents comprehensive review of ficld of program
cvaluation from authors bascd in the U.S. and abroad.
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47.

48.

49.

50.

51

52.

53.

Webb, EJ., Campbell, D.T., Schwartz, R.D., Sechrest, L., & Grove, J.B. (1981).
Nonreactive measures in the social sciences (2nd ed.). Dallas: Houghton Mifflin.

This charming volume provides readers with a series of powe:ful and clever tactics to secure data,
particularly of an affective nature, without sensitizing respondents to the evaluator’s purposes.

Weiss, CH. (1972). Evaluation research: Methods of assessing program effectiveness.
Englewood Cliffs, NJ: Prentice-Hall.

Weiss offers a pithy overview of prominent program evaluation considerations including the
formulation of questions to be addressed, the design of the evaluation study, and the utilization
of evaluation results. A paperback, this brief book (160 pp.) offers an excellent introduction to
what Weiss refers to as “evaluation research.”

Windsor, R.A., Baranowski, T., Clark, N., & Cutter, G. (1984). Evaluation of health
promotion-and education programs. Palo Alto, CA: Mayfield.

This text is a useful introduction to the evaluation of health education programs. Windsor et al.
have provided readers with a series of health-relevant examples to illustrate their explorations.

Worthen, B.R., & Sanders, J.R. (Eds.). (1973). Educational evaluation: Theory and
practice. Worthington, OH: C.A. Jones.

This volume was one of the earliest compilations of + .rious program evaluation models applied
to education. Evaluation theorists whose views are presented in this book include Stake,
Cronbach, Scriven, Tyler and others. ‘Worthen and Sanders have authored sections of the book
and have included a series of original chapters by a number of evaluation specialists. While
focused on educational evaluation in general, the volume is of substantial relevance to program
evaluation of health education programs.

Worthen, B.R., & Sanders, J.R. (1987). Educational evaluation: Alternative
approaches and practical guidelines. New York: Longman.

This introductory text is organized around a series of alternative approaches to educaticnal
evaluation, including the “objectives-oriented” and “advisory-oriented” approaches.

Worthen, BR., & White, K.R. (1987). Evaluating educational and sor...! programs:
Guidelines for proposal review, onsite evaluatioss, evaluation contracts, and technicul
assistance. Boston: Kluwer-Nijhoff.

This volume provides a first-rate series of practical guidelines dealing with varied aspects of
proposal review, onsite evaluation, evaluation contracts, and technical assistance.

Zdep, S.M., & Rhodes, I.N. (1977). Making the randomized response technique work.
The Public Opinion Quarterly, 40, 531-537.

This easily read essay describes the randomized response technique, a procedure use.” *o obtain
sensitive information from respondents more accurately than if respondents were directly asked
about sensitive information.
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