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Foreword

Student Gammans as Authors:
A 15 Year Retrospective

Since 1984, The Student Issue of The Health Edu-
cation Monograph Series (known from 1984-1995
as the Student Monograph) has encouraged and pro-
moted student scholarship by publishing original pa-
pers by student Gammans. This year, Eta Sigma
Gamma publishes the 15th anniversary collection of
student articles. The Student Issue has emerged.as a
prominent publication for students to exercise their
acumen and writing talents. Inhis editorial commemo-
rating the Monograph s tenth edition, Dr. Steve M.
Dorman reviewed the accomplishments of the student
monograph series. Extending his work, I will use this
opportunity to append the record.

Edited by Professor R. Morgan Pigg, ir.. the first
Student Monograph was published in 1984. Itcon-
tained seven ar:icles on topics ranging from the need
for worksite health promaiion to planning health edu-
cation in health caie settings. Each year, the Mono-
graph Series editor appoints a Gamman to serve as
guest editor. Gammans who served in this capacity
can be found on page 48. Including this year, the Stu-
dent Issue has published 126 papers by student
(Gammans from 25 chapters and their affiliated col-
leges and universities (see Page 49). Reading the
record of past authors, editors, and reviewers is in-
spiring. Tlie record consists of Gamumaris who remain
truly active in the discipline and in the Honorary. I
read names of Gammans \vho are known for their
writing and for mentoring young writers. 1read names
of Gammans who are exceptional teachers, doing their
part to improve the human condition. 1also read names
of people who are leaders in the profession and have
served or are serving the Honorary with distinction.

Judging by past participation, performance, and prac-
tice, no one can dispute the value of this cnterprise. It
represents a crowning achievement for the Honorary.

As guesteditor, I acknowledge the faculty sponsors
and other Gammans who encouraged their students in
preparing papers. One veteran reviewer character-
ized the papers she reviewed as in“‘great shape.” This
comment is a testament to your work. Likewise. |
thank the reviewers for taking time from their demand-
ing schedules to examine papers. Your collective con-
tribution was indeed significant. 1alsc recognize Pro-
fessor Mohamimad R. Torabi. who patiently guided
me through my editorial responsibilities while tolerat-
ing my seeming disregard for deadlines. Mohammad,
thank you.

In closing, I applaud the authors on their splendid
work and superior accomplishment. As the author of
a paper that was published in a student issue, I occa-
sionally reminisce about the time, the place. and the
people associated with that experience. Despite the
“gentle modifications” I was asked to make before
the manuscript was accepted. it was a rewarding ex-
perience. Yet, as a student I also remember the dis-
appointment when my first paper. submitted the pre-
vious year, was not published. Choking down the truth
that my writing craved attention, that my topic might
not have been suitable, or that there were simply bet-
ter papers that deserved publishing was hard for me.
So, to those students whose papers could not be pub-
lished this time, keep working. It will happen, and
when it does. let me know.

Robert M. Weiler
University of Florida
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Preface

On behalf of your National Executive Committee of
Eta Sigma Gamma (ESG), | would like to offer my
sincere congratulations to all of the students who sub-
mitted research papers for publication consideration
in this student issuc of The Health Education Mono-
graph Series. This is a strong indication of our stu-
dents’ commitment to research. I would like to extend
my genuine appreciation to Dr. Robert M. Weiler for
the excellent job he has done as our Guest Editor for
this issue. Further, I wish to thank all faculty advisors
who encouraged and worked with the students in the
manuscript prcparation. My sincere appreciation and
gratitude are extended to Kathy Finley for her assis-
tance in preparing the final publication, and Joyce Arthur
for her technical assistance. A special thanks is also
extended to Ms. Donna Ganion, Executive Director
of ESG for her general assistance. Certainly, [ must
thank the Department of Applied Health Science of
Indiana University for the in-kind support provided
for the publication of the Monograph Series.

Iwould like to invite all faculty to encourage students to
submit research papers for the next student issue of The
Health Education Monograph Series. The deadline for
submission is January 10, [1999. Our guest editor for the

next student issue is Dr. Behjat Sharifat California State
University at Los Angeles, 95 Briarglen, Irvine, Cali-
fornia 92614. Office number (213)343-4747, fax
number (213)343-2670; email: bsharif@calstatela.edu.

Finally, I would like to thank you for sharing your
comments with me regarding the past Monograph
Series. As always, [ am eager to hear your critisism.
comments, and suggestions relative to this publication.
I do hope that you, as loyal members of this National
Honorary, check your college/university libraries and
make sure that they receive The Health Educa-
tior Monograph Series. 1f not, please request that
they subscribe to these important publications. It is a
privilege for me to serve ESG members and our pro-
fession.

I look forward to hearing from you.

Mohammad R. Torabi, PhD, MPH CHES
Editor, The Health Education Monograph Series
Indiana University
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The Sexual Impact

of Hysterectomy:

Intervention Implications for Health Education

Kandice M.

Johnson

Ahstract

Hhsterectomy is currently a controversial women's health
issue. Given the prevalence of hvsterectomy in this country,
it is important to understand how this surgical procedure
affects a womaun s quality of life and sexualiiy. The purposce
of this paper is to investigate the consequences of hysterec-
tomy on women'’s sexualify through a review of the curveni
professional literature by focusing on three arcas: hody
image. partner retationship(s). and sexual functioning. In-
tervention implications for health education are also ud-
dressed.

Introduction

Priorto 1981, hystercctomy was the most common surgical
progedure performed in the Umted States, and today it ranks
second behind caesarcan seetion (Kramer & Reiter, 1997).
Approximately 576,000 hysterectomies are performed cach
year, haif of which are performed on women still in their re-
productive years (Graves. 1994: Williamson, 1992). For most
women, hysterectomies are performed at midlife. between 40-
45 years of age, at a time when interest in and gratification
from sexual activity can be considerable (Leiblum, 1990). Given
the prevalence of hystereetomy in this cauntry. it is impor-
tant to understand how this surgical procedure affects a
woman’s quality of life and sexuality.

Although there has been a decline in the number of hyster-
cctomies within the last decade. hystercctomy is still one of
the most contraversial operations because of'its unique medi-
cal. emotional, sexual. and cconomic consequences for
women. The rate of hysterectomy in the United States is
under investigation and is suspected of being higher than
neeessary (Reinish, 1990). The observation that hvsterec-
lomy rates are high and vary considerably between coun-
trics and cven geographical regions within the United States
has sparked considerable controversy among epidemiolo-
gists, gynecologists, teminists, and others (Cutler, 1988). Al-
though the number of such surgeries performed annually
has dropped by 160.000 in the past decade, many question
whether the operation is over performed, and whether it may
create as many problems as it solves (Hall & Cohen. 1994:
Cutler, 1988). Growing epidemiological evidence challenges
fiheral use of hysterectomy. The uterus may have important
systemic effects aside from its role in reproduction. Research
suggests that the uterus protects premenopausal women {rom
heart disease (Grimes. 1994), Hystercetomy increases a pre-

menopausal woman's risk of heart disease even if her ovaries
are retained. Toe uteres produces prostacyclin, which both
vasodilates and reducces platelet adhesiveness: without
prostacyclin from the uterus, women niay have an increased
risk of myocardial infarction until menopause (Grimes, 1994),

Only a small proportion of hysterectomics. 8 to 12%, arc
performed to (reat cancer and other life-threatening discases
(Kramer & Reiter, 1997; Reider, 1987). The nwmber of hyster-
ectomics thought to be unnceessary is estimated at 33 to
72% (DeFreise, Evans, Rickett, & Cromartic, 1989). Onc of
the reasons for the high rates of hysterectomy may be eco-
nomic. Annual hospital costs associated with hysterectomy
surpass S5 billion (Carlson, Nichols, & Schiff, 1993).

In considering the impact of hysterectomy on sexual be-
havior, onc must adopt a biopsychosocial model (Letblum,
1990). Eavironmental, cultural, interpersonal, and biological
factors mediate the eftect of'any surgical procedure on sexual
functioning. Hysterectomy, in particular, is an operation that
has both symibolic and reproductive associations for women,
The . ~portance of the uterus as a psychosexual organ varies
from woman to woman and encompasses a broad range of
meanings (Sloan, 1978). The removal of the uterus renders
futare fertifity impossible, a prospect that may be welcomed
by some women and unweleome by others (Drummond &
Field, 1984). Even in parous women who do not want more
children, the premature loss of childbearing ability may cre-
ate worries about aceelerated aging, inadequacy. and loss of
femininity. Menstruation, although viewed as an uncomfort-
able and disabling cxperience by some, is perecived by oth-
ers as a neeessary part of womanhood. a valued means of
setting the rhythm of life. and an important ¢leansing pro-
cess that serves to rid the body of accumulated wastes (Dar-
ling & McKoy-Smith, 1993).

Because of the many significant meanings ascribud to the
utcrus, some woncn view hy'slcrcclomy as a threa to their
health, vitality. and ability to [unction, and they maz experi-
ence adverse psychosexual sequelae alter thiv serpery
(Baclmann, 1990). The removal of the uterus carrics the saine
mplications for altered body image and postoperative pavsi-
cal recovery as other major surgeries carry, but hysterectomy
can also alter women’s perspective on how she functions
sexually and how she perecives Tierself as female. Gender
identity based on any physical attribute is jeopardized when
the physical characteristics are altered or removed. Thus, ifa
woman’s gender tdentity is based on her uterus and it is
removed, her femininity must be redefined in new terms of
unalterable factors: personality, self-worth, accomplishments,
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and other lasting clements (Cutler, 1988; Drellich & Bieber,
195K).

The purpose of this paper is to investigate the conse-
quences of hysterectomy on women's sexuality through a
review of the current literature. In order to determine the sexual
impact of the hystereetomy, three areas are examined: body
image. relationship with partner(s), and sexual functioning.

The Sexual Impact of Hysterectomy

The contemporary idea of body image incorporates a wide
range of sociopsychological aspects and deals not only with
how people actually look but how they think they look (Laufer,
1991). Body image is part of the self-concept that involves
attitudes and experiences pertaining to the body. including
notions about femininity, attractiveness, and physical capa-
bilitics. When women face surgery, as they do with hysterec-
tomy, fears of being unacceptable, worthless, unattractive or
unloved may emerge (Drench. 1994). A sinall surgical scar
can greatly affect a woman who has placed a high value ona
beautiful body. A less or negative alteration of body image
can be extremely traumatic and stressful (Drench, 1994).

While there are few controlled studies examining the im-
pact of hysterectomy on body image, there is some sugges-
tion that it can adversely aftect body comfort in some women,
In one study that examined body image in hysterectomized
women by comparing them with mastectomy patients, re-
scarch showed body image in the hysterectomized group
was more impaired than cither mustectomy patients or healthy
controls (Anderson, 1987). Bernhard (1992} found that women,
in terms of physical appearance, were most concerned with
weight and the surgical sear. Among women who had under-
gone a radical hystercctomy. Roberts, Rossetti. Cone and
Cavanaugh (1992) found a significant reduction of body im-
age associated with reduced ratings of their sexual relation-
ships and frequency of intercourse.

On the surface, hysterectomy may appear to be a biologi-
cal event for some women, but it is also a psvchological
event for the woman. couple. and family. which can result in
both sexual and relationship changes. If marital problems
existed before the hystercetomy, they are often exacerbated
afterward. The relationship can be atfected by the woman's
altered perception of her body image and/or a change in how
her partner views her sexually after the surgery. Partners are
not always supportive and are vulnerable to misconceptions.
In Newman and Newman's (1985) study. two out of 12 hus-
bandsno Jonger viewed their wives to be sexually desirable
after their hysterectomy.

The fear ef rejection after hysterectomy is a threat to many
women. This fear may be heightened if a woman perecives
her partner as becoming distant and detached. thereby deny-
ing concern for her feelings or believing she is less sexually
attractive {Annath. 1983). A hysterectomy is also likely 1o be
associated with severe psycehological trauma and perhaps
adverse sexuality when it ts medically necessary to remove

the uterus prior to a couple’s completion of their childbear-
ing, and particularly if they have not yet had any children
(Reinish, 1990). Lack of support by a partner has been found
to be one of the best predictors for poor psychiutric oui-
comes after hysterectomy, whereas women with good part-
ner support report less complaints of tiredness and
depressiveness afler hysterectomy (Webb & Wilson-Barnet,
1986).

Helstrom, Sorbom, and Backstrom (1995) rescarched the
influence of partner relationships on sexuality aiter subtotal
hysterectomy by interviewing 104 women before and after
surgery, Sexual desire, activity, satisfaction, and dystunction
were compared among women without, with a poor, and with
a good partner relationship, They found that halfof the women
reported better sexuality, and one fourth reported deteriora-
tion, when they were asked about the “global”™ effect that the
hysteractomy had on their sexual tives, Wamen with a good
partner refationship were more likely to improve than women
without a partner or women with a bad partner relationship.
The results of this study indicate that the quality of a woman'’s
partner relationship is of great importance for her sexuality
after hysterectomy. It can be suggested that women with no
ot bad sexual partner refationships should be regarded as “at
risk™ for deterioration of sexuality after hy sicrectomy.,

The impact of hysterectomy on sexual inferest and behav-
jor can be quite varied. and reports of cither sexual impair-
ment or sexual improvement are common (Bernhard, 1992:
Hampton & Tarnasky. 1974: Lalinee-Michuad & Engelsmann,
1984). The most common problems reported inelude painful
intercourse, negative changes in orgasmic quality, reduced
sexual sensations. and reduction or cessation of sexual de-
sire. Generally speaking, it appears that those women who
are most ikely to experience postoperative sexual problems
arc those who have had their ovaries removed as well as their
uterns, In the United States, approximately 36%q of all hyster-
ectomies are total hysterectomies with bifateral salpingo-

oophorectomy, which is defined as the complete removal of

the uterus, cervix, fallopian tubes and ovaries (Graves. 1991).
Such surgery has the effect of catapulting the woman into
carlv menopause. In these cases. it is likely that the estrogen
deficiency as well as the reduction in testosterone is respon-
sible for sexual difficulties. However, cven women who keep
their ovaries but have their uteruses vemoved may suffer
hormonal changes if they are premenapausal. The ovarics
stop eveling and stop producing the monthly variations in
estrogen. proges: rone, androstenedione, and testosterone
in about 50% of premenopausal hysterectomized women (Cut-
ler. 1988).

A necessary precursor for sexual arousal is the desire for
sex. The libido, or sex drive. in the human is inspired both
psychologicully through such meansas v isual stimuli or fan-
tasics, and physically through touch, svacli, and the effect of
circulating androgens. Androgens are 1mportant stimulants
of the sex drive in both men and women (Persky. ¢t al.. 1982).
Testosterone is the imainandrogen that increases proceptivity

Page 2
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(sexual desire) and receptivity in women (Wallen, 1990). A
major source of androgens is the ovaries. Even aftera natural
menopause, the ovaries continue to produce androgens that
liclp maintain the desire far sexual fulfiliment. Qophorectomy
in animals reduces female sex initiating behaviors, indicating
deercased sexual desire (Wallen, 1990), Bellerose and Binik
(1993). found that the oophorcctomized women left untreated
or treated with estrogen-only had significantly less frequency
of sexual desire, masturbation, female initiated sexual activ-
ity, and ideal frequency of iniercourse than women in control
and androgen-estrogen replacement groups. The adrenal
glands centinue to produce somie androgen after oophorec-
tomy, but no cntirely satisfactory way of replacing ovarian
androgen is available that does not also produce some
masculizing side effects.

Although some women may attribute changes in orgasm
to emotional reactions to a hysterectoiny, there may also be
some physiological influences. Based on a review of the lit-
crawure in this arca, Reinish (1990) concluded that removal of
the uterus may negatively affect some women for whom uter-
inc contractions were an important aspect of orgasm. Nor-
mally, during excitement. the utertis enlarges slightly and el-
cvates within the pelvis. This produccs the tenting effect, a
phenomenon characterized by two-thirds of the innermost
part of the vagina ballooning (Masters & Johnson, 1966).
The tenting effect is manifested in many women as a fecling
of necding to be filled up or vaginal achiness, an intense
desire for intercourse and for internal pressure. With hyster-
cctomy. this phenomenon disappears. While it is not ncees-
sary for sexual fulfillment, the physical urge for penctration is
noticeably missed by some women {Williamson. 1992). Scar
tissue may prevent a full ballooning of the vagina, which may
make intercourse difficult because the vagina is less expan-
sive. Internal scarring or nerve damage may cause pain or
intcrfere with feeling sexual plcasure. Furthermore. after a
livsterectomy. the reduced quantity of tissue results in di-
minished vasocongestion that may reduce sexual arousal, as
well as the probability of multiple orgasms {Dennersteii.
Wood, & Burrows, 1977).

Hysterectomy usually includes removal of the cervix, which
can decreasc the length of the vagina, but not to the extent of
preventing intercourse. It has been reported that the removal
of the cervix may adversely affect sexual function because
the cervix may act as a trigger for orgasm and preservation of
the cervix is related with a lesser chance of developing dys-
functional symptoms (Kilku, 1983). Whether the absence ofa
cervix and/or uterus diminishes the intensity of orgasm by
the loss of rhythmic contractions that occur in the organs or
by the presence of scar tissue that may causc pain during
thrusting is not well established.

Counterbalancing the view that hysterectomy necessarily
results in diminished sexual functioning is the vicw that women
who suffered pain, bleeding, and discomfort prior to surgery
will experience relief following the removal of the uterus and/
or ovaries. Not only may some women experience a reduction

of physical pain and disruption, but there may be an increase
in sexual desire because of the possibilily of greater sexual
spontaneity and lack of concern about safe, effective contra-
ception (Leiblum, 1990).

Postoperative sexual functioning may be determined by
the type of surgery done and whether the woman takes hor-
mone replacement therapy, A study of hysterectomized and
cophorectomized women found that women (Bellerose and
Binik 1993) who were given estrogen only or left untreated
reported lower sexual desire and arousal. Surgery relieved
preoperative dyspareunia in some women but only in those
who retained their ovaries or received estrogen replacement
therapy. Untreated oophorectomized women appear to be
especially vulnerable to arousal problems and dysparcunia.

Although there is conflicting evidenee in the literature.
sonie conclusions can be drawn regarding the effect of hys-
terectomy on sexual functicaing. Overall, it appears that if
there is clear preoperative distress and the woman under-
stands and agrees with the reason for having the surgery,
hysterectomy can alleviate physical distress and, indirectly,
improve sexual satisfaction. On the other hand, if there is a
preexisting Listory of depression, sexual difTicully, or other
psychopathe logy, hysterectomy can result in the loss or re-
duction of sexual desive, orgasmic difficultics, and even avoid-
ance of sex. [f the ovaries are removed as well as the uterus,
postoperative hormone replacement is important for main-
taining vaginal lubrication and preventing atrophy. Andro-
genice stimulation may be important, as well, for enhancing
libido.

Intervention Implications for Health Edueation

The American College of Obstetricians and Gynecologist
{ACOG) has issued puidelines regarding the appropriate in-
dications for hystercctomy (American College of Obstetri-
cians and Gynecologists Task Force on Quality Assurance,
1989). The most common indications include recurrent uter-
ine bleeding, leiomyomas, endometrial byperplasia. endame-
triat polyps, cervical dysplasia, cervical polyps, pelvie relax-
ation, endometriosis, chronic pelvic inflammatory discase,
chronic pelvic pain, and dysmenorrchea. ITealth education
can encourage women to assume responsibility for their re-
productive health by secking primary preventive care ser-
vices for these conditions. 1n addition, health education can
facilitate women in making an informed decision regarding
hysterectomy.

Only two of the hysterectomy indicators are currently ree-
ognized as potentially preventable, cervical dysplasia and
chronic pelvic inflammatory disease. Both of these condi-
tions arc associatcd with sexually transmitted infections.
Cervical Human Papillomavirus (HPV) infection is associated
with 90% of all cervical dysplasia and a relationship exist
between HPV-induced cellular changes and cervical cancer
(Aral, Mosher, & Cates, 1991). Anaccurate determination of
HPV prevalence is difficult because genital HPV infections
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are not reportable conditions, and many infections are sub-
clinical in nature, but it has been estimated that up to 1% of
the sexually active papulation may harbor these viruses
(Bartholoma, 1989). This would make HPV the most commen
viral sexually transmitied discase in the United States (Davis
& Emans, 1989). Pelvic Inflammatory Disease (PID) is the
most frequent complication of bacterial sexually transmitted
infections, particularly chlamydia and gonorrhea. Each year
more than one million women experience an episode of P11
(Washington & Katz, 1991). Reducing the risk of sexually
transmissible infectionssdiscases that causce cervical dyspla-
sia and P1D requires the use of safer sex practices. including
correet and consistent use of condoms.

For early detection and carly treatment to work. women
must be able to recognize the carly signs and symptoms of
potential reproductive health problems, value the importance
of periodic gyneeological examinations and related routine
screenings, and act accordingly. Many of the conditions
listed by the ACOG have alternative treatment options avail-
able if the condition is detected in its early stages (Kramer &
Reiter, 1997). Women should consult a physician promptly if
there is an unusual oceurrence in the genital or pelvie region
such as sores. warts, burning or difficult urination, pelvic
tendemess or pain, puinful sexual intercourse, menstrual pat-
tern, and unusual discharge (Alexander & LaRosa, 1994),

Current recommendations suggest treating most gyne-
cological conditions with pharmaceutical agents, conserva-
tive surgery, or both (Kramer & Reiter, 1997). If conservation
management fails, hysterectomy remains an cffeetive treat-
ment option for many women with gynecological problems.
However, efforts must be made to identify women who are
“at risk™ for negative psychosexual sequelace prior 1o sur-
gery, Additional patient education and counseling may re-
duce same of the negadive consequences of hysterectomy in
these “at risk™ women.

In conclusion. hysterectomy does have a significant im-
pact on many women’s lives and the effect on sexuality is
part of that impact. Health education can play a role in pre-
venting conditions that lead to hysterectomy. informing
women on the earty signs and symptoms of reproductive
health problems, and advisimg women about the conse-
quences assoctated with hysterectomy and alternative treat-
ment options.

References

Alexander. L.L.. & LaRosa. JLH. (1994). New dimensions in
wonten s health, Massachusetts: Jones and Bartlett.
American College of Obstetricians and’ Gynecologists Task
Force on Quality Assurance. (1989). Qualin: assurances
in ohsietries and grnecologr. Washington. DC: Ameri-
. . . . y
can College ol Obstetricians and Gynecologists.  +

Anderson, B.L. (1987). Sexual functioning complications in
women with gynecologic cancer. Caneer: 60, 2123-2138.

Annath, J. (1983, Tlysterectomy and sexual counseling. The
Psvchiarric Journal of the Cniversine of Otrawa, 8,213-
217.

Aral, S.0., Mosher, WD, & Cates. W (1991), Self-reporied
pelvic inflammatory discase in the United States, 1988,
Journal of the American Medical Association, 266 (18),
2570-2573.

Bachmann, G.A. (1990). Psychosexual aspeets of hysleree-
tomy., Homen's Fleallt Issues, 1. 41-49.

Bartholoma, N.Y. (1989), Gienital warts, Clinjeal Microbiol-
ogy Newsletrer, 11(3), 17.

Rellerose. S.B.. & Binik. Y.M. (1993}, Body image and sexual
ity in oophorectomized women. drehives of Sexual Be
haviors, 22.435-460.

Bernhard, LA (1992), After hysterectomy. Jownal of O
stetric, Gynecologic, and Neonatal Nursing, 21, 323-
KRZ)

Carlson, K.J.. Nichols. DI & Schiff. 1. (1993). Indications
for hysterectomy. New England Journal o) Medicine,
228.856-860.

Cutler. W.B. (1988). Hvsierectomn before and after. A com-
prefiensive guide to preveming, preparing for: and maxi-
mizing health afier hysterectomy. NewYork: Harper &
Row.

Darling. C. AL & McKoy-Smith, Y.M. (1993). Understanding
hysterectomies: Sexual satisfaction and quality of Tile.
Journal of Sex Research, 30,324-320,

Davis, AJ. & Emans, S.J. (1989). THhuman papilloma virus in
fection in the pediatric and adolescent patient. The Jour-
nal of Pediatrics, 115(1).1-9.

Dennerstein, L., Wood, C.. & Burrows. G.I. (1977). Sexual
response following hysterectomy and oopherectomy.
Obstetries and Grnecology, 49,92-96.

DeFriese, G Evans, AT, Ricketts, T.C. & Cromartie. .12
(1989). North Carclinag Medical Society Practice Varia-
tion Stuely of Hvsterectony. Chapel Hill: University of
North Carolina.

Drellich, M.G., & Bicber, 1. (1958). The psychologic impor-
tance of the nterus and its functions: Some psychoana-
Iytic implications ol hysterectomy. Jowrnal of Nervous
Mental Disease, 126, 322-336.

Drench, MLE. (1994}, Changes in body image secondary to
discase and injury. Reliahilitation Nursing, 19, 31-30.

Drummond. .. & Field. PA. (19&4). Emotional and sexual se-
quelae following hysterectomy. /ealily Care Women In-
ternational, §,261-271,

Graves. L.J. (1994). Detailed diagnoses and procedures,
National hospital discharge survev, 1992, 1ital Health
Statisties, 118, 1-281.

Graves, EJ. (1991). 1989 Summeanry national hospital dis-
charge surver. Hyattsville. M.D, National Center for
Health Statistics.

('iri:Ics.’..D. (1994). Shifting indications for hysterectomy; Na-

~

Page 4 THE HEALTH EDUCATION MONGOGRAPH SERIES 1998, Volume 16, Number |1




X

ture, nurture, orneither? The Lancer, 344, 1652-1653.
Hall. RE., & Cohen, M.M. (1994). Why arc hysterectomy

rates declining? Jouraal of Tlomen s Health, 3(4), 297-308.

Hampton, PT., & Tarnasky, W.G. (1974). Hysterectomy and
tubal ligation: A comparison of'the psycihological after
math, American Journal of Obstetries and Gynecology.
119,949-952.

Helstrom, L.. Sorbom, D.. & Backstrom. T. (19935). Influence of
partner relationship on sexuality afte: subtotal hysteree-
tomy. Acta Obstetries and Gynecology: in Scandunvia,
74, 142-146.

Kramer, M.C & Reiter, R.C.(1997). Hysterectomy: Indica
tions. altermatives, and predictors. American Family Phy-
yician, 33(3).827-835.

Kilku, P (1983). Supravaginal uterine amputation versus
hysterectomy: Effects on libido and orgasm. Acta Ob-
stetries and Grynecology in Scandanvia, 62, 147-152,

Lalince-Michaud, M., & Engelsmann, F.(1984). Depression
and hystercctomy: A prospective study. Psycliosoniai-
ics, 25.550-558.

Lauler. MLE. (1991). Body image. sexuality, and the psychotic
cove. lnternational Jowrnal of Psveho-Analvsis, 72, 63-
71.

Leiblum. S.R. (1990). Sexuality and the midlife women. Psi-
chologyof Women Quarterly. 14, 495-508,

Masters, WH.. & Johnson, VE (1966). Human sexual re-
sponse. Boston: Little, Brown.

Newmin, GH., & Newman, L.E.(1985). Coping with the stress
of hysterectomy. Jowrnal of Sex Fducation und Therapy,

11, 065-08.

Persky, H., Dreisbach, L., Miller, W.. O™ Brien, C., Khan, M.,
Licf, 1., Charney, N., & Strauss, D. (1942). Relation of
plasma androgen levels to sexual behavior and attitudes
of women. Psvchasomatic Medicine, 44,305,

Reider. D. (1987). Flvsierectomy and Quplorectumy, Ourselves,
growing older: Women aging with knowledge and
pover. New York: NY. Simon and Schuster, 205-312.

Reinish, LM, (1990). The Kinsey Institute new report on sex.
New York: St. Martin's Press.

Raberts, C.S., Rossetti, K., Cone, D., & Cavanaageh, D. (1992).
Psychosocial impact of gynecologic cancer: A descrip-
tive study. Journcl of Psvehosocial Oncology, 10, 99-
109.

Sloan, D. (1978). The emotional and psychosexual aspects of
hysterectomy. American Journal Obstetrics and Gyne-
cology, 1312, 598-605.

Wallen. K. (1990). Desire and ability: I formenes and the regu-
lation of female sexual behavior. Newroscience and Be-
havioral Reviews, 14,233-241.

Washington, A.E., & Katz, P. (1991 ). Costs of and payment
source of pelvic inflammatory disease. Journal of Ameri-
can Medical Association, 266(18), 2565-2569.

Webb, C.. & Wilson-Barett, . (1986). Professional and lay
social support for hysterectomy patients. Journal of Ad-
vanced Nursiug, 1.167-177,

Williamson, M.L. (1992). Sexual adjustment after hysteree-
tomy. Journal of Obsierric, Gyriceologic amd Neonatal
Niasing, 21.42-47.

i

THE HEALTH EDUCATION MONOGRATPH SERIES 1998,

Volume 16, Number | Page 5




Barriers to Physicians
Providing Health Education .n Primary Care Settings

Susan E. Kearney

Abstract

Providing cffective health education in clinical settings
has proven difficult, even with recent changes in the health
care system. This paper focuses on six barrizrs to providing
health education in a clinical setting: time constraints, in-
sufficient reimbursement for health education activities, lack
of health education knowiedge and skills among phvsicians,
luck of faith in patient compliance, the role of physicians,
and the focus of the health care system on treatment rather
than prevention. Overcoming these obstacles would require
extensive reform in medical education, the structiure of clini-
cal settings, health insurance, and a complete change in the
current health care system. Primary prevention must be used
to bring about changes in morbidity and mortality. One so-
lution involves integrating health education into the current
health care system.

Introduction

During the present century, advances in science and medi-
cine greatly influenced morbidity and mortality in the United
States. With the threat of infectious diseascs declining.
chronic discases cmerged as the lcading causes of death in
the United States. Morbidity and mortality statistics reveal
that the discases causing most severe illness and death today
rclate to health behavior, Four of the top five leading causes
of death ( heart discase, cancer, stroke, and chronic obstruc-
tive pulmonary discase [COPDY}) relate directly to lifestyle
factors (Anderson, Kochanek, & Murphy, 1997). Behav-
iors such as smoking, diet, drug and aleohol usc, and cxer-
cise are some of the most influential and modifiable factors
(Insel & Roth, 1996). Therefore. in most cases. these dis-
cases arc preventable. Yet, the American health care system
remains focused on treatment rather than prevention.

Current health care trends, such as health maintenance
organizations and revisions in third party payer reimburse-
ment, arc attempting to incorporate prevention into primary
care. Many preventive services are being delivered in pri-
mary carc scttings, including well-baby checkups, prenatal
care, immunizations, and annual physical examinations.
However, health education focused on disease prevention is
not widely practiced. Though physicians belicve health edu-
cation is important, and that they should cducate paticnts
regarding the nature of their illness. physicians rarely prac-
tice health education (Goldstein, et al.. 1997; Kushner, 1995
Verhaak & Busschbach, 1988). Studics cite several barriers

to practicing health education in primary care (Arborelius &
Bremberg, 1994; Goldstein, etal.. 1997; Griffith & Rahman.
1994; Kottke, Brekke, & Solberg, 1993: Kushner, 1995;
Russell & Roter, 1993). This paper focuses on six promi-
nent barriers:

1. Time constraints during patient appointments

2. Insufficient reimbursement options for health edu-
cation and health promotion

3. Lack of health education knowledge and skills

4. Attitudes toward patient compliance

5. Role perceptions: healer versus educator

6. The current focus of treatment rather than preven-
tion

Time Constraints

Time constitates onc of the most limited resources for
physicians. Consequently. physicians cite insufficient time
most often when discussing why they do not provide health
cducation (Kottke et al., 1993; Miilunpalo. Laitakari, &
Vuori, 1995). A study by Russcil and Roter (1993 showed
that on average 20% of an office visit, approximately 4.5
minutes, is spent on health promotion topics. The same study
showed that these discussions usually relate to a known itl-
ness or follow-up to a previous discussion (Russcll & Roter,
1993). So, while 20% of the visit was spent on health pro-
motion, the interaction usually dealt with an established prob-
lem, and not the prevention of disease.

Another aspect of limited time involves the length of pa-
tient visits. Most visits arc not scheduled for a length of
timc adequate to cover the ‘chief complaint® and health edu-
cation. Thus, physicians must prioritize what they can ad-
dress.  “In a situation where they are short of
time...[physicians] naturally restrict the scope ol their coun-
seling topics in favor of what they perceive as the essential
objectives of the contact”™ (Miilunpalo et al., 1995, p. 326).
If physicians donot limit their interaction to essential objec-
tives, they will not have time to micet the needs of their pa-
tient population (Kottke et al.. 1993). Inaddition, if the *chicl’
complaint® is not addressed to Icave time for health educa-
tion aimed at prevention. patients may beecome dissatis{ied
because the immediate problem was not sufficiently ad-
dressed.

Insufficient Reimbursement Options

The cost of health care has increased dramatically under
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the third party payer system. Reimbursement is related to
the complexity orrisk associated with the care, Severe medi-
cal conditions cost more and, therefore, are reimbursed at a
higher rate, particularly when comparing reimbursement for
general practitioners compared to specialists. While physi-
cians may not wish their patients to become ill before treat-
ing them, they may be less likely to spend time on preven-
tion rather than treatment. Part of the dilemima rclates to
patient actions. Patients usually do nol seek medical care
before injury or illness. If they consult a physician for pre-
ventive scrviees, insurance probably covers that service. A
recent survey found that 61% of the physicians cited reim-
bursement as a major barrier to providing health education
services (Kushner, 1995). If physicians are expected to pro-
vide sufficient health education, insurance campanics must
provide appropriate reimbursement for those services. As
discussed previously, adequate time constitutes a major fac-
tor in the type of care provided. Physicians recognizc that
they must spend their time on problems identified by pa-
tients to receive reimbursement and to satisfy the paticnt
(Kottke, ¢t al., 1993).

Current trends involving health maintenance organizations
and preferred providers in health care may improve the situ-
ation. These organizations use capitations where physicians
arc reimbursed at a fixed rate for each patient {(Taylor &
Lessin, 1996). This system encourages physicians to kcep
paticnts healthy to limit the number of office visits. Be-
causc physicians receive a sct amount regardlcss of the num-
ber of patient visits, the physicians must keep patients healthy
so they do not become overburdened with the patient’s treat-
mecnt. Many of the organizations list preventive services
and health education services in their plans (Taylor & Lessin,
1996). Thesc organizations could provide incentive for other
insurance plans to keep up with the competition.

Lack of Knowledge and Skills

Surveys of physicians’ knowledge and beliefs confirm that
physiciars fecl health education is important, but that they
lack the skills to help their paticnts develop positive health
behaviors (Arborelius & Bremberg, 1994: Demak, & Becker.
1987: Kushner, 1995). Physicians doubt their abilitics though
many of them receive training on topics related to preven-
tion. Kushner (1995) reported that over half of the physi-
cians surveyed (58%) received training in nutrition during
their medical education or while practicing. Yet, 67% telt
they lacked proper training, and 50% fclt a lack of confi-
dence in counseling patients about nutrition (Kushner, 1995).

Another study, using the [ealth Belicl Model and Social
Learning Theory focused on how physicians discuss lifestyle
issues with their patients (Arborelius & Bremberg, 1994).
The Health Belicf Model (IIBM) in health education pro-
vides a framework for conducting needs asscssments and
compliance studies regarding preventive health behavior
(Simons-Morton, Greene, and Gottlieb, 1995). The HI3M

includes four categorics of beliefs that help determine
whether preventive health behaviors will be adopted: per-
ceived seriousness, perceived susceptibility, perceived ben-
efits, and perecived barriers (Simons-Morton ct al.. 1995).
Arborelius & Bremberg (1994) found that, “of the four con-
structs derived from the [HBM], the physicians most often
attended to the patient’s perceptions of susceptibility of dis-
casc. Yet two crucial concepts, the patient’s perceived ben-
efits and disadvantages of altered behavior, were not con-
sidered” (Arborelius & Bremberg, 1994, p. 27). This lack is
apparent in the methods physicians used to encourage be-
havior change. The most common methods included con-
demnation of the patient's current health behavior and ex-
hortations to change (Arborelius & Bremberg, 1994).

Successful lifestyle counseling cannot succeed in a hos-
tile environment, or when patients view the health care pro-
vider negatively. Methods used by these physicians did not
cffcctively serve the patient. Rather, they caused patients to
react negatively to the physician’s behavior and. conse-
quently, thcy never receive the message. Physicians need
adequate training to perform lifestyle counseling. “Such
training ought to focus on a patient-centered approach. Con-
cepts used in current models of health education would be
uscful, c.g., questions about the patient’s ideas and concerns,
helping the patient to consider advantages and disadvantages
of altered behavior, and facilitating dcliberate patient deci-
sions” (Arborelius & Bremberg, 1994, p. 29).

For physicians who lack confidence in their health educa-
tion skills, feeling positive about changing patient behav-
1ors is difficult. According to Demak and Becker (1987, p.
10}, less than 7% of the physicians interviewed “expressed
confidence that they werc ‘very successful’ in modifying
any of six health-related behaviors (smoking, alcohol use.
exercise, diet, drug use, and stress).” This study suggests
for physicians to become cenfident in their health education
skills, they need positive feedback regarding this practice
(Demak & Becker, 1987; Kottke, 1993). Given the current
trend in patient visits of seeking medical attention only when
problems already exist, it seems unlikely that positive feed-
back can be received for preventive services. In the capita-
tion system, positive feedback could encourage fewer pa-
tient visits which, in turn, would provide more time 1o treat
and counscl other patients or to perform community-based
health education.

Demak and Becker (1987) also found that physicians need
positive interpersonal skills to effectively motivate behav-
ior change. However, current medical education does not
emphasize development of interpersonal skills (Verhaak &
Busschback, 1988). Physicians should learn how to com-
municate with patients to facilitate the patients” understand-
ing of their conditions and behaviors related to the condi-
tion.

Attitudes Toward Patient Compliance

Paticnt compliance relates direetly to physician knowledge
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and skills in health education. Physicians who believe pa-
tients will respond positively to education by adopting posi-
tive health behaviors tend to educate at higher rates (Millstein,
1996). Physicians who fcel confident in their education skills
relate the success of their patients to the health cducation.
This connection relates to the notion of positive feedback
from preventive services. However, most physicians lack
faith in patient compliance. Some physicians view patient
noncompliance as a cost of providing prevention (Demak &
Becker, 1987). Noncompliance is also cited as a reason for
not providing counseling for health promotion {Demak &
Becker, 1987). Lack of patient compliance was cited as a
perceived barrier to the delivery of nutrition counseling by
71% of physicians surveyed (Kushner, 1995).

Related to patient compliance is paiiciit competence to
understand health counscling (Goldstein, et al., 1997). Un-
fortunately, a trend can be seen in the types of patients who
receive health education. Goldstein and colleagues (1997)
reported that women, Whites, and those with more than a
high school education were more likely to receive health
cducation advice from their physician. In addition, physi-
cians appeared more likely to discuss lifestyle factors with
patients who atrcady decided to change their bechavior
(Goldstein, et al., 1997). This fact illustrates that physicians
are not willing to spend time educating patients whom thcy
believe will not understand or use the information they pro-
vide. This attitude is unfortunate because patients who could
benefit most from health education do not receive counsel-

ing.
Role Perceptions

Physicians view their rolc as unique. They provide spe-
cialized knowledge and skills to perform tasks required to
trcat a patient’s medical problem. Physicians do not feel
that they should perform tasks that can be done by others
(Kottke ct al., 1993). Therefore, physicians often neglect
health education bzcause they do not believe it is their job.
Lack of teamwor’ in the medical community contributes to
the problem. Physicians rarely adopt a team approach, and
medical schools rarely emphasize tcamwork. This practice
has led to physicians viewing those willing to work in teams
as weak and deficient, rarely being promoted or advanced
(Kottke ct al., 1993). These attitudes further delincate the
roles of all involved in patient care.

These clearly defined roles can determine counseling prac-
tices (Miilunpalo et al., 1995). Fealth education objectives
may differ between health care L. oviders, causing the edu-
cation to be delivered inconsistently and without continuity.
Successful counseling could occur if health care providers
reinforeed the counscling provided by all team members.
This approach would call for greater communication among
hcalth care providers. Membership on the health care tcam
also should be examined. One resource for delivering health
education that is not utilized enough is the community health

worker. Comniunity health workers are “community mem-
bers who work almost exclusively in community settings
and who scrve as connectors between health care consum-
ers and providers to promote health among groups that have
traditionally lacked access to adequate care™ (Witmer, Scifer,
Finocchio, Leslic, & O’Ncil, 1995, p. 1055). One barricr to
using community health workers is that other health care
providers do not grant legitimacy to these individuals
(Witmer et al., 1993). Concern also exists regarding quality
of carc and training. Addressing concerns about using com-
munity health workers is important because they can pro-
vide a means for disseminating information between the
community and health care professionals. The physician’s
role as healer would not have to change as drastically if other
health carc workers or health cducators were used to deliver
health cducation.

A Focus on Treatment

Prevention can be divided inio three categories: primary
prevention, secondary prevention, and tertiary prevention,
Primary prevention focuses on preventing discases or ill-
nesses prior to their onsct. Secondary prevention cnables
carly detection and treatment before the disease or illness
becomes severe. Tertiary prevention consists of rchabilita-
tion to limit the disabilities caused by discase (Simons-
Morton et al., 1995). Current medical care emphasizes sec-
ondary and tertiary prevention, or the treatment of an exist-
ing condition. As suggested by Russell and Roter (1993),
physicians and paticnts believe secondary prevention is more
prevalent than primary prevention.

Health cducation has a role in all three arcas of preven-
tion. However, the ¢ mmunity would be best served by to-
cusing on primary pr.  -tion. Despite this benefit, the cur-
rent health care system “defincs the clinician’s job as re-
sponding to the complaints of an individual patient” (Kottke
et al. 1993, p. 787). It is not surprising then, that the
physician’s training focuscs on trcatment of individual pa-
tients and acute illness (Kottke et al.. 1993). This fact helps
explain why the physician™s perecived role has not changed
despite changes in discasc states. The focus on the indi-
vidual patient, rather than on the community, has negative
conscquences.  First, when physicians treat a patient as an
individual, they separate them from their community. This
approach is detrimental because community factors could
be influencing the patient’s condition, and thesc factors are
being ignored by the physician (Witmer et al., 1995). Scc-
ond. physicians do not consider population-based data as a
source for helping them manage paticnts (Kottke etal., 1993).
They could use population-based statistics to determine what
hcalth problems and health behaviors are prevalent in the
community, and use this information to implement primary
prevention.

Onc component of this barrier is that the promotion of
health is a forcign concept to physicians (Demak & Becker.

(8]
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1987). The role of physicians is to restore the health of their
patients. It may be counterproductive to expect physicians to
promote prevention of diseasc when their job is based on treat-
ing disease. “Physicians are being asked not only to intcgrate
into their practice something which is unfamiliar and uncom-
fortable, but which is cven scen as the *enemy” of their central
role: the provision of curative services”™ (Demak & Becker,
1987, p. 8). In light of the current role of physicians, integrat-
ing primary prevention into clinical settings may be extremely
difficult.

Implications of the Barriers

Duec to the nature of morbidity in the United States, cffective
cducation to improve health behaviors is essential to improv-
ing the health of the nation. Hcalth education and hcalth pro-
motion have gainced importance since adoption of Healthy
Peaple 2000 by the World Health Organization ( Verhaak &
Busschbach, 1988). However, healtls education 1s not an inte-
grated component of the health care systen.

Aside from not having the time and resources to provide
health education. physicians are not traincd in the methods of
health education. If they do not reccive adequate training. it
would be a mistake to assume that they can perform these du-
tics. The skills and knowlcdge of methods required for health
cducation should not be taken for granted. Changing human
behavior, particularly behavior related to health. is extremely
difficult. These bebaviors deal with addiction, environmental
influences, peer and {amilial influcnces, and ingrained habits.
These responsibilitics should not be left to someone who is not
a health educator.

In reviewing the dynamics of the health ¢z ¢ system one
should question whether it is the proper selting {or primary
prevention. In addition to a lack of physicians with health
education training, the clinical environment may not be the
proper focation to perform health education. The attention of
the patient and the physician is centered on their immediate
health problem. Concerns for preventing future problems or
improving hcalth in general may be low at this time. A physi-
cian referral for health education may be more beneficial to
the paticnt. However, foliow-up with the patient from both the
physician and the health educator would be inperative. The
clinteal setting also may inhibit patient participation by not
allowing them to lcave the patient role (also called the sick
roley and become an active proponent for their health {Demak
& Becker, 1987).

l1ealth education and health promotion can be aggressively
used to improve the health of the nation. Consideration should
he given fo promoting 1 new sector of health care devoted
exclusively to health education. Much energy and frustration
could be saved if the focus is moved from trying to drastically
change the physician’s role in the health care system to pro-
moting health education as its own field. [lealth education
should be connected to elinical medicine where the two arcas
can work together in a partnership for better health for all.
&

M
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The School Health Education Study:

A Chronolegy

Adrian R. Lyvde

Abstract

Learning the history of health education is important,

Mixtakes are more easily avoided and successes repeated if’

the profession records its past successes and failures. Pro-
fessionals knowledgeable about the history of health educa-
tion have a more solid base of information to draw upon
when engaged in teaching, research, und service. Addition-
ally, recording the listory of the health education profes-
sion encourages current practitioners to honor past lead-
ers. One eventwithin the profession of health education that
contributed a significant amount of information about the
status of health education in the United States in the 1960s
was the School Health Education Study (SHES)(1968). Repu-
table health educators collaborated to conduct a studv and
The SHES
was one of the first major heulth education studies devoted
to assessing and improving the status of sclhool healtl in the
Liuited States. Because of the SHES, an innovative sway (o
ieach abour healtl was developed that was (and is) a pro-
gressive and helpfid means for educators to show their sau-
dents the “bigger picture " aboui health in addition to teacli-
ing about facts, values, and generalizations.

create a curviculum based on using concepts.

Introduction

History preserves the pastand helps socicty maintain per-
spective through the present. History also can lend its hand
in guiding movement into the future (Means. 1962). As
political history gives direction 1o government operations
today, similarly, the history of health education should con-
1nue to play a role in providing professionals with uscful
information to draw upon when teaching, conducting re-
scarch, and engagiug in professional service.

More than thirty years ago, Professor of Health Education
Edward B. Johns of the University of California. Los Ange-
les, made a statement in the foreword of A History of Health
Education in the United States by Richard K. Means (1962)
that still holds true today. “An important criterion of a inod-
ern profession is its substar. .al historical data accurately re-
ported and recorded. Such data serve as a foundation, pro-
vide authenticity to present programs, and make possible
the charting of future goals™ (p.7). Without the pioneer work
of past health educators, today *s profession would have more
to achieve with less of a foundation. To remember past
achievements, from which today’s modern profession spring-
boards, historical reporting of significant health education

cvents is necessary. Researching and recording history
should be a priority for the profession while many health
cducation legends and pioneers are still availahle to provide
first-hand accounts of actual events and historical develop-
ments within the profession. One such landmark event with
historical value was the School Health Education Study
{SHES).

Like today, education reform was a priority in the carly
1960s as a result of Russia launching Sputnik. The nced to
advance technologically, inspired curricula reform across the
United States (R. D. Russcll, personal communication, No-
vember 14, 1997; Johns, 1965). National curriculum projects
materialized in health education as well as mathematics and
science (Creswell & Newman, 1989). A push for preven-
tion and positive health education as opposed to education
primarily about treatment and prevention of discase began
to surface during the 1960s (R. D. Russell. personal com-
munication, November 14. 1997). The idea for the School
Health Education Study began around 1960 with collabora-
tion among Granville Larimore. First Deputy Commissioner.
New York State Departrizent of Health, Herman E. Hilleboe.,
and Samucl Bronfman (But'er, 1994). Forrest Connor. the
superintendent of schools in St. Paul, Minnesota, was also
involved in the beginning processes of the SHES (R. D.
Russcll, personal communication, November [4, 1997),

In 1961, the SHES reccived a grant from the Samuel
Bronfman Foundation of New York City and established
headquarters in Washington, D.C. Dr. Elena Sliepeevich,
Professor of Health Education at The Ohio State University.
was selected as the direetor for the SHES project (Rubinson.
& Alles, 1984). In 1966. 3M Corporation (Minnesota Min-
ing and Manufacturing) provided funding te complete the
project (Mayshark, Shaw. & Best. 1967; Conner, 1967).

The federal government funded many major curricula
projects/studies prior to the SHES. In part. because of Forrest
Connor, 3M’s invoivement was the first time that a private
corporation had funded a curriculum project. The 3M Cor-
poration, which had just developed the overhead projector,
saw a chance to use the SHES to market transparencies and
overhead projectors (R, D. Russell, personal communica-
tion, November 14, 1997). Other groups that provided as-
sistanee in conducting the SHES were the Americun Asso-
ciation for Health, Physical Education and Recreation. Na-
tional Education Association, United States Office of Edu-
cation, the American Medical Association. the National
Congress of Parents and Teachers. and the United States

L]
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Phase One

With the design and creation of the School Health Educa-
tion Study, comprehensive school health education found
its beginnings. The focus of the SHES, according to Means
(1962), was “to determine the nature and scope of health
education as it exists in clementary and secondary public
schools throughout the country” (p. 305). The SHES was
completed in three phases. The first phase was creation of a
monograph titled Svnthesis of Research in Selected Areas of
Health Instruction. Contributors to this monograph were
sixteen members of the American Association of Health,
Physical Education and Recreation, Health Education Divi-
sion (Mayshark, et al. 1967). The monograph consisted of
14 chapters with a wide variety of information related to
research conducted in heaith education {e.g. instructional
effectiveness, readability of textbooks, attitudes related to
behavior change, curriculum planning, and health education
history in the United States) (Veenxer, 1963).

Creation of the monograph scrved several purposes. The
first purpose was to show that key f.ciors in relation to health
instruction were researched. The monograph also reviewed
health literature that indicated health education was, in fact,
academic. One final purpose in creation of the monograph
was to involve key leaders in health education to help legiti-
mize the SHES and have all areas of the United States repre-
scnted (R. D. Russell, personal communication, November
14, 1997).

Phase Two

The second phase of the SHES surveyed instructional prac-
tices, student beliefs and administrator perceptions of health
education in the United States. {Rubinson, & Alles, 1984).
An evaluation of student behavior also was completed
(Mayshark, et al. 1967). Questions the study intended to
answer about health instruction werve:

What is being taught? Why is health education being taught?
Who is getting the instruction? Who is giving and supervis-
ing the instruction? How is health subject matter included
in the program? Where is health education being offered
and when is health education being offered (Means, 1962,
p. 305)?

Various sized school districts subsumed the survey which
measured student knowledge and understanding about health
(Means, 1962).

Stratification groupings of public school systems accord-
ing to enrollment were used in the firsi stage of the sample.
Next, a random sample of systems from each of the stratu
with 300 or more students was drawn at the rate of 1 in 10 of
the large sysiems (25,000 and over) and 1 in 100 of the me-
dinm (3000 o 25,000) and small (300 1o 3000) svstems
(Mayshark, et al. 1967, p. 157). )

)

Twelve large, 23 medium, and 100 small school systems
wcre surveyed (Mayshark, ct al, 1967). Findings of the re-
search revealed deficient health education curricula. Leam-
ers lacked health-related knowledge, and quality of instruc-
tion was less than sufficicnt (Bedworth & Bedworth, 1992).

fisconceptions by twelfth grade students surveyed were
cited in the summary report. Students generally thought it
safe to consume unrefrigerated chicken salad. They also
belicved public health departments werc the best source for
medical diagnosis and treatment. One additional survey re-
sult indicated students generally thought that physical fit-
ness increased with age (Mayshark, et al. 1967). Additional
findings regarding hcalth instruction and scheduling follow:

There was a more consistent tendency among the large
districts to schedule health education as a separate subject
in the individual grades from 7 to 12 than there was in the
medium and small districts.

In the majority of secondary schools, bovs and girls were
separated for health instruction. In those instances where
combined classes were scheduled, these tended to be the
pattern more frequently in grades 7 and 8 than in the upper
grades. Percentages of responses varied throughout the
grades and among the districts. The majority of responses
indicated that separate classes in health education for bovs
and girls were held because of staff, space, and scheduling
problems. The nature of the subject matter as a reason for
separation was mentioned to a far lesser extent and then
mainly by the medium and small districts only.

At the secondary level, the large districts relied to a far
greater extent than did the medium or small districts on lo-
cal curriculum guides and local community influence in de-
termining course content. The small districts depended
heavily on the state course of study as a resource for decid-
ing what to teach in health education (Mavshark, er al. 1967,
p. 158).

Certain problems as seen by school administrators sampled
by the SHES were also cited in the summary report. Ad-
ministrators reported that families of students were not help-
ing reinforce health habits taught at school. A lack of sup-
port existed from community and parents. Administrators
indicated that professional preparation of health educators
was deficient. Administrators surveyed additionally agreed
that when health education courses were combined with
physical education, health education was neglected. Other
problems administrators faced were indifference toward
health education by some teachers, parents, and other com-
munity members; and health education facilities and materi-
als were not sufficient to meet the needs of the students or
the teachers (Mayshark, et al. 1967).

Phase Three

The last phase of the SHES was development of a curricu-
lum, Even though prior study and rescarch had been con
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ducted during the SHES, results had little influence on for-
mation of the curriculum. “The SHES curriculum was nota
band-aid to fix the problems found by the survey” (R. D.
Russell, personal communication, November 14, 1997).
Rather than using traditional health content areas to guide
learning, the SHES developed concepts to which learning
would be directed (Fodor & Dalis, 1966). The “concept”
curriculum had become very popular among other content
arcas of education. The SHES wanted to focus on
conceptualization becausc of its nature to assist in lcarning
(Health Education: A Conceptual Approuch to Curriculum
Design, 1967).

“A concept, according to Russcll, is ‘a generalization about
related data,” and it is ‘usually organized as a result of a
group of related sensations, percepts, and images with a la-
bel attached to them™ “(Health Education: A Concepiual
Approach to Curriculum Design, 1967, p. 5). Generaliza-
tions or concepts were used to organize the curriculum. The
idea behind concepts was that they help the learner progress
through a curriculum and attain a more complex understand-
ing of the concept and the information associated with the
concept by progression from kindergarten through twelfth
grade (Fodor, & Dalis, 1981).

Edward B. Johns (1965) discussed in The Journal of School
Health two factors that influenced the recognition of the
benefit of using concepts. According to Johns, concepts ren-
der a relatively stable system of knowledge that provide a
framework from which various facts and data can be taught.
The second important factor regarding concepts explained
by Johns (1965), was that health education is defined. to an
extent. by the concepts that “define the domain of the disci-
pline and determine its inquiries™ (p. 197). Additionally,
concepts “provide for a continual reexamination and use of
the ideas on an increasingly deeper and more formal level”
(Johns. 1965, p. 197). Johns (1968) also wrotc in another
article that the concept curriculum was flexible enough to
be adaptable to new research and content as it became avail-
able.

The Framework of the SHES Curriculum

The integrative concept in the SHES curriculum was health
(McKenzie & Pinger, 1995).  Health was used as the um-
brella concept that provided the opportunity to create a model
from which health education curricula could be developed
(C eswell & Newman, 1993) Concepts were not developed
in the curriculum to be taught, but rather to serv- as an aid in
organizing facts, values, and gencralizations. The SHES
curriculum used a tri-dimensional image to represent the
make up of the curriculum that consisted of scparate triads
within the image. Each individual triad represented health
as a union of an individual’s physical, mental, and social
well-being, attitudes, knowledge, and practices that influ-
ence health related behavior, and family, individual, and
community as entities where health cducation should focus

(Health Education: A Conceptual Approach to Curriculum
Design, 1967).

In addition to the triad model, three key concegis unfied
the SHES curriculum and created a base from which health
education curriculum could be taught or further developed.
The writers of the SHES curriculum intended for these three
key concepts to “represent a process in the life cycle that is
typical of every individual regardless of his sex, occupation,
economic level, or social status™(Health Education: 4 Con-
ceptual Approuach to Curriculum Design, 1967, p. 16). These
concepts were:

Growing and Developing. A dynamic life process by which
the individual is in some ways like all other individuals, in
some ways like some other individuals, and in some ways
like no other individuals.

Interacting. An ongoing proccess in which the individual is
affected by and in turns affects certain biological, social,
psychological, economic, cultural, and physical forces in the
cnvironment.

Decision-Making. A process unique to man of consciously
deciding to take or not take action, or of choosing one alter-
native rather than another (Oberteuffer, Harrelsan, Pollock.
1968, p. 34).

Developed under the key concepts were 10 organizing
concepts that helped define the exient of health education
being incorporated into the curriculum. The concepts were
written in language that could be inclusive so all that read
them could understand their meaning (sec Table 1).

Developed to fit beneath the 10 concepts were subcon-
cepts intended to help support information taught in relation
to the three dimensions of health: physical, mental, and so-
cial. These subconcepts were to help guide selection of health
education material and help formulate additional objectives
for the learners. Established after the subconcepts were long
range goals designed to guide instructional experience in the
cognitive, affective, and action domains. Additionally, be-
havioral objectives designed in progressing levels of com-
plexity were added to the curriculum so that students would
learn to use cognitive, affective, and psychomotor (or ac-
tion) skills more effectively after participating in activitics
of sequenced health cducation (School Health Education
Study, 1968).

Testing the Curriculum

The SHES curriculum was tested in four pilot centers
(school districts) across the country (Green Kreuter, Deeds.
& Partridge, 1980). Those centers were Alhambra, Califor-
nia; Evanstor, Illinois; Great Neck-Garden City, New York;
and Tacoma, Washington (Conner. 1967). The curriculum
was rcvised and adjusted according to the fecdback from
health education teachers and students who used the cur-
riculum. The SHES curriculum was a model intended to be
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a guide for implementation at the local fevel. It was never
intended as a national curriculum (Green, et al. 1980). The
SHES curriculum was not widely adopted by school districts
(R. D. Russcll, pcrsonal communication, November 14, 1997).

In order for the SHES curriculum to become widely adopted,
and implemented effectively, inservice educa:ton focusing on
how to use this new concept-driven curriculum was needed.
Privately funded projects, such as the SHES, did not have the
fiscal resources to fund continuing education for health educa-
tion teachers. As aresult, the impact of the SHES curriculum
fell short of its potential (R. D. Russell, personal communica-
tion, November 14, 1997).

Impact of the SHES

The use of concepts remains an innovative approach to
health instruction. Fodor, Dalis, and Giaruantano (1995)
describe how the use of generalizations can help organize a
curriculum and develop themes from which to teach. The
SHES is referenced as a landmark event in developing gen-
eralizations or concepts to be used in health education. Ad-
ditionally, Marion Pollock (1987) maintains that a concep-
tual framework provides a stable link to current and devel-
oping content as opposed to various other types of curricula.

The School Health Education Study and the developed
curriculum created an important path down which subse-
quent health education curricula could follow. The concepts
or ideas behind the SHES seemcd well ahead of their time.
The idea of teaching to a concept may seem relatively new,
especially to those in their carly years as health education
professionals. As history shows, however, using a concept,
generalization, or idea and deriving relevant subconcepts and
objectives has strong roots in the profession of health cdu-
cation.

21

Table 1: Ten Concepts of the School Health Education
Study Curriculum

1. Growth and devclopment influences and is influenced
by the structure and function of the individual.

2. Growing and developing follows a predictable sequence,
yet is unique for cach individual.

3. Protection and promotion of health is an individual,
community, and international responsibility.

4, The potential for hazards and accidents exists, what-
cver the environment.

5. There are reciprocal relationships involving man, dis-
case, and environment.

6. The family serves to perpetuate man and to fulfill cer-
tain health necds.

7. Personal health practices are affecied by a complexity
of forces, often conflicting.

8. Utilization of health information, products, and services
is guided by values and perceptions.

9. Usc of substances that modify mood and behavior arises
from a variety of motivations.

10. Food selection and eating patterns are determined by
physical, social, mental, economic, and cultural factors.

Source: Health Education: A Conceptual Approach to Cur-

riculum Design. (1967). Washington, DC: 3M Education
Press.

.
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Travel Violence:
Implications for Health Education

Jessica C. Novak

Abstract

Interpersonal violence is a public health problem with di-
verse and complex causes. In recemt months, .. . vel violence
has emerged as a public health concern. Over the past vear,
reported travel incidenis have nearly doubled. Travelers on
the road have become victims to aggressive drivers, or driv-
ers suffering from road rage, projecting their frustrations
on fellow drivers. Airline passengers also have created dis-
turbances which interfered with the operation of a flight,
causing significant injuries to airline personnel. The impli-
cations for health education include education, advocacy,
program planning, implementation, research, and evalua-
tion.

Introduction

Interpersonal violence is a public health problem with di-
verse and complex causes, occurring acrass all personal and
public environments. In recent months, travel violence has
become an increasing public health concern. Road rage is a
form of aggression, induced by stress and manifested on the
road. In 1996, onc-third of all automobile crashes were linked
to road rage as were two-thirds of automobile deaths (Na-
tional Highway Traffic Safety Administration [NHSTA], July
1997). In the same year, the Federal Aviation Administra-
tion recorded 170 incidents involving unruly passengers who
interfered with airline flight operations. This number equates
to 3.2 incidents per week (Doss, 1997). Travel violence has
resulted in traumas such as smashed knees, broken noses,
sccond-degree burns, and death. Clearly, the public health
community must address this growing problem.

In 1985, public health professionals were challenged by
Surgeon General C. Everett Koop to “respond constructively
to the ugly facts of interpersonal violence™ (Mercy,
Rosenberg, Powell, Broome & Roper, 1993, p.1). Inlerper-
sonal violence is any threat, or the use of physical force
apainst another person or group resulting or likely to result
in injury or death (National Committee for Injury Preven-
tion and Control [NCIPC], 1989). Public health profession-
als are working to identify policies and programs that will
prevent violent behavior, injuries and deaths (Mercy et al.,
1993). .

Since this call to action, the public health focus on inter-
personal violence has expanded to address assaultive vio-
lence. child gbuse, child sexual abuse, sexual assaults, spousc
abuse, violence against the clderly, and suicide (Rosenberg

& Mercy, 1991). Each type of violence is related to factors
such as socioeconomic status, family history, age, and drug
abuse. At this time, travel violence has yet to be limited to
identifiable characteristics,

The Problem

According to the 1995 American Travel Survey, Ameri-
cans traveled nearly 827 billion miles in 1995 on land and
sky (Bureau of Transportation Statistics [BTS], 1997). The
increasing volume of air and road traffic is producing con-
gested travei environments which foster stress. Since 1990,
road rage incidents have increased by 51% (Subcommittec
on Surface Transportation, July 1997). Unruly airline pas-
senger incidents have nearly quadrupled for some airline
carriers since 1295 (“Flying Gets Turbulent,” 1996).

Apgressive driving has been defined as driving conduct
that threatens or is likely to endanger people or property (U.S.
Department of Transportation [USDOT], 1997). Aggres-
sive drivers are more likely to experience a high level of
frustration and a low level of concern for other drivers. The
anonymity of operating an automobile provides aggressive
drivers with opportunitics to speed, tailgate, weave, run stop
signs and/or red lights, and use hand or face gestures
(NHTSA, 1997). Road rage is a causal factor of traffic
crashes, criminal assaults, and deaths. In 1996 alone, ag-
gressive driving cost the nation $50 billion (NHTSA, 1997).

The Federal Aviation Administration’s (FAA) annual com-
mercial aviation forecast revealed that 605 million people
flew in 1996. This number is expected to grow to nearly
onc billion by 2008 (Federal Aviation Administration [FAA],
1997). This increase in passenger volume suggests an in-
crease in disruptive incidents. Incidents recorded and mak-
ing national news include a passenger who pourcd hot cof-
fee on flight attendants, resulting in second-degree burns
(Associated Press, 1997). Another incident involved a flight
attendant who was punched and pushed to the floor by a
passenger when told there were no more sandwiches (“Ar-
rival of Uncivil Aeronautics,” 1997). There have been bro-
ken noses, scratches, and cven choking of airline attendants
(“High Crimes and Misdemeanors,” 1996; “Arrival of Un-
civil Acronautics,” 1997). This typc of violence threatens
all passengers when it occurs in transit.  Violence also is
occurring more frequently on the ground as travelers be-
come frustrated by delay in flights, crowded airports, and
missing luggage. aiming their frustrations at personncl (“Ar-
rival of Uncivil Aeronautics.” 1997).
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The National Highway Traffic Safety Administration has
identified threc factors linked to aggressive driving: lack of
responsible driving behavior, reduced traffic enforcement,
and increased congestion and travel in urban areas (NHTSA,
July 1997), The Air Line Pilots Association {ALPA](1996})
regard alcohol consumption, smoking bans, crowding, and
long flights as possiblc factors contributing to hostile pas-
senger behavior, Still, the perpetuators and victims of travel
violence appear to cut across all demographic classifications.
As a result, there is no way of foretelling who is prone to
road rage or will have a tantrum. Stress and frustrations,
two catalysts for an outburst, are often asymptomatic.

Implications fer Health Education

Existing workplace, community, and school violence pre-
vention programs may offer strategic frameworks for design-
ing travel violence education and intervention programs,
Health educators will have to use the best strategies for dis-
seminating information about travel viclence, including print
media, radio and television. For example, health educators
can collaborate with radio advertising cxperts on designing
public service announcements for play during peak driving
times. With respect to school health education, existing heaith
curricula can be modified to include information about road
rage. Likewise, public health educators can collect and ana-
lyze information than can be used across all education settings
for planning programs and developing ricdia campaigns.

Educational programs should consider focusing on activi-
ties which explore attitudes and values toward travel vio-
lence. By using case studics and simulations, conflict reso-
lution strategics and stress management techniques related
to travel violence can be explored. Such activities have po-
tential to provide individuals with skills nccessary to react
to warning signs and possible explosive situations, and help
them understand the complexity of interpersonal violence.

Withrespect to research, travel violence is a complex prob-
lem requiring close examination of its antecedents. More
information about perpetrators of trave!l violence is needed
before adequate intervention and prcvention programs can
be designed. It is likely such information will expand our
understanding of travel violence in general as well. Travel
stressors and predictors of travel violence must be identified
so that travelers and passengers can protect themsclves
against hostile travelers and drivers. Information accumu-
lated from research will help health educators established
priority areas for progam development, including subsequent
program goals and objectives. Lastly, evaluation strategies
which specifically target travel violence have potential to
provide feedback needed to improve programs.

There are no casy solutions to the problem of travel vio-
lence in general and road rage in particular. Yet policy di-
rectives appear to be a logical first step. Asadvocates, health
educators can help with policy initiatives that seek to con-
trol circumstances associated with travel violence, For ex-

ample, health educators can encourage their respective pro-
fessional organizations to support existing anti-violence cam-
paigns.

Travel violence has attracted the atiention of state and fed-
cral agencies and national organizations. Several states arc
using special highway patrols 1o target aggressive drivers
(NHTSA, 1997). Last year, the Coalition for Consumer
Health and Safety (1997) launched a safe and courteous driv-
ing campaign. At the federal level. the NHTSA is sponsor-
ing several research and cvalu: tion projects that focus on
aggressive driving and speeding. Moreover, the NHTSA
continues to serve as a source for technical assistance. For
example, the NHTSA is currently sponsoring a project to
identify innovative education programs, effective enforce-
ment techniques, and legislative, prosecutorial and judicial
needs. The results will be published and distributed nation-
ally and effective techniques will be tested in other locations
(NHTSA, 1997). The results might provide health educa-
tors with a source of data that can be used to plan programs
and develop effective policies.

The Air Line Pilots Association sponsored a confercnce
in 1996 on disruptive airline passengers (ALPA, 1996). The
conference examined the growing problem of airline vio-
lence and possible solutions. Meanwhile, the FAA, work-
ing with air carriers, crew members, the Federal Burcau of
Investigation (FBI), the Attorney General’s Office, and lo-
cal law enforcement agencies, has developed procedures to
investigate passenger wrongdoing to facilitate the criminal
prosecution of individuals who engage in hostile behavior
(USDOT, 1997).

Conclusion

The economic and social impact of interpersonal violence
demands new and creative prevention and intervention strat-
egies (Page, Kitchin-Becker,Solovan, Golec, & Hebert,
1992). Health education programs must address the psy-
chosocial aspects of travel violence as an emerging form of
interpersonal violence. Interpersonal violence degrades so-
cial well-being by attributing to the costs due to lost work
and increasing police and criminal justice interventions
(Rosenberg & Mercy, 1991). The impact of ¢ w2l violence
on individual victims is easier to assess than «. ° pact on
society, but it appears that members of the lattera.  :com-
ing more anxious and fearful about violence-relatec issues.
Health education has made significant progress in . tify-
ing violence prevention strategies for interpersonal vioi. nce.
It seems only appropriate that travel violence be added to
the agenda.
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Arthritis Foundation
Aquatic Leader Community Service Project

Tammy Oberdieck & Missy Jordan

Abstract

Arthritis, affecting nearly A0 million Americans, or one in
seven, is the number one cause of disability in America. It
limits seemingly simple uctivities such as dressing, walking,
and getting out of bed. Arthriiis is wpified by pain, stiffiess,
and swelling in or around the joints. These symptoms can
occur stowly or with litcle vearning. Many factors contribute
to the development of arthritis including age, especially the
elderly, obesity, heredin, and joint injury, The Arthritis Foun-
dation Aquatic Program was designed to help relieve the
chronic symptoms experienced by peoplewith arthritis. The
purpose of this project was to train und certify six Gammans
to hecome leaders to conduct Arthritis Foundation Aquatic
Exercise classes to better meet the needs of the elderly and
those witlr arthritis in Kirksville, MO. As arvesult of the train-
ing and certification, six more aquatic exercise leadersivere
added in the Kirgsville commnunity. Now, 10 classes can be
conducted biannually, meeting the needs of 10 communite
members with arthritis whe were previously relegated to a
waiting list.

Introduction

Arthritis, affecting nearly 40 million Americans, or one in
seven, is typified by chronic joint and tissue pain that can be
accompanicd by disability. depression. and stress. It can af-
feet people of all ages. but occurs primarily in the ¢lderly.
For many, it is a painful diseasc they must live with for the
rest of their lives. Other psychosocial problems associated
with arthritis include loneliness, fear of disability, uncertainty,
helplessness, dependency, anger, grief., financial difficultics,
and accessibility problems (Arthritis Foundation, 1994),

The Arthritis Foundation Aquatic Program helps relieve
the chronic symptoms experienced by those with arthritis
by providing psychosocial bencefits, encouraging a sensc of
accomplishment. creating an outlet for stress and negative
feclings, and promoting movement in warm water to im-
prove function in daily activitics. Physician approval is not
needed for participation. However, it is recommended for
people suffering from severe joint damage or muscle weak-
ness (Arthritis Foundation, 1994). Often. the health care pro-
vider encourages patients with arthritis to participate in the
activity.

In a heated pool, adult participants with any type of arthri-
tis are led by trained personnel through a series of specially
designed stamina-building exercises which. with the aid of

the water’s buoyancy and resistance, can help improve joint
flexibility. The aquatic excrcise classes are conducted three
to four times per week for 35-45 minutes per session, The
sessions primarily focus increasing motion range, but resis-
tance from the water improves muscle strength as well
(Sampies, 1990). The classes follow a “two hour rule.™ If at
the conclusion of a session a participant cxperiences joint,
muscle, or arthritic pain for two or more hours, the person
should decrease the intensity of the exercises (Arthritis Foun-
dation, 1994).

The program teaches participants to be careful, to listen to
their bodics, and to know their limitations. In addition, the
program encourages sclf-management and responsibility
regarding individual levels of exertion. The goals are both
physiological and psychelogical. Decreased pain, improved
mobility and endurance, and increased feclings of well-be-
ing arc examples of goals the participants strive to attain.
Encouragement and support from family members arc im-
portant for participants to remain involved in the program
(Arthritis Foupdation, 1994).

Rescarch demonstrates the benefits of exercise among
people suffering from arthritis. Lack of exercisc causes func-
tional abilitics to deterioratc more rapidly. Adding an exer-
cisc routine to their lives improves range of motion. muscu-
lar strength, and endurance. All arc necded for joint protec-
tion. Many participants report improvements in their levels
of comfort and mobility through structured physieal activity
programs (Samples, 1990: Tackson, Krebs, & Harris, 1997).
In addition. there is evidence of decreased joint swelling and
pain, ircreased immunc functioning. and increased cardio-
vascular fitness. Ali of these benefits of exercise can occur
without aggravation of arthritis signs and symptoms (Mi-
nor, 1996).

Becausc of physical limitations, some people with arthri-
tis may not participate in hard surface excereise like walking
or low impact aerobics. A water-based exercise program is
ideal for these individuals because they can still gain many
of the advantages of hard surface exercise without the stress
or strain on arthritic joints. Exercises performed in water
help mitigate symptoms of rheumatoid arthritis while also
increasing mobility, The warm water and humid air soothe
aches and proteet lungs from asthma attacks (Hayman &
Premo. 1992),

In a study conducted at the University of Missouri, 113
persons with arthritis participated in a land-based acrobic
exercise program for 12 weeks. All improved their endur-
ance, and the extent and severity of the arthritis tended to
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decerease. The findings suggest that more vigorous but non-
joint straining exercises such as swimming and water aero-
bics may have similar beneficial results for people with ar-
thritis (Jones, 1992). Another study compared water acrobic
exercise participants and nonparticipants who attended a
rheumatic arthritis disease clinic in Kansas. Water acrobic
aclivity participants reported significant improvements in
their physical and mentat well-being. Some of the benefits
include decreased pain, increased muscular sirength and
endurance. less morning stiffhess, lower levels of depres-
sion, and better daily functional abilities (Meyer & Hawley,
1994),

The Arthritis Foundation .% quatic Exercise Project

The purpose of this projeet was 10 train and certify in-
structors for the Arthritis Foundation’s aquatic exercise pro-
gram. The goal ofthe project was to increase the numbers of
certified instructors in order to meet program neceds in
Kirksville, MO. Since 1994, and despite more than adequate
physical capacity (i.c., pool facilities), only six aquatic cxer-
cise classes have been offered in Kirksville because of the
limited number of certified instructors.

The training was conducted in cooperation with three lo-
cal health organizations. The Arthritis Foundation is a non-
profit organization serving the needs of people who have
arthritis. It is reported that participants of the Arthritis
Foundation's programs have experienced less pain. fewer
doctor visits. and a more improved quality of life (Arthritis
Foundation, 1997). The Northeast Missouri Regional Arthri-
tts Center. located at the Kirksville College of Ostcopathic
Medicine, is in its twelfth year of providing free or low cost
services to elderly community members and those with ar-
thritis in a 16-county area through a program sponsored by
Missouri Department of Health. The Grim-Smith Hospital
Departnient of Prevention, Wellness, and Bducation provides
physical rchabilitation and wellness programs in its new
“state-of-the-art™ fitness and rehabilitation center.

In January of 1997, six female Truman State University
Gammans, ranging from freshiman to seniors and majoring
in Comniunity Health and Pre-Occupational Therapy. were
interested in becoming trained and certified. They completed
workshop application forms during an Eta Sigma Gamma
meeting and retumed them to the workshop trainer. During
February, the Gammans satisfactorily completed a day-long
YMCA aquatic safety course and reccived their Water Safety
Assistant Certification for completing the satety portion of
training. Upon completing the aquatic safety course. the
Gammans were eligible for the eight-hour Arthritis Founda-
tion Aquatics Program Workshop later in the month. Upon
completing the workshop. all six Gammans received their
Arthritis Foundation Certificate of Completion for the class-
room portion of the training. They were qualified to conduct
Arthritis Foundation Aquatics Program (AFAP) classes,

The Gammans were then expected to plan and conduct

aquatic cxercise classes. The planning incinded publicity,
organizing registration, cstablishing pool schedules. obtaii-
ing class materials, and ensuring the correct water and air
temperature fevels when they conducted their classes. In
addition, they were required to establish guidelines for at-
tendance, active participation, the “two hour pain rue.” ses-
sion duration, and participant safety. All six Gammans sub-
mitted Leader Certification applications in May. including
class rosters, to the Arthritis Foundation after teaching their
first six-week series of AFAP classes. By the end of June. all
six Gammans were awarded their Arthrivs Foundation
Aquatics Leader Certificate of Completion,

As a result of the project. the number of aquatic classes
and participants incrcased. Specifically, between 1995 and
1996, the number of certified instructors increased from two
to cight. the number of classes that were offerced biannuaity
increased from 6 to 10, and perhaps most impaortant, the to-
tal number of participants increased from 36 to 46. Conse-
quently, this project practically eliminated the waiting list
for arthritis aquatic exercise classes in Kirksville.

Barriers

Scheduling an appropriate time to train the Gammans was
difficult due to the students’ school activitics during the week.
Therefore, the Gammans decided to attend weekend sessions.
In erder to become certified, cach person had planned their
own individual aquatic exercise class. Certification would
be more convenient if more pool times were available to
conduct the classes. Some trainees found it difficult to sched-
ule the certification classes because of time constraints at
the two pool locations. At the conclusion of the six-week
series of classes. no follow-up activitics were planned. How-
ever, Gammans encouraged the participants to attend future
classes led by other Gammans. The leaders believed that most
of the participants could continue the aquatic exercises on
their own.

Conclusion

This service project is an ongoing program in Kirksvilie,
MO. Graduates of Truman State University who are cert'-
fied are being replaced by new Gammans so the service can
continue. The Gammans feel that the program is successful
and beneficial. The demand for Teaders, and the Chapter’s
ability to provide them, is an indication of its popularity both
within Eta Sigma Gamma and the Kirksville, MO commu-
nity.

The Arthritis Foundation Aquatic Leader Community Ser-
vice Project was a success for both the students who were
involved and for program participants. By offering the
aguatic classes to members of the Kirksville, MO commu-
nity, both the Gammans and the participants experienced
great benefits. Members of Eta Sigma Gamma learned new
skills and were able to provide a healthful and important
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service to those suffering from arthritis. The partnership be-
tween the students of Truman State University and the
Kirksville community is an ongoing relationship. As more
training sessions are conducted ar. 1 as more leaders become
certified, numerous individuals suffering from this chronic
condition will have an cffective outlet available to them.
Note: For additional information about the aquatic program
described in this paper contact your local Arthritis Founde-
tion office or call toll-free 1-800-283-7800.
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Hepatitis A as an Emerging Public Health Concern

Lisa N. Pealer

Abstract

This paper describes the epidemtiology of hepatitis A in

terms of time, place, and person factors. A hrief historv of’

the disease, incideuce of the disease, and persons at risk for
infection also are discussed.  Educational strategies and

vaceine strategios aimed at - prevention and reduction of

hepatitis A are offered. Educational strategies focus on trav-
elers, child care providers, teachers, parents, and children.
Vaceine strategies include the most recent recommendations
on use of the hepatitis A vaccine as presented by the Advi-
sory Commitiee on Inmumization Practices, the American
Academy of Pediatrics, the American Academy of Family
Phvsicians, and the American Medical Asscciation.,

Introduction

The writings of Hippocrates (460-377 BC) altude to the
occurrence of hepatitis A, yet the first recorded outbreak in
the United States did not occur until 1812, Among the Union
troops in the Civil War, hepatitis A was a health problem. I
conlinued to pose a major threat to military readiness during
World War 11, and army officials encouraged seientists to
study the discase. Research conducted at this time discov-
cred the discasce’s brief incubation period and its mode of
transmission (Gust, 1992).

Today in the United States. approximately 140,000 per-
sons arc infected annually with the hepatitis A virus, caus-
ing the Department of Health and Human Services (o list
hepatitis A as an important public health problem. This num-
ber,while quite large, refleets correetion for underreporting,
inaccurate diagnosing. and asymptomatic infections. The
highest incidence of the discase can be found among chil-
dren and adolescents, 3-14 years of age (AverhofT, Williams,

Hadler, 1997: Centers for Discase Control and Preven-

an [CDCTL 1997: CDC. 1996),

Hepatitis A ts caused by the hepatitis A virus (HHAV), a 27
nm RNA virus. It is classified as a pathogenic picornavirus
and is one of 49 notifiable discases in the United States (CDC,
1997; Deinhardl. 1992; Timmireck. 1994 United States Food
and Drug Administration {USFDA]L 1992). Hepatitis A is
one of four human hepatitis viruses knewn to be endemic in
the United States. Clinical symptoms that characterize hepa-
litis A. and may indicate infection with HAY; include sud-
den onset of fever, malaise, nausca, anordxid, and abdomi-
nal discomfort, followed in several days by jaundice ¢yel-

lowish eyes and skin) (Alter & Mast, 1994; Balayan, 1992).
However, only serological testing foranti-HA'V can provide
evidence of HAV involvement in any illness (Balayan, 1992).
Children under age five often do not experience clinical
symptoms of HAV but can transmit the virus to others
{Margolis & Alter, 1995). Full recovery occurs in nearly all
cases of hepatitis A. Complications, however, may result in
fulminant, or severe, hepatitis.

Feces are the primary source of HAV. Infectious virons
also have been found in saliva and blood serum. Hepatitis A
is primarily transmitted through the fecal-oral route (Alter
& Mast. 1994; CDC, 1997) . To fully understand
hepatitis A, it must be described in terms of time, place, and
person. Describing a discase in such terms defines the scope
of the problem, provides a detailed description of the prob-
lem, and identifies those persons al greatest risk for infec-
tion (Stone, Armstrong, Macrina, & Pankau, 1996).

Time refers to onset or length of illness, time of infection,
as well as to trends of diseases. Pluce refers to the geo-
graphical area associated with the discase implying that the
important factors of the disease are present in the persons in
the area or in the environment. Person factors are the major
characteristics of the persons such as age. gender, race. im-
munization status. marital status, and social class (Stonc ¢t
al., 1996; Timmreck, 1994). This paper describes the epide-
miology of hepatitis A in terms of time. place, and person.
Strategics for the prevention and reduction of hepatitis A
also will be discussed.

Time Factors

Infeetion with HAV has an average incubation period of
30 days with a range ol 15 to 50 days (Alter & Mast. 1994:
CDC. 1997). The iliness persists for approximately onc to
two weeks. HAV infection is confirmed in the acute or con-
valescent phase of infection by the presence of IgM anti-
bodics to HAV (1gM anti-HAV)., [gM anti-HAY may be
found 5-10 days into the incubation period and remains de-
tectable for 6 months after onsct of illness. 1gG anti-HANV
also appears carly in the course of infection and remains
detectable for the lifetime of the individual. [gG anti-1TAY
provides life-long protection against the discase (CDC, 1997).

AV concentration is highest during the 2-wecek period
before onset of jaundice. Feecal excretion and communica-
bility of HHAV continue for approximately one week after
onset of jaundice in adults. Chronic shedding of HAV in
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feces does not occur (Alter & Mast, 1994; CDC, 1997). The
greatest danger of conununicability arises during the middle
of the incubation period prior to development of clinical
symptoms (USFDA, 1992).

Over the past four decades. rates of hepatitis A in the United
States have cycled approximately every 7-19 years. Large
epidemics occurred in 1934, 1961, and {971, with the most
recent sharp increase in reported cases occurring in 1989
(Alter & Mast, 1994; USFDA, 1992; Shapiro, Coleman,
McQuillan, Alter. & Margolis, 1992; CDC, 1996). Hepati-
tis A cpidemics typically are followed by a marked reduc-
tion in case levels the following vear (CDC. 1996).

Place Factors

In the United States most hepatitis A occurs as a result of
community-wide outbreaks with extensive person-to-person
contact. Close personal contact with a person infected with
HAV. such as contaet occurring in houscholds. day care cen-
ters, and during sexual contact accounts for most hepatitis A
cases. Only 3% of reported hepatitis A cases result from
food-borne and water-borne modes of transmission. In these
instances. transmission of HAV commonly occurs with un-
cooked foods or foods touched by infected food handlers
(CDC. 1997: Niu ct al., 1992: Rosenblum. Mirkin, Allen.
Safford. & Hadler. 1990).

Major multi-focal food-borae and water-borne outbreaks
of hepatitis A. however, also result from food contamina-
tion before wholesale distribution. HAV can survive in water
for 12 wecks to 10 months causing food-borne and water-
borne outbreaks. Such HAV infection results from ingest-
ing raw shell-fish harvested from scwage-contaminated wa-
ters, drinking feeally contaminated water, and swimming in
contaminated pools and fakes (CDC. 1997; Niu et al., 1992;
Rosenblum ct al., 1990).

Person Factors

The highest incidence of hepatitis A occurs among chil-
dren and adolescenis ages 5-14. with 30% of reported cases
occurring among children younger than age 15, Children
infected prior to their fifth birthday often experience asymp-
tomatic infection and. therefore, go undiagnosed and unre-
ported (CDC, 1997). These children often serve as the virus
reservoir that produces symptomatic infection in adults
(Margolis & Alter, 1995). Persons younger than 40 vears of
age experience hepatitis A rates three to four times higher
than the rates tor adults over age 40 (Shapiro et al., 1992),
Alter and Mast (1994) state, “the severity of clinical discase
assoclated with FHTAV infeetion increases with increasing age™
(p. 438). Children younger than age 6 account for less than
10%0 of icterie, or jaundice, discase, older children accoant
for 40-50%a, and adults for 70-80%. The case-fatality rate
remains low: less than 1:1,000. However. high case-fatality
rates are reported among children younger than age S and

adults age 50 or older (Alter & Mast, 1994),

Margolis and Alter (1995) report rates of hepatitis A dif-
fer according to age. race, ethnicity, and socioeconomic level.
Between 1983 and 1990, gender-specific rates for males were
approximately 20°0 higher than female rates. Race and eth-
nic-specific rates show American Indians experiencing the
highest rates of hepatitis A, followed by African Americans.
Whites, and Asians. Hispanic hepatitis A rates are approxi-
mately twice the rates than non-Hispanics (Shapiro et al.,
1992). In the 1996 Hepatitis Surveillance. the Centers for
Discasc Control and Prevention, reported that counties in
the western United States, with 10% or morc of the popula-
tion classified as American Indian, had an average hepatitis
A rate 3.5 times higher than counties with less than 10% of
the population classified as American Indian (CDC. 1996).
The same report noted that counties with 15% or more of
the population classified as Hispanic had avcrage hepatitis
A rates 2.1 times higher than counties with less than 15% of
tire population classified as Hispanic (CDC. 1996).

Travelers to developing countries where HAV infection
is highly endemic also are considered at risk for hepatitis A.
The risk of infection “increascs with duration of travel and
is highest for those who live in or visit rural areas, trek in
back country, or frequently eat or drink in settings of peoor
sanitation”™ (Alter & Mast, 1994, p. 439). Travel-rclated
hepatitis A, however, often occurs in travelers with “stan-
dard tourist itineraries, accommodations, and food and bev -
erage consumption behaviors™ (Alter & Mast. 1094, p, 139),
The Centers {or Disease Control and Prevention (1997) re-
port the risk for travelers to developing countries, who do
not receive immune globulin, at approximately 3-5:1.000
per mondh of stay .

“fen who have sex with men. and injecting drug users.
also ure at greater risk for HAV infection. Between 1982-
1989 the ratc of hepatitis A among homosexual men was
less than 10%. In 1991, however, an increase in hepatitis A
was reported in this population (CDC. 1997; Morbidity and
Mortality Wecekly Report [MMWR], 1992y, The Centers
for Discase Control and Prevention (1997) also reports ™a
prevalence of HAV infection among homosexual men sev-
cral-fold higher than among control populations™ (p. 16).

In the early 1980s an increase in hepatitis A also was ab-
served among injecting drug users. In [9RG. 199 of the
hepatitis A cases were associated with injection drug use.
By 1991, cases of hepatitis A due to injection drug use de-
clined to 2%0 of all reported cases of HAV infection ( Alter &
Mast, 1994: CDC, 1997).

Implications for Action

In the preveation and reduction of hepatitis A, both edu-
cational strategies and vaceine strategics must be addressed.
Standard preventive measures against hepatitis A at the com-
munity level include sanitary living conditions. safe drink-
ing water. and appropriate sewage disposal. At the personal
level. preventive measures inctlude good personal hygiene,
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with emphasis on carcful and consistent hand washing
(American Academy of Pediatrics, 1994; Deinhardt, 1992:
CDC. 1994). To encourage and reinforce such behavior,
educational progranis must target populations most at risk
including travelers. day care workers, tcachers. parents, and
children and adolescents.

Educational Strategies

Blair (1997) recommends international travelers visit a
travel medicine practitioner to receive information on be-
havior modification, immunizations. and chemoprophylaxis
regimens to increase the traveler’s protection. A pretravel
health education consultation considers the traveler’s age and
medical history, nature of the trip, duration of the visit, and
most recent information on the area’s disease outbreaks, ter-
rorism, and natural disasters.

Health education and health promotion efforts in settings
with caregivers such as a day care centers, elementary
schools, and homes arc three-fold. Educational efforts must
address issues of personal hygiene, food safety practices,
and environmental sanitation of facilities.

Carcgivcrs, teachers, and parents must be willing to help
children understand the importance of developing and prac-
ticing healthfui habits. Hand washing is the casiest way to
avoid infection of hepatitis A and many other diseases.
Hygiene education encourages discussion of the advantages
of washing hands regularly and thoroughly and tcaches
proper hand washing technique. Starr (1996) recommends
establishing an cxplicit hand washing policy for caregivers.
teachers, and children. [t has also been recommended that
day care workers use universal precautions for the handling
of human feces (Newman. 1997: Olscu. Wong, Gordon,
Harper, & Whitecar, 1996).

food safety training should also be offered to parents and
child care providers.

“To decrease children’s risk of food-bomne iliness, caregivers
must know and apply safe food handling practices™ (Murphy.
Fraser, Youatt, Sawyer. & Andrews, 1995, p. 281).

Issues that need to be addressed include the need for thor-
ough hand washing prior to food preparation, and cleaning
contaminated surfaces immediately with an appropriate dis-
infectant or an 1:64 dilution of freshly prepured household
bleach (Murphy et al., 1995 Olsen ct al.. 1996). Other hepa-
titis A food-borne illness is likely related to contamination
of food prior to wholesale disteibution. or ingesting raw shell-
fish harvested from sewage-contaminated waters.

Environmental sanitation of child care facilities also should
be u focus of health education efforts. Olsen et al. (1996)
recommend, * children infected {with [{AV] should be cx-
cluded from day care until one week after the onset of ill-
ness or jaundice, or until immunc globulin has been admin-
istered to appropriate children and staff in the facility™ (p.
1263). If parents are unable to find alternative care. isola-
tion of infected children within the child care facility, in “get
well™ rooms, is a practical method of exclusion. Additional

strategies for reducing the transmission of illnesses such as
hepatitis A in child care settings and maintaining a sanitary
environments are provided in Table 1 (Olsen ct al., 1990).

Teachers and child care providers should receive in-ser-
vice training on the transmission and prevention of hepatitis
A. Hygiene education, infection control, and communicablc
diseases arc part of comprehensive school health cducation.
Y oung children may not understand the complexities of hepa-
titis A, but they are able to model healthful habits after par-
ents and teachers, such as careful and consistent hand wash-
ing especially afier using the bathroom and before prepar-
ing food. Additionally, the Texas Beef Council ofters a food
safety education curriculum for children K-5 (Newman,
1997).

Older children and adolescents who may understand other
issues surrounding ihe discase, should learn about other risk
factors associated with hepatitis A including the specifics of
food safety, trave! risk, and when age-appropriale, safe sexual
practices, and drug use as they relate to the transmission of
the virus.

Vaceine Strategies

Immune globulin (IG) may be administered to persons
exposed to the virus, for temporary protection against hepa-
titis A. However, these measures, as noted by the Centers
for Discase Control and Prevention (1994), “have had lim-
ited impact on the everall disease burden in the United States™
{p. 9).

HAVRIX &, a formalin-inactivated vaccine. is the only i
censcd hepatitis A vaccine in the United States. VAQTA M,
another inactivated vaceine, is available but not yet licensed
in the United States (CDC, 1997). Both vaccines are de-
scribed as “highly immunogenic, inducing anti-HAV titers
abovc those observed following administration of 1IG™ (CDC,
1997, p. 15).  Research has shown HAVRIX R, afier (wo
doses of vaccinc. to be 94% effective in protecting against
clinical hepatitis A, and VAQTAT™ {0 be 100% cffective
after only one dose (CDC. 1997).

/ iministration of the hepatitis A vaccine should be based
on «.:¢ epidemiology of HAV. Risk factors reported by per-
sons with hepatitis A in the United States include persons
with close contact witl a hepatitis A paticnt (houschold or
sexual). day care attendance or employment, travelers to
developing countries, injection drug use, and male homo-
sexual behavior (Alter & Mast, 1994: CDC, 1997. CDC,
1994), However. wpproximately 45% of persons diagnosed
with hepatitis A have no recognized risk factors for infee-
tion (CDC. 1997: Shapiro ct al., 1992).

Initial recommendations for vaccine strategies concen-
trated on at-risk adult populations, primarily persons travel-
ing to developing countrics or in military service (Alier &
Mast, 1994: CDC. 1994). Averhoff. Williams, and Hadler
(1997). based on the Advisory Committee on Immunization
Practices, the American Academy of Pediatrics. the Ameri-
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can Academy of Family Physicians. and the American Mcdi-

cal Association, report adolescents not previously vaccinated, -

who live in communities with high rates of HAV infection
and experience outbreaks of hepatitis A, also should be tar-
geted for vaccination. Additionally, Averhoff, Willians, and
Hadler (1997) report “adolescents should be vaccinated
against hepatitis A if they a) have chronic liver disease, b)
are administered clotting factors. ¢) use illegal injecting or
noninjecting drugs ... or d) arc males who have sex with
maies” (p. 302).

To prevent or control outbreaks in high-ratc communi-
ties, routine vaecination of infants and young children has
been suggested as well as catch-up inmmunization of older
children and adolescents (CDC, 1997; Margoiis & Alter,
1995). All vaccination strategies require discussion of the
long-term efficacy of the vaccination, cost-effectiveness of
preventing HAV infeetion, and the ability to combine hepa-
titis A vaccine with other childhood vaccines (Margolis &
Alter, 1995, Margolis & Shapiro, 1992).

Until vaccination against hepatitis A is recommended for
all young children and adolescents in all communitics, edu-
cational programs should target at-risk populations and fo-
cus on the importance of handwashing in stopping transmis-
sion of the disease. As stated previously, children are an
important source of infection. They often experience as-
ymptomatic infection, and, therefore, provide a virus reser-
voir. Educatirnal programs focusing on handwashing with
soap and water after using the bathroom, after changing dia-
pers, and before preparing and cating food is essential in
breaking the chain of infection.

Conclusion

Vaccination is the best way to protect children und adults
against hepatitis A, Margolis and Shapiro (1992) believe
that given “the epidemiology of HAV infection ... the dis-
casc can be cradicated” (p. S86). As the nation sits on the
cdge of the 7-10 year cycle waiting for the next hepatitis A
epidemic, education about prevention and reduction of the
discase must be reinforced in day care centers, schools, and
in homes. This reinforcement will increase the health of the
nation’s children and reducc the risk of the resulting unnec-
essary morbidity and mortality among other at-risk popula-
tions.
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Social isolation Among Persons With HIV and AIDS

Robin Petersen

Abstract

HIV and A1DS might be the most catastrophic disease in
Iuman history and does not discriminate in its infection pat-
terns. Many people who are infected with HIV and AIDS

Juce challenges duily. Stigmus are placed on those with HIV

and AIDS and can contribute to the victim withdrawing flrom
society. The disease can affect the “whole” family by turn-
ing family members into care providers. Stress becomes an
important issne i dealing with daily life surrounded by liv-

ing with HIV/AIDS. The purpose of this paper is to increase .

the reader’s understanding about the social implications
associated with HIV infection and A1DS.

Introduction

An estimated 800,000 to one million Amcricans are in-
feeted with HIV, the virus that causes AIDS. Internation-
ally more than 22 million people arc infected, and by the
year 2000, between 30 and 40 million people will be in-
fected with HIV. Women now represent 50% of the HIV
infected population. By the year 2000 it is estimated that 13
million women will be infected with HIV and four million
women will die as a result. Every minute, two men and two
women are newly infected with HIV (AIDS Action Com-
mittee. 1995). According to the Centers for Disease Control
and Prevention (1997) adult and adolescent AIDS cases re-
ported in the United States from July 1996, through June
1997, for men having sex with men were 38% and for het-
crosexuals were 14%.

In the 1980s and carly 1990s the world witnessed the on-
set of what might prove to be the most catastrophic viral
disease in human history (Hansell, 1993). The first cases of
AIDS were reported in the early 1980’s, and by the carly
1990°s, more than 1.5 million people had been infected with
the human immunodeficiency virus (Miller & Zook, 1997).

Demographic Patterns and Social Conditions

The demographic patterns of HIV are not biased. HIV
will infect those in any community, rural or urban, Social
conditions that prevail in America’s inner cities - overcrowd-
ing, homclessness. poverty and substance abusc, among oth-
crs - arc conducive to and fuel the spread of infection. Com-
munity-based response has cxpanded as the HIV epidemic
cnters various communitics. Today, virtually every city of

any substantial size in the United States has a community-
created AIDS service organization (Hansell, 1993).

Despite the proliferation of organizations that address the
needs of those with HIV, many seropositive individuals have
significant unmret social needs. These unmet needs can cause
emotional and physical isolation in one’s own community.
Persons infected with HIV can experience social isolation in
cvery aspect of their lives. Rejection may be felt in the so-
cial environment which surrounds the HIV sositive indi-
vidual. Though legislation prohibits disability discrimina-
tion, HIV infected students, for example, may be rejected or
socially isolated by their classmates. Likewise, infected
employees may not disclose their discase for fear of being
terminated. Many people infected with H1V fear losing the
support of their families/friends when they need it most.

Prevention of social isolation can be accomplished through
more education on psychosocial issues (e.g., general piblic
acceptance), along with prevention strategics (c.g..
destigimatization). Few community programs focus on ac-
cepting people with HIV and AIDS. Many in society fear
HIV infected individuals because they do not know how to
react to awkward situations involving HIV infected individu-
als. Eriko (1995) reports in dealing with AIDS that society
gocs through three stages. The first stage is characterized
by panic as people react with fear to the dreaded discase.
More understanding about AIDS nudges society into the
second stage, where hysteria ceases and efforts are focused
on using education to prevent AIDS. The final stage is a
society where AIDS does not carry any stigma and the HIV-
positives are treated no differently from sufferers of any other
disease.

Social isolation can manifest itself in depression. hope-
lessness, loneliness, and possibly suicide. More education
is needed to teach coping techniques to those infected with
HIV. Support groups could provide HIV infected individu-
als with social opportunities, and provide educaiional pro-
grams such as stress management to iniprove their daily lives.

Emotional and physical health can be affected by the psy-
chosocial results of HIV infection. Isolation, depression,
and anxiety affect many HIV positive individuals at differ-
ent levels, Historically, scientists have used an individual
perspective that often ignores the social context of the dis-
ease. In tackling problems related to HIV infection and
AIDS. understanding HIV-related behaviors in the social
context in which they are learned and reinforced is a must.
Iragmented approaches may intensify the problem and cre-
ate an overwhelming sense of hopelessness on the part of.
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the individuals with A1DS and their families, peers, and health
care workers (Pequegnat & Bray, 1997). The family is the
de- facto and often de jure caretaker when one of its mem-
bers is ill or in trouble. Although this is true of cancer and
heart disecase, AIDS is different because multiple family
members can be ill at the same time, and social stigma and
“blaming the victim” add to the burden. Also, AIDS is chang-
ing the demographics of families by forcing new structure
in relationshipa. Families in the second decade of AIDS
often are burdened with chronic poverty, homelessness,
multiple losses, and substance abuse. These contcmporary
AIDS sufferers feel the social consequences of belonging to
different cultural and ethnic groups and practicing alterna-
tive lifestyles (Pequegnat & Bray, 1997).

Disruptions of the Disease Regarding Family, Friends,
and Co-Workers

Individuals and families experience many problems in
dealing with the discase. HIV infected individuals may cn-
counter the following psychological or emotional disruptions,
which may, in turmn, -~gatively impact their families and
friends: (a) trauma and fears about recurring illness ¢pi-
sodes and impending losses; (b) grief for the loss of one’s
physical health; (c) isolation and rejection from family mem-
bers and friends, contributing to the deterioration of marital
and nuclear family relationships; (d) uncontrolled emotions
resulting from the illness (e.g.. depression, hopelessness,
feelings of loss, confusion, loneliness, fear, and suicidaj ide-
ation); (¢) guilt about having infected loved ones and fear of
further infection; (f) difficulty in maintaining any “normalcy™
or routine in living and loss of predictability and control in
life, (g) anxiety related to fiscal resources, sexual activity,
and medical outcomes: (h) the overwhelming task of relat-
ing to multipie health and mental health providers, along
with lack of good medical care and counscling; (i) lack of
available and affordable housing and rclatcd services;
(j)possible nced to address problems of substance abuse: (k)
lack of respite from providing care and expressions of con-
cern because of the unavailability of alternative child care:
(1) need to plan for bereavement and future of survivors; and
(m) handling the stigma of a drcaded. immoral, and fatal
disease (Pequegnat & Bray, 1997). Psychosocial corrclates
may result in social isolation for those infected with HIV.
HIV infected individuals may not be able to sharc their
lifestyle with others, and thus, remain anonymous in shar-
ing their concerns for fear of rejection.

If the statement were true that AIDS would not carry any
stigma and HIV positive would be treated no differently
within society, then revealing disease status to co-workers
and peers would not be any more of a problem than some-
onc who revcals to their co-workers or peers that they have
cancer. Society becomes closer in communicating with in-
dividuals as they interact with them in a social and workfarce

setting. A report from the President’s Commission on AIDS
suggests negative reactions to people with AIDS (PWAs)
may be an important problem in combating the AIDS epi-
demic. Fearing ridicule and rejection, HIV positive persons
may impose their own personal quarantines. Because AIDS
is a sexually transmitted discase that was first diagnosed
amonyg homosexual men and because it is still more com-
mon among them than any other social group. AIDS is
strongly associated with homosexuality in the minds of the
public. Forpeople who do not harbor negative feelings about
homosexuality, arguments about instrumental concerns (such
as contagiousness) may influence how they feel about inter-
acting with an AIDS-infected co-worker. (Pryor, Reeder, &
MecManus, 1991).

Many issues emerge in the daily interaction of peers and
co-workers. HIV infected individuals have decisions to make
on disclosing their disease to anyone. Mancoske (1996) re-
ports that the Presidential Commission on AIDS character
ized the public response as one of apathy. Many victims of
HIV/AIDS seriously consider suicide because of not being
able to deal with emotions and the fear of rcjection. Many
facets of depression, fear, and isclation are treatable aspects
of this pandemic.

Advocates for HIV

Some of the strongest voices for primary prevention arc
HIV-infected individuals and organizations that advocate for
them (Auerbach, 1995). Community responsc toward HI'V
and AIDS is improving. Charitable events are taking place.
money is being collected for research. and people are start-
ing to pay attention to the needs of people living with HIV
infection and AIDS. Hausell (1993) reports that civil liber-
tariuns argued for legal protection of the privacy and confi-
dentiality of those with HIV and for the right to freedom
from discrimination on the basis of HIV status. Public health
authorities came to rcalize that those guarantees, although
inconsistent with thc “traditionalist” approach. would fur-
ther the goal of encouraging individuals with HIV to scek
cure and treatment voluntarily and in settings where medical
and behavioral interventions were available. As further re-
ported, successful public health intervention means influ-
encing individual decision making in the direction of health
promotion, but that requires giving affected individuals the
tools to make and act upon appropriate decisions.

Individuals who ar¢ HIV positive or have AIDS often have
a variety of fears and a range of depressive syniptoms, De-
spite their distress, they do not often receive the psychological
services nceded. This neglect may be the result of psycholo-
gists” and other mental health care providers® reluctance to work
with persons with HIV/AIDS. Psychologists now completing
their training may be more likely to receive AIDS education
and to know a person with HIV/AIDS than are psychologists
who completed their formal training before the beginning A1DS
cpidemie (Flizar & Clopton, 1995).
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AIDS has become a chronic disease. Long-term care of per-
sons with AIDS in non-hospital settings has assumed increas-
ing. importance. Therc are three motivations to care for per-
sons with AIDS in a non-hospital setting: 1) limitations in
hospital capacity, 2) the high cost of hospitalization, and, 3)
the preferences of paticnts and providers for care outside
hospitals (Berliner, McCormick, & Abrass, 1995).

Care providers can consist of family, friends. and medical
staff. Care providers assist HIV positive individuals in mak-
ing decisions and caring for them in timcs of need. The
commitment to be a carc partner is serious. Every day more
and more individuals make this choice-somectimes cagerly,
sometimes through force of circumstances, After making
this choice, care partners become cnmeshed in the medical
and daily life of another person whether transporting them
to a treatment facility or supporting them emotionally and
physically. Care providers interact with health care provid-
ers and serve as  buffer and sounding board for the il indi-
vidual (Miller & Zook, 1997). Care partners are needed in
the care of those with HIV to provide the individual with
illness management skills.

Hiness management skills are important for those with HIV
and their families. Families can be important in deterring
the spread of the disease because of their pivotal role in edu-
cation and training about sexual behavior and health promo-
tion. As AIDS has become more prevalent among hetero-
sexuals, rescarchers have focused on risk reduction activi-
ties among families and social networks. Prevention actions
within families typically take the form of education and in-
terventions aimed at behavior change. Research is needed
that explores family configurations, family structures, and
interaction patterns that are specific and common in fami-
lies with HIV/AIDS. Stress response patterns that families
with HIV disease adopt need to be investigated, such as
stigma, shame, and multiple losses (Pequegnat & Bray,
1997). Hansell (1993) reporied that long-term behavioral
change is necessary to achieve public health goals, which
can be achieved by using strategies that elicit trust and co-
operation of affected groups.

Auerbach (1995) reports that no one in the field of behav-
ioral sciences argucs that education and persuasion will work
with all people in all situations, but there is sufficient evi-
dence they often do. The psychosocial consequences of HIV/
AIDS experienced at the level of the individual, the rela-
tionship. the community, and society must be recognized in
terms in which they are experienced. Today, some of the
strongest voices for primary prevention are HlV-infected
individuals and organi~ations that advocate for them. More
education needs to be ‘sicorporated into sociely today to dis-
pcl the myths associated with HIV. Although there is much
education today regarding HIV prevention, issues related to
living and working with an HIV positive individual must be
addresscd.

Implications for Research and Practice
New rescarch on the psychosocial problems of people with

HIV and AIDS is needed. Upon diagnosis. a majority of care
in today’s society has been based upon the physical aspect
of'the discase. Rescarch regarding the emotiorial acceptance
of the disease would be beneficial to those infected with HIV.
HIV infected individuals must leamn coping skills to assist
them in the acceptance of their disease. Over tiine, people
infected with HIV or who have AIDS will understand how
to manage their own diseasc and will be forerunners in help-
ing others to understand the disease.

Family, friends, and health carc workers also need to be
educated on acceptance of the disease. The disease does not
only affect the infected person but has repercussions onto
those around them. Family, friends, or even health care
workers who have been trained regarding blood-borne patho-
gens may fear those infected with HIV. This fear could lead
to isolating the infected person or the infected person isolat-
ing themselves from others it rejection is felt. Through edu-
cation, prejudices against this disease could be uusaed into
positive reinforcements for those infected with HIV.

Conclusion

HIV infection and AIDS are dreadful conditions. Though
there are more health care resources ir urbanized areas,
people infected with HIV also live in rural areas. Many of
the HIV/AIDS infected individuals in rural areas have to
travel (o urbanized areas for the support they need. whether
it is health care related, psychological, or government assis-
tance.

Health and well-being can be affected by psychosocial
correlates such as isolation. depression, and anxicty. Many
people with HIV or AIDS and their families have a difficult
time dealing with the aspects of living with the: disease on a
daily basis. Stigmas are placed on those with HIV/AIDS
and can contribute to the victim withdrawing from society.
The HIV positive individual may not feel they are able to
share their lifestyle, and thus, remain anonymous in sharing
concemns for fear of rejection.

Although HIV and AIDS education has come 4 long way,
more programs designed to dispel paranoia and the myths
surrounding the disease are necded. Education on the stresscs
that surround individuals dealing with the diseasc is needed.
The most impertant education needed today is leaming to
accept those with the disease and to provide the care and
support they need in living with HIV/AIDS.
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Employment in the Nonprofit Sector:
A Primer for Health Educators

Susan S. Thomas

Abstract

The major aim of health education is to provide “a com-
hination of learning experiences designed to jacilitate vol-
witary adaptations of behavior change conducive to health.”
Health educators work with populations ranging from the
very voung to the veiv old and evervone in betwveen. Their
Job responsibilities include, but are not limited to, the plan-
ning, implementation, administration, or evaluation of pro-
grams, and the provision of direct health education services.
As a result of the diversity in both the populations and roles
of health educators. it is no surprise that health educators
are emploved in all three sectors of America’s economy in-
cluding the private. public, and nonprofit organizations. This
paper seeks to provide a primer to health educators who are
interested invorking in the nonprofit sector. Specifically, it
will discuss the “nonprofit health secior,” describe charac-
teristics of those who are best suited 1o work in nonprofit
organizations, and give job search and interview strategies
which are especially helpful to those looking for employ-
menr in this area.

Introduction

Health cducation. according to Green. Kreuter, Deeds, &
Partridge (1980) is* any combination of Icarning experiences
designed to facilitate voluntary adaptations of behavior con-
ducive to health,” Health educators may be involved in the
planning, implementation, administration, or evaluation of
programs, and the provision of direct health education ser-
vices (Greene & Simons-Morton, 1984). As indicated by
these broad-bascd descriptions of both the practice and prac-
titioners, health education can take place in a variety of set-
tings.

Students in undergraduate health education preparation
programs generally specialize in one of three tracks within
the field: school health, worksite health, or community health,
As a result, health cducators are employed in all arcas of
Amcrica's economic system including the profit, govern-
ment, and nonprofit sectors. Those who choose to concen-
trate in worksite health promotion may look for jobs in the
corporate or in the business sector. Health educators involved
in this area can potentially work in employce health promo-
tion or employee assistance programs of small companies or
major corporations. A focus on school health could possi-
bly result in government sector employment through the
public school system. Community health educators can also

find employment in the government sector through public
health departments or federally funded agencies. Commu-
nity health educators may additionally seek employment in
the nonprofit sector, many times working in voluntary health
agencies (Greene & Simons-Morton, 1984).

This paper provides a brief overview of the nonprofit sec-
tor. Specifically, it will discuss the health area of this sector,
which is most !ikely to employ health educators. It will also
describe characteristics of those who are best suited to work
in the nonprofil sector, and give job search and interview
strategies which are especially helpful for those looking for
employment in this area.

Defining the Nonprofit Sector

The profit or business sector come to the forefront of many
peoples’ minds when describing potential employment set-
tings. but it is also cqually important to consider the non-
profit scctor. Nearly 10 million Americans, making up about
&% of the workforce, are employed with nonprofits (Krannich
& Krannich, 1996). Expenditures from this sector during
the year of 1989 made up an cquivalent of 6% of the Gross
National Product. [n the United States. there are approxi-
mately 1.1 million nonprofit organizations. This scctor in-
cludes a vast array of agencies. For cxample, a one-room
soup kitchen to aid the homeless with four employecs or a
massive hospital with hundreds of employzes can both be
considered nonprofit organizations. Although there is tre-
mendous diversity among organizations that may fall undey
the umbreila of a nonprofit agency, there are six unifying
characteristics. According to Salomon {1992). the nonprofit
sector refers o a set of organizations that are:

{ Fermal - Usually nonprofit organizations have a legal
identity under state law. They arc generally chartered as
corporations, making the organization a legal person. This
cnables a nonprofit to enter contracts and largely frees the
officers frora personal financial responsibility for the
organization’s commitments.

{ Private - Institutionally. a nonprofit is separate from goy-
ernment and their governing board is not dominated by gov-
crnment officials. Itis important to realize, however, that a
nonprofit may reecive significant funding or governmental
support.

M)

3 Q2

A%

Page 30 THE HEALTH EDUCATION MONOGRAPH SERIES 1998,  Voiume 16, Number |




{ Non-profit-distributing - Unlike the profit sector, the
major motivation of the organization is not to make profits
for its owncrs or sharcholders. Although organizations may
accumulate profits in a given year, the money must be rein-
vested into the mission of the agency.

{ Self-governing - Nonprofits are equipped to control their
own activitics. These organizations have internal procedures
for governance which are not controlled by outside bodies.

{ Voluntary - There is a significant amount of voluntary
participation, either in the actual day-to-day operations of
the organization’s affairs or in the management of its af-
fairs. Quite often, this takes the form of a voluntary board
of directors. but extensive use of voluntecr staff is also com-
mon. it is for this reason health education literature may
refer to nonprofit agencies relating to health as voluntary
health agencies. The term voluntary health agency describes
only one aspect of a nonprofit organization, although the
two terms are used interchangeably.

{ Of Public Benefit — The organization serves some public
purpose and contributes to the public good. The above-
mentioned characteristics are the underlying basis for sepa-
rating nenprofit organizations from profit and government
entities. Beyond these characteristics, variations within the
scctor become apparent. In general, there are two very dif-
ferent types of nonprofit organizations: member serving and
public serving. Member serving organizations have some
public purpose, but primarily cxist to provide a benefit to
the members of the organization. These include social clubs,
business associations, labor unions. and cooperatives of dif-
ferent kinds. This category of nonprofit includes about
400.000 organizations (Salomon. 1992). Public-scrving or-
ganizations comprise the majority of nonprofit organizations.
These organizations exist primarily to serve the public at
large. This may be accomplished in any number of ways
including, but not limited to, providing education. sponsor-
ing cultural activities, advocating for certain causcs, and aid-
ing the poor. The govermncent rccognizes the provision of
public benefit by public serving organizations thus allowing
them to be eligible for tax exempt status under 501(c)3) of
the federal tax law. This status gives these particular
nonprofits a tax advantage not available to other organiza-
tions. Morecover, they are also allowed to receive tax de-
ductible gifts from individuals and corporations, Because
donors can deduct the gifts they provide from their taxes,
they are more likely to contribute to nonprofit organizations
with 501¢c)(3) status (Salomon, 1992). Although there are
other designations such as 510(c)(2) or 301(c)4) given o
nonprofit organizations, 501(c)(3}organizations are the most
common (McAdam, 1986).

Public-serving organizations can be further divided into
four major categorics: funding intermediaries, rcligious con-
gregations, political action organizations. and service-pro-

by

viding organizations, The chief function of funding intcr-
mediarics is to provide funding for other parts of the non-
profit sector. Organizations such as United Way and the
Rabert Wood Johnson Foundation would fall into this arca,
Religious congregation: are organizations that primarily
engage in sacramental religious activity such as churches,
synagogucs, or mosques. Palitical action organizations dedi-
cate a large portion of their effort to campaigning and lob-
bying for legislation. Service-providing organizations de-
liver a vast array of services to the public. This group of
organizations makes up the heart of the public-service sec-
tor. They are usually subdivided into arts, education, civic,
social services, and health.

Health Care Nonprofits

In the nonprofit scctor, public serving organizations are
more likely to employ health educators, especially those in-
terested in community health. At a cursory glance, it may
appear that health educators wauld seek employment in the
health carc subsector. To a certain extent this is correct.
Before this subscctor is discussed further, it is important to
take note that not all nonprofit organizations are cusily as-
signed a single designation. For example, a religious insti-
tution may opcrate a private school or a hospital which would
fall under cducational and hcalth organizations respectively.
With that caution in mind. the health subsccior will be cov-
ered in the remainder of this section. Hospitals, clinics, home
health care, and nursing homes are most often mentioned in
this category. Thesce institutions concentrate on modifying
the severity of a discase or disability after it has already oc-
curred or rchabilitation, From a health education perspec-
tive, however, these are organizations that focus on the pro-
vision of sccondary and tertiary prevention of illness ( Greene
& Simons-Morton, 1984). Health educators are mainly in-
volved in providing primary prevention. This includes ac-
tivitics to prevent illness from cver happening,

Gencrally, this is accomplished through education. Muny
health care nonprofit organizations serve the need for health
education in socicty. For example, March of Dines pro-
vides many health education programs and literature to ad-
dress the nceds of women at reproduetive ages including:
Starting a Healthy Familv, Parenthood Edvcation Programs,
Healthy Mothers Healthy Babies, and The Curricuium Guide
Jor Health Education: Nutrition. The American Heart As-
sociation has developed educational material such as Pus-
tng Your Heart in the Curviculum, Heart Health Currvicu-
lum, and Schoal FHealth Packei. The major focus is to edu-
cate people of all ages regarding their cardiovascular health,
American Cancer Society has made available materials and
programs aimed at cancer prevention such as 7uke Jov, An
Early Start to Good Health, Health Nenwork, Caneer Chal-
lenge to Youth, und Who's in Charge Here. According o
Rubinson & Alles (1988), voluntary health agencics arc key
to achicving the objectives of health education.
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Not all individuals whao are interested 1n a career in the
health industry want to be involved in direct delivery of ¢ e
(Paradis, 1993). Health nonproflts deal with more than the
actual delivery and the provision of health care scrvices.
They also address a vast array of health issues ranging {rom
mental health, cancer, and fumily planning to AIDS, minor-
ity health care, and the disabled. Each major discase or
medical problem area tends to have its own set of nonprofit
organizations, many of which take a primary prevention
approach to dealing with their respective health focus. They
arc involved in every aspect of the illness including support-
ing rescarch, providing education, delivering services, and
giving technical assistance. [t is common for these groups
to lobby for changes in government health care policies.
“They comprise organizations focusing on some of today’s
most exciting issues, dealing with many of today’s most
passionate problems, and representing some of the nation’s
most powerful interests.” (Krannich & Krannich, 1996, p.1)
Many of these organizations are at the forefront of dealing
with health issucs of our time including cancer, HIV/AIDS,
and birth defects (Krannich & Krannich, 1996).

Characteristics of Nouprofit Employees

One reason why people seck employment with nonprofit
organizations is becausc the work is congruent with their
ideals. Indced, there are many similarities across job roles
and responsibilities tied to employment in the nonprofit sce-
tor and those of health educators. The deep-rooted concern
for people is at the core of many nonprofit workers® ratio-
nale for having chosen to work in this area. Being allowed
to use highly professional skills on behalf of someone who
would not normally have access to them can be quite re-
warding (McAdam, 1986). This characteristic is very simi-
lar to that of health educators who arc often charged with
asscssing the health and educational needs and interests of a
target population. In fact, health educators are encouraged
to become advocates for health care issues which have a
potential impact on the health of the public (Rubinson &
Alles, 1984). Another common drive among this group of
workers is the demand for a fairly high ethical content in
their work (McAdam, 1986). As health education continues
to grow into a well recognized and an important profession,
cthical issues are receiving morc attention than ever, Butler
(1997) asserts that “Hcalth educators arc probably involved
in morc ethical decisions than cducators in other disciplines
(p-326).” lssues such as informed consent, privacy, instruc-
tional quality, and professional obligations are just a few
examples. There is a vigilanee on the part of many in the
profession to maintain high cthical standards in all aspects
of health education, Whilc there are disagreements on which
guidelines to adopt, most would agree that either the Code
of Ethics proposed by the American Association for the
Advancement of Health Education (AAHE) or the Socicty
for Public Health Education (SOPHE), provide equally

high levels of cthical consideration (McLeroy, Bibeau,
McConnell, 1993). A third commonality among people in
this sector is that they like fecling good about what chey do.
Health education works with people during all stages of life.
No matter what the age group, health educators help people
develop attitudes conducive to good health, acquire infor-
mation necessary to make decisions about health, aid im-
prove sclf-efficacy. In other words, health educators help
people help themselves. This can only lend to the job satis-
faction experienced by health educators (Butler, 1997).
Equally important is the drive of these employces to find a
workplace that allows them to work with compatible and
caring colleagues. Also, of value is the emphasis on service.
Often, nonprofit workers sec their job as an opportunity to
serve others. Hendricks (1984) states “Perhaps the most
important trait needed by the health educator is a genuine
concern for people...” According to McAdam (1986), the
word which ties together all of thege driving forces is com-
mitment. As shown by the many paraliels between health
cducators and employees in the nonprofit sector, commit-
ment is an apt description for both groups.

From the perspective of the potential new worker in the
sector. all of these attributes may seem a bit overwhelming
and a bit difficult to instantly develop. It is important 1w
remember, howcever, that there is a wide range of employ-
ment opportunities in this scctor, each requiring different
levels of commitment and involvement. Many positions will
allow you to case into and develop the commitment which
many nonprofit employees seem to find in their work
(McAdam, 1986).

The qualities discussed above are cften abstract and diffi-
cult to measure. For many, it is difficult to decide whether
they have “what it takes™ to work in the nonprofit sector.
For this reason, a thorough sclf assessment of your interests,
skills. and abilities, is an ideal way to begin a job search.
The right self assessment tool will allow you to sec strengths
and weaknesses more clearly. Some which have been rec-
ommended in the past include The Mvers-Briggs Tyvpe Indi-
catoror The Strong Interest Inventory (Lynch, 1985: Sackett
& Hansen, 1995). A newer assessment geared specifically
toward individuals with an interest in nonprofit work is Your
NSL (Nonprofit Success Level) Quotient (Krannich &
Krannich, 1996).

The score from Your NSL (Nonprofit Success Level) Quo-
fient provides an indication of an individual’s potential for
success in a nonprofit organization. Additionally, the ques-
tions provide an overview of the challenges which an em-
ployee in a nonprofit organization may face. For example,
fundraising is very important to the financial solvency of
almost all nonprofit organizations. Itisan activity that most
nonprofit sector employees must engage in at one level or
another, regardless of their position in the organization
(Herman, 1994). A question such as ““Arc you willing to
engage in fundraising activities?” may challenge health edu-
cators to decide whether they want to participate in such a
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duty, although it may not technically be part of their job
description (Krannich & Krannich, 1996)

Finding a Job in a Nonprofit Agency

" nprofit oiganizations are almost everywhere in
America. They are located anywhere from small towns to
suburbs to cities. Yet, the nonprofit sector is larpely ne-
glected by job scekers. According to Krannich & Kranpich
(1996) “Finding a job with a nonprofit agency is similar to
finding a joh with many other types of organizations, You
first nced to understand how the nonprofit job is structured.
and then foeus on where t¢ find job vacancies, how to un-
cover inb leads. and how to communicate vour qualifica-
tions to employers” (p.34).

In order 1o understand how a nonprofit is structured one
should conduct research on the organization. Knowledge is
power in the job search process. Fortunately for those who
seek employment in this sector, there is a wealth of informa-
tion available on nonprofit agencies including books and the
Internct. However, when it comes to actually sceking a po-
sition rather than simply learning about an agency, it is im-
portant to remember that many nonprofit jobs are never ad-
vertised. In fact, thousands of jobs are found and filled
tarough informal means such as word-of-meuth, friends.
family, and the ever present “connection” (Krannich &
Krannich, 1996). It is for these reasons that the following
hints offered by Collins (1997) may Ue beipful in the non-
profit job search:

. Volunteer - Why would anyone hire somcone to
work with volunteers if you yourself have never done it?
Although it is possible to become employed oy nonprofit
without volunteer experience, volunteering is one of the best
ways to develop the “hands on™ skills many employers re-
quire.

. Do an internship. Many undergraduate professional
preparation programs in health education require an intern-
ship. Thisisan invaluable cxperience which may alse allow
an individual access to positions that may not be advertised.

e Choose your position wisely. Make sure vou wiil
be doing tne type of swvork you want to do and that it heips
advance vour career. The organization’s mission statement
can provide valuable informalion about the organization and
where it 1s going. Most entry level nonprofit jobs have about
a |- year span before you are ready for the next level, Look
for advancement opportunities.

e Be open to all types of nonprofits, Although health
cducators may focus on the health care sector. it is impor-
tant to remember that other categories of nonprofits may also
address health related issues. For example American Red
Cross is sometimes iisted as a social service organization.
Lt s organization conducts many activities related to

health education such as CPR, First Aid, and AIDS cduca-
tion.

® Stay at it! Job hunting is always tough. regardless of the
type of position you are seeking. Stay motivated and you
will be ahead of most of the crowd.

If the job search proves successful, an interview is likely
to follow. McAdam (1986) offers some more specific 1ips
for interviewing with a nonprof{it organization.

g P j

@ Be prepared for every interview - Research every organi-
zation carefully. Nonprofits usually have literaiure avail-
able about their organization such as a mission statcment,
strategic planning documents, and yearly reports. Some of
the questions which you shou d answer include who are we
as an organization, what are the basic secial or pofitical needs
we exist o fill. how do we recognize or anticipate and re-
spond to niceds or probiems, what is our philosophy and what
are our core values? Other materials which may be helpful
in learning about the organizetion may be the organization’s
website or other printed materials produced by the organi-
zation such as brochures.

® Follow Goldberg’s two laws - Try and make sure that you
are going to see someone with at least potential hiring power.
Sceondly, if vou can’t. see anyone who will see you.

¢ Be positive < Although you may be nervous, it is impor-
tant to appear confident. Review your list of the 10 most
impressive or important work tasks. Be prepared to describe
cach one of these accomplishments in your interviews. Make
sure it is a sentence that begins with an action verb {i.e., |
developed. | taught. I managed).

Conclusion

The nonprofit scetor is an cxcellent place for health edu-
cators to work. It enables them to combine many of the
competencics required of a health educator including com-
municating, planning, implementing. coordinating, acting as
arcsource, and evaluating with jobs that are challenging and
rewarding (Greene & Simons-Morton, 1984). When decid-
ing whether or not to work in the nonprofit scctor, it is im-
portant o do a self assessment. 1{ onc fecls that they have
the qualities needed to work in this area, then it is important
to learn about the nonprofit world. There are many resources
which can provide this information. Equally important is
making the inside connection with ageneies where an indi-
vidual might work. This cun be done by inteming, volun-
teering, getting to know individual, or otherwise becoming
acquainted with the organization. The nonprofit sector is an
employment avenue for health educators which has great
potential to offera job which is both meaningful and satisfy-
ing.
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Humor as a Stress Management Strategy

Tricia R. Weber

Ahstract

Stress has become an increasing concern in today’s soci-
etv, as many individuals have not developed suceessfil cop-
ing sirategies (o deal with the pressures of dailv living. Rec-
ognizing the negative impact of excessive stress on emotional

and physical health, heulth educators promore a variety: of

stress managenent techniques. Humor - the ability 1o per-
cetve or appreciute what is funny, amusing, or ludicrous -
rarely is recognized for s stress-reducing role. This paper
reviews fiterature on the use of humor as a self-care tool.
Psychological and physiological effects of humor oM stress
are examined. The expression of lwnor and lauglter can
act as a catharsis of emotions as well as provide valuable
perspective and a sense of control. The physiological effects
of humor and laughter may serve to counteract the debili-
tating effects of stress on the body. Various wavs to incor-
porare humor in daily living are suggested.

Introduction

Most Amiericans experience a great deal of stress in their
lives. Only within the past few decades, however, has stress
become a popular topic in American culture. As our lifestyles
have become increasingly hectic, the need for stress man-
agement has increascd. The concern for stress is addressed
in the document Healthy People 2000, which specifics ob-
jeetives for reducing the adverse effects of stress, reducing
uncontrolled stress, and increasing dhe number of worksite
stress management programs (U.S. Department of Health
and Human Services [DHHS]. 1991). While we have made
some progress, we actually have moved away from the tar-
get forreducing uncontrolied stress. In 1994, 35% of people
aged 18 and older who reported experiencing significant lev-
cls of stress did not take steps to reduce or control their stress
(DHHS, 1996). This rate is up from 24% in 1985 (baseline)
and far from the year 2000 target of 5%.

IHcaith educators arc aware of a varicty of interventions
aimed at reducing stress. including cognitive restructuring.
physical exercise and relaxation techniques, such as medita-
tion and mental :magery. Unfortunately, many people are
reluctant. or find it difficult, to incorporate stress manage-
ment techmques into their daily Hives. One rarely acknowl-
cdged coping tool is "hw use of humor. While often over-
looked. humor canbe  powerful antidote to stress. In addi-
tion. humor provides an casy and enjoyable way to cope
with the pressures we face in our daily lives,
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Historical Applications

Humor as a sclf-care 100l is not a new concept. The an-
cient Grecks held humor as a virtuc. The philosopher. Piato.
believed humor nurtured the soul (Seaward, 1997). Proverb
17:22 tells us “A merry heart doeth good like a medicine.”
And the philosopher, Friedrich Nietzsch observed: “The most
acutely suffering animal on carth invented laughter™ (Metcalf
& Felible, 1992, p.6).

Likewise, Bill Cosby may not be a great philosopher (de-
pending on your point of view), but he too realized the power
of humor. He is fond of saying. “If you can laugh at it. vou
can survive it.”” Many comedians, cartoonists, and comedy
writers know the power of humor for overcoming difficult
situations. Carol Burnctt, whose parents were alcoholics and
constantly fought with cach other, is onc of numerous co-
medians who used humor as a weapon for conquering pain-
ful circumstances.

Great lcaders have drawn strength from humor as well.
Abraham Lincoln suffcred through many hard times. includ-
ing failing in business. being defeated in politics several
times. and seeing three sons dic. He continually used hu-
mor. however, to gain the strength to go on. Klein (198Y)
tells us:

In a hook ubount Lincoln, writer Keith Jennison savys that.

“Lincoln’s ability to laugh, even during the bleakest dayvs

of the war, often astonistied the people who worked with

him. At one meeting during a bloody phase of the Civil

War, the cahinet sat dimhfounded while he read aloud

Sront a book of Inunor, Afier he finished, he admonished

the others: '"Gentlemen, why don't vou laugh? If I did not

laugh, 1 should die, and you need this medicine as much

as I do’'"(p. 6).

Studics of the military provide continued support for the
stress-reducing role of humor (Dixon, 1980). The televi-
sion show MASH was even based upon the power of humor
to keep people sanc and effective under the ¢xtreme pres-
sures of wartime madness (Metcalf & Felible. {992).

Vuring the Great Depression, Hollywood lowered admis-
ston prices ta films and produced hundreds of lighthcarted
comedies and musicals to provide people an cscape from
cconomic despair (Metcalf & Fehible, 1992). Now, relent-
less change, rushed lifestyles, and increasing work and (am-
ily demands are creating the need for stress reduction. Un-
fortunately. today’s culture tends to inhibit humor. Four-
vear-olds laugh once every four minutes., while the average
American grown-up laughs only about 15 times per day
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(Sobel & Ornstein. 1996). It seems we are taught that grow-
ing up means “getting serious.” We were told. “Wipe that
smile off your face.” and “This is no laughing matter.”
Laughter meant we were immature. In addition, when faced
with problems we are expected to “buckle down™ and work
harder. “When the going gets tough, the tough gets going.”
became a battle cry. As a result, we set aside such indul-
gences as joy and laughter in favor of working harder and
harder, striving for increased wealth and success.

Psycholngical Effects of Humor

Humor has the ability to produce profound psychological
changes. It seems to function as a defensc mechanism or
survival skill against the cognitive stressors we face in today s
world of relentless change. Dixon (1980) argues that humor
may have evolved in humans specifically as a means of deal-
ing with these sorts of stressors. which require mental rather
than physical responscs. Support exists for the emotionally
therapeutic value of humor as coping behavior (Robinson.
1983). Sobel and Ornstein (1996) have said: “When con-
fronted with a threatening situation, animals have two
choices: they can flee or they can fight. We humans have a
third alternative: to laugh™ (p. 51).

Humor acts to reduce stress in several ways. First. it can
diffuse feelings and emotions surrour.ding stressful circum-
stances. For example. Labott and Martin (1987) found that
coping with humor acted as a buffer between negative life
events and mood disturbances. Psychologists argue that the
expression of faughter and smiling is nothing less than a ca-
tharsis of emotions (Scaward. 1997).  Thus, usc of humor
may result in the rchief of anxiety. stress. and tension: an
outlet for hostility and anger; an escape from reality: and a
means of lightening the heaviness related to crisis, tragedy,
chronie illness. disabilitics and death (Robinson, 1977). Nazi
concentration camp prisoner and survivor, Victor Frankl
noted in his book. ifun’s Scarch for AMeaning. “that humor
was a saving grace among fellow prisoners in the shadows
of death.” Frank! wrote “Humor was another of the soul’s
weapons in the fight for scli-preservation™ (Seaward. 1997,
p. 229,

Second, by seeing the humor in a stressful situation, we
may be able to change our perception of that situation. Kupicr
and Martin (1993) found that high humor individuals view
potentially stressful situations in more positive and challeng-
ing terms rather than focusing on their negative aspects.
Bischoft (1991) offered similar conclusions. He found high
humor perception to be associated with positive reinterpre-
tation of circumstances. persona! growth, and the ability to
face stresstul circumstances more positively. The stress re-
sponse depends not only on the situation but also on the per-
ception of that situation (Selve. 1974). Thus, by changing
how we view a situation, we may be able to decrease its
stress-producing potential. For examiple. sociologist Suzanne
Kobasa (1979) found “challenge™ to be one of three ~hardi-

ness factors™ which increases a person’s resilicnee to stress.
The other two factors were “control™ and “commitment.”
She found viewing stressful situations as a challenge, rather
than as a threat, acted as a buffer against stress. Thus, from
a cognitive perspective, humor benefits us in two ways. In-
dividuals who generally respond to life in a humorous man-
rier may be less likely to perceive their environment as threat-
ening and. therefore. may experience less stress. In addi-
tion, when stressful situations are encountered, these indi-
viduals may be able to cope more effectively with that stress
by making moré benign reappraisals (Kupier & Martin.
1993).

A third way humor helps in dealing with stress involves
increasing the sense of control in one’s life. As mentioned
earlier, “control™ is another “hardiness factor™ that acts as a
buffer against stress. Among persons under stress. those
with a greater sense of control over what occurs in their lives
will remain healthier than those who feel powerless in the
face of external pressures (Kobasa, 1979). In one study. a
group of nurses completed a training course in humor, while
another group received no such training.  Six weeks later
only the experimental group showed significant changes in
locus of control (Wooten. 1992). Being able to make light
of a stressful circumstance allows one to feel some control
over that situation. In addition. while we may not be able to
control external events, humor can help us control what we
can control - our perceptions, our emotional responses, and
our reactions to potentially stressful situations. As a result.
people who laugh at their setbacks feel uplifted and empow-
cred.

The renown stress rescarcher, Hans Selve. believed that

nothing could erase unpleasant thoughts more effectively
than concentrating on pleasant ones (Kiein, 1989). Humor
instantly draws our attention away from our upscts. Thus,
as a fourth effect, humor allows us to disconnect or {ree our-
sclves from negative thoughts and events. In doing so. we
are no longer caught up in the chaos of the moment. We can
step back and see the whole picture. When we do this,
oftentimes our upsets no longer scem quite as large or as
important. Klcin (1989) writes:
Charlie Chaplin once said. “Life is a tragedy when seen in
close-up, but a comedy iin longshot.” Mirth myopia is per-
haps today’s greatest discase. We get so caught up in our
everyday struggles that we forget to step back and sec the
comic absurdity of some of our actions (p.13}.

Physiological Effects of Humor

With his book. Anctomy of an Hiness. Norman Cousins
(1979) focused attention on the influence of humor and laugh-
ter on the body™s physiology. During treatment for a serious
discasc of the connective tissue, Cousins uscd taughter as an
integral part of the healing process. e surrounded himself
with bumor by watching Candid Camera videos, Marx Broth-
ers films. and Thiree Stooges comedies. Cousins called lyugh-
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ter inner jogging, because when we are engaged in a good
hearty laugh, every system in our body gets a workout.

The beneficial physiological effects of humor can be di-
vided into two categories: | ) effects on the major physiologi-
cal systems of the body; and 2) effects on the immune sys-
tem. Mirthful laughter affects mest of the body’s major
physiological systems. The initial effects scem to resemble
the stress responsc. A slight increase occurs in heart rate,
respiration, blood pressure, muscle tension, and the produc-
tion of catecholamines and endorphins. This arousal state is
followed immediately by a relaxation state where heart rate,
respiration, blood pressure, and muscle tension rebound to
below normal levels (Fry & Salameh, 1986). Once thought
o7 as only a coping technique, humor therapy now qualifies
as a relaxation technique as well because of these physiologi-
cal effects (Seaward, 1997).

Effects of laughter on the immune system may be even
more impressive. Through the emerging field of
psychoneuroimmunology (PNI) we are just beginning to
lcarn how our thoughts, emotions, and attitudes influence
physical health. Research shows that stress has the potential
to create unhealthy physiological changes. During the stress
response, the adrenal glands secrete cortisol into the blood-
stream. As onec consequence of ¢levated cortisol levels, a
functional impairment of the immune system occurs. Nu-
merous studies demonstrated that a variety of stressors, in-
cluding academic examinations (Glaser, et al., 1987) and
divorce (Kiecolt-Glaser, et al.. 1987), can alter many aspects
of the immune response. Humor may, however, provide a
protective factor against the immunosuppressive effects of
stress. People with a strong sense of humor experience less
impairment of immune functioning following stress (Martin
& Dobbin, 1988). In addition, laughter may create immune
changes opposite to those caused by stress. In a series of
studies designed to measure the effects of laughter on the
immune system, blood samples were drawn from subjects
after viewing a 60-minute comedy video. Results suggest
that laughter lowers serum cortisol levels, increases the
amount of activated T-lymphocytes, increases the number
and activity of natural killer cells and increases the number
of T cclls that have helper/suppressor receptors. Thus, hu-
mor scems to offset the immunosuppressive eftects of stress
(Berk. Tan, Fry, et al.. 1989 & Berk. Tan. Napier & Eby.
1989).

Cultivating a Sense of Humor

Emotional hcalth constitutcs an integral part of optimal
hiealth, and, as health cducators, we try to cducate the public
on various ways to manage stress. Unfortunately, many
Americans do not take steps to reduce or control the stress
they experience, even when informed of various stress man-
agement techniques. However, people often find humor an
casy and fun way to combat stress. Humor should not be
overlooked while presenting any siress management corirse,

— A

and health educators should help others cultivate an appro-
priate sense of humor.

Humor involves both a set of skiils and an outlook on life.
For some, humor is learned carly in childhood as it is mod-
cled and encouraged by parents. But for many, these skills
have to be learned. Metcalf and Felible (1992) noted three
humor skills that work to relicve tension, kecping us fluid
and flexible instead of allowing usto become rigid and break-
able, in the face of relentless change. These skills include:
® The ability to sec absurdity in difTicult situations.
¢ The ability to take yourself lightly whilc taking your work
seriously.
® A disciplined sense of joy in being alive.

We can cultivate a sense of humor in scveral ways. In
1977, Jocl Goodman founded The Humor Project, which
provides various workshops, speeches, and training semi-
nars for individuals, schools, and organizations interested in
the constructive application of humor in everyday life
(Goodman, 1983). Goodman also edits the magazine, Laugh-
ing Maiters, a quarterly journal offering ways to incorporate
humor in daily living. Among Goodman’s suggestions:
® Collect funny bumper stickers, buttons, T-shirts and car-
toons.
¢ Keep a humor notebook consisting of a running list of times
you could laugh at yourself and humorous ways to definc
reality.
® Send a humorous grecting card to someone who might not
expect it from you - be sure to send the card on a day other
than a holiday or the person’s birthday.
® Scnd someone an anonymous joke on a regular basis.

Allen Klein, author of The healing power of humor. rec-
ommends these smile-indueing strategies:
® Collect silly props., such as clown noses, bubbles or “ar-
row” headbands. Put on the clown nose the next time you
feel anxious. Try blowing bubbles after an argument.

& Have a punch line ready. When life throws you a curve,
try one of these applicable lines:
Oh, what an epportunity for growth and learning.
Take it back. 1t's not what I ordered.
[ have no time for crisis. My schedule is fill.
® Exaggerate to the point of absurdity. If you are having a
bad day, pretend you arc in the 1-had-thc-worst-day-in-the-
world Olympics.
® Keep a photo of yourself laughing in a place where you
can scc it often.
e Smile when you feel down or tense. Sometimes mood
follows facial expression.

For those with computer savvy, humor, in the form of
jokes, furny storics, and quates. can be shared with others
through k-mail. In addition, the Internet can be a great hu-
mor resource. Check out the American Association of Thera-
peutic Humor at idcanurse.convaath/ for articles from the
therapeutic humor literature as well as links to a variety of
humor related websites, including HUMORX, The fHumor
Potentiad, Jest for the Health of Tt, and HumaordMariers. These
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websites provide information about humer workshops and
seminars as well as access to humor resources such as books.
audio and video tapes. and novelty items. In addition, a com-
puterized humor assessment tool for surveying individuals®
coping styles and personal humor preferences can be ordered
from The Humor Project at www.wizvax.net/humory.

Health educators can usc three specific exercises to help
individuals use humor and laughter in coping with and re-
ducing stress (Cliff McCrea, 1996). In the first exercise,
participants are asked to identity stressors in their lives that
are particularly challenging to cope with and then te invent
humorous ways of dealing with these stressors. For example.
if traffic is the stressor. then two alternative humorous re-
sponses could be blowing bubbles out the car window or
listening to a comedy tape. In the second exercise, partici-
pants identify difticult social and/or interpersonal situations
they have been confronted with or may be confronted within
the future. The participants then think about how humor
could facilitate communication or assist in reducing the stress
associated with these situations. In the final exercise, par-
ticipants identify who and what makes them laugh the most.
They can identify people, activities, or situations, movics/
TV sitcoms, cartoons/books, and toys/games.  Recogniz-
ing what makes you laugh is often the first step toward in-
corporating humor and laughter into your daily life.

A light heart can be good for business. as well. Humor
can help prevent “burn out,” inspire company-wide enthusi-
asm and increase creativity (Metcalf & Felible, 1992). At
one Hewlett-Packard plant employees created a Lighten-Up
Library. The room was stocked with magazines, books, post-
ers, and video and audio programs that people felt were
funny. A corkboard sheet was put up for participants to dis-
play their favorite cartoons and pictures of themselves and
their families doing goofy things. The room was used for
brown-bag lunches, upbeat conversations. and breaks. Bul-
letin boards displaying cartoons, jokes, and funny notes is
an inexpensive way to bring humor into any organization.
Marilee Pfarr, a Health Promotion Associate at Federated
Mutual Insurance located in Minnesota. suggests companies
hold a Humor Fest to provide employees with stress relief
and to encourage the use of humor for stress reiief on a regu-
lar basis (Association for Worksite Health Promotion, 1993).
For ¢ne weck in April a different video of a well-known
comedian or a funny movie is shown each day during the
lunch hour. In addition. on onc day during the Humor Fest
the company’s own “stand up™ comedians can perform.

Summary

Humor is a powerful stress-reducer. 1t has the ability to
ditfuse the feclings and emotions surrounding stressful cir-
cumstances, change our perception of stressful situations,
increase a sensc of control and disconnect or frec us from
negative thoughts and events. In addition. laughter may in-

ducc a state of relaxation, while acting as a buffer from the”
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immunosuppressive effects of stress.  Finally, humor is one
of the casiest and most enjoyable ways to cope with stress.
Thus, health educators should no longer overlook humor as
a stratcgy for stress management,
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Ecstasy and Ravq .
Implications for Health Education

Jennifer Lee Wiley

Abstract

The chemical compound 3, 4 methvlenedioxymethamphetamine,
also known as MDMA or “Ecstasy. " is a member of a class
of drugs known as methozelated amphetamines. The drug's
effects combine the rush of amphetamines with the conscious-
ness-raising effects of pyyehedelics. Users often report that
the drug creates a feeling of euphoria. This reaction has
made it a popular drug of choice among youth, especialle
among vouth attending all night dance parties known as
raves. Raves and rave clubs, common drug-taking venues,
have been on the rise in Europe and the United States since
the late 1980s. Youth who use Ecstasy are not connnonly
taught in their academic curricidum about the drug. Users
of MDMA are exposing themselves to heahh hazards such
as depression, venal fuilure, and dehydration, which may
lead 1o death. The growing popalarity of the drug suggests
that health educators include it as d topic in training pro-
grams and drug education curricula.

Introduction

Humans have been altcring their external and internal en-
vironments since prehistoric times - “experimenting with a
wide variety of plants and substances to
improve...psychological and physical well-being™ (Stimmel.
1993, p. 3). Use of mood-altering substanccs has become
integrated into a culture’s way of life and spiritual practices.
Substances such as alcohol and nicotine have become so in-
tegrated into culture that they often are not considered drugs.
“Although not labeled as such until recently. psychedelic
drugs have been with us for a long time. The use of can-

nabis (marijuana). for example, is at least as old as the use of’

opium in the Middle East. All parts of the plant...were used
medicinally, ceremonially. and recreational before the dawn
of recorded history™ (Seymour & Smith, 1987, p. 83). Other
consciousness-affecting substances also played important
roles in ancient and historical cultures.

In 1938, Dr. Albert Hofmann of Switzerland synthesized
lysergic acid diethylamide (LSD). In 1943 he accidentally
ingested part of the compound. thereby discovering the
drug’s profound psychological effects. Consequently, the
most controversial chemical compound of the 20th Century
was bornw  h this discovery (Seymour & Smith, 1987). The
use of LSD in psychotherapy quickly evoived o recreational
abuse. especialty among college students in the United States

who followed the examplec of a Harvard University psycholo-
gist, Timothy Lcary.

Around the time of LSD’s increasing popularity, interest
in other psychedelic substances was piqued. Thesc sub-
stances included psitocybin mushrooms, which had been used
in Mexico for more than a thousand years, nutmeg and mace,
the seeds of the morning glory and Hawaiian woodrosc vines,
and a new class of drugs labeled as methozelated amphet-
amines. These drugs combined the stimulating effects of
amphetamines along with the consciousness raising effects
of psychedelics. Considered tc be “alphabet soup™ drugs.
they include DOM. MDA. MDM, MMDA, MDEA. and
MDMA.

History of Ev. 2oy

Designer MDMA, known as LEcstasy or XTC, combines
hallucinogenic properties and stimulating effects. Known
as the Jove drug. it has been popular among certain segments
of college students (Carroll, 1993). Ecstasy (MDMA, 3 4-
methylendioxymethamphetamine) is derived from the stron-
ger. more toxic drug MDA. The original patent for MDMA
was received in 1912 by the E. Merck Pharmaccutical Com-
pany in Germany (Hastings, 1994). The drug was first, but
rarely, used in 1914 as an appetite suppressant. In the 1970s
and 80s psychiatrists began to cmploy it to facilitate psy-
chotherapy (Stimmel, 1993). Paticnts in MDMA therapy
reported to be more open emotionally and to lose defensive
anxiety. By doing so, they could touch thoughts and feel-
ings ordinarily hidden to them (Grinspoon & Bakalar, 1986),
Further. it allowed patients to remain in control of their
thoughts and feelings. rather than the drug being in control,
as in the case of LSD (Solowij. Hall. & Lee, 1992).

Although clinical uscs of MDMA were not reported until
the 1970s, nonmedical use first appeared in 1968 in the west-
crn U.S. Street use of Ecstasy was reported in Chicago by
1972, and by 1976 widespread use was reporled in Boston
{Sicgel, 1986). In 1985, the Drug Enforcement Administra-
tion [DEA] estimated that Ecstasy was available in 21 states
and Canada. The next year, clandestine laboratorics were
purporting to be located throughout the United States (Siegel,
1986).

“Because of its potential for abuse and its possible neuro-
toxic effect. MIDMA was temporarily restricted as a Sched-
ule. T controled substance i 19857 and permanently sched-
uled as such in 1988 (Carroll. 1993, p. 316). EFestasy had a
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high media profile around the time of its scheduling. Its
popularity spread to Europe, particularly the Netherlands and
England. and to Australia. In these countrics, it quickly be-
came associated with dance parties and raves around 1989-
1990. Since thattime, an increase has occurred in rave clibs.
dance and party clubs where drug taking is common (Inaba
and Cohen, 1993: Solowig, ct al., 1992: Rogers, 1993).

Social Use of Eestasy

Siegel (1986) conducted a study to assess the nature and
extent of nonmedical MDMA use. Forty-four users who
met the requirement-of having used Ecstasy at lcast twice
previously in the past 12 months were recruited. Dosages of
the drug ranged from 50-700ing. Subjccts’ agesranged from
17 to 55. with 63.3% classified as students.

All users reported both positive and negative effects from
the drug. Positive cffects included “...changes in feelings
and cmotions (80%}); enhanced communication, empathy,
or understanding (68%); changes in cognitive or mental as-
sociations (68%): euphoria or ecstasy (63%): changes in
perception (44%); and transcendental or religious experi-
ences (11%)" (Siegel, 1986, p. 351). Negative effects in-
cluded reports of jaw clenching and/or muscle tension by all
uscrs, increased sweating (91%), blurred vision (77%), loss
of muscle coordination (77%). rausca (38%). and anxiety
(15%). A total of 19 subjects reported perceptual phenom-
eng, ircluding nine who reported illusory or hatlucinatory
experiences in vision, touch, hearing, smell, and taste.
Though all users experienced some negative effects, they
ratcd their overall experience as pleasurable.

In 1992, Solowij, et al. studied the ways in which Ecstasy
is uscd, and the nature of its effecis, aniong users in Sydney.,
Australia. They also compared its ctfects to hallucinogens
and amphetemines. The sample consisted of 61 malcs and
39 females. for a total of 100 subjects who had ever tried
Ecstasy. Their ages ranged from 16 to 48 and 23% were
students.  The findings revealed that most users tried Ec-
stasy out of curiosity, for ‘fun’ and recreational purposcs.
Peer use was high. The most popular time for taking Ec-
stasy was on weekends when subject was off work the next
day. Effects of the drug were reported to last from one to 12
hours with residual effects lasting up to 32 hours. This find-
ing reinforced that recuperation time is necessary when tak-
ing Lcestasy.

The effects of Ecstasy were described as a positive mood
state and intimacy. Repoited effects included being talkative,
open minded, sensual, cuphoria, confident, and carefree. The
pleasurabie and positive cffects of Ecstasy diminished with
frequency of use and dosage of the drug, while severity of
side effects correlated positively with these factors.

Some reported side effects included rapid heartbeat, in-
somnia, hot and cold flashes, sweating and sweaty palms,
urination desires, and poor concentration. Twenty cight per-
cent of the sample reported having psychological and physi-

cal problems related to their use of the drug including para-
noia, panic, loss of control, anxiety, loss of reality, and hal-
iacimations.  Eighteen percent reported fainting, decercased
respiration, chewing mouth, and jaw clenching. Sixteen
percent reported nausca and vomiting.

Morbidity and Mortality Associated with Ecstasy Use

Though reported side effeets {rom Ecstasy, in both elini-
cal and social settings, last only for a brief period of time.
growing cvidence suggests long term iesidual cffects. Nu-
merous studies and reports confirm the short- and long- term
hazards of Ecstasy usc. Thesc hazards range from physical,
neurological, and psychiatric disorders to death. Minor side
effects include loss of appetite, jaw stiffness, and a desire to
urinate (O’Connor, 1994).  More severe side effects can
include depression, psychosis, hyperthermia, and acute re-
nal failure.

Findings from studies conducted with rats and monkeys
showed MDMA depletes scrotonin (Ricaurte, DeLanncy,
Irwin, & Langsten, 1988). To study the effects of MDMA
on humans, Simantov and Tauber used “placental scroton-
ergic ccll line JAR...and human dopamincrgic cell line
(NMB) that expresses dopamine, but not scrotonin trans-
porters, ... to verify the selectivity ofthe drug” (1997, p.141).
They found that within [2 hours the JAR cells shrunk. had a
smaller and darker nucleus. the membrane lost its bright-
ness and smoothness. and picces of the ceil appeared in the
culture medium. In the presence of dopamine there was
enhanced toxicity of MDMA to the JAR cells. The findings
suggest that interactions occur between dopamine and
MDMA at the cellular level. Dopaminc release is enhanced
by the activation of 3-HT, receptors when MDMA neuro-
toxicity (in vivo) is activated by scrotonin.

Depression and suicidal and aggressive behaviors all have
been linked to a dystunction of the central serotonergic sys-
tem. Psychiatric disturbance is associated with Festasy use
(O°Connor, 1994). In 1986, three reported cases of dyspho-
ria and panic attacks were published in the American Jour-
nal of Psychianry, One case involved a 26-year-old woman
who ingested MDMA one time. Thirty minutes after inges-
tion she felt a nervous rush and inner trembling. Nausea.
ataxia. vertigo, fear of imminent death, tachycardia. and
hyperventilation followed (Whitaker-Azmitia & Aronson,
1989).

McCann and Ricaurte “describe an individual with no
prior psychiatric history who developed panic disorder after
ingesting a single typical dose of MDMA™ (1992, p. 950).
This diagnosis was made according to DSM-H1-R, The pa-
ticnt was a 23-ycar-old college male who took the drug with
two friends. For four days he felt fatigued and had trouble
cancentrating, *“when he felt a sudden sensc of extreme anxi-
ety, with palpitations, tremulonsness, and nausea, leading
him to believe that MDMA had damaged his heart™ (p. 951).
His physician diagnosed him with anxicty, and after weeks
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of persistent symptoms, with panic disorder. Although a
cause/effect relationship cannot be inferred, further cases of
Ecstasy-induced psychosis. flashbacks, and psychological
disturbances have been reported in Addiction (Curran &
Travill, 1997), British Journal of Psvchiatr1 (Creighton,
Black, & Hyde, 1991), British Medical Jouraul (McGuire
& Fahy, 1991), and Secien' of Biological Psvchianry
(Schifano & Magni, 1994).

The physical daingers of Ecstasy can be catastrophic or
even fatal. A case report by Barrett and Taylor (1993 ) showed
“biochemical and hematological (blood) evidence of
rhabdomyolysis. acute renal {failure and impaired liver func-
tion in a 23-year-old male after ingesting a single tablet of
Ecstasy and some amphetamines™ (1993, p. 233).
Rhabdomyolysis involves the disintegration or dissolution
of skeletal and cardiac muscle cells that store oxygen in the
urine. The cause of the patient’s acute renal failure was un-
certain because that reaction had only been reported previ-
ously with amphetamine toxicity. Other reports have shown
that liver toxicity is possible from single or multiple expo-
sures to MDMA. Liver transplants have been required for
some patients(O’Connor, 1994).

Many other problems with Ecstasy use have been reported
such as hyperthermia, increased heart rate and blood pres-
sure, hyperkalaemia, and disseminated intravascular coagu-
lation (Hayner & McKinney, 1986: Henry, Jeffreys, &
Dawling, 1992; O Connor, 1994). Hyperkalacmia is likely
to be the causc of acute renal failure in the above cases.

Death - the most hazardous effect of Ecstasy - has been
documented among people who have ingested small and large
dosages alike. It is difficult to estimate the number of deaths
rclated to the drug because many deaths are attributed to the
physical problems that Ecstasy produces. Research indicates
that factors such as hyperthenmia, liver failure, heat stroke,
and water intoxicztion significantly contribute to death as-
sociated with Ecstasy use. In such cases, MDMA may be
present in the bleod of the deceased. or friends may have
reported that the victim had taken the drug,.

Dowling, MeDoncough, and Bost (1987) described five
patients in Dallas County in which the drug or one of its
analogues, MDEA, was thought to be a ¢ mntributing factor
in the death of cach. Two patients died of car crashes in
- which Ecstasy was found in their blood. Another, with a
history of asthma, was found dead beside his car. MDMA
was found in his blood. The {ourth, a 18-year-old femalce
who had ingested one and a half hits of Ecstasy, collapsed
shortly thercafter and showed pulmonary congestion and
cdema. The fifth case involved a man who died after taking
what he thought to be Ecsiasy, but was really MDEA. No
trace of MDMA was found in his blood.

Seven other deaiiis were reported in a 1992 article in The
Lancet (Henry et al., 1992). The decedenis were reported to
be between the ages of 16 and 21. All had taken Ecstasy at
a parly, concert, or club. and then began to have seizures.
Hyperthermia, increased heart rate, rhabdomyolysis, and

gastrointestinal hemorrhage are just a few of the listed clini-
cal courses of the patients. Times of dcath ranged from two
and half hours after ingestion to 18 days after being admit-
ted into the hospital.

Mivmag. a British magazine for dance music and “club
culture,” published an issue about the deaths and possible
long-term effects of Ecstasy in the UK (Phillips. 1997). [n
the issue, Paul Betts. the father of a girl who died of an over-
dose, estimated that 50 deaths occurred in the past ycar alone.
Five reported deaths over the Christmas and New Year's
holidays are thoroughly documented. All victims were young
adults, ages 16-22. who had taken the drug at a party or a
club (rave).

Ecstasy Use Among Youth

Ecstasy is s drug of youth. In early clinical trials it was
used among older patients, but the spread of it inta recre-
ational use made it more attractive to young adults. Raves
are where Ecstasy is most often used. The majority of pcople
who participate in raves are between 16-25 years of age
(Brown, Jarvie. & Simpson. 1995). This age range not only
includes those in college but aiso high school. With the
growth of rave clubs, the use of Ecstasy among that age group
likely wili continue to rise. Though few epidemiological
surveys have been conducted. an estimated 40% of college
students have had some exposure to MDMA (Elk, 19%6).
A Monitoring the Future press release (1996) estimated the
self-reported Ecstasy use among 10th and 12th graders at
5%, and 1996 was the first year that questions about stu-
dents’ MDMA use were included in the survey (University
of Michigan, 1996).

Ecstasy use on college campuses was reported in 1987
and again in 1994. In the 1987 report. Stanford University
undergraduates were randomly and anonymously polled
about their possible usc of MDMA. Thirty-nine percent of
subjects reported they had used the drug at least once
(Peroutka, 1987). Results from a [990 study ot undergradu-
ate students from Tulane University, found an increase of
Ecstasy use over a four-ycar period from 6% to 24%
{Cuomo, Dyment. & Gammino, 1994). The rescarchers con-
cluded that because two-thirds of the undergraduate students
at the university were from out of state. the findings also
reflect drug use among coliege students outsidz of Louisi-
ana.

Implications

Since its discovery. MDMA has been used in clinical and
social settings. MDMA was renamed Eestasy by recreational
drug users who find the name fitting {or the drug because of
the positive mood state and heightencd awareness it pro-
duces. Unfortunately, the positive effects often are followed
by a multitudc of negative residual effects including, but not
limited to. depression, paranoia, hyperthenmia, tachycardia.
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acute renal fatlure, and death. Because of Ecstasy’s popu-
larity with club goers and people who attend raves. the set-
ting may worsen the physical side effccts. Users might dance
for hours and not even stop for a drink of water, therefore,
causing difficulty in body functions, such as urination.

Evidence of the harmful clinical cffects of Ecstasy is
abundant in professional medical jounals. Readers of these
journals usually include physicians, medical students, and
public health professionals, not youth and young adults who
may be using this drug. Consequently, those most commonly
cncountering or using the drug receive limited information
about the effects and dangers of MDMA (Elk, 1996). Also,
because harmful effects from Lestasy may not be immedi-
ate. users may not question its safety.

Elk points out that “MDMA is being uscd by adoles-
cents and college students who are exposed to information
regarding other substances of abuse in their academic cur-
riculum but MDMA is often cxcluded” (1996, p. 355). Omis-
sion of information about Ecstasy in drug education pro-
grams or classes may imply to the students that the drug is

safe. Drug and health educators also may not be aware of

the dangers of Ecstasy if the topic is not included in the cur-
riculum or in their training sessions. The greatest danger
about MDMA involves the tack of information about its use
(Elk. 1996).

Health educators should receive training ubout Ecstasy
and the rave culture. As previously cited by Tnaba & Cohen
(1993). Solowig, et al. (1992). and Rogers (1993), the rapid
increase in rave clubs confirms that Ecstasy use will not soon
disappear. To assist educators in reaching the crowd at clubs
and raves, non-drug using “ravers’ should be promoted and
included in the development of school and public zalth
education campaigns. This practice will allow cducation to
oceur in specific health education settings and in raves them-
selves. The inclusion of Ecstasy and other “club™ drug cdu-
cation in pop culture can assist educators in their attempt to
decrease, if not stop, the use of Ecstasy.
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