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Abstract

Safe N’ Sound is a computer-based tool that prioritizes key injury risks for toddlers and infants
and provides tailored feedback. The program was implemented in 5 pediatric sites. Caregiver risk
behaviors were analyzed and compared with corresponding national and state morbidity and
mortality data. The priority risks identified were generally consistent with the incidence of injury.
Frequencies of several risk behaviors varied across sites and differences were observed across
ages. Use of a prioritization scheme may facilitate risk behavior counseling and reasonably result
in a decrease in injury mortality or morbidity.
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From 1970 to 2007, unintentional injury has been and remains the leading cause of fatality
for children aged 1 to 4 years, accounting for 34% to 37% of all childhood deaths in that
time frame.! Incidents occurring at homes continue to be in the top-10 leading causes of
infant/toddler fatal and nonfatal injuries in the United States.?

Counseling by pediatricians is currently recommended as a population-wide injury
prevention strategy? that can positively affect individual caregiver behavior.#-8 However,
only an estimated 42% of the US children receive injury counseling in pediatric offices.®
Although provider attitudes toward injury prevention are favorable, level of knowledge
varies and barriers to injury prevention counseling inhibit adequate provision.” Primary
reasons for low levels of injury prevention anticipatory guidance have been well
documented8-10 indicating a need for counseling recommendations to be brief and targeted.
In fact, targeted preschool age injury prevention advice that focuses on limited topics and
messages delivered from a health care provider have been shown to be more efficacious than
broader, all inclusive educational approaches.!!
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An important barrier to the provision of brief injury prevention counseling is the reality that
there are numerous relevant injury prevention behaviors that could potentially be addressed,
more than can be reasonably or effectively covered in a brief clinical encounter. Thus, a
systematic method is needed for determining what topics to address. Previous research has
examined the utility of basing the selection of injury prevention messages on parent interest
or preference. Although such an approach aligns with parent interest for information and
may therefore increase parents’ attention to the information, the topics selected by parents
showed no relation to actual injury risks.12 Given that both message specificity and
perceived relevance are critical components for motivating behavior change, 1314 an
approach based on prioritizing the child’s existing injury risks from parental practices may
inform the counseling topics in a brief clinical visit.

Advances in health communication technology allow information collected from a
computerized assessment to individualize the information provided. Theories of persuasion
support that parents will be more likely to attend to messages if they believe they are highly
relevant; tailoring the message increases its perceived relevance. Although tailoring can be
based on demographics or psychosocial characteristics, in this case, we discuss tailoring on
the basis of injury risk behaviors. To do so, however, requires selecting among a vast array
of risk behaviors. A comprehensive risk assessment takes considerable time and is likely to
identify more behaviors than what can be reasonably addressed. Thus, the use of a
prioritization scheme within a tailored injury prevention program could be an efficient way
to assist providers and families in identifying the most important behavior changes.

Safe N’ Sound is a computerized tailored injury prevention assessment, risk prioritization,
and anticipatory guidance program designed to prioritize and tailor injury prevention
messages for parents of children aged O to 4 years. Parents complete a computer-based
injury prevention assessment and receive individualized health communications addressing
specific behaviors to reduce the child’s injury risk; content of the tailored messages is
grounded in social cognitive theory.1® Previous research has demonstrated the efficacy of
the program in promoting greater behavior change than generic information. Parents who
received tailored materials were more likely than those who received generic materials to
adopt a new safety behavior.16:17 The brief computer-based parent-completed assessment is
conducted in a prioritized way to minimize assessment time and deliver the highest-priority
injury prevention messages. For each age group, questions are asked beginning with the
highest-priority prevention behaviors, and the assessment ends when 2 priority risk areas are
identified. Tailored print messages addressing these areas are then provided to the parent,
along with a brief summary for the health care provider, which may be used to direct
anticipatory guidance. The development of the prioritization scheme was guided by practice
recommendations and review of the injury prevention literature; however, we had no way of
knowing in advance the extent to which the resulting identified risks would yield a
distribution of risks similar to actual injury data when the program was implemented in
pediatric clinical care. This analysis examined the specific injury risks behaviors identified
by the prioritization scheme for program users across multiple pediatric clinics and
compared the frequency of these risks areas with state and national injury morbidity and
mortality data. This analysis allowed us to determine the extent to which a prioritization
based on self-reported injury risk behaviors corresponds to child injury risks in populations
as a whole. If so, then addressing the identified injury risks would reasonably result in a
reduction in injury morbidity and mortality, therefore suggesting targets for injury control.

The Safe N’ Sound program was implemented in 5 pediatric clinics for 9 months. These
included rural and urban sites, sliding fee clinics, and primarily private pay practices, as well
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as practices with high and low patient census. Safe N’ Soundwas placed in each waiting
room accompanied by a banner and sign inviting caregivers of infants and children aged up
to 4 years to participate; users self-selected for participation. Participant responses were
anonymous and no identifying data were collected. Findings regarding the extent of program
use by parents and providers in this translation study have been published previously.18 This
study was approved by the institutional review board of the Carolinas Medical Center in
Charlotte, North Carolina.

Program data

Caregivers completed questions related to their injury prevention behaviors on the basis of
the relevant risks for their child’s age and recommended prevention practices. The questions
addressed specific risk behaviors within 6 broad injury categories—motor vehicle occupant,
drowning, burn/fire, suffocation, falls, and poisoning. Specific risk behaviors were
prioritized for each age group by the study team on the basis of the American Academy of
Pediatrics recommendations and literature reviews on injury risk behavior. Consideration
was given to the potential injury severity associated with the risk behavior as well as the
availability and effectiveness of recommended countermeasures. For example, the highest
priority was given to motor vehicle injury risks because of high potential lethality,
effectiveness of car seats, and continuity throughout the age span. Within each broad injury
category, multiple questions queried specific risk behaviors; for example, using an incorrect
type of car seat, inconsistent use of seat, and removing the child from seat for care while
traveling. Across all injury categories, specific risks were assessed in descending priority
order (Table 1) for the child’s age group. Once 2 injury risk behaviors were identified, the
questionnaire was considered complete and Safe N’ Sound printed 4 pages of injury
prevention material specifically tailored to the identified risk behaviors. Three pages were
designated for the caregiver (a summary sheet and one sheet addressing each of the 2 risks
identified) and a 1-page summary was designated for the health care provider. If only 1 risk
or no risk was identified, caregivers received messages reinforcing current injury prevention
practices and encouraging attention to developmentally relevant changes in preventive
behaviors.

Because the assessment ended when 2 risks were identified, not all risks were assessed for
each caregiver. The study was designed to examine translation of this evidence-based
program into clinical practice, where time and other practical constraints are highly relevant.
Thus, the program was designed to address only 2 priority risk behaviors to focus behavior
change efforts on the most critical behaviors, and did so in a prioritized order to minimize
the parents’ time completing the assessment. Because multiple well-child visits occur across
a child’s development, subsequent completion of the assessment at future visits would then
result in messages targeting the next highest-priority behaviors or new developmentally
relevant behaviors. Following completion of the injury assessment, the program collected
demographic data. Responses were stored in the computer database and downloaded
following study completion. Some parents started but did not complete the assessment; for
this analysis, responses were included if the assessment was completed through the
identification of 2 risk responses or fully completed but with only 1 or no risks identified.

Injury incidence

Nationwide and North Carolina state mortality data, as well as national morbidity data, were
generated from the Centers for Disease Control and Prevention WISQARS database. Data
were generated in 5-year intervals from 2003 to 2007, and the annual mean was calculated.
To facilitate comparison of incidence data with the frequency of priority risks for program
users, percentages for each injury area were calculated as a percentage of the total mortality
or morbidity specifically from the 6 injury areas addressed by the program. Thus, injuries
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from areas such as pedestrian or firearm (which were not covered in Safe N’ Sound) were
not included in the denominator.

North Carolina morbidity data were collected from the North Carolina Emergency
Department database, NC DETECT, using the basic query line function for e-codes in the 6
injury categories matching the Centers for Disease Control and Prevention’s matrix for
injury coding and definitions for the years 2007 to 2009, which are the first years of data
availability. Rates were calculated using the population numbers from the North Carolina
State Center for Health Statistics database for years of reference. Mean annual incidence
was calculated.

Across the 5 sites, 902 parents/guardians completed the program. Demographic
characteristics of the program users are reported in Table 2.

Specific risk behaviors

The specific risk behaviors identified as one of the 2 highest-priority messages for each age
group are presented in Table 1. For burn/fire risk, failing to check/change the smoke
detector battery was the most common risk behavior for each age group; high hot-water
temperature was a common risk for infants aged 0 to 6 months. Lack of stair gate use was a
common fall risk among infants aged 7 to 11 months, while access to a second floor window
was a frequent risk for children aged 2 to 4 years (and the only fall risk assessed for these
age groups). Having soft objects in the bed was the most common suffocation risk for
infants aged 0 to 6 months, while small toys and choking-risk foods were frequent risks
among children aged 1 to 3 years. Use of the wrong type of car seat (or no car seat) and
inconsistent car seat use were frequently reported by caregivers of children across all ages.
The lowest frequencies for these 2 risks were in the 1-year age group (7.2% and 6.3%,
respectively), whereas the highest frequencies of these risk responses occurred in the 4-year
age group (25% and 16.7%). Across ages, access to standing water, and access to an
unfenced pool were the most common drowning risks, although the rates of these risks were
lower than the other behaviors assessed. In general, poisoning risks were the least frequently
identified as one of the top-2 priority risks.

Frequency of identified priority injury categories and injury incidence data

Table 3 presents the frequency with which injury risk behaviors pertaining to each general
injury area were identified by the Safe N’ Sound program as one of the top-2 risks, along
with corresponding national and state mortality and morbidity data. The most frequent areas
identified as a priority injury risk for program users were behaviors pertaining to motor
vehicle (33%) and fire/burn (25%), followed by suffocation (17%) and falls (12%).
Frequency of motor vehicle risk showed the most variance across sites. In all sites,
behaviors pertaining to poisoning were the least frequently identified as one of the top-2
priority risk behaviors (4%) and behaviors related to drowning the next least frequent (7%).
National and state mortality data indicate suffocation as the highest cause of fatality,
followed by drowning and motor vehicles (mortality from drowning is greater nationally;
mortality for motor vehicles is greater statewide); falls were the most frequent causes of
morbidity.

Table 3 also presents the frequency of risk areas identified by age. For example, among
infants younger than 1 year, behaviors related to burn/fire and motor vehicle injuries were
identified more frequently as a top risk for program users than these injury types are
represented in the incidence data. Behaviors related to protecting the child in motor vehicles
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was identified as a top priority for 37% of the program users with infants younger than 1
year. In comparison, motor vehicle injuries accounted for 8% of national fatalities in this age
group, 10% of state fatalities, 4% of national morbidity, and 6% of state morbidity. Overall,
for children aged 1 year and older, the frequency of risks identified was more consistent
with injury incidence data than for those younger than 1 year. A few exceptions include the
higher frequency of burn/fire risk among the 1-year age group and motor vehicle risk among
the 4-year age group than their corresponding national and state injury rates.

CONCLUSIONS

Findings from the translation of this evidence-based injury prevention program suggest that
use of a prioritization scheme to direct the provision of injury prevention anticipatory
guidance may be a reasonable strategy to balance the need to provide such guidance with the
time and attention constraints of a single office visit.

In general, the risks identified by Safe N’ Sound were more consistent with mortality than
morbidity incidence, reflecting the greater prioritization assigned to mortality risks in the
program’s development. Some differences existed in the frequency of risks identified by
Safe N’ Sound compared with the incidence data, with greater identification of burn/fire and
motor vehicle risks, and less frequent identification of suffocation and drowning risks. These
differences may reflect difficulties in obtaining accurate self-report of some risks, common
reporting of certain risks judged to have high potential lethality, and inability to assess every
risk behavior in each injury area.

The greater identification of burn/fire and motor vehicle risks is likely related to the high
frequency of reported failure to check or change smoke detector batteries, to use the correct
type of car seat, and to use the car seat consistently, all behaviors which were high in the
priority ranking. These risks were assigned high priority because although fires and motor
vehicle crashes are infrequent compared with injuries like falls, they can be highly lethal
when they occur. The frequency of these risks, specifically the rates of car seat use and
changing smoke detector batteries, is consistent with the literature on injury prevention
priorities.” The less frequent identification of suffocation and drowning risks may be due to
difficulty in accurately assessing specific risk behaviors that contribute to these injuries. For
instance, reporting of unsafe sleep position, presence of potentially hazardous items in the
crib, or access to standing water may be less accurate than assessment of more concrete
behaviors like use of a car seat or changing smoke detector batteries. Furthermore,
cosleeping is known to be associated with suffocation fatalities, but was not assessed in this
version of the program. In addition, access to residential pools among program users may
not have accurately reflected the community drowning risk. Identification of fall risk was
disproportionately lower than injury incidence morbidity in part because these risk behaviors
were assigned lower prioritization than risks with greater lethality, and, in part, because of
the inability to assess all risk behaviors within this broad category.

Other differences in the frequencies of risks identified by age were consistent with what is
known about developmental changes and caregiver behavior. For example, motor vehicle
risk was most frequently identified for infants younger than 1 year and for children aged 4
years. For infants younger than 1 year, this is the time when car seat usage is beginning and
habits regarding use are being established by caregivers; thus, there may be less consistent
use. Greater risk among children aged 4 years would also be anticipated because caregivers
may not appropriately transition to booster seat usage.

It is notable that there were differences in the risk areas identified across the clinical sites.
For example, clinic 4 had a substantially higher frequency of motor vehicle risk than the
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other clinics and variance across clinics in burn/fire and suffocation risk was also observed.
These findings suggest the utility of a tailored approach. Given the limited time allotted to a
clinical encounter and thereby the limitation on the number of topics that can be covered at
each visit, being able to identify the most relevant topics for the population served by each
clinic would be expected to increase the effectiveness of anticipatory guidance to specific
groups. Tailoring prevention to populations served with minimal time and effort and in a
fluid manner can adapt to any shift in demographics.

Findings from Safe N’ Sound also may highlight messaging that currently receives
inadequate attention. For example, lack of checking smoke detector batteries was a
frequently identified risk, yet may be overlooked by providers in favor of inquiring only
about having a smoke detector—a very infrequent risk. Given the numerous potential injury
prevention behaviors, the ability to assess a greater range of behaviors and prioritizing
messages to family needs may be most likely to address varying individual injury risks and
thereby impact injury incidence rates.

The development of the Safe N’ Sound prioritization system illustrates challenges in
determining how to prioritize the provision of health information. Although such a
prioritization system targets crucial injury prevention behaviors, it could potentially neglect
common but less severe injuries such as falls. In addition, although a broad range of injury
risk behaviors were potentially assessed, notable omissions from the program are cosleeping
as well as pedestrian, bicycle, and firearm injuries, all of which are being considered as a
future addition. The large range of potential injury prevention behaviors that could be
included highlights the dilemma of reconciling the need for a brief priority-based assessment
with multiple areas of risk potential in a population, even those risks that are not injury
related. Use of the program does not preclude the use of any other educational messages
within the counseling setting to address local and individual areas of priority or preference.
Finally, it is unknown whether message prioritization on the basis of reported risk, parent
interest, or other methods would yield greater effectiveness, that is, greater reduction in
injury incidence or injury impact. Study limitations include a single geographic region and
self-selection of program users. Respondents may have been those who were more interested
in injury prevention, were more comfortable with computer usage, or who had only 1 child
to care for during their visit, allowing greater availability to complete an assessment while in
the waiting room. Injury risk behaviors were identified through self-report and may have
been impacted by perceived social desirability or recall bias. The number and scope of
questions included in the assessment was necessarily limited by the need for brevity. Items
assessed were consistent with injury prevention recommendations at the time of program
development; further research should continue to identify the most critical behaviors to
assess for health messaging. Notably, a Spanish version of the program was not yet
developed at the time of this study but is now available; future research should address the
use of the Spanish version of the program.

In addition to providing an evidence-based behavior change program that closely matches
injury incidence risk, Safe N’ Sound may advance the childhood injury prevention agenda
by providing a way to prioritize and tailor messaging to each child’s injury risk in a way that
corresponds with new health information mediums such as electronic medical records.

Acknowledgments

This research was supported by the Intramural Research Program of the Eunice Kennedy Shriver National Institute
of Child Health and Human Development.

Fam Community Health. Author manuscript; available in PMC 2013 May 08.



1duasnuey Joyiny vd-HIN 1duasnuey Joyiny vd-HIN

1duasnuey Joyiny vd-HIN

Williams et al. Page 7

References

1. Singh, GK. Child Mortality in the United States,1935-2007: Large Racial and Socioeconomic
Disparities Have Persisted Over Time. Rockville, MD: Health Resources and Services
Administration, Maternal and Child Health Bureau, US Department of Health and Human Services;
2010.
2. Runyan, C.; Casteel, C., editors. State of Home Safety in America: Facts About Unintentional
Injuries in the Home. 2. Chapel Hill, NC: Home Safety Council; 2004.
3. Gardner HG. Office-based counseling for unintentional injury prevention. Pediatrics. 2007;
119:202-206. [PubMed: 17200289]
4. Nelson CS, Wissow LS, Cheng TL. Effectiveness of anticipatory guidance: recent developments.
Curr Opin Pediatr. 2003; 15:630-635. [PubMed: 14631211]
5. DiGuiseppi C, Roberts IG. Individual-level injury prevention strategies in the clinical setting. Future
Child. 2000; 10:53-82. [PubMed: 10911688]
6. Chen J, Kresnow MJ, Simon TR, et al. Injury-prevention counseling and behavior among US
children: results from the second Injury Control and Risk Survey. Pediatrics. 2007; 119:e958-e965.
[PubMed: 17403833]
7. Woods AJ. The role of health professionals in childhood injury prevention: a systematic review of
the literature. Patient Educ Couns. 2006; 64:35-42. [PubMed: 17011153]
8. Yarnall KSH, Pollak Kl, @stbye T, et al. Primary care: is there enough time for prevention? AmJ
Public Health. 2003; 93:635-641. [PubMed: 12660210]
9. Ballesteros MF, Gielen A. Patient counseling for unintentional injury prevention. Am J Lifestyle
Med. 2010; 4:38-41.
10. Wright MS. Pediatric injury prevention: preparing residents for patient counseling. Arch Pediatr
Adolesc Med. 1997; 151:1039-1043. [PubMed: 9343016]

11. Ingram JC, Deave T, Towner E, et al. Identifying facilitators and barriers for injury prevention
interventions for preschool children: a systematic review of the quantitative literature [published
online ahead of print August 26, 2011]. Health Educ Res. 10.1093/her/cyr066

12. McDonald EM, Solomon BS, Shields WC, et al. Do urban parents’ interests in safety topics match
their children’s injury risks? Health Promot Pract. 2006; 7:388-395. [PubMed: 16923843]

13. Aldoory L, Bonzo S. Using communication theory in injury prevention campaigns. Inj Prev. 2005;
11:260-263. [PubMed: 16203832]

14. Kreuter MW, Wray RJ. Tailored and targeted health communication: strategies for enhancing
information relevance. Am J Health Behav. 2003; 27:5S227-S232. [PubMed: 14672383]

15. Bandura, A. Social Foundations of Thought and Action: a Social Cognition Theory. Englewood
Cliffs, NJ: Prentice-Hall; 1986.

16. Nansel TR, Weaver N, Donlin MJ, et al. Baby, be Safe: the effect of pediatric injury prevention
tailored communications provided in a primary care setting. Patient Educ Couns. 2002; 46:175—
190. [PubMed: 11932115]

17. Nansel TR, Weaver NL, Jacobsen HA, et al. Preventing unintentional pediatric injuries: a tailored
intervention for parents and physicians. Health Educ Res. 2008; 23:656-669. [PubMed: 17906313]

18. Weaver N, Nansel TR, Williams J, et al. Reach of a kiosk-based pediatric injury prevention
program. Translational Behav Med. 2011; 1(4):515-522.

Fam Community Health. Author manuscript; available in PMC 2013 May 08.



Page 8

Williams et al.

9'G LT paso]d sAeme jou a1eb Jie1s
69 0T [4% 0T ayeb Jrels oN
TT ST ul padde.ss jou dreyd ybiy ui pjiyo senes]
VT €T dousunod 1o ‘a|ge) ‘pag uo auofe pJIyd SaAea
slred
0 6T 0 e 90 €¢ SPJ09 SpuUljg/MopuUIM uo sdoo]
VLTl 6T TT XA A TS 2T €2 A 0 6 s Bunioys aney 1ey) spooy ualb pIyd
18T 0T 8Tl TT 14 1T 12 8 UInow 8y} Ul 114 ued Jeyl sA0Y |[ews yum sAe|d
8'cT 0T paqg s.p1ya ui s3aalgo os
9 S uoisod dasjs aesun
UoIRIOYNS
0 8T 0 8T 0 TC usyaly sy ut pjIyd yum s3ood
0 0¢ 90 0¢ 8¢ 4 BuI002 8|1ym pJ1yd spjoH
0 (074 €0 6T LT 6T PaJaA02UN BWoY Ul SIINO [e911393]3 pasnun
€6 ) L'6 (o)) 90 4" 4 8T 71 8T vt 7 b1y ooy ainyesadwia) Jorem J0H
6¢CT L 6.1 L 0¢ L vee L T L 44" L pabueyo 10 pax28yo Jou Alsleq 1010818p aXOWS
a4 9 ST 9 90 9 4 9 0 9 T 9 1010918p 9 0OWS ON
salyy/suing
L'y 6 80T 6 TL 6 9T 6 4 6 (sJaurejuod Jaylo Jo sjood aippiy ‘63) Jarem Buipuels ssaade ued pliyd
o 8 90 8 T¢ 14 gn) Ul suoJe P[IYd Sanes]
0 S 0 S 0 S 0 S 0 S jood u1 suoje PJIYd SanesT
8 14 T¢e 14 9¢ 14 € 14 90 14 paousy Jou |00d
Bulumoiqg
9 ¢ T ¢ €T ¢ 9T ¢ 9 € 79 € BuIpLI 3J1YM Je8S 1ed JO 1N0 PlIYD SaxeL
19T ¢ <9 4 €01 ¢ €9 4 T€eT 4 L'9T 4 pasn sAemie 10U Jess 1ed
14 T vl 1 97T T L T 7’67 T GET T pasn Jeas Jed ou Jo 1eas Jed Jo adA} 198.1100U]
Juednado 3]91YaA JOJON
% BPIO %  BPIO %  BPIO %  PPIO % BpIO % BpIO IoIAeyRE Y51 D141090S
(66c=U) Ay (eoT=u)Age (eg=u)Agc ©T=u)AT (6=u)owTI-L (09T =Uu)ow g

pSI01neYag Xs1Y A1iolid-1sayBiH ¢ J19Y L J0 3uQ
Se paljiuap| Sepn Joineyag 21119ads ayy wWoyn 10y} sianibared Jo abeluadiad pue dnoi aby Aq sioineyag ysiy Ainluj oi419ads Jo JaplQ uoneziLold

T alqel

NIH-PA Author Manuscript NIH-PA Author Manuscript NIH-PA Author Manuscript

Fam Community Health. Author manuscript; available in PMC 2013 May 08.




Page 9

Williams et al.

"dnouB afe sjy} Joj Passasse 10U 1aM ., UHM SWa}| "JapJo uolreziiold ay) 89uay pue ‘passasse aJam SWall 3y} YIIYM Ul JaPIo ay) sayedlpul Japlo L,
0 LT 0 LT 0 8T €0 144 0 r44 9|qe|IeAe JoU JBgWINU |0J3U0I-U0SIOd
0 9T T 9T 0 LT €1 |4 TT TC P11Y2 01 8]qISSadI. SIONSIA WUy sBeq/sasind
0 6T 0 6T 0 44 €0 e 0 vz ded Jooud-pj1yd ou yuMm SauIdIPBI
S0 qT T¢C ST 0 97 9¢ LT 6'¢C LT S18U1ged PaXI0JUN Ul BUIDIP3IA
20 T 0 1 90 qT 0 9T 0 9T yoeal Ul SaudIpPsN
TT €T 0 €T 90 T 4 GT L'S qT s1auIqed paxdojun ui saijddns Buiues|d
0 4} T 4} 0 €T €0 ¥ 90 T yoeas u1 1dey sarjddns Buiues|d
Buluosiod
L'6 8 €0T 8 GeT 8 MOPUIM J00]} Pu02as ay uado 01 186 ued pjIyd
67 €T 8 €T S 1 S[9BYM YIIM I9X[eM SBsn
% BPIO % BPIO % BPIO % BPIO % BpIO % BpIO loineyaqg sy o14100ds
(66c=U)Avy (eoT=u)Ag (eg=u)Az (QT=u)AT ([T6=u)owTI-L (09T =Uu)ow o0

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Fam Community Health. Author manuscript; available in PMC 2013 May 08.



Page 10

Williams et al.

(z9) zi¢ (6'22) s¢ (¥'6) 9T (T°€9) 66 (e'e8) 08 (z'89) zvt aNUM
adey
(rvv) 282 (9ze) ST (811) 8T (9'95) ¢8 (T'Lv) v (9°09) TET alow 10 000 G2
(zrm)TTT (8've) 9T (6'9) 6 (2'02) 0g (r'92) €2 (e'gT) €€ 666 ¥.-000 05
(cer) g8 (961) 6 (Ts1) €T (Fer) st (g61) LT (e8) 8T 666 67-000 0E
(z'ge) €91 (0em) 9 (T'29) ¢ot1 (eoT) ST (6'9) 9 (2s1) vE 000 62 Uey} ss9
$ ,w_tooc_ |e1ol
(6'67) 6ET (L91)8 (eo1) L1 (291) 92 (6'22) 22 (e'82) 99 ajenpesBisod
(T8¢) 992 (8ev) Te (Lzn) 1e (8'€9) ¥8 (T'eg) 15 (z'8¢) 68 sajenpesb abajjod
(g'sT) OTT (622 1T (8'81) 1€ (6'6T) 1€ (9gT) 5T (¥'6) 2C abajj00 awos
(921) 88 (sen 9 (6'0¢) 16 (8¢€)9 (€99 (c8) 6T 1usjeAinba Jo ewojdip 00yas ybiH
(9€T) 56 (ev)e (e'L2) v (89)6 T2z (6'sT) L€ 100yds yb1y Uey) ssa]
uoneanpy
(6TT) 88 (T9)e (86) LT (Te)s (@¢e (6'€2) 19 13410 J0 ueIpsenS
(Te)ee 0t (T'8) ¥T (T2 mT (02 s Jayreypuesb /isyowpueld
(zL1) 221 (z8) v (eeT) €2 (r'et) oz (sT) a1 (5'52) 59 Jayreq
(8°29) 005 (Le8) v (8'89) 611 (zes) veT (e8) 28 (9°8v) veT JayloN
P11y 03 diysuoneroy
(T'19) ovv (¥°99) 1€ (8'vS) ozt (5'18) 88 (€'99) €9 (e'28) 65T aleN
(6'8Y) T2y (9°€y) vz (zsv) 66 (s8v) €8 (8'ev) 6 (L1¥) spT afewad
PIIYD JO X3S
(52¢) 082 (812) CT (T'9€) 62 (9v2) ey (1) ve (sopv) ezt Ky
(5T7) 66 (zsT) 0T (om) 2z (ezn) 12 (zsm) L1 (56) 62 Ae
(T6) 8L (s9)¢ (z'8) 81 (8'8) 6T (6'8) 0T (sotm) 2e Kz
(6'2) 89 (sv1) 8 (z'8) 81 (6'6) LT (T (99) LT ow £z-81
(Lom) 26 (02) 11 (Te) oz (Der (712 ve (¢8) se ow /1-¢T
(zot) 88 (9€) ¢ (e721) L2 (2'11) 02 (86) 1T (z6) 82 ow TT-2
(T'81) 961 (r91) 6 (91) 6¢ (L'52) v (Tot) 8T (7'91) 05 ow 9-0
abe pjiyo
() u‘eol (%) u'gomnd (%) upawnd (%) u'eomd (%) uzawd (%) u Told JIslleE IBYD

NIH-PA Author Manuscript

2(T98 = N) 1uawssassy welboid parejdwo) oypn asoyL Jo sonsiisioetey) aydesbowsq

¢?olqel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

available in PMC 2013 May 08.

Fam Community Health. Author manuscript



Page 11

Williams et al.

01 Jou 8s0yd Jayya Juedionted ayl 1 paddiys agq pinod sway ‘elep diydesbowap papiroid oym syuedidnted 198 a8yl JO

“NSIA 1184} 0) Pa|ed Bulaq Jo asnesaq JusLussasse ay) paddols 4o puodsal

'suonsanb a1ydelBowsap ayi Jo Aue 03 puodsal Jou pIp $1asn Z06 a3 JO mco.?o”_m

(tn 6L

(ze) e
(ezT) 88

(cv) og
(e'LT) vt

(TrT1) 6T (9 er (Te)e
(Tv) L (CFIN7 0

(8'62) TG (96) 6T v v
(se)9 (s¥) 2 (e v

(Tev) eL (LzT) 02 (z9)s

(7'81) S
(6'v) 2T
(T9) st
(6v) et
(') 8T

JBsyo

UBIPpU| UBDLIBWY /UBILIBWY SAITBN
oure/o1uedsiH

uelSY

UBOLIBWY UBDLIYY

(%) u‘rloL

(%) u'powID (%) u'coud (%) u‘Zowd

(%) u‘ToWID

o1s1BIE eYD

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Fam Community Health. Author manuscript; available in PMC 2013 May 08.



Page 12

Williams et al.

(9) 8'69¢61T (z8) zertL9z (1) 90eveE (8) v'68L9¢ (€'0) 8'628 (€) cozs [euoleN
Aupigion
()R 0 (92) ev ()R (88) €9 va) v alels
(e) o1t (¥) g1 (t2) 992 (eT) oy uv) LT (1) 97y [euoleN
Anfenon
(8 ve (1) €5 (L2) 28 (L2) 18 (9) 81 (sT) 9v siash weiboid
AT eby
(8) v81T (62) 29161 (@ev (9) e'ssT (co)es (9) L'geT oIS
(¥) 8'08vS (08) v'egeeeT () 2829 (L) z8TTTT (°0) 8'€95 (¥) Z'6v99 [euoneN
Aupigion
0 Mo (82) sy ey ez (o) L's oIS
(@921 (@) 0z (62) 8'8LL (e)oce (9) v'8s (8) z'08 [euoneN
Aureno
(v) 81 (¥1) 65 (9m) 5L (L2) et (e)er (2€) 891 siasn weiboid
A 1> aby
(6) LT.S (82) €€208 (1) 005 (9) v16€E (e'0) T8T (9) 6€0Y ajeis
(5) 8'69v¢S (¥8) 9°005e86 (1) v'6EVET (9) v's0€29 (z'0) z0ese (¥) 0°'g0L9¥ [euolreN
Aupiqio
(@oc @zt (09) L'es (Tt (9m) 02T (67) €02 ajeis
@ 1Ly (€) 819 (sv) 0’816 (er) gove (S2) ¥'215 (en) 9TL2 [eUOIEN
Ao
BIRp douapioul Aunfug
92 (6) 0T (62) 0€ (92) 62 ()8 (sT) 9t gouo
(@8 (6) 6€ (1) vs (z2) g6 () ze (9v) 00z v o1uID
(9) 81 (1) 67 (67) 29 (te) €0t (9) 0z (02) 29 €10
(9ot (s1) 2 (to) Ly (ve) 5L (st (67) TV zouno
(e) 61 (1) 22 (sT) 88 (z2) oeT (8) 05 (6€) geT
() 29 (z1) 202 (21) €82 (52) zev (1) ger (e€) 655
slasn welbold
(%) u'Buiucsiod (%) u'sied (%) u‘voireoouNs (%) u ‘aaiduing (%) u ‘Bulumoia (%) u edNDO BPIA OO

2dnoi19) aby Aqg eleq aouspiou] Ainfuj a1e1s pue [euoineN YUAA pasedwo) S1asn SOl 10} Sealy YsiY [edauas) AlLIoLId-1saybiH ¢ JO uonealinuap|

NIH-PA Author Manuscript

€9lgel

NIH-PA Author Manuscript

NIH-PA Author Manuscript

Fam Community Health. Author manuscript; available in PMC 2013 May 08.



Page 13

Williams et al.

“(JoyeuILLIOUBP BY} Ul PAPNJOUI 10U SeaIe Jaylo woJy saunfur)

seale Anfur 9 ay) wouy Aupigiow Jo Ayperiow Ainfui [e101 a8yl Jo abeiuadiad e se paje|najed ale eale Ainful yoes 1oy sabeiuadiad "600z 0} 2002 SJeak wouy abesane [enuue aie s[e10) 81els /00g 0} £00Z Sieak
8y} woly abesane [enuue Ue a1e S|L10) [BUOIIBN ‘PaIJIIUSPI Seale Ys1 AUB 9ARY 10U PIP OUYM SI3SN SO 819M 818} aSnedaq 9,00T O} WNS Jou op siasn weiBoud |[e 10} palyiuspl seale sil 1oy mmmmucwewn_m

(%) ovT (18) €9LL¢ (T) 26T (¥) e€T (€0) 0T (01) 2s¢e ajeis
(@ zvive (88) zoveo9tT (1) 9.8 (¥) z'eLe9 (z0) 99ee (2) 8y8TT [euoeN
Aupigion
W) eo (® L0 ) eo (Tt Lt (s2) e (8e) € ajeis
() oy W) v'9 (Lger (82) v'6v (t€) 95 (82) v'61 [euoeN
AnpenoN
(@ ot (o1) ¥§ @1 (¥2) 9€T (01) €5 (Lv) €92 s19sn weltBoid
Ay aby
(1) roLe (18) sT€E (9):74 ) r1Lt (0 et (2) 2's0¢ ajels
(€) 9'z9eL (L8)zLL1v6T (1) 2'88TT (¥) 9106 (To)zive () 9'e610T [euoneN
AnpigioN
0 0 (et (92) L2 (ee)ee (62) € ajels
@v () 8L (8 81 (L2) 8'65 (L8) ves (€2) 18 [euoneN
Anrepon
()8 (o1) 02 (67) L€ (62) 25 1) L2 (¥e) ov siasn weiboud
A ¢ aby
(1) L'vS9 (92) ety (T ey (5) L'68¢ (€0) L8T () 062 aleis
(9) 9°z8.9T (s8) g28v6EZ (1) 1°959T (S) 960071 (c0) 8'zss (€) 26056 [EUOIEN
Aupigion
920 (e)eo ®7 (nz (92) ¢ (ov) L'y aleis
(€) 96 W) ozt (or) g1 (67) 8'85 (8v) 9'8vT (sT) vov [EUOIEN
Arero
Me (1) 12 (te) 8y (t2) e (o1) 6T (€2) 9 s19sn wetBoid
K z aby
(T1) £'659 (S2) €165 (T)Lee (6) 6YS (Mer (¥) gS¢ aleis
(%) u'Butuosiod (%) u'siied (%) u ‘voireaoyns (%) U Buid/uing (%) u ‘Bulumold (%) U ‘IednaOQ SPIYBA JOION

NIH-PA Author Manuscript

NIH-PA Author Manuscript

NIH-PA Author Manuscript

available in PMC 2013 May 08.

Fam Community Health. Author manuscript



