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ABSTRACT 

High attrition rates from community participatory research studies need to be 

explored more by non-traditional methods and participant profiles need to be developed 

to prevent high attrition rates. The purpose of this dissertation is to characterize 

compliance and drop out rates using the cardiovascular disease IQ quiz and the life 

priorities questionnaire. It is important to examine both compliance and dropouts in this 

context because both diabetes and cardiovascular disease are emerging as a major focus 

of public health efforts in the United States and abroad. These diseases are accelerating 

due to the current trends in obesity, which is a preventable, modifiable risk factor for 

diabetes and cardiovascular disease. Diabetes and cardiovascular disease continue to be 

the number seven and number one leading causes of death, respectively. We explore 

these concepts in a largely Hispanic border community in the Southwest, in the small 

town of Douglas, Arizona. The Hispanic population is increasing in the United States and 

is now the most populous minority group. Additionally, among this group are some of the 

highest rates of pre-diabetes, diabetes, and uncontrolled diabetes, all cardiovascular 

disease risk factors. We found that the cardiovascular disease IQ quiz was a much 

stronger predictor for compliance and drop out rates in this sample population than the 

life priorities questionnaire. Compliance did not seem to differ among the study 

participants who remained in the study. Interestingly, among the participants who were 

compliant, especially those who kept their eye check-up, were also those more likely to 

have health insurance and be employed. Though males only represented about 10% of the 
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population sample, they tended to drop out more frequently than females. Dropouts 

tended to be younger, gainfully employed, and more educated. Qualitative analysis and 

logistic regression will further help explain the aforementioned associations. 
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CHAPTER 1 INTRODUCTION 

The purpose of this dissertation is to understand compliance and attrition using 

results from two questionnaires. Chapter 1 will explore traditional and non-traditional 

predictors of predicting dropout rates in the context of compliance; Chapter 2 will expand 

on aspects from Chapter 1 and explore the public health significance of this type of 

research and describe the parent study. Chapter 3 will describe the methods of the parent 

study and this sub-study and their respective statistical methods and present sub-study 

results as well as predictions and trends. Chapter 4 will conclude with a summary of the 

entire dissertation, a discussion section, and recommendations as to where this type of 

research should go in the future. 

The principles and practices of non-traditional predictors to evaluate loss to 

follow-up are underdeveloped, under-appreciated, and not examined fully in the research 

literature. To explore the phenomenon of loss to follow-up in the context of compliance, 

our two instruments will be the Cardiovascular Disease (CVD) IQ Quiz for testing 

knowledge of cardiovascular risk factors and the Life Priorities Questionnaire (LPQ) for 

determining participant life priorities. Our theoretical framework for data gathering and 

analysis will be grounded in linear and logistic regression for the CVD IQ Quiz and 

qualitative analysis and logistic regression for the LPQ. This effort will begin to predict 

whether or not study participants will be compliant and/or complete the Center for 

Disease Control (CDC), Arizona Prevention Research Center (AzPRC), and the 

Southwest Center for Community Health Promotion (SWCCHP) community based 
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intervention research study. Typically, completion by a participant and/or patient in a 

research study or their compliance with treatment hinges on tangible socio-demographic 

variables as opposed to non-tangible variables like responses from questionnaires.   

Factors related to Adherence 

Adherence is the extent to which the patient continues the agreed-upon and 

prescribed mode of treatment under limited supervision when faced with conflicting 

demands, as distinguished from compliance or maintenance1. Compliance is when a 

participant or patient is taking their recommended treatment but often not in the manner 

prescribed, but they are taking it nonetheless. Maintenance is when a participant or 

patient decides to keep up with their prescribed treatment and other lifestyle 

recommendations such as appointment keeping, maintaining a proper diet, and getting 

regular exercise. Adherence then constitutes the optimal level of participation and is 

critical to the best success of diabetes and CVD care. Today millions of Americans suffer 

from both diabetes and cardiovascular disease and their complications. Despite widely 

publicized recommendations from NIH, CDC, ADA, AHA, and others on adherence to 

treatment, particularly for these types of conditions, many still are fighting to get these 

two costly and potentially deadly diseases under control. Despite overwhelming evidence 

supporting the benefits of cardiovascular protective therapies and risk reduction in 

patients with or at risk for coronary heart disease, these strategies remain underutilized in 

clinical practice. Preventive cardiology guidelines from the American Heart Association, 

the American College of Cardiology, and others focus on primary and secondary 
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prevention with the use of medications, risk factor control measures, and lifestyle 

modification2. Still, a "treatment gap" remains between the guidelines and their 

actualization. A systematic approach including both inpatient and outpatient measures is 

necessary.  

Components of adherence for diabetes and CVD care include adherence, 

compliance, and maintenance with diet, exercise, and/or medication.  

Understanding the factors that predict medical adherence would enable 

researchers, public health practitioners, and medical personal to prevent or slow the 

progression of diabetes and cardiovascular complications and consequent morbidity and 

mortality. Data gathered through this dissertation project will guide policymakers, public 

health practitioners, medical personnel, and interested parties in the planning, 

implementing, and evaluating of prevention/intervention strategies for diabetes and CVD 

programs. Moreover, a better understanding of adherence from a nontraditional 

perspective may improve adherence to other complex regimens for treatment of chronic 

diseases such as hypertension and elevated triglycerides.  

Factors related to Dropout 

Methods to evaluate dropout rates in healthcare and research studies have been 

customarily based on socio-demographics (e.g., age, sex, race and/or ethnicity, income, 

and educational level)3-7.   Research has demonstrated that those who are younger, 

minority, and less educated tend not to participate or do not comply with health care 

recommendations or research protocols. Dropouts are detrimental in research, especially 
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in randomized control clinical trials and cohort studies and can introduce selection bias. 

Alfonso et al, assessed predictors of retention in a cohort study (the SUN Project) using 

biennial mailed questionnaires, and evaluated whether differential follow-up introduced 

selection bias in rate ratio (RR) estimates. They found that the presence of missing 

information in key variables at baseline, being younger, a smoker, a marital status 

different than married, being obese/overweight, and a history of motor vehicle injury 

were associated with being lost to follow-up, while a self-reported history of 

cardiovascular disease predicted a higher retention proportion8. In addition, it is also a 

well-known fact that men tend to participate in fewer health care related activities and 

research studies than do women.  These behavioral characteristics are well understood, 

but they are not modifiable and are not clinically useful especially in situations where the 

treatment population displays multiple non-compliant behaviors.  
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Figure 1: Proposed model for the study 

 

 

Better understanding of the modifiable risks for non-adherence is needed in order 

to enable targeted intervention. Along these lines, decreasing health disparities is a 

leading agenda item for national public health entities such as the NIH and CDC9. Both 

entities and other interested parties are trying to reduce and will possibly eliminate health 

disparities in underserved minority populations. Funded grant projects like the Center for 

Disease Control (CDC), Arizona Prevention Research Center (AzPRC), The Southwest 

Center for Community Health Promotion (SWCCHP), are a prime example of how to 

begin to tackle health disparities10. 
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This dissertation uses data from the Center for Disease Control  (CDC), Arizona 

Prevention Research Center (AzPRC), the Southwest Center for Community Health 

Promotion (SWCCHP). The goal of this parent grant was to focus efforts primarily along 

the U.S.-Mexico border on underserved, multi-ethnic inhabitants.  

The goal of this sub-study is to ascertain if non-traditional measures, including the 

CVD IQ Quiz and the Life Priorities Questionnaire (LPQ), can predict: 1) compliance 

and 2) study dropout or continuation in Hispanics along the SW Border (Model 1).  

Specific Aims 

For a sample of 296 non-diabetic, pre-diabetic, and diabetic subjects at baseline 

and approximately 179 at follow-up, the aims of the sub-study are as follows:   

Specific Aim 1: Relate responses to CVD IQ Quiz and LPQ to baseline characteristics. 

Specific Aim 2: Relate responses to CVD IQ Quiz and LPQ to compliance rates. 

Specific Aim 3: Relate responses to CVD IQ Quiz and LPQ to drop out rates.  

Hypotheses 

Hypothesis 1: CVD IQ Quiz scores and LPQ responses will be correlated with, but not 

perfectly correlated with, other baseline characteristics including traditional 

predictors of compliance and dropout. 

Hypothesis 2: CVD IQ Quiz and LPQ questions and scale score responses will be 

associated with compliance rates. 

Hypothesis 3: CVD IQ Quiz and LPQ scores will be associated with dropout rates.  
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Summary 

The purpose of this dissertation project is to examine compliance and dropout 

rates by evaluating responses from the CVD IQ Quiz and the LPQ. Chapters two through 

four will explain this process in greater detail. 
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CHAPTER 2. BACKGROUND AND SIGNIFICANCE 

Theory or Conceptual Framework. 

The law of attrition (Eysenbach, Gunther) is a conceptual framework that helps to 

understand why drop out happens and supports the above stated specific aims and 

hypothesis(es). The need to discover ways to reduce or eliminate drop out during research 

studies or in healthcare settings is imperative—it saves lives, costs, and time. Yet there is 

limited information published on attrition and its real causes9, 11-13. Eysenbach observes 

that in any trial, more specifically in an e-trial (a clinical, case-control, cohort, or 

intervention study completed online via the internet) there are a substantial proportion of 

users dropping out before completion, much as occurs in any epidemiological trial. He 

argues that attrition is a natural phenomenon but where a large attrition rate occurs in a 

study, the study is un-publishable. Eysenbach suggests a three-pronged recruitment and 

retention strategy (Model 2), three stages of randomization to weed out potential dropouts 

and maximize the number of participants who will complete a study, what he calls 

“hardcore users”11. The purpose of this dissertation is to answer the question of “why do 

study participants not comply and drop out of research or healthcare” in the context of a 

randomized controlled clinical trial conducted in the Southwest. Eysenbach concludes 

with advice on what statistical methods may help to better explain attrition, but he also 

shows how his strategy can contribute to the interdisciplinary field of diffusion research 

at large. We care because dropout attrition is a threat to validity as it potentially 

introduces selection bias. In conclusion, the law of attrition may be a cause for 
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publication bias, as authors with health e-trials (or other types of research designs) and 

high attrition rates may have difficulties in getting their work published. The other reason 

that we see attrition rates so rarely analyzed in depth is that many investigators (in 

particular if they were involved in the development of an application) have an implicit 

pro-innovation bias, not expecting that an innovation will be rejected. This bias leads to 

overlooking or underemphasizing discontinuance. Eysenbach states, “We know too much 

about innovation successes and not enough about innovation failures.” For diffusion 

scholars, health presents a particularly rich field for studying rejected or discontinued 

innovations, and eHealth scholars and others in the research arena might want to start 

directing their attention to attrition, uptake, and diffusion measures with the same energy 

they use to emphasize outcome efficacy11. The preceding paragraphs will expound on the 

aforementioned and briefly examine the current research literature on adherence and 

attrition, especially as they both relate to the sub-study hypothesis and specific aims. 

Adherence (general) 

Adherence is the extent to which the patient continues the agreed-upon mode of 

treatment under limited supervision when faced with conflicting demands, as 

distinguished from compliance or maintenance.  Adherence is critical to the success of 

diabetes and CVD care as well as other chronic conditions10, 12-28.  

Adherence in Multi-Ethnic Poor Populations 

There are several peer-reviewed articles that cite why adherence in multi-ethnic 

poor populations is so low. Many argue that the low adherence is due to racism and lack 
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of access to equitable care3, 28-32. For example, researchers at Johns Hopkins University, 

of which the present writer was one, while conducting several multi-ethnic community 

participatory based research studies, found that most participants wanted to get help and 

treatment for their pressing health problems; however, they wanted to in most instances 

in a nondiscriminatory, nonjudgmental, professional, caring, and fair way 3, 9, 13, 29, 33-37. 

Still others in the field like Davidson et al discovered that self-management in the elderly, 

another discriminated against population, is a critical dimension in managing chronic 

conditions and increasing adherence, particularly in heart failure (HF). Knowledge, 

attitudes and belief, relating to both illness and wellness, are strongly influenced by 

culture and ethnicity, impacting upon an individual's capacity to engage in self-care 

behaviors. In this study the authors found that effective management of HF is largely 

dependent on facilitation of culturally informed, self-care behaviors to increase adherence 

to both pharmacological and non-pharmacological strategies38. The understanding of the 

cultural experiences of individuals with chronic heart failure (CHF) in the South East 

Health (DISCOVER) study was through an exploratory, observational study. A key 

finding of this study was that culture provides an important context to aid interpretations 

of attitudes, values, beliefs, and behaviors, not only in illness but also in health. While 

individual differences in attitudes and beliefs were observed among participants, common 

themes and issues were identified across cultural groups. Data from the study revealed 

the primacy of family and kinship ties and that these relationships were important in 

making decisions about treatment choices and care plans38. The study participants in this 
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study also revealed that the role of the 'family doctor' was also critical in assisting 

participants and their families in brokering the health care system. This study reported 

that religious and traditional beliefs became more important as people aged and 

considered their mortality (this was also a key finding in the sub-study). 

 Adherence in Clinical Care  

Adherence in clinical care outcomes is probably the one component of highest 

compliance and endurance to support the clinical care if caring healthcare providers or 

researchers take the necessary time to explain the treatment regiment, especially the 

medications and their possible side effects. Of course the treatment needs to be easy to 

understand and very adaptable to the patient’s or the research participant’s current 

lifestyle in order for the care to be effective 9, 39. The literature in this area clearly 

suggests that medication non-compliance is the number one reason why there are 

therapeutic failures 12, 40-46. Heneghan (et al) performed a meta-analyses to examine 

dropout rates in the context of compliance and when they occur, and found that the top 

reasons for dropping out of research studies included death and adverse events12. 

Adherence in the clinical setting 

Adherence in the clinical setting also presents many challenges, mainly stemming 

from the because of doctor/healthcare provider and patient relationship 29, 47. Most cited 

are the poor communication skills of the providers and the difficulty of the prescribed 

medical regiment and/or treatment recommendations 3, 29, 48, 49. Others who share the 

aforementioned viewpoint include researcher Lane who discovered in his research that 
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health indicators and outcomes are greatly improved if you focus your energies on 

improving adherence, on increasing patient satisfaction, and on physician-patient 

relationships46.  

Appointment keeping 

Keeping scheduled appointments has also been cited as a problem between 

adherers and non-adherers46. Life’s daily demands make some appointments difficult if 

not impossible to keep. Investigators in the Young Black Male Study conducted at Johns 

Hopkins found that in order for their study participants to keep their appointments during 

regularly scheduled clinical hours they had to lose their jobs or lose a day of pay, as most 

did not have health insurance3, 33, 39, 50.  

Lifestyle & Chronic Disease Self-care  

Lifestyle behavior is yet another reason why study participants drop out of 

research studies or why some patients may drop out of healthcare related activities. 

Behavioral change is one of the most challenging things that maturing adults face. Bad 

habits and patterns have become ingrained and are only often changed if a life-

threatening situation happens. Once a study participant has agreed to participate in a 

study or a patient has been diagnosed with a chronic disease, there are a number of 

recommendations that ensue, mainly lifestyle changes regarding diet, exercise, and/or 

medications33, 36, 40, 51. Peck (et al) found in their VA clinical prospective cohort study that 

research patient-centered care requires clinicians to recognize and act on patients’ 

expectations. However, relatively little is known about the specific expectations patients 
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bring to the primary care visit. Results showed that included fifty-six percent of patients 

reported having at least one expectation for a test, referral, or new medication. Thirty-one 

percent had one expectation, while 25% had 2 or more expectations. Expectations were 

evenly distributed among tests, referrals, and new medications (37%, 30%, and 33%, 

respectively). Half of the patients who expressed an expectation did not receive one or 

more of the desired tests, referrals, or new medications. Nevertheless, satisfaction was 

very high (median of 1.5 for visit-specific satisfaction on a 1 to 5 scale, with 1 

representing “excellent”). Satisfaction was not related to whether expectations were met 

or not met, except that patients who did not receive desired medications reported lower 

satisfaction. They concluded that patients’ expectations are varied and often vague. 

Clinicians trying to implement the values of patient-centered care must be prepared to 

elicit, identify, and address many expectations51. 

Medications  

The difficulty of medication compliance is another reason why study participants 

as well as patients may drop out of care. Most medications are costly, and their regimens 

are both difficult to follow and inconvenient.  Zisook found in his HIV research study 

that there is little evidence to support the widely accepted assertion that betters physician-

patient relationships result in higher rates of adherence with recommended therapies52. 

The goal of this cross-sectional study was to determine whether and which aspects of a 

better physician-patient relationship are associated with higher rates of adherence with 

antiretroviral therapies for persons with HIV infection. They measured adherence using a 
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4-item self-report scale (α=0.75), and for adherence dialogue, patients rated their 

physician at understanding and solving problems with antiretroviral therapy regimens. In 

multivariable models that accounted for the clustering of patients within physicians’ 

practices, 6 of the 7 physician-patient relationship quality variables were significantly 

(P<.05) associated with adherence. In all seven models the worst adherence was 

independently associated (P<.05) with lower age, not believing in the importance of 

antiretroviral therapy, and worst mental health52. Others like Wood and Gray also 

conducted a meta-analysis on medication compliance. They thoroughly examined thirty 

research studies exploring patient medication compliance. Study variables related to 

patients included characteristics that affect compliance. As a result, they discovered there 

has not been a "gold standard" identified for measuring compliance, and therefore it is 

difficult to compare results due to differences in operational definitions. Dosage 

frequency, patient's confidence in their provider, belief in the efficacy of a drug along 

with acceptance of illness have been shown to have a positive effect on compliance. They 

conclude that nurses and other health care providers can promote medication compliance 

by developing a collaborative relationship with the patient. Education and reminders are 

especially important at the beginning of treatment. Further research is needed to assess 

the efficacy of nursing and other health professional field to design interventions to 

promote compliance53. 
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Adherence or non-Adherence of Participants in Research  

Adherence or the lack there of in research studies is similar to the behavior of 

patients in healthcare settings. Usually, if there are no incentives it is difficult if not 

impossible to recruit and retain study participants54. For example, in the Young Black 

Male study it took a huge amount of effort just to recruit 300 study participants--1400 

participants were screened to obtain the 309 study participants. A meta-analysis 

performed by Yancey et al found major barriers to effective recruitment and retention of 

minority participants including the following 4 factors: sampling approach and 

identification; community involvement and nature and timing of contact with prospective 

participants; incentives and logistical issues; and cultural adaptations9. 

Subject Participation 

Study participation really depends on the robustness of the study design. If given 

the choice, this writer would also choose, as the investigators did for the parent grant, a 

randomized control clinical trial10. Though expensive and time consuming, it yields the 

best-unbiased results with the highest validity and reliability, and is the gold standard of 

epidemiological designs. When it comes to study participation, over sample, make the 

intervention simple yet flexible enough for participants to be able to participate and 

understand their role. Both adherence and limited dropout can be achieved if you have 

the right study design, study coordinator, and supporting staff 3, 9, 33, 37, 55. 
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Retention and Drop Out  

As mentioned earlier, if you have chosen the right study design, assembled the 

most caring but objective and principled investigators, hired the right study coordinator, 

while allowing this individual to hire and train the right supporting staff then your 

retention will be high and your drop out rates will be at the very minimum 3, 37, 54-56. Case 

in point or as a point of reference, a study conducted by Zweben (et al) examined factors 

that focused on practical and methodological considerations that went into recruiting and 

retaining participants in their complex clinical trial. They described the multiple 

recruitment strategies that were employed to meet stringent eligibility criteria and 

manage efficiently the flow of participants to fulfill recruitment goals. By using a 

multidisciplinary approach that included study investigators and project staff working 

very closely together, they were able to maximize both recruitment and retention in their 

complex research study, and this successful strategy was also used in the YBM study 

conducted at Johns Hopkins33,so much so they superceded their recruitment goal as well 

as made improvements in data completeness rates56. Others in the business of 

maximizing recruitment and retention, include a study conducted by Young (et al). The 

purpose of their longitudinal study was to describe the risk factors for various types of 

attrition in three age cohorts of women and to discuss strategies to minimize attrition.  

They proceeded by administering a mailed (they sent out two different sets) questionnaire 

to three age groups that were defined as 'younger' (18-23 years, n = 14,247), 'mid-age' 

(45-50 years, n = 13,716), and 'older' women (70-75 years, n = 12,432). Attrition at 
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survey 2 was highest among younger women (32%), mainly because of participants not 

being contactable (21%), and lower among the older (16%) and mid-age women (10%). 

At survey 1, the survey 2 non-respondents in all cohorts were more likely to have 

reported having less education, being born in a non-English-speaking country, and being 

a current smoker, and had poorer health (mid-age and older cohort) and more difficulty 

managing their income (younger and mid-age). They concluded that although the 

magnitude of different types of attrition was found to differ by age, there were several 

risk factors for attrition that remained consistent, and they recommended that longitudinal 

studies should be tailored to maximize retention of participants at higher risk of 

dropout57.  

There are also others in the field of conducting community-based research who 

are trying to understand of what to do to prevent dropout and reduce the effects of 

chronic diseases58. To gain a better understanding of health-related practices and 

perceptions, authors Miller et al conducted focus group studies among 5 community 

groups and focused on attitudes about health, personal risk behaviors, quality of health 

care, and models of personal behavior change. As a result of the focus group discussion, 

they found three recurring themes of barriers to healthier living: 1) personal, 2) 

environmental, and 3) systemic. Personal barriers included lack of adequate finances, 

physical limitations, lack of knowledge, and stress. Environmental barriers were related 

to the unavailability of healthy food choices and adequate places to exercise in the 

community. The accessibility and quality of health care were the most pervasive systemic 
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barriers identified58. Though these findings are not novel to urban African-American 

communities, they served as the framework by which Nashville REACH 2010 

implemented strategies to reduce and, ultimately, eliminate cardiovascular disease and 

diabetes disparities58. Albeit these same barriers are operating in the parent study and as a 

result high attrition rates occurred. 

Effects of Differential drop out  

As stated earlier, Dr. Eysenbach has shown that effects of differential dropout can 

cause different types of bias and nullify the credibility, validity, and reliability of study 

results11. Others like Heneghan and colleagues took Eysenbach’s method one step further 

by performing a meta-analysis, analyzing differential drop out rates and when they occur, 

in hopes that such an effort would shed some light on the importance of information 

about patient characteristics and trial characteristics that affect the overall uptake of an 

intervention11. To measure the differential between groups in attrition they used the 

relative attrition (RA), which is equivalent to relative risk but uses attrition as the 

outcome (i.e. attrition in intervention group/attrition in control group). They determined 

the percentage of dropouts for the control and intervention groups and used DerSimonian 

and Laird random effects models to estimate a pooled relative attrition. As a result they 

found that with self-monitoring of blood glucose in type 2 diabetes, attrition ranged from 

2.3% to 50.0% in the intervention groups and 0% to 40.4% in the control groups. There 

was no significant difference between the intervention and control, with an overall RA of 

1.18 [95% CI, 0.70-2.01]. With self-monitoring of oral anticoagulation, attrition ranged 
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from 0% to 43.2% in the intervention groups and 0% to 21.4% in the control group. 

Surprisingly, the RA was significantly greater in the intervention group12. With similar 

goals but slightly different study aims, Rozenfeld conducted a prospective randomized 

comparative study to examine potential threats to internal and external study validity 

caused by differential patient withdrawal from a randomized controlled trial evaluating 

pharmacist management of hypertension, to compare the characteristics of patients who 

withdrew with those of patients who completed the study, and to identify characteristics 

that predispose patients to withdraw from hypertension management. As a result of his 

research, of the 463 patients, 191 (41%) withdrew from the study after randomization and 

272 (59%) completed the study. Patients who withdrew from the pharmacist intervention 

group were similar to patients who withdrew from the usual-care group with respect to 

age, sex, insurance status, and chronic conditions. Patients who smoked or had 

commercial insurance were more likely to withdraw from the study than the other 

participants. However, multivariate analysis of all variables, when adjusted for the effect 

of the intervention, revealed that insurance status was the only variable associated with a 

heightened probability of withdrawal (p=0.002). They concluded that a lack of significant 

differences between patients who withdrew versus those who completed, with the 

exception of insurance status, suggests that external validity was not jeopardized in their 

research study 59.  
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Adherence (DM)  

Adherence in diabetes management has always been difficult for newly diagnosed 

as well as current diabetics.  The treatment regimes tend to be difficult to follow and 

include medications given via the mouth or through an injection. Moreover, medication, 

to be effective and reach its true potential and have some semblance of control in diabetic 

patients, has to be supplemented by a strict diet and exercise. Surely non-adherence is 

very possible because of the complicated nature of controlling this disease at an optimal 

level so as to prevent cardiovascular problems in the future 14, 16, 18, 60-62. To support the 

aforementioned claim, Delamater found in his research that regimen adherence problems 

are common in individuals with diabetes, making glycemic control difficult to attain. 

Because the risk of complications of diabetes can be reduced by proper adherence, patient 

nonadherence to treatment recommendations is often frustrating for diabetes health care 

professionals. He concluded that the concepts of compliance and adherence need more 

attention in health care settings, and he offers recommendations for improving adherence 

by adopting a more collaborative model of care emphasizing patient autonomy and 

choice61. Further examples of the above concept would include Vermeire, who performed 

a meta-analysis and found that adherence to treatment recommendations is low63, 64. In 

type 2 diabetes, which is a chronic condition slowly leading to serious vascular, 

nephrologic, neurologic and ophthalmological complications, it can be assumed that 

enhancing adherence to treatment recommendations may lead to a reduction of 

complications. Treatment regimens in type 2 diabetes are complicated, encompassing 
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life-style adaptations and medication intake. Vermeire examined twenty-one studies 

assessing interventions aimed at improving adherence to treatment recommendations, not 

to diet or exercise recommendations, in people living with type 2 diabetes in primary 

care, outpatient settings, and community and hospital settings. His outcomes yielded that 

these studies were heterogeneous, there was a variety of adherence measurement 

instruments63. Nurse led interventions, home aids, diabetes education, pharmacy led 

interventions, and adaptation of dosing and frequency of medication taking showed a 

small effect on a variety of outcomes including HbA1c. No data on mortality and 

morbidity, or on quality of life could be found in the studies Vermeire reviewed. He 

concluded that current efforts to improve or to facilitate adherence of people with type 2 

diabetes to treatment recommendations do not show either significant effect or harm63.   

Adherence (CVD)  

Numerous adherence studies have been performed for chronic diseases such as 

diabetes, hypertension, and asthma, and especially CVD because of its detrimental effects 

3, 10, 12, 18, 19, 21, 23-25, 28, 29, 33, 37, 50, 60, 62, 65-71. These chronic disease studies have yielded as 

low as 10% drop out rates to rates in the high 90s; this variability has been largely 

dependent on the study design, target population, and whether or not a regime was 

administered12. For example, Mochari and colleagues discovered in their research that 

lack of knowledge and awareness of cardiovascular disease may contribute to 

disproportionately higher risk in minorities69. The authors studied minorities in Harlem, 

New York (N=214), to evaluate knowledge and preventive behaviors. The results from 
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their study were the following: more than half of the participants did not know optimal 

blood pressure (BP) (52%) and cholesterol (60%) goals (we also saw similar results with 

the sub-study participants responses to the CVD IQ Quiz responses). Lack of health 

insurance (odds ratio, 2.1; 95% confidence interval, 1.0-4.5) and less than a high school 

education (odds ratio, 2.0; 95% confidence interval, 1.02-3.87) were associated with not 

knowing optimal BP. Among those with BP >/=140/90 mm Hg, 34% were unaware that 

they had high BP, and ages younger than 55 years were predictive of lack of awareness 

that they had high BP (odds ratio, 8.5; 95% confidence interval, 2.6-28.1). Predictors of 

medication nonadherence included ages younger than 45 years vs. age 45 years or older 

(P=.004) and no health insurance vs. health insurance (P=.01). As a result, the 

investigators suggest that younger, less educated, uninsured patients should be targeted 

for educational interventions regarding cardiovascular disease prevention goals, personal 

risk, and the importance of medication adherence69.  

Non-Traditional Measure of Adherence 

Eysenbach’s method of reducing attrition is purely a statistical method (ITT 

model), which although potentially helpful in reducing dropout does not address 

adherence (Eysenbach). Moreover, there is a paucity of literature on non-traditional 

measures of adherence72, 73. I performed a literature search through Pub Med and Medline 

using the following search term combinations (non-traditional predictors, methods, 

strategies, measures, adherence, maintenance, compliance, research, and community-

based) and this search only yielded two articles. Viele’s research article focused on 
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chemo-therapy and did not directly address non-traditional methods, measures, or 

strategies for adherence or compliance, but in fact she discussed management of the side 

effect profiles of the new oral cancer chemotherapeutic agents and how they differ from 

those of traditional oral chemotherapy and hormonal therapy. Viele used the term non-

traditional in the sense of settings and not actual methods, measures, or strategies for 

adherence or compliance. In fact, she used the terminology in the following manner, 

stating “that managing side effects and patient self-administration in non-traditional 

settings without supervision may affect patient adherence, especially with the newer 

agents”72. Thus, Viele’s study is not applicable to the sub-study definition of non-

traditional methods to evaluate adherence (compliance) and dropout (attrition). Ford-

Globe, however, came a little closer to the sub-study’s definition of non-traditional 

methods, measure, and strategies for evaluating adherence (compliance) by giving an 

example of a non-traditional method to evaluate adherence (compliance) using the term 

“family” as a non-traditional method of evaluating adherence (compliance)73 .  Ford-

Globe’s research focused on which selected aspects of family health potential (strengths, 

motivation, and resources) predicted health work (health-related problem-solving and 

goal attainment behaviors) and this was examined in a Canadian sample of 138 female-

headed single-parent families and two-parent families. The mother and one child (age 10-

14) combination completed a mailed self-report instrument that assessed the following 

independent variables: family cohesion, family pride, mother's non-traditional sex role 

orientation, general self-efficacy, internal health locus of control, network support, 
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community support and family income. The instrument also assessed the dependent 

variable, health work. With the effects of mothers' education held constant, the 

independent variables predicted 22 to 27% of the variance in health work in the total 

sample and each family type73. Family cohesion was the most consistent predictor of 

health work, accounting for 8 to 13% of the variance. She concluded that challenges exist 

when examining problem-oriented views of single-parent families.  I argue that attrition 

can be decreased given enough supporting variables like age, sex, and socioeconomic 

status, and some key questionnaires to develop a profile of who is going to stay in a 

research study and who is more apt to dropout.3, 39, 54. 

In General 

 Questionnaires can be used indirectly to determine who will be compliant, drop 

out, or stay in a research study. For example, when researchers are collecting socio-

demographic information from potential study participants, that would be an opportunity 

to check on whether the participant is male or female, as males tend to have a higher 

dropout rate than females, whether the potential study participant has completed high 

school, yet another traditional marker of high drop out rates, and whether or not the 

potential study participant was younger verses older. Researchers like Korolija found in 

their research on surgical treatment that outcome after surgical treatment has been based 

predominantly on objective criteria (biomedical model) and has largely ignored, until 

recently, the expectations, personal feelings, satisfaction, and quality of life of patients74. 

The importance of this finding derives from considerations that the viewpoints and 
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priorities of patients may not be the same as those of their healthcare provider32, 51, 75. 

Furthermore, there is often little correlation between symptom severity and disease 

severity. Measures of quality of life and patient satisfaction are, thus, important in valid 

assessment of the results of surgical treatment74 . Global assessment based on both the 

biomedical and outcomes models constitutes the ideal. Questionnaires designed to 

measure both quality of life (generic and specific) and patient satisfaction with treatment 

require careful development and validation by appropriate studies74.  

The CVD IQ Questionnaire 

The CVD IQ Quiz is considered a non-traditional method to evaluate drop out 

because typically you evaluate by using traditional markers of adherers and non-adherers 

as has been stated above. The CVD IQ Quiz was a questionnaire designed by the author 

because at the inception of the parent study, there was no one tool on the national level to 

evaluate CVD knowledge. The CVD IQ Quiz combines all CVD risk factors into a 19-

scale item (see Appendix C). 

The LPQ 

The LPQ (see Appendix B) is also considered yet another non-traditional strategy 

to evaluate drop out. It was a questionnaire designed originally to assess what priorities  

parents of asthmatic children had to help their children better control their asthma76. 

Subsequently this questionnaire was used in the Young Black Male study in Baltimore, 

Maryland to assess what were young black men’s life priorities and how could we tailor 
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these priorities around helping them to successfully control their high blood pressure and 

further prevent renal deficiency and heart failure in the future 39. 

 

 

 

Summary 

In summary, the purpose of chapter two was to provide a brief MEDLINE/Pub 

Med electronic literature review on adherence (compliance) and dropout (attrition) and 

furthermore to describe the CVD IQ Quiz and LPQ. Articles were reviewed from 1990 

onward using the following search terms in combination: 1) adherence, 2) compliance, 3) 

attrition, 4) drop out, 5) community-based research, 6) chronic disease, and 7) Hispanics 

and underserved minorities. These search terms yielded several hundred articles and 

abstracts. However, the specific search on adherence, compliance, non-traditional 

predictors, methods, strategies, and measures only yielded two articles to which only one 

of the two was applicable to this dissertation. 
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CHAPTER 3.  DESIGN AND METHODS  

PARENT STUDY DESIGN AND METHODS 

The parent study was designed as a randomized controlled trial (RCT). The goal 

of the parent study was to examine the effectiveness of a comprehensive community 

intervention that combines behavioral intervention components for patients, patient 

families, and the broader community to be implemented by CHWs with an ultimate goal 

of supporting policy interventions. The behavioral components were expected to increase 

knowledge about diabetes and its risk factors, especially obesity, and its concomitant 

conditions like depression and their effects; improve measures of health (biological and 

anthropometric); increase physical activity and improve nutritional habits; and improve 

overall quality of life for patients, families, and community members. Moreover, the 

aforementioned behavioral components were expected to demonstrate how social 

environmental policy changes are linked to diabetes prevention and control. It was hoped 

that these interventions, if successful, would lead to policy changes and mobilization 

(availability of safe parks, walking and bicycle paths, and the elimination of soda vending 

machines in schools). All these efforts would hopefully support the overarching goal of 

reducing and eliminating diabetes and eventually CVD morbidity and mortality in the 

Douglas community. CDC funded this project to the amount of $700,000 over a five-year 

period beginning in October 2004 and ending in July 2009. The baseline, post, and 

follow-up data from the community component are reflected in this dissertation. There 

were no specific aims for the community component; however, targeted activities focused 
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on increasing awareness of chronic disease prevention issues, changing risk and 

protective factors, and improving the health status of community members. 

The goal of the sub-study presented here was to develop an explanatory model 

based on the community component to identify characteristics and conditions that support 

or impede compliance and drop out rates in these same participants.  

Source and Study Population 

The sampling frame consisted of all Douglas, AZ residences. The study 

population consisted of mainly females (10% males and 90% female). The ethnic mix 

was 90% Hispanic, 8% White, and 2% other, which included African Americans and 

Native Americans. Ages ranged from 18 to 86 years, with 11% aged 34 and below, 77% 

between ages 35 and 54, and the remainder aged over 55. Approximately 50-75 adults 

participated in the 3 to 4 rounds of the community intervention per year. The parent study 

expected that between 300-500 adults would participate in the community component 

during the funding period. The setting for the community component took place in the 

community, in identified walking areas, and in weekly class sessions that were offered at 

a central community location, such as the Douglas Fire Department. 
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Table 1 Community Participant Schemas 

Baseline Post Follow-up 

Determination of Eligibility 

Informed Consent 

Enrollment 

Pre-Measures 

a. Blood Pressure 

Questionnaires 

CORE (LPQ) 

Pre-Community 

Post-Community 

CVD IQ Quiz 

Informed Consent 

Measures 

Blood Pressure 

Lab 

Body Measurement 

Questionnaires 

CORE (LPQ) 

Pre-Community 

Post-Community 

CVD IQ Quiz 

Informed Consent 

Measures 

Blood Pressure 

Lab 

Body Measurement 

Questionnaires 

CORE (LPQ) 

Pre-Community 

Post-Community 

 

 

Participants were first recruited then randomized to family or no family groups. 

There was an open recruitment format (using every venue for recruitment and having no 

particular method or protocol for recruitment, taking all obtainable from the community 

aged 18 and older) for the community component. Three visits were required of all 

community participants, as specified in Table 1, above. During the first visit, potential 

participants (family and community also included) were screened for eligibility, 

presented with informed consent forms, and (if consent was given) enrolled. The study 

coordinator completed the clinical measurements and baseline questionnaires. The second 

visit consisted of a post-visit to see how all the participants were doing after their first 

visit, or their first intervention visit with the CHWs if they were randomized to the CHW 

group. For the final follow-up, participants completed a questionnaire and final clinical 
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measurements were taken; all paperwork was checked for completeness by the study 

coordinator before the study participant completed the follow-up visit.  

Recruitment 

For the parent study all participants had to be diabetic to join the study and their 

families were either classified as non-diabetic, pre-diabetic, or diabetic. For both the 

parent grant and the sub-study, there were no specific eligibility requirements to join the 

community component except beginning at least 18 years of age; the community 

participant represented a convenience sample recruited by community health workers 

(CHWs) through presentations at schools, church groups, clinics, health fairs, community 

organizations, and by going door-to-door 10. In addition, participation was encouraged by 

the presence of CHWs in the Chiricahua Community Health Clinic (CCHC) Monday 

through Friday. Finally, community intervention participants were also reached by CHW 

outreach contacts (written in English and Spanish), announcements in local newspapers, 

and flyers at local businesses, libraries, and grocery stores. Recruitment began in October 

2004.  Participants attended weekly curriculum sessions focused on healthy food choices 

and preparation, chronic disease risk, and participant advocacy, and walking groups. 

CHWs administered the curriculum and initially participated in the walking groups and 

then phased out their involvement in the walks (starting at week 7) as the groups walked 

on their own. Classes were offered for 12-weeks and were offered year round except for 

major holidays. Group size averaged 10-15 participants per class. 
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Informed Consent 

Informed consent was obtained according to The University of Arizona Human 

Subjects Committee standards. See Appendix A for the consent form. 

Baseline 

After the community member agreed to participate, the CHW scheduled them to a 

group consent and baseline core assessment measurement session. After the consent form 

was signed, each participant was asked to answer a standardized physical activity risk 

assessment questionnaire to ensure that the individual was physically able to participate 

without any serious physical or medical risk. If an individual indicated any risk, he or she 

was then required to obtain their healthcare provider’s permission to participate.  

Post-Visit 

At the post-visit, participants, families, and community members re-consented 

and baseline measures and questionnaires were repeated (see Table 1). 

Follow-up 

At the final visit, participants, families, and community members were re-

consented and post visit measures and questionnaires were repeated except for the 

CVDIQ Quiz (see Table 1). 

Staff Training 

The PIs and the study coordinator provided staff training in the following areas: 

Confidentiality and proper storage and disposal of study documents. 
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All study staff received ongoing hands-on protocol training on BMI, WHR, and 

blood pressure measurements. 

All staff performed practice interviews and measurements prior to initiation of the 

study and retrained every six months and for the life of the study. 

Data Management and Data Integrity 

For the parent study there is one dedicated data entry associate and a data entry 

graduate student to crosscheck and double enter all of the data collection completed by 

the data entry associate. Training and re-training is conducted every six months 

throughout the duration of the study. All files are kept and locked up at The University of 

Arizona Mel and Enid Zuckerman College of Public Health.  As mentioned earlier, the 

study coordinator closely monitors the completeness and accuracy of all data collection 

forms before the participants complete their visit, whenever possible. 

Measures 

Predictors for the parent study have been divided here into several categories: 

demographic factors, medical self- report indicators, medical compliance self reported 

questions, and medical indicators. Explaining these predictors in this fashion is intended 

to enhance the understanding of what traditional and non-traditional predictors predict 

dropout rates. This model has not been tested but hypothesized to organize the domains. 

The sub-study predictor variables fell into five basic domains: demographics, quality of 

life, chronic disease knowledge, adherence data, and clinical status data. Data for the sub-

study was accessed from the parent study. 
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Domain A: Demographics 

Demographic variables include the standard variables of age, gender, nationality, 

preferred language, employment, and educational level, as well as martial status and 

where the participant resided in the Douglas community. All of the aforementioned were 

collected at both baseline and the final visit. 

Domain B: Quality of Life 

These variables were questions such as “How would you rate your health?” and 

“Do you currently have health insurance?” These variables were used in determining a 

profile for who would remain in the study or drop out.  

Domain C: Chronic Disease Knowledge 

As stated earlier, the CVD IQ Quiz was developed to assess the participant’s 

knowledge about CVD and its risk factors. The CVD IQ Quiz is a 19-item true or false 

self-administered questionnaire and takes about 5 minutes to complete. This quiz has 

only been used in the parent study and cannot be compared to any other quiz or 

instrument because of its unique construction and implementation. 

Domain D: Adherence Data 

This domain includes specific questions about medical compliance, existing 

medical conditions, and adherence to the regimen as required by a healthcare 

professional. 
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Domain E: Clinical Status 

This domain includes variables such as height, weight, blood pressure, glucose, 

and cholesterol levels. 

DISSERTATION STUDY DESIGN AND METHODS 

This sub-study is drawn from a CDC-funded five-year longitudinal community-

based intervention study focused on making lifestyle changes in Community Health 

Center patients, their families and communities (see prior research, above). The purpose 

of the community component of the parent study was to collaboratively develop and 

implement a community-based chronic disease prevention program and to demonstrate 

the effectiveness of the program in reducing risk factors for cardiovascular disease, 

diabetes, and other chronic diseases related to diet and physical activity. Community 

health workers delivered the intervention for the parent study. The community health 

workers used a curriculum called “Pasos Adelante” (Steps Forward) to deliver the 

intervention to the community participants 10. The curriculum consists of 12 two-hour 

sessions and each session included an introduction, the session in action, a weekly 

promise, a review of the day’s most important points, and the close of the session. 

Classes were held year round excluding holidays, and group size averaged 10-15 

participants. The sessions also engaged participants in physical activities that included 

dancing and/or aerobics. In addition to the weekly sessions, walking clubs were used to 

enhance both social support and physical activity of the study participants. 
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Population and Sample 

As stated earlier, there were no particular study inclusion and exclusion criteria 

for the Parent study. Participants were ages 18 and older.  

Sampling and Recruitment 

As mentioned earlier, the community component had an open recruitment scheme 

format. Program participants represented a convenience sample and were recruited by 

community health workers from local schools, churches, health fairs, as well as by going 

door-to-door. Estimated dropout and loss to follow-up was not performed for the 

community behavioral component of the parent study.  

Table 2  Sample Size 

 Pre Post Final 

Sample 296 214 179 

 

Table 2 represents a lost to follow up rate from pre to post of about 27% and from 

post to final of an additional 17 %.  From pre to final the dropout rate was 40%. In 

research studies the standard dropout rate depends on the nature of the study, but it is 

often estimated to be about 5-10% as expected, acceptable, and still publishable. If 

dropout is higher than the standard set by the scientific community, that can threaten the 

validity and reliability of study results. 

Type(s) of data 

Categorical and Continuous (see Appendix E). 
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The parent and the sub-study have the same variables; however, the parent study 

collected additional clinical variables from the patient and family components. 

Independent Variables: Socio-demographics and Clinical  

 All study participants regardless of the component (patient, family, or 

community) were recruited from the Douglas, Arizona community.  Measures included 

age, sex, race, martial status, language preference, and employment status. 

Independent Variables: Clinical   

Clinical measures included height, weight, waist, hip, and blood pressure. It is 

important to note that height and weight were later converted to a body mass index (BMI) 

score, and the waist and hip variables were converted to a waist-to-hip ratio (WHR) 

score.  These and other variables can be found in the Univariate table in Appendix E. The 

Univariate table is provided to show a basic description of all baseline variables that were 

used to evaluate the sub-study outcomes. 

 

Dependent Variables: CVD IQ Quiz and LPQ 

There are two main non-traditional predictors of compliance and dropout for the 

sub-study, the Cardiovascular Disease (CVD) IQ Quiz and the Life Priorities 

Questionnaire (LPQ), which we hypothesized would be useful indicators of whether or 

not a participant will be compliant and/or drop out of the study.   
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CVD IQ   

The CVD IQ Quiz measures included a self-administered CVD knowledge 19-

item quiz which was administered at baseline, and it is important to note that the quiz was 

administered towards the end period of the baseline measurements and therefore carried 

over to the post visit for some of the study participants. The Cardiovascular Disease IQ 

Quiz (Appendix C) was developed for this sub-study in an attempt to consolidate all of 

the CVD risk factors into one quiz. NIH, CDC, AHA, and ADA have all designed 

chronic disease quizzes for the major chronic disease risk factors, but none of these 

entities have combined all of these risk factors into one quiz, hence the CVD IQ Quiz. 

This quiz has not yet been validated; however, it has been used in the parent study for all 

three behavioral components (patient, family, and communities). The CVD IQ Quiz was 

administered once at baseline. In order to analyze the results from the CVD IQ Quiz, we 

developed a dichotomous yes/no variable for each of the 19 true or false questions, 

indicating whether or not the study participant got that question right. In addition, we also 

designed a sum score that added up how many total correct answers were given out of 19.  

This variable, named CVDRIGHT, could have ranged from 0 to 19, but in practice the 

scores range from 8 to 19 correct responses.  

LPQ  

The LPQ included up to five self-reported categorical responses and was 

administered at all three study time points. Dr. James Krieger, a researcher in Seattle, 

WA (The Seattle-King County Healthy Homes Project), developed the Life Priorities 
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Questionnaire (LPQ) many years ago76. Dr. Krieger developed and used this 

questionnaire to determine how important it was for parents to help their children control 

their asthma, or, in other words, where it was on their priority list. The LPQ was later 

used to determine the life priorities of young black men living in an urban setting 3, 39. 

This allowed the principal investigators and the project director to determine whether or 

not the young black male participants were going to be compliant with their high blood 

pressure recommended treatment or if their other life priorities were too competing and 

more important to them (money, employment, family, and addiction)33, 34, 36, 50.  

In this study, the categorical LPQ data was collected in Spanish and was both un-

coded and unranked. As a result, processing these data was a daunting and a cumbersome 

task. We developed a ranked scale for assessing the top life priorities of the community 

study participants. Thirty-three sub-categories were derived from this process and 

condensed down to nine categories that included the following recurring themes:  family, 

well-being, education, work, home, money, God, other (variables that did not fit into the 

other established categories), and outreach.  

These reduced categories were then converted into two series of simplified 

categorical LPQ variables.  The first is referred to as the “LPQ-Ever” series.  In this 

series, if a person ever chose a value, such as Family, among their five choices, then this 

variable was coded as 1; otherwise it was coded as 0.  The “Ever” variables were:  

FamilyEver, WellBeingEver, EducationEver, WorkEver, HomeEver, MoneyEver, 

GodEver, OtherEver, and OutreachEver in the database.  Use of these variables in 
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screening and then in models of compliance and dropout served to test whether people 

ever choosing these values (regardless of whether they were ranked 1st or 5th) mattered 

to these processes. 

The second series of LPQ variables are referred to as the “LPQ-1” series.  These 

variables were like the “Ever” series, except that the variable was coded as 1 only if that 

value was chosen as the top priority.  It was coded as 0 otherwise, whether the value was 

chosen as 2nd place or below, or not chosen at all.  The resulting variables were called 

Fam1 (Family1), WellBeing1, Education1, Work1, Home1, Money1, and God1 (it is 

important to note, in hindsight that the categorical variable God1 should have probably 

been named religion so as not to offend the study population involved in this sub-study 

and/or readers-before publications this term will be changed to reflect the 

aforementioned).  Note that the “other” and outreach categories were not chosen as the 

number one response by any of the study participants, so these two possible variables 

were not created.   

Two additional comments on the LPQ variables are in order.  First, although it 

was theoretically possible to create LPQ-2 through LPQ-5 variable series, this was not 

done, largely because the study design did not require participants to choose five 

priorities.  Many chose less than five, and this would result in missing data for many of 

those other variables.  Second, these two series of variables were only generated using 

LPQ data from the baseline.  This was for two reasons.  First, and most important, since 

we were interested in predicting compliance and dropout rates, baseline data made the 
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most sense.  LPQ data could only be collected at visits after baseline from participants 

who had not yet dropped out, and using those data would probably have resulted in bias.  

Also, analyses not shown here indicated that the LPQ choices were fairly stable over 

time, and so, while it may be possible in future work to analyze LPQ data at later visits, 

for the purpose of this dissertation it was decided that this would be an unnecessary 

complication. 

Outcome Variables: Compliance and Dropout 

There are two main outcome variables for the sub-study, adherence (compliance) 

and dropout (attrition), which were modeled utilizing the CVD IQ Quiz and the Life 

Priorities Questionnaire, which were hypothesized to be good predictors of those 

outcomes. 

Compliance  

Four types of compliance were defined in this sub-study based on whether or not 

the community study participant appropriately received blood pressure, glucose 

(diabetes), eye, or cholesterol check-ups.  Compliance was only examined among those 

who did not drop out, since dropouts could not be observed for compliance.  Rather than 

assume that dropouts were automatically not compliant, we chose to define compliance 

conditionally.  In other words, compliance here means “compliance among people who 

did not drop out.”  These compliance variables were coded as dichotomous variables, 

yes/no, i.e. got bp checked=1 or did not get their bp check=0.  Participants were 

considered to be compliant if they reported receiving the appropriate check-up at two of 



  58 

 

 

their three visits, if they made all three visits.  Those people who missed visit 2, but not 

visits 1 or 3, were not considered as dropouts, but only made two visits.  They were 

considered compliant if they reported receiving the appropriate check for both visits.   

Dropout  

A participant was identified as a dropout if they never returned after visit 1 (i.e., 

missed visits 2 and 3) or if they made the first two visits, but did not return for visit 3.  

Individuals who missed visit 2 but returned for visit 3 were not considered to be dropouts. 

Confounding 

It is also important to note that a common goal of multiple logistic regression 

modeling is to investigate the association between a predictor and the outcome 

controlling for possible influence of additional variables. For example, in evaluating the 

observed association between baseline variables and dropout, it is important to consider 

the potential effects of additional variables that might be related to both baseline 

variables and dropout occurrence.  This was done in this study, as will be seen in the 

results section. 

QA 

Data management for the sub-study was logistically difficult.  Data had yet to be 

cleaned and coded for most of the 43 variables, and most of the quantitative responses 

were in Spanish and were not yet translated to English. English is the writer’s first and 

primary language, so she had to use a Spanish dictionary to translate, consult with a 

fluent Spanish native speaker and then back translate to make sure the words were 
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actually captured as intended by each study participant. All work was performed on a 

password-protected laptop and the underlying data will be de-identified upon the 

completion and acceptance of this dissertation.  Baseline sociodemographics were 

compared with all key and dependent variables. 

METHODS 

Sample Size and Statistical Power 

For the sub-study the power of the regression analysis depended on the minimum 

sample size (280), baseline probability, effect size, and the correlation between the 

variable of interest and the remaining predictors in our proposed model of what causes or 

contributes to compliance and drop out rates. We used the standard in epidemiology and 

biostatistics of 80% power at a p<.05. 

More specifically, power was not determined for specific aim 1, because that aim 

was largely descriptive and exploratory in nature.  Also, there are many different kinds of 

variables (levels of measurement, distributions, etc.), and each type has its own 

considerations, making it a difficult task. 

Statistical power was determined for specific aims 2 and 3.  In those aims, the 

final models are multivariate logistic regressions.  For simplicity, I used nQuery 4.0 

(Elashoff 2000) to determine statistical power for logistic regression assuming only one 

covariate77.  In the multiple logistic regression models, power should be even greater, 

because more variables means more information, so the following is a conservative 

estimate. 
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Assuming a single normally distributed covariate, a significance level of 0.05, and 

a 2-sided test, a sample size of 280 yields levels of statistical power as seen in Table 3. 

Table 3  Statistical power for Detecting Odds Ratios at given Drop (or Compliance) Rates 

 Drop-out (or Compliance) Rate 

Odds Ratio 10% 20% 30% 40% 50% 

1.5 0.48 0.70 0.81 0.86 0.90 

1.75 0.75 0.92 0.97 0.98 0.99 

2 0.90 0.98 0.99 0.99 0.99 

 

Table 3 shows that the study is well powered to detect odds ratios as low as 1.5 at 

80% power if the drop-out (or compliance) rate is 30% or higher, and odds ratios as low 

as 1.75 at 80% power even if those rates are only 15%.  Under nearly any drop-out (or 

compliance) rate, there is more than enough statistical power to see odds ratios of 2.0 or 

higher, which is usually the level which epidemiologists find acceptable78. 

Overall Analysis Plan 

All data analyses were performed using Stata statistical software (8.2) (Stata 

Corp)79. Analyses for each hypotheses and specific aim were conducted at the 5% 

significance level, which is standard in the field.  However, this work is exploratory, 

because many potential predictors were looked at to model compliance and dropout rates.  

Therefore, there is a chance for false positives in the results, and the results should be 

treated cautiously.   We will discuss this further in the discussion section. 

• All analyses were conducted at the 5% significance level unless otherwise noted. 
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• Descriptive analyses including means and standard deviations were conducted to 

determine differences in specific demographic characteristics such as SES, gender 

and age proportions. Also, descriptive analyses were conducted to determine 

differences in demographic characteristics based on compliance and dropout. 

Descriptive statistics allows the evaluation of the range of the data, data out of 

range, symmetry of the data, and total number of observations on each variable, 

and the number of missing observations on each variable. We made adjustments 

and tested for effect modification and confounding (i.e. age, sex, or SES) and 

made the necessary adjustments in the models.  

o In addition, cross tabulating of categories of a continuous variable with a 

binary response was also utilized in the sub-study. The cross tabulation of 

categories of a continuous variable with a binary response reveals a gross 

marginal relationship between two variables. It is important because it 

provides a rough estimate of the relationship of the binary response to the 

continuous variable that a bivariate screening could not reveal.  

o We also had to make adjustments to the cross tabulations since some of 

the cells had missing data; missing cells can lead to misleading estimates.   

• Compliance (blood pressure, diabetes, eye, and cholesterol testing) was coded as a 

dichotomous variable (compliance yes/no). 

• Dropout was coded as a dichotomous variable (dropout yes/ dropout no).  
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• Logistic regression models were used to predict compliance and dropout status, 

after initial bivariate screenings showed which variables were likely to be the best 

predictors (and/or possible confounders). 

Description of Distributions 

Means, medians and proportions were summarized and/or tabulated as appropriate 

for all 43 key independent variables. Means and standard deviations were also used to 

examine the breakdown of sex, age, and SES between the compliant and non-compliant, 

and non-drop outs and the dropouts.  

Bivariate relationships 

Bivariate relationships of each covariate and each of the dependent variables were 

examined to screen the large number of independent variables for relevance to the 

outcome in question.  Depending on the situation, variables with relationships at p<0.05 

or p<0.10 were retained for consideration in further models. Most often cross-tabulations 

were used to establish these relationships, but depending on the level of measurement of 

each variable, sometimes analysis of variance or linear regression was used. 

Final models of compliance and dropout. 

Since compliance and dropout were both coded as binary variables, and we 

wanted not only to determine the association of LPQ and CVD variables with those 

outcomes, but also account for potential confounders, a logistic regression approach was 

used in the final models.  Specifically, the following logistic regression model was used 

to explain the relationship between the key covariates and the two dependent variables: 
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Ln(odds)=α+β1 X1+ β2 X2+ β3 X3+… βqXq +ε. 

The logistic regression model was chosen for most of the models because it 

extends frequency table techniques for investigating the association between a binary 

outcome and categorical predictors to include continuous predictors and allows 

simultaneous consideration of multiple (continuous and categorical) predictors. We 

carried out all analyses by fitting logistic regression models to the data in which the 

explanatory variable was either a). included as continuous variable or b). included as a 

dichotomous variable (with cut point 0, the mean level of the explanatory variable). We 

derived odds ratios with pertinent standard errors for the explanatory variable X1 by 

exponentiation of the regression coefficient of X1 in logistic models. One of the major 

strengths of using logistic regression is that it can be extended to incorporate more than 

one explanatory variable, which may be either quantitative or qualitative. The regression 

model states that the log odd of the outcome is linearly related to x, with intercept 

coefficient Bo and slope coefficient B1 (the logistic model is an additive model when 

expressed on the log odds scale). To summarize, the logistic model makes the following 

assumptions about the outcome: a) yi follows a binomial distribution; b) the mean 

E{y|x}=P(x) is given by the logistic function; and c) values of the outcome are 

statistically independent, and it is important to note that these assumptions closely 

parallel those associated with linear regression, the primary difference being the use of 

the binomial distribution for the outcome y. 



  64 

 

 

The likelihood ratio statistic given in the table compares the likelihood from the 

fitted model with the corresponding model excluding the variables that were p>.05, and 

addresses the hypothesis that there is no relationship between, for example, sex and 

dropout risk. The associated p-value is obtained from the x2 distribution with one degree 

of freedom (corresponding to the single predictor used in the model). It is also important 

to note that the pseudo R2 value in the table is intended to provide a measure paralleling 

what is used in linear regression models, and is related to the likelihood ratio statistic.  

Table 11 presents the results of fitting a logistic regression model examining the 

impact on first compliance, then dropout risk of variables including but are not limited to 

age, general health status, and whether a participant had their blood pressure checked 

subsequent to joining the study but was not included in the study intervention, and a 

binary indicator of whether or not the participant uses alcohol regularly, using data from 

the Southwest sample. This model is of interest because it addresses the question of 

whether a select group of established factors for either compliance or dropout are 

independent predictors for the sub-study. 

For some of the models, several observations were dropped from the analysis 

because of missing or extreme values, and additional observations were dropped because 

of an unusually high value. It is important to note that all predictors are entered as 

continuous measurements in this model, and xi command is used for both continuous and 

categorical measurements. In all of the models it is understood that p<.05 means that we 

have to reject the null hypotheses and conclude there is a difference between the 
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compliers and non-compliers and the dropouts and non-dropouts and that the findings are 

statistically significant at the 0.05 level. Furthermore, p>.05 means we failed to reject the 

null hypotheses and that means the groups are the same or not different, and we conclude 

that there is not a statistically significant difference between compliers and non-compliers 

and dropouts and non-dropouts for those participants who are at risk for diabetes and 

CVD and those who are not at risk for diabetes and CVD. 

 This method was chosen because the sub-study had both quantitative and 

qualitative variables. Some of the limitations of logistic regression include but are not 

limited to include the following: No assumptions are made about the distributions of the 

explanatory variables although the explanatory variables should not be highly correlated 

with one another because this could cause problems with estimation. Also, the logistic 

transformation of the binomial probabilities is not the only transformation available, but 

it is the easiest to interpret (especially for the writer), and other transformations generally 

give similar results. Moreover, large sample sizes are required for logistic regression to 

provide sufficient numbers in both categories of the response variable. The more 

explanatory variables, the larger the sample size required. The choice of model should 

always depend on biological or clinical considerations in addition to statistical results. 

Basically, we include this approach, because it is commonly employed in most 

epidemiological studies.80-83    
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Specific Statistical Analysis Strategy 

Specific Aim 1 

Specific Aim 1: Relate responses to CVD IQ Quiz and LPQ to baseline 

characteristics. 

Hypothesis 1: CVD IQ Quiz and LPQ questions and scale scores will be 

correlated with, but not perfectly correlated, with baseline socio-demographic 

characteristics. 

The first specific aim for this dissertation was to analyze the relationship between  

responses to the CVD IQ Quiz and the LPQ to baseline characteristics.  The hypothesis 

was tested that the CVD IQ Quiz and LPQ questions and scale scores will be correlated 

with, but not perfectly correlated, with baseline socio-demographic characteristics.  

Using the methods outlined above, the following steps were taken in the analyses 

for Specific Aim 1:   

Step 1:  All variables were first categorized according to their level of 

measurement in order to know which statistical procedures would be appropriate in future 

steps.   

Step 2: All variables were then screened for percent missing and amount of 

variability – this was called the Univariate screening phase.  This process was tied to 

hypothesis 1 and specific aim 1, because only variables without substantial missing data 

or that had adequate variability could be used.   
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Step 3:  Bivariate relationships between all independent variables and the CVD IQ 

Quiz and LPQ variables were performed.  This served as a screening step to building the 

expanded models in specific aim 1 and hypothesis 1. This process included conducting 

statistical ttest and cross-tabs (see abbreviations, acronyms, and definitions terms 

section).  Only the variables found to be significant at p<0.05 in this step were used to 

build the final models for specific aim 1.  

Step 4:  For each of the CVD and LPQ variables, final models were run using 

those independent variables that were significant in the bivariate screening conducted in 

step 3.  Linear (for the CVDRIGHT variable) and logistic (for the CVRIGHT1-19, LPQ-

1, and LPQ-Ever variables) regression models as well as stepwise and backward selection 

strategies were used to build these final models.  These final models wrapped up the 

analyses for specific aim 1.  

Specific Aim 2 

Specific Aim 2: Relate responses to CVD IQ Quiz and LPQ to compliance rates. 

Hypothesis 2: CVD IQ Quiz and LPQ questions and scale scores will be 

associated with compliance rates. 

The second specific aim for this dissertation was to determine the role of the CVD 

IQ Quiz and the LPQ as a predictor of compliance in the context of a health check-up 

intervention that included the study participants getting their blood pressure, diabetes 

(glucose), eye, and cholesterol check-ups during the study intervention period. The 

hypothesis that was tested was that community participants who received their check-ups 
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would be more likely to achieve compliance and hence have lower levels than study 

participants who did not keep their check-up appointments.  For this specific aim, the 

following steps were taken, including two screening steps (instead of the one screening 

process used in specific aim 1): 

Step 1: A screening process using statistical ttest and cross-tabs was instituted, 

examining the relationship of each of the baseline socio-demographic and other 

independent variables to each of the four compliance measures (compliance to blood 

pressure checks, glucose monitoring, eye exams, and cholesterol screening).   

Step 2:  A second bivariate screening was conducted to assess the association 

between compliance and each of the CVD and LPQ variables to see which CVD and 

LPQ variables were candidates for the final compliance models.  

Step 3:  The final stepwise logistic regression models for each compliance 

outcome was constructed using variables from step 1 that were significant at p<0.05, 

variables from step 2 that were significant at p<0.05, and also any socio-demographic 

variables from specific aim 1 that were significantly associated with any of the CVD or 

LPQ variables used in the final compliance models.  Those final variables from that 

analysis in specific aim 1 were selected to be safe at p<0.10.  

Specific Aim 3 

Specific Aim 3: Relate responses to CVD IQ Quiz and LPQ to drop out rates.  

Hypothesis 3: CVD IQ Quiz and LPQ questions and scale scores will be 

associated with dropout rates.  
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The third hypothesis and specific aim for this dissertation was to determine the 

roles of both the CVD IQ Quiz and LPQ as a predictive factor for dropout. The 

hypothesis that was tested stated that study participants who dropped out of the study 

would have scale scores associated with the CVD IQ Quiz and LPQ.  

The steps taken for this specific aim were the same as for specific aim 2, except 

that there was only one way to define dropout, a participant was identified as a dropout if 

they never returned after visit 1 (i.e., missed visits 2 and 3) or if they made the first two 

visits, but did not return for visit 3.  Individuals who missed visit 2 but returned for visit 3 

were not considered to be dropouts, as opposed to the four different types of compliance 

that were measured.  Otherwise, the approach was exactly the same, and the same three 

steps were followed. 

Summary 

In summary, the purpose of this chapter was to provide a brief description of the 

parent study’s purpose, design, and recruitment strategy as well as relevant protocols to 

protect the study participants and the data. The chapter then described the sub-study’s 

purpose as based on the parent study framework in terms of evaluating the key domains 

and dependent variables along with or in conjunction with sample size, analysis, 

distributions, and other relevant statistical strategies. Finally, this chapter explored the 

hypothesis that there are certain factors both traditional and non-traditional that affect the 

likelihood that a particular participant will drop out of a community participatory 

research study. If we can classify these participants according to these characteristics, it is 
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possible to estimate the participant’s probability of being compliant and/or dropping out 

of a study. Moreover, in the future we can duplicate these findings in the healthcare 

setting. 
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CHAPTER 4: RESULTS 

The aim of the sub-study described in this dissertation was to explore factors 

affecting compliance and dropout using two questionnaires and to assess possible 

associations. 

More specifically, the purpose of this research was to examine whether or not 

non-traditional predictors such as the CVD IQ Quiz and LPQ responses could predict 

whether or not study participants in the parent research study would dropout. Further 

explored was whether among those participating who would adhere (comply) to the 

intervention, these same two dependent variables (CVD IQ Quiz and LPQ) could predict 

compliance. The findings of the sub-study are that the CVD IQ Quiz was a much stronger 

predictor of compliance and drop out than the LPQ. The following chapter will 

summarize the results of these specific aims and hypotheses with a discussion of the 

limitations of the parent study and of the sub-study and recommendations for future 

research. 

Hence, the following tables will encompass a brief description and results from 

the univariate, bivariate, linear and logistic regression process and will be organized and 

displayed by the order of the stated hypothesis and specific aims. In addition, the data 

dictionary from which all terms were derived is located in the appendices of this 

dissertation (see Appendix D). 

Specific Aim 1  

Relate responses to CVD IQ Quiz and LPQ to baseline characteristics 
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Hypothesis 1: CVD IQ Quiz and LPQ questions and scale scores will be 

correlated with, but not perfectly correlated, with baseline socio-demographic 

characteristics 

Table 4 shows the p-values resulting from the bivariate screening process 

described in the previous chapter.  Note that not all baseline socio-demographic 

characteristics (or other variables) made it to this point.  Variables that had over 30% 

missing values were excluded in the univariate assessment; these variables included 

various measures of cholesterol, triglycerides, glucose levels, and smoking status.  

Furthermore, many of the CVD questions were dropped because of insufficient 

variability.  Nearly everyone got questions 1, 4, 5, 7, 8, 9, 11, 12, 13, 16, 17, and 18 

correct.  With correct rates of over 95% for each of these variables, there was no variation 

available to explain differences in compliance or dropout rates.  Therefore, those 

variables were also excluded from the analyses that resulted in the p-values displayed in 

Table 4.   

It goes without saying that p-values alone are not the most important thing in 

describing the relationship between two variables – the effect size, or the clinical effect as 

it is sometimes called, is even more important.  However, Table 4 shows the results for 

what is just a screening process, and so only the p-values are displayed.  Once the final 

model results for specific aim 1 have been presented, effect sizes will be discussed in 

greater detail. Note also that the p-values less than 0.05 have been bolded and highlighted  
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Table 4  p-Values Resulting from Bivariate Screening for the Relationship between 

Baseline Socio-demographic and other variables with Key CVD IQ Quiz Questions 

Bivariate for 

SA 1 CVD2 CVD3 CVD6 CVD10 CVD14 CV D15 CVD19 

CVD-

RIGHT 

Age 0.03 0.44 0.49 0.73 0.05 0.13 <0.01 0.36 

Sex 0.33 0.23 0.25 1.00 1.00 0.71 0.15 0.73 

Language 0.27 0.01 0.09 1.00 0.77 0.67 0.33 0.07 

Marital 0.57 0.45 0.79 0.50 0.12 0.10 0.24 0.94 

Educated 0.06 <0.01 0.31 0.57 0.10 0.35 0.97 0.07 

Employ 0.05 0.13 0.72 0.03 1.00 0.81 0.86 0.08 

Fte 0.66 0.55 0.41 0.23 0.82 1.00 0.43 0.63 

Genhlth 0.13 0.96 0.07 0.35 0.28 0.06 0.16 0.57 

Physhlth 0.28 0.36 0.67 0.22 0.45 0.10 0.77 0.34 

Diabetes 0.08 0.56 0.03 1.00 0.14 0.54 0.16 0.84 

Asthma 0.03 0.75 0.30 1.00 0.73 0.61 0.70 0.36 

Hi_chol 0.32 0.18 0.55 0.29 0.53 0.81 0.48 0.23 

Hbp 0.37 0.44 0.06 0.39 0.74 0.81 0.06 0.12 

Cvd 0.33 0.47 0.69 0.38 0.32 0.70 1.00 0.78 

Stroke 0.43 0.35 1.00 1.00 0.32 1.00 0.20 0.57 

Foothill 0.58 0.31 0.18 1.00 0.36 0.59 0.54 0.89 

Hosp1 0.69 1.00 0.85 0.66 0.80 0.70 0.55 0.30 

Hlth_ins 0.47 0.19 0.81 0.13 0.16 0.81 0.03 0.74 

Bptes 1.00 0.64 0.06 0.06 0.40 0.45 0.09 0.02 

Diabtest 0.71 0.88 0.81 <0.01 0.75 0.64 0.05 0.42 

Eyetest 1.00 0.40 0.90 0.08 0.72 0.42 0.69 0.58 
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Bivariate for 

SA 1 CVD2 CVD3 CVD6 CVD10 CVD14 CV D15 CVD19 

CVD-

RIGHT 

Choltest 0.51 0.81 0.76 0.04 0.45 0.06 0.18 0.35 

Choles 0.99 0.02 0.70 0.86 0.86 0.80 0.55 0.94 

Trigly 0.68 0.13 0.03 0.35 0.18 0.04 0.24 0.19 

HDL 0.95 0.10 0.12 <0.01 0.68 0.38 0.75 0.96 

LDL 0.87 0.08 0.56 0.64 0.20 0.88 0.53 0.90 

VLDL 0.28 0.48 0.04 0.40 0.15 0.02 0.12 0.99 

CHDL 0.11 0.08 0.03 0.26 0.19 0.38 0.51 0.98 

HDL_percent 0.85 0.51 0.60 0.95 0.62 0.40 0.91 0.96 

Glucose 0.04 0.76 0.78 0.12 0.08 0.42 0.11 0.85 

BMI1 0.33 0.12 0.74 0.04 0.71 0.64 0.38 0.09 

WHRATIO1 0.11 0.58 0.12 0.24 0.35 0.45 0.19 0.97 

BP1S 0.07 0.42 <0.01 0.35 0.87 0.78 0.06 0.43 

BP1D 0.07 0.94 <0.01 0.20 0.40 0.30 0.07 0.84 

Pulse1 0.61 0.08 0.35 0.94 0.26 0.86 0.58 0.31 

Avgpulse1 0.73 0.97 0.52 0.42 0.26 0.37 0.15 0.55 

Alc_reg 0.89 0.75 0.61 0.78 1.00 1.00 0.44 0.44 

 

Relationships that were found to be statistically significant during this bivariate 

screening process included the relationship between specific CVD IQ Quiz questions (2, 

14, & 15) (dependent variables) and key independent variables that included but were not 

limited to age, employment status, and whether the participant had their glucose checked. 

These variables as well as others that were found to be statistically significant at this 
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stage will come under closer scrutiny as we continue to examine the results from the 

remaining hypotheses and specific aims.  

Next we examine the relationship between the baseline variables and the LPQ-1 

responses in Table 5.  The LPQ-1s produced the following results at the bivariate 

screening level. Note also that the p-values less than 0.05 have been bolded and 

highlighted.   

Table 5  p-Values Resulting from Bivariate Screening for the Relationship between 

Baseline Socio-demographic and other variables with LPQ-1 variables 

Bivariate for 

SA 1 FAM1 

Well 

Being1 Education1 Work1 Home1 Money1 God1 

Age <0.01 <0.01 <0.01 0.04 0.14 <0.01 0.66 

Sex 0.30 0.52 0.48 0.15 0.25 1.00 0.26 

Language 0.26 0.89 1.00 1.00 0.75 0.06 0.23 

Marital <0.01 0.01 0.40 0.40 0.47 0.06 0.40 

Educated 0.47 0.61 0.11 0.93 0.07 0.69 0.13 

Employ 0.33 0.73 0.29 1.00 0.84 0.59 0.05 

Fte 0.94 0.93 0.48 0.33 0.36 0.75 1.00 

Genhlth 0.04 0.03 0.85 0.59 0.95 0.15 0.50 

Physhlth 0.40 0.28 0.10 0.91 0.86 0.06 0.12 

Diabetes 0.10 0.33 0.04 0.27 0.65 0.06 0.83 

Asthma 0.77 0.11 1.00 1.00 1.00 0.62 1.00 

Hi_chol 0.02 0.09 0.19 0.05 0.68 0.04 0.85 

Hbp 0.64 0.20 0.74 1.00 0.84 0.19 0.06 

Cvd 0.69 0.15 1.00 1.00 0.72 1.00 1.00 
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Bivariate for 

SA 1 FAM1 

Well 

Being1 Education1 Work1 Home1 Money1 God1 

Stroke 0.12 0.01 1.00 1.00 1.00 1.00 1.00 

Oth_ill <0.01 0.01 0.06 0.73 0.01 0.03 0.85 

Hosp1 0.25 0.10 1.00 1.00 0.32 0.39 0.35 

Hlth_ins 0.94 0.80 0.31 1.00 0.84 0.60 0.45 

Bptes 0.01 0.02 0.03 0.73 1.00 0.79 0.11 

Diabtest 0.01 0.11 0.04 0.53 0.43 0.41 0.05 

Eyetest 0.02 <0.01 0.06 0.73 0.09 0.58 0.32 

Choltest <0.01 0.01 0.32 0.37 0.57 0.21 0.02 

BMI1 0.08 0.13 0.36 <0.01 0.28 0.01 0.92 

WHRATIO1 0.18 0.19 0.94 0.57 0.26 0.10 0.09 

BP1S 0.35 0.68 0.40 0.31 0.07 0.10 0.92 

BP1D 0.91 0.87 0.98 0.02 0.09 0.09 0.12 

pulse1 0.97 0.38 0.66 0.10 0.13 0.33 0.58 

Alc_reg 0.70 0.60 0.22 0.43 0.45 1.00 0.03 

 

The most striking results from these set of bivariate screenings was the 

statistically significant relationship between the variable Age and LPQ-1’s at the p<.05 

across all categories except for the variables Home1 and God1. 

The final screening in specific aim 1 involved examining the relationship between 

the baseline variables and the LPQ-Ever’s (Family, WellBeing, Education, Work, Home, 

Money, God, Other, and Outreach) that were given as responses at any point in the life 

priority questionnaire.  This screening produced the following results, seen in Table 6. 

Note also that the p-values less than 0.05 have been bolded and highlighted.  
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Table 6  p-Values Resulting from Bivariate Screening for the Relationship between 

Baseline Socio-demographic and other variables with LPQ-Ever variables 

Bivariate for 

SA 1 

LPQ-

FamE 

LPQ-

WellBE 

LPQ-

EduE 

LPQ-

WorkE 

LPQ-

HomeE 

LPQ-

MoneyE 

LPQ-

GodE 

LPQ-

OtherE 

LPQ-

OutReachE 

Age 0.01 0.53 <0.01 <0.01 0.61 0.17 <0.01 0.50 <0.01 

Sex 0.52 0.21 0.22 <0.01 0.08 1.00 0.38 1.00 0.83 

Language 0.18 0.77 0.69 0.03 0.64 <0.01 0.03 1.00 0.29 

Marital <0.01 0.35 0.66 <0.01 0.88 0.07 0.10 0.65 <0.01 

Educated 0.66 0.03 0.02 <0.01 0.18 0.04 0.62 0.85 0.48 

Employ 0.23 0.11 0.03 <0.01 0.30 0.09 0.48 0.01 1.00 

Fte 0.83 0.96 0.14 0.07 0.16 0.55 0.15 0.42 0.12 

Genhlth 0.49 0.03 0.02 <0.01 0.58 0.40 0.22 1.00 <0.01 

Physhlth 0.62 0.72 0.05 0.05 0.13 0.06 0.54 0.65 0.96 

Diabetes 0.19 0.01 0.38 0.48 0.17 0.79 0.03 1.00 0.70 

Asthma 0.76 0.86 0.01 0.18 0.71 0.38 0.67 1.00 1.00 

hi_chol 0.26 0.05 0.03 0.05 1.00 1.00 0.91 0.63 0.23 

Hbp 0.41 0.65 0.04 0.01 0.32 0.10 0.91 0.64 0.06 

CVD 0.78 0.75 0.05 0.05 0.23 0.55 0.02 1.00 0.85 

Stroke 1.00 0.80 1.00 0.22 0.26 1.00 <0.01 1.00 0.76 

Oth_ill 0.16 0.10 0.90 0.16 0.46 0.90 0.06 0.60 0.91 

Hosp1 0.29 0.17 0.22 0.08 0.19 0.44 0.71 1.00 0.86 

Hlth_ins 0.20 1.00 1.00 0.07 0.55 0.49 0.11 1.00 0.27 

Bptes 0.30 0.08 0.02 0.85 0.75 0.07 0.23 1.00 0.06 

Diabtest 0.51 0.58 0.26 0.43 0.92 0.73 0.01 1.00 0.38 

Eyetest 1.00 0.17 0.69 0.01 0.29 0.27 0.72 1.00 0.13 

Choltest 0.55 0.08 0.03 0.75 0.23 0.84 0.29 1.00 0.13 
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Bivariate for 

SA 1 

LPQ-

FamE 

LPQ-

WellBE 

LPQ-

EduE 

LPQ-

WorkE 

LPQ-

HomeE 

LPQ-

MoneyE 

LPQ-

GodE 

LPQ-

OtherE 

LPQ-

OutReachE 

Choles 0.31 0.79 0.51 0.92 0.64 0.53 0.62 0.91 0.32 

Trigly 0.91 0.77 0.19 0.35 0.01 0.39 0.95 0.45 0.46 

HDL 0.46 0.22 0.32 0.28 0.27 0.38 0.35 0.85 0.29 

LDL 0.73 0.79 0.99 0.72 0.85 0.48 0.13 0.84 0.61 

VLDL 0.84 0.33 0.12 0.66 0.88 0.24 0.76 0.33 0.75 

CHDL 0.71 0.15 0.02 0.14 0.21 0.10 0.23 0.96 0.43 

HDL_% 0.77 0.06 0.83 0.73 0.99 0.08 0.75 1.00 0.16 

Glucose 0.55 0.30 0.74 0.10 0.37 0.15 0.41 0.52 0.23 

BMI1 0.89 0.23 0.25 0.60 0.76 0.86 0.64 0.24 0.56 

WHRATIO1 0.02 0.10 0.03 0.98 0.98 0.04 0.51 0.51 0.49 

BP1S 0.57 0.69 0.15 0.01 0.25 0.76 0.04 0.86 0.08 

BP1D 0.28 0.33 0.40 0.88 0.81 0.94 0.85 0.59 0.26 

Pulse1 0.96 0.31 0.81 0.25 0.25 0.95 0.77 0.46 0.20 

Avgbps 0.75 0.95 0.11 0.02 0.74 0.99 0.13 0.71 0.01 

Avgbpd 0.61 0.45 0.29 0.39 0.48 0.78 0.59 0.72 0.05 

avgpulse1 0.90 0.08 0.66 0.36 0.18 0.82 0.70 0.05 0.95 

Alc_reg 0.84 0.22 0.54 0.09 0.54 0.89 1.00 0.59 1.00 

 

It is interesting to note that the variables Education-Ever and Work-Ever had the 

greatest number of statistical relationships at the bivariate screening level.  However, 

without an examination of effect sizes, it is difficult to draw strong conclusions about this 

pattern.  More attention to the specific relationships will be presented after the final 

models are shown. 
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The results of this bivariate screening also reveal that variables that were 

consistently statistically significant over the different LPQ-Ever categories include but 

were not limited to age, education, and marital status. Once these initial bivariate 

screening were completed, final models were constructed for Specific Aim 1. The 

resulting models are shown in Table 7. 

Final Models 

Logistic regression analysis (Table 7A) was used to determine the best predictors 

of the dependent CVDRIGHT2 variable. For every year increase in age, the odds of 

CVDRIGHT2, a correct true or false response to the CVD IQ Quiz statement #2 (“A 

blood pressure higher or equal to 140/90 is generally considered good.” The answer is 

false.) changed by a factor of 0.983. The odds for correctly responding to CVDRIGHT2 

were 1.54 times greater among employed subjects than those who were unemployed. The 

odds for asthmatics correctly answering CVDRIGHT2 were 0.350 as great as the odds of 

non-asthmatics – and marginally not far from statistically significant (p = 0.051). It is not 

obvious why these relationships exist, especially since education, which might be a 

confounder of the age and employment results, did not make it into the final model. In 

fact, some or all of these results might be a Type 1 error (rejection error that means you 

rejected the null hypothesis when you shouldn’t have).   

Logistic regression analysis (Table 7B) was used to determine the best predictors 

of the continuous baseline variables Language and Education and the dependent 

CVDRIGHT3 (“Smoking is not considered a major risk or cause for heart disease.” The 
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answer is false.) variable. The language variable dropped out of the model. However, the 

education variable remained, and for each additional year of education the odds of 

answering CVDRIGHT3 correctly increased by a factor of 1.09 and this value was 

statistically significant. Research has shown that smokers tend to be less educated but this 

model shows that with more education the more smoking is known as a major risk factor 

for heart disease.  

Logistic regression analysis (Table 7C) was used to determine the best predictors 

of CVDRIGHT6 (“Drinking alcohol lowers your blood pressure.” The answer is false.) 

from among the continuous baseline variables Diabetes, Systolic blood pressure, and 

Diastolic blood pressure. The odds for correctly answering CVDRIGHT6 were 2.04 

times greater among diabetic subjects than those who were not diabetic and this was the 

only variable that was statistically significant at the p.05 level. This relationship between 

answering CVDRIGHT6 correctly and being a diabetic makes intuitively good sense 

because most diabetics are aware of their cardiovascular risk factors especially if they 

have been clinically diagnosed with the disease..  

Logistic regression analysis (Table 7D) was used to determine the best predictors 

of baseline variables and CVDRIGHT10 (“Regular exercise can reduce your chances of 

having a heart attack.” The answer is true.). Only employment was statistically 

significant. Those who were employed had 4.94 times greater odds to answer the 

CVDRIGHT10 question correctly than the unemployed. Perhaps participants who are 
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employed are more active and know the importance of exercise better than people who 

are unemployed and who may be less active.  

Logistic regression analysis (Table 7E) was used to determine the best predictors 

of the dependent CVDRIGHT14 variable. For every year increase in age, the odds of 

answering CVDRIGHT14 (“Blood cholesterol levels less than 200 are good levels for 

adults.” The answer is true.) correctly increased by a factor of 1.02 and this relationship 

was statistically significant. This relationship makes sense presuming that people may 

keep learning more as they get older or maybe have more health problems that motivate 

them to learn more about these issues. 

Logistic regression analysis (Table 7F) was used to determine the best predictors 

of the relationship between participant’s sociodemographics characteristics and the 

dependent variable CVDRIGHT19 ( “As you get older your risk for heart disease 

increases.” The answer is true.).  For each additional year of age the odds of answering 

CVDRIGHT19 correctly increases by 1.03, and this result was statistically significant. 

People with health insurance (Hlth_ins) had 2.03 greater odds to answer these questions 

correctly than those who did not have health insurance, a marginally significant result. As 

stated earlier in Table 7E, as study participants get older their chances increase for the 

cardiovascular disease risk factor, making them more acutely aware of it than people who 

are younger. It also important to note that older participant tend to be well insured, and in 

the model, though not a statistically significant variable, this trend was in the right 

direction. 
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Linear regression analysis (Table 7G) was used to determine the best predictors of 

the relationship between participant’s socio-demographic characteristics and the 

dependent variable CVDRIGHT. CVDRIGHT was a summary score for CVDRIGHT 1-

19, with a range of 8 to 19 correct responses on the CVD IQ Quiz. Participants who 

received their scheduled blood pressure check-ups scored an average of 0.409 points 

(almost  half a point) higher on the CVD scale than those who did not attend their 

scheduled blood pressure appointment.  This result was statistically significant at 

p=0.020, but it does not seem like a very big difference from a practical perspective. 

However, this model does make sense in that knowledge of CVD is positively associated 

with getting blood pressure (bptes) test. 

Logistic regression analysis (Table 7H) was used to determine the best predictors 

of the Fam1 (a variable from LPQ-1) a LPQ number one listed top life priority for study 

participants. The only variables that were found to be statistically significant in this 

model were Age, Marital status (divorced), and hi_chol (high cholesterol) with odds 

ratios of 0.973, 0.151, and 0.556, respectively. For each additional year of age the odds of 

listing family as the top life priority decreases. Those who divorced (Marital_2) had only 

0.151 the odds of listing family as the top life priority. People who answered yes to 

having high cholesterol had lower odds (0.556 times as great) of listing family as the top 

priority.  

 Logistic regression analysis (Table 7I) was used to determine the best predictors 

among baseline sociodemographics of the WellBeing1 variable (A LPQ-1 variable, study 
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participants chose this as one of their number top life priority.).   None of the variables 

were statistically significant.  This model had some surprising results; it appears that 

there should have been at least one significant relationship between the baseline 

variables, but instead there may have been too many variables in the model to display a 

significant result.   

Logistic regression analysis (Table 7J) was used to determine the best predictors 

among baseline sociodemographics for the Education1 variable (A LPQ-1 variable that 

study participants chose as their number one top life priority.).  For every year increase in 

age, the odds of listing education (Education1) as a number one top life priority changed 

by a factor of 0.916, and this was statistically significant at the p<.05 level. So older 

people were less likely to choose education as a top priority, maybe because they 

considered themselves too old to be thinking of obtaining more education. 

Logistic regression analysis (Table 7K) was used to determine the best predictors 

of the relationship between participants’ sociodemographics characteristics and the 

dependent variable Work1 (A LPQ-1 variable that study participants chose as their 

number one top life priority.).  None of these variables in this final model were 

statistically significant.  

Logistic regression analysis (Table 7L) was used to determine the best predictors 

of the relationship between participants’ sociodemographics characteristics and the 

dependent variable Home1 (A LPQ-1 variable that study participants chose as their 

number one life priority.). People who answered yes to having other illness (oth_ill) had 



  84 

 

 

4.32 times greater odds of listing home as their top life priority than people who 

answered no to having other illness (oth_ill).  Future work will investigate just what 

kinds of illness were included in that variable. 

Logistic regression analysis (Table 7M) was used to determine the best predictors 

of the dependent variable Money1 (A LPQ-1 variable that study participants chose as 

their number one top life priority.). In this model, only Age was significant. For each 

additional year of age, the odds of listing money (Money1) as the highest priority 

increased by 1.08 times, and this result was statistically significant. This model appears to 

make sense. Being or becoming financially stable increases as you get older because life 

responsibilities tend to increase especially when you are responsible for providing for 

others. 

Logistic regression analysis (Table 7N) was used to determine the best predictors 

among baseline sociodemographics for the God1 variable (A LPQ-1 variable that study 

participants chose as their number one top life priority.).   People who answered yes to 

receiving a cholesterol test (choltest) had 19.33 times the odds of listing religion (God1) 

as their top life priority. People who answered yes to using alcohol on a regular basis had 

6.79 times the odds of listing religion (God1) as their top life priority than those who 

answered no to drinking alcohol on a regular basics. Both choltest (cholesterol)  and 

Alc_reg (alcohol regularly) were both statistically significant at the p<.05 level.  These 

odds ratios are striking in size, but it should be noted that they were estimated with a lot 

of noise.  The confidence intervals range from odds ratios of as low as 1.5 to as high as 
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250 for the variable choltest, for example.  So it is not clear how much faith should be put 

into interpreting those apparently large odds ratios. This model appears to be nonsensical. 

The relationship between the variable God1 and being gainfully employed, receiving a 

choltest, or using alcohol on a regular basis, would probably make more sense if the age 

variable was included and that those who are older are more likely to be at risk or have 

high cholesterol may believe in some type of spiritual healing instead of traditional 

medicine. As for the relationship between the variable God1 and drinking alcohol on a 

regular basis, perhaps study participants are aware that excessive alcohol use is often a 

sin or taboo when it comes to moral and/or religious practices. Nonetheless they just do 

not have the sense of power or control to not drink alcohol excessively.  

Logistic regression analysis (Table 7O) was used to determine the best predictors 

among the baseline sociodemographics for the FamilyEver variable (A LPQ-Ever 

variable, meaning that these people chose Family as any of their five top life priorities.).  

In this model, since age is a continuous variable, for each additional year of age the odds 

of listing family (FamilyEver) changes by a factor of 0.961, and this result was 

marginally significant. People who had listed their marital status as divorced, single, or 

widowed had 0.112, 0.191, and 1.56 odds respectively to list family (FamilyEvery) as 

one of their life priorities compared to those who did not list their martial status as 

divorced, single, or widowed.  Because marital status 3 was dropped from the model, the 

interpretation of these results is difficult, and further work will be undertaken to explore 
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this area.  The waist hip ratio (WHRATIO1) did not prove to be significant in this final 

model.  

Logistic regression analysis (Table 7P) was used to determine the best predictors 

among the baseline sociodemographics for the WellBeingEver variable a (LPQ-Ever 

variable, any life priority). In this model, since education (Educated) is a continuous 

variable, for each additional year of education (Educated) the odds of listing wellbeing 

(WellBeingEver) changes by a factor of 0.995, but this result were not statistically 

significant.  People who rated their health from very good to poor had 6.57, 4.56, 3.25, 

and 1.84 odds respectively to list wellbeing (WellbeingEver) as one of their life priorities 

than those who listed their health status as excellent.  This is a very odd pattern, with the 

biggest difference found between very good and excellent, and the least difference found 

between poor and excellent.  Further exploration of the data will be undertaken in an 

attempt to understand this pattern.  The other variables were not statistically significant. 

Logistic regression analysis (Table 7Q) was used to determine the best predictors 

from among the baseline sociodemographics for the EducationEver variable (A LPQ-

Ever variable, any life priority.). The only two variables that were statistically significant 

were age and employment status.  For each additional year of age the odds of listing 

education (EducationEver) changed by a factor of 0.934.   Those who were employed 

listed education as one of their top priorities much less (OR=0.215) than the unemployed, 

maybe because they took their education for granted.  As you might expect, education 
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was positively associated with listing education as a priority, but it was interesting that 

this was not a statistically significant result.  

Logistic regression analysis (Table 7R) was used to determine the best predictors 

among baseline sociodemographics for the WorkEver variable (LPQ-Ever variable, any 

life priority).  Only sex and employment status were statistically significant in the final 

model.  Males had only 0.120 the odds of listing work as one of their life priorities rather 

than females.  Again, maybe males take work for granted, while females see work as a 

way in this community to achieve independence or hope for a better future.  The 

employed had 8.1 times greater odds of listing work as a top life priority than the 

unemployed, suggesting that perhaps many of the unemployed were so by choice (eg, 

homemakers).   

Logistic regression analysis (Table 7S) was used to determine the best predictors 

among the baseline sociodemographics for the MoneyEver variable (LPQ-Ever variable, 

any life priority). None of these variables were statistically significant. 

Logistic regression analysis (Table 7T) was used to determine the best predictors 

of the relationship between participants’ sociodemographic characteristics and the 

dependent variable God Ever (a LPQ-Ever variable, any life priority).  Only stroke was 

statistically significant in this model.  People who answered yes to having a stroke had 

7.07 greater odds of listing religion as one of their life priorities than people who did not 

have a stroke.  Rather than suggesting that believers are more likely to have strokes, it 
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seems more plausible that people having strokes are more likely to become fervent 

believers, due to their brush with mortality. 

Logistic regression analysis (Table 7U) was used to determine the best predictors 

of baseline sociodemographics and the OtherEver variable (a LPQ-Ever variable, any life 

priority). No variables were statistically significant in this model, which is not surprising 

as the “other” category is usually a catchall that captures many different kinds of 

situations. 

Logistic regression analysis (7V) was used to determine the best predictors of 

baseline sociodemographics and the OutreachEver variable (a LPQ-Ever variable, any 

life priority).  One marital status was statistically significant.  People who had listed their 

marital status as divorced, single, or widowed had odds of listing “outreach” as a life 

priority that were 5.59, 1.00, and 1.64 .63, 1.06, and 1.46 times greater respectively than 

those who listed their marital status as married/cohabitating (the omitted reference 

category).  Only divorced people had a significant difference from married/cohabiting 

people.  Perhaps the divorced seek greater community involvement, having once had an 

intimate relationship that is now gone from their lives.  The generally health question 

again showed wildly inflated odds ratios and standard errors, and further investigations 

occurred and multi-collinearity was found and therefore the model was re-run without the 

general health status (genhlth) variable.  
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Table 7  Logistic Regression Results for Specific Aim 1 

 

7A MODEL FOR CVDRIGHT2 
 

xi:logistic CVDRIGHT2 Age Employ asthma  

 

Logistic regression                               Number of obs   =        291 

                                                  LR chi2(3)      =      12.01 

                                                  Prob > chi2     =     0.0074 

Log likelihood =  -185.3928                       Pseudo R2       =     0.0314 

 

------------------------------------------------------------------------------ 

   CVDRIGHT2 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   .9831769   .0091534    -1.82   0.068     .9653992    1.001282 

      Employ |   1.545547   .4043392     1.66   0.096     .9255387    2.580892 

      asthma |   .3505073   .1881087    -1.95   0.051     .1224273    1.003497 

------------------------------------------------------------------------------ 

 

7B MODEL FOR CVDRIGHT3 
 

xi:logistic CVDRIGHT3 Language Educated  

 

note: Language != 1 predicts success perfectly 

      Language dropped and 25 obs not used 

 

 

Logistic regression                               Number of obs   =        274 

                                                  LR chi2(1)      =       4.68 

                                                  Prob > chi2     =     0.0305 

Log likelihood = -137.76632                       Pseudo R2       =     0.0167 

 

------------------------------------------------------------------------------ 

   CVDRIGHT3 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

    Educated |   1.093203   .0454935     2.14   0.032     1.007577    1.186106 

------------------------------------------------------------------------------ 
 

7C MODEL FOR CVDRIGHT6 
 

xi:logistic CVDRIGHT6 diabetes BP1S BP1D 

 

Logistic regression                               Number of obs   =        283 

                                                  LR chi2(3)      =      12.86 

                                                  Prob > chi2     =     0.0050 

Log likelihood =  -189.3344                       Pseudo R2       =     0.0328 

 

------------------------------------------------------------------------------ 

   CVDRIGHT6 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

    diabetes |   2.118208   .7312707     2.17   0.030     1.076732    4.167059 

        BP1S |      1.009   .0107982     0.84   0.402      .988056    1.030387 

        BP1D |    1.01897   .0209149     0.92   0.360     .9787913    1.060798 

------------------------------------------------------------------------------ 

 

7D MODEL FOR CVDRIGHT10 
 

xi:logistic CVDRIGHT10 Employ diabtest choltest BMI1  

 

Logistic regression                               Number of obs   =        289 
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                                                  LR chi2(4)      =      17.53 

                                                  Prob > chi2     =     0.0015 

Log likelihood =  -53.08634                       Pseudo R2       =     0.1417 

 

------------------------------------------------------------------------------ 

  CVDRIGHT10 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

      Employ |   4.948275   3.836237     2.06   0.039     1.082792    22.61324 

    diabtest |   3.201796   2.840564     1.31   0.190     .5626341    18.22054 

    choltest |   2.158381   1.918705     0.87   0.387     .3779617    12.32561 

        BMI1 |   1.083602   .0595319     1.46   0.144     .9729843    1.206796 

------------------------------------------------------------------------------ 

 

note: 0 failures and 1 success completely determined. 

 

7E MODEL FOR CVDRIGHT14 

 
xi:logistic CVDRIGHT14 Age 

 

Logistic regression                               Number of obs   =        293 

                                                  LR chi2(1)      =       5.39 

                                                  Prob > chi2     =     0.0202 

Log likelihood = -127.96931                       Pseudo R2       =     0.0206 

 

------------------------------------------------------------------------------ 

  CVDRIGHT14 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   1.027107    .011947     2.30   0.021     1.003956    1.050791 

------------------------------------------------------------------------------ 

 

7F MODEL FOR CVDRIGHT19 
 

xi:logistic CVDRIGHT19 Age Hlth_ins diabtest  

 

Logistic regression                               Number of obs   =        296 

                                                  LR chi2(3)      =      13.95 

                                                  Prob > chi2     =     0.0030 

Log likelihood = -100.59203                       Pseudo R2       =     0.0649 

 

------------------------------------------------------------------------------ 

  CVDRIGHT19 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   1.033812   .0144374     2.38   0.017     1.005899      1.0625 

    Hlth_ins |   2.032222   .8206763     1.76   0.079     .9209344    4.484495 

    diabtest |   1.398959   .5589471     0.84   0.401     .6393104    3.061247 

------------------------------------------------------------------------------ 

 

7G MODEL FOR CVDRIGHT 
regress CVDRIGHT bptes  

 

      Source |       SS       df       MS              Number of obs =     275 

-------------+------------------------------           F(  1,   273) =    5.44 

       Model |  10.2771991     1  10.2771991           Prob > F      =  0.0204 

    Residual |  515.410074   273  1.88794899           R-squared     =  0.0196 

-------------+------------------------------           Adj R-squared =  0.0160 

       Total |  525.687273   274  1.91856669           Root MSE      =   1.374 

 

------------------------------------------------------------------------------ 

    CVDRIGHT |      Coef.   Std. Err.      t    P>|t|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

       bptes |   .4097173   .1756071     2.33   0.020     .0640011    .7554334 

       _cons |   16.97826   .1432522   118.52   0.000     16.69624    17.26028 

------------------------------------------------------------------------------ 
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7H MODEL FOR FAM1 
 

 

xi: logistic Fam1 Age i.Marital i.genhlth hi_chol oth_ill bptes diabtest  

eyetest choltest if Assess==1 

i.Marital         _IMarital_1-5       (naturally coded; _IMarital_1 omitted) 

i.genhlth         _Igenhlth_1-5       (naturally coded; _Igenhlth_1 omitted) 

 

Logistic regression                               Number of obs   =        266 

                                                  LR chi2(15)     =      41.76 

                                                  Prob > chi2     =     0.0002 

Log likelihood = -160.47662                       Pseudo R2       =     0.1151 

 

------------------------------------------------------------------------------ 

        Fam1 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   .9738319   .0122736    -2.10   0.035     .9500707    .9981874 

 _IMarital_2 |   .1516643   .0970576    -2.95   0.003      .043267    .5316303 

 _IMarital_3 |   .9628354   .7590094    -0.05   0.962     .2053735    4.513981 

 _IMarital_4 |   .8358221   .3632315    -0.41   0.680     .3566143    1.958975 

 _IMarital_5 |   1.106706   .5350627     0.21   0.834     .4290413    2.854732 

 _Igenhlth_2 |   .2437573   .2940112    -1.17   0.242     .0229229    2.592065 

 _Igenhlth_3 |   .2027728   .2350402    -1.38   0.169     .0209101    1.966363 

 _Igenhlth_4 |   .1685247   .1962027    -1.53   0.126     .0172053    1.650684 

 _Igenhlth_5 |   .2584208   .3267947    -1.07   0.285     .0216726    3.081364 

     hi_chol |   .5561118   .1653176    -1.97   0.048     .3105432    .9958692 

     oth_ill |   .6672125   .1927698    -1.40   0.161      .378736    1.175416 

       bptes |   .9093981   .3422093    -0.25   0.801     .4349549    1.901358 

    diabtest |   2.268592   1.079365     1.72   0.085     .8928251    5.764299 

     eyetest |   .7192524    .231105    -1.03   0.305     .3831593    1.350154 

    choltest |   .5786154   .2707862    -1.17   0.242     .2312258    1.447918 

------------------------------------------------------------------------------ 

 

7I MODEL FOR WELLBEING1 
 

 

xi: logistic WellBeing1 Age i.Marital stroke oth_ill bptes eyetest choltest  

if Assess==1 

i.Marital         _IMarital_1-5       (naturally coded; _IMarital_1 omitted) 

 

Logistic regression                               Number of obs   =        274 

                                                  LR chi2(10)     =      12.49 

                                                  Prob > chi2     =     0.2538 

Log likelihood = -159.22706                       Pseudo R2       =     0.0377 

 

------------------------------------------------------------------------------ 

  WellBeing1 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   1.017031   .0123273     1.39   0.164     .9931544    1.041481 

 _IMarital_2 |   1.567848   .7544479     0.93   0.350     .6105289     4.02626 

 _IMarital_3 |   1.825942   1.399238     0.79   0.432     .4066328    8.199196 

 _IMarital_4 |   1.167294   .5350094     0.34   0.736     .4753862     2.86625 

 _IMarital_5 |   1.866362   .8482023     1.37   0.170     .7658642    4.548204 

      stroke |   .2994996   .3370824    -1.07   0.284     .0329899    2.719012 

     oth_ill |   1.290237    .371888     0.88   0.377      .733374    2.269934 

       bptes |   .9521066   .3689709    -0.13   0.899       .44547    2.034945 

     eyetest |   1.464566   .4459455     1.25   0.210     .8063557    2.660058 

    choltest |   1.009903   .3441284     0.03   0.977     .5178804    1.969382 

------------------------------------------------------------------------------ 
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7J MODEL FOR EDUCATION1 
 

xi: logistic Education1 Age diabetes bptes diabtest if Assess==1 

 

note: diabetes != 0 predicts failure perfectly 

      diabetes dropped and 68 obs not used 

 

 

Logistic regression                               Number of obs   =        207 

                                                  LR chi2(3)      =       7.31 

                                                  Prob > chi2     =     0.0628 

Log likelihood = -19.902809                       Pseudo R2       =     0.1551 

 

------------------------------------------------------------------------------ 

  Education1 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   .9162588   .0381998    -2.10   0.036     .8443659     .994273 

       bptes |   .8934951   .9284352    -0.11   0.914     .1165747    6.848255 

    diabtest |   .5357008   .6687047    -0.50   0.617     .0463857    6.186719 

------------------------------------------------------------------------------ 

 

7K MODEL FOR WORK1 
 

xi: logistic Work1 Age hi_chol BMI1 BP1D if Assess==1 

 

Logistic regression                               Number of obs   =        275 

                                                  LR chi2(4)      =       4.23 

                                                  Prob > chi2     =     0.3761 

Log likelihood =  -26.77024                       Pseudo R2       =     0.0732 

 

------------------------------------------------------------------------------ 

       Work1 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   1.024544   .0369502     0.67   0.501     .9546228    1.099586 

     hi_chol |   2.671049   2.385308     1.10   0.271     .4640227    15.37533 

        BMI1 |   .8913743   .0837252    -1.22   0.221     .7414951    1.071549 

        BP1D |   1.030684   .0511834     0.61   0.543     .9350938    1.136046 

------------------------------------------------------------------------------ 

 

7L MODEL FOR HOME1 
 

xi: logistic Home1 oth_ill if Assess==1 

 

Logistic regression                               Number of obs   =        284 

                                                  LR chi2(1)      =       4.87 

                                                  Prob > chi2     =     0.0274 

Log likelihood = -40.852943                       Pseudo R2       =     0.0562 

 

------------------------------------------------------------------------------ 

       Home1 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

     oth_ill |   4.326389   3.034951     2.09   0.037     1.093981    17.10966 

------------------------------------------------------------------------------ 

 

7M MODEL FOR MONEY1 
 

xi: logistic Money1 Age hi_chol oth_ill BMI1 if Assess==1 

 

Logistic regression                               Number of obs   =        275 

                                                  LR chi2(4)      =      16.30 

                                                  Prob > chi2     =     0.0026 

Log likelihood = -28.031335                       Pseudo R2       =     0.2252 
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------------------------------------------------------------------------------ 

      Money1 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   1.086709   .0393133     2.30   0.022     1.012325    1.166559 

     hi_chol |   1.586057   1.240153     0.59   0.555     .3425754    7.343135 

     oth_ill |    3.69864   3.181123     1.52   0.128     .6853957    19.95918 

        BMI1 |   .8633718   .0870592    -1.46   0.145     .7085423    1.052034 

------------------------------------------------------------------------------ 

 

7N MODEL FOR GOD1 
 

xi: logistic God1 Employ choltest Alc_reg if Assess==1 

 

Logistic regression                               Number of obs   =        277 

                                                  LR chi2(3)      =      17.49 

                                                  Prob > chi2     =     0.0006 

Log likelihood = -30.950412                       Pseudo R2       =     0.2203 

 

------------------------------------------------------------------------------ 

        God1 | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

      Employ |   .4834524   .4090865    -0.86   0.390     .0920632    2.538757 

    choltest |   19.33663   25.22014     2.27   0.023     1.500328    249.2156 

     Alc_reg |    6.79311   5.133395     2.54   0.011     1.544669    29.87458 

------------------------------------------------------------------------------ 

 

7O MODEL FOR FAMILYEVER 
 

xi: logistic FamilyEver Age (i.Marital) WHRATIO1 if Assess==1 

i.Marital         _IMarital_1-5       (naturally coded; _IMarital_1 omitted) 

 

note: _IMarital_3 != 0 predicts success perfectly 

      _IMarital_3 dropped and 8 obs not used 

 

 

Logistic regression                               Number of obs   =        271 

                                                  LR chi2(5)      =      20.97 

                                                  Prob > chi2     =     0.0008 

Log likelihood = -58.329208                       Pseudo R2       =     0.1524 

 

------------------------------------------------------------------------------ 

  FamilyEver | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |    .961476   .0215213    -1.76   0.079     .9202069    1.004596 

 _IMarital_2 |   .1125327   .0694855    -3.54   0.000     .0335497    .3774586 

 _IMarital_4 |   .1919753    .132675    -2.39   0.017     .0495423    .7439002 

 _IMarital_5 |   1.569857    1.78873     0.40   0.692     .1682604    14.64664 

    WHRATIO1 |     11.915   33.11793     0.89   0.373     .0513056    2767.086 

------------------------------------------------------------------------------ 

 

7P MODEL FOR WELLBEINGEVER 
 

xi: logistic WellBeingEver Educated (i.genhlth) diabetes hi_chol if Assess==1 

i.genhlth         _Igenhlth_1-5       (naturally coded; _Igenhlth_1 omitted) 

 

Logistic regression                               Number of obs   =        279 

                                                  LR chi2(7)      =       9.65 

                                                  Prob > chi2     =     0.2092 

Log likelihood = -137.78294                       Pseudo R2       =     0.0338 

 

 

------------------------------------------------------------------------------ 
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WellBeingE~r | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

    Educated |    .995523   .0427724    -0.10   0.917     .9151234    1.082986 

 _Igenhlth_2 |   6.579107    5.32313     2.33   0.020     1.347296    32.12705 

 _Igenhlth_3 |   4.569445    3.05166     2.28   0.023     1.234232    16.91727 

 _Igenhlth_4 |   3.259543   2.208661     1.74   0.081     .8637415    12.30069 

 _Igenhlth_5 |   1.849852   1.523272     0.75   0.455     .3683067    9.291038 

    diabetes |   .7369895   .2615363    -0.86   0.390     .3676161    1.477502 

     hi_chol |   .8798085   .2801739    -0.40   0.688     .4713289    1.642299 

------------------------------------------------------------------------------ 

 

7Q MODEL FOR EDUCATIONEVER 
 

xi: logistic EducationEver Age Educated Employ (i.genhlth) physhlth hi_chol  

asthma hbp cvd bptes choltest WHRATIO1 if Assess==1 

i.genhlth         _Igenhlth_1-5       (naturally coded; _Igenhlth_1 omitted) 

 

note: _Igenhlth_5 != 0 predicts failure perfectly 

      _Igenhlth_5 dropped and 16 obs not used 

 

note: asthma != 0 predicts failure perfectly 

      asthma dropped and 12 obs not used 

 

Logistic regression                               Number of obs   =        236 

                                                  LR chi2(13)     =      30.48 

                                                  Prob > chi2     =     0.0040 

Log likelihood = -85.554056                       Pseudo R2       =     0.1512 

 

------------------------------------------------------------------------------ 

EducationE~r | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   .9347529   .0168771    -3.74   0.000     .9022529    .9684236 

    Educated |   1.077861   .0646603     1.25   0.211     .9582959    1.212344 

      Employ |   .2159282   .1086536    -3.05   0.002      .080536    .5789331 

 _Igenhlth_2 |   1.504426   1.562622     0.39   0.694     .1964453    11.52126 

 _Igenhlth_3 |   1.373854   1.208864     0.36   0.718     .2448849    7.707596 

 _Igenhlth_4 |    1.19502   1.134492     0.19   0.851     .1859033    7.681801 

    physhlth |   .9888834   .0244787    -0.45   0.652     .9420514    1.038044 

     hi_chol |   .9454165   .4389738    -0.12   0.904     .3805354    2.348829 

         hbp |   1.669034   .7901915     1.08   0.279     .6598884    4.221435 

         cvd |   .6640325    .559283    -0.49   0.627     .1274274    3.460318 

       bptes |   .6567349   .3453379    -0.80   0.424     .2343115    1.840715 

    choltest |   1.350743   .6797759     0.60   0.550     .5037283    3.622005 

    WHRATIO1 |   .1067363   .2018918    -1.18   0.237     .0026198    4.348719 

------------------------------------------------------------------------------ 

 

7R MODEL FOR WORKEVER 
 

xi: logistic WorkEver Age Sex Language (i.Marital) Educated Employ  

(i.genhlth) physhlth hi_chol hbp cvd eyetest BP1S avgbps if Assess==1 

i.Marital         _IMarital_1-5       (naturally coded; _IMarital_1 omitted) 

i.genhlth         _Igenhlth_1-5       (naturally coded; _Igenhlth_1 omitted) 

Logistic regression                               Number of obs   =        205 

                                                  LR chi2(20)     =      76.48 

                                                  Prob > chi2     =     0.0000 

Log likelihood =  -79.96198                       Pseudo R2       =     0.3235 

 

------------------------------------------------------------------------------ 

    WorkEver | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   .9801158   .0201866    -0.98   0.329     .9413386     1.02049 

         Sex |   .1200164    .084623    -3.01   0.003     .0301344    .4779897 

    Language |   .8080567   .5062827    -0.34   0.734     .2366612    2.759031 
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 _IMarital_2 |   2.960849   2.270728     1.42   0.157     .6585891    13.31122 

 _IMarital_3 |   .9746273   1.229954    -0.02   0.984      .082157    11.56198 

 _IMarital_4 |   2.303018   1.325936     1.45   0.147     .7451227    7.118144 

 _IMarital_5 |   .2496719   .2832707    -1.22   0.221      .027016    2.307379 

    Educated |   1.046946   .0697702     0.69   0.491     .9187536    1.193026 

      Employ |   8.086979   3.569343     4.74   0.000     3.404805    19.20792 

 _Igenhlth_2 |   .9989815   1.061236    -0.00   0.999     .1245406     8.01316 

 _Igenhlth_3 |   .7479365   .7231667    -0.30   0.764     .1124224    4.975957 

 _Igenhlth_4 |   .2077612   .2159778    -1.51   0.131     .0270832    1.593784 

 _Igenhlth_5 |   .6457555   .8390706    -0.34   0.736     .0505881    8.243044 

    physhlth |   .9966745   .0284214    -0.12   0.907     .9424977    1.053965 

     hi_chol |   2.010001   .9363483     1.50   0.134     .8066192    5.008688 

         hbp |   1.135533   .5793707     0.25   0.803     .4177345    3.086733 

         cvd |   3.589736   2.764502     1.66   0.097     .7934896    16.23992 

     eyetest |    1.42908   .7019113     0.73   0.467       .54573    3.742271 

        BP1S |    .961435    .054193    -0.70   0.485     .8608757    1.073741 

      avgbps |   1.032891   .0573453     0.58   0.560     .9263959    1.151629 

------------------------------------------------------------------------------ 

 

7S MODEL FOR MONEYEVER 
 

xi: logistic MoneyEver Language Educated WHRATIO1 if Assess==1 

 

Logistic regression                               Number of obs   =        281 

                                                  LR chi2(3)      =       5.51 

                                                  Prob > chi2     =     0.1379 

Log likelihood = -106.70832                       Pseudo R2       =     0.0252 

 

------------------------------------------------------------------------------ 

   MoneyEver | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

    Language |   .4924778   .2414848    -1.44   0.149     .1883662    1.287569 

    Educated |   1.081254   .0558001     1.51   0.130     .9772371    1.196343 

    WHRATIO1 |    .269482   .4585619    -0.77   0.441      .009596    7.567811 

------------------------------------------------------------------------------ 

 

7T MODEL FOR GODEVER 
 

xi: logistic GodEver Age Language diabetes cvd stroke diabtest BP1S if  

Assess==1 

 

Logistic regression                               Number of obs   =        261 

                                                  LR chi2(7)      =      15.82 

                                                  Prob > chi2     =     0.0268 

Log likelihood = -93.069397                       Pseudo R2       =     0.0783 

 

------------------------------------------------------------------------------ 

     GodEver | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   1.017723   .0176877     1.01   0.312     .9836397    1.052987 

    Language |   .5270729    .283806    -1.19   0.234     .1834574    1.514279 

    diabetes |   .7617932   .3634251    -0.57   0.568       .29906     1.94051 

         cvd |   1.510954   .9928401     0.63   0.530     .4168031    5.477362 

      stroke |   7.075742   6.572664     2.11   0.035      1.14575    43.69723 

    diabtest |   1.517162   .6756245     0.94   0.349     .6338317    3.631534 

        BP1S |   1.013463   .0125938     1.08   0.282     .9890776    1.038449 

------------------------------------------------------------------------------ 

 

7U MODEL FOR OTHEREVER 
 

xi: logistic OtherEver Employ avgpulse if Assess==1 

 

note: Employ != 1 predicts failure perfectly 
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      Employ dropped and 143 obs not used 

 

 

Logistic regression                               Number of obs   =         68 

                                                  LR chi2(1)      =       1.25 

                                                  Prob > chi2     =     0.2627 

Log likelihood = -8.3957022                       Pseudo R2       =     0.0695 

 

------------------------------------------------------------------------------ 

   OtherEver | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

    avgpulse |   .7497417   .2251922    -0.96   0.338     .4161453     1.35076 

------------------------------------------------------------------------------ 

 

7V MODEL FOR OUTREACHEVER 
 

 

xi: logistic OutreachEver Age (i.Marital) avgbps avgbpd if Assess==1 

i.Marital         _IMarital_1-5       (naturally coded; _IMarital_1 omitted) 

 

note: _IMarital_3 != 0 predicts failure perfectly 

      _IMarital_3 dropped and 7 obs not used 

 

 

Logistic regression                               Number of obs   =        204 

                                                  LR chi2(6)      =      19.28 

                                                  Prob > chi2     =     0.0037 

Log likelihood = -70.091594                       Pseudo R2       =     0.1209 

 

------------------------------------------------------------------------------ 

OutreachEver | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   1.007803    .020749     0.38   0.706     .9679449    1.049302 

 _IMarital_2 |   5.591334   3.522101     2.73   0.006     1.626766    19.21788 

 _IMarital_4 |   1.009785   .8203079     0.01   0.990     .2054696     4.96261 

 _IMarital_5 |   1.649787    1.14903     0.72   0.472     .4212983    6.460497 

      avgbps |   1.016252   .0199215     0.82   0.411     .9779472    1.056057 

      avgbpd |   1.052421   .0342835     1.57   0.117     .9873267    1.121807 

 

Specific Aim 2 

Relate responses to CVD IQ Quiz and LPQ to compliance rates 

Hypothesis 2: CVD IQ Quiz and LPQ questions and scale scores will be 

associated with compliance rates. 

As with specific aim 1, analysis of specific aim 2 commenced with a bivariate 

screening process, because there were too many potential explanatory variables to put 

into full models, given the sample size available in this study.  Table 8 shows the 
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bivariate screening results for the socio-demographic and other independent baseline 

variables with the four different measures of compliance. 

Table 8 p-Values Resulting from Bivariate Screening for the Relationship between 

Baseline Socio-demographic and other variables with Compliance Measures 

Bivariate for SA 2 BP Diab Eye Chol 

Age <0.01 <0.01 <0.01 <0.01 

Sex 0.68 0.44 1.00 0.13 

Language 0.66 0.89 0.31 0.14 

Marital 0.15 0.43 <0.01 0.08 

Educated 0.24 0.46 0.07 0.67 

Employ 0.76 0.71 <0.01 0.93 

Fte 0.39 0.38 0.78 1.00 

Genhlth <0.01 0.14 <0.01 0.01 

Physhlth 0.01 0.02 <0.01 0.01 

Diabetes <0.01 <0.01 <0.01 <0.01 

Asthma 1.00 1.00 <0.01 0.44 

Hi_chol <0.01 0.00 <0.01 <0.01 

Hbp <0.01 0.06 <0.01 0.01 

Cvd 0.26 0.23 0.01 1.00 

Stroke 0.61 0.01 0.80 0.34 

Oth_ill <0.01 <0.01 <0.01 <0.01 

Hosp1 0.27 1.00 0.43 0.67 

Hlth_ins <0.01 <0.01 <0.01 <0.01 

Bptes <0.01e <0.01 <0.01 <0.01 

Diabtest <0.01 ,0.01 <0.01 <0.01 

Eyetest <0.01 <0.01 ,0.04e <0.01 
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Bivariate for SA 2 BP Diab Eye Chol 

Choltest <0.01 <0.01 <0.01 <0.01  

BMI1 0.07 0.38 0.45 0.54 

WHRATIO1 0.05 0.06 0.65 0.05 

BP1S 0.02 0.01 0.00 0.07 

BP1D 0.58 0.94 0.39 0.62 

Pulse1 0.27 0.23 0.41 0.44 

Alc_reg 0.08 1.00 0.90 0.91 

 

Table 8 revealed the following statistically significant relationships between the 

compliance outcome variables (bp, diab, eye, & chol compliant) and key independent 

variables such as Age, Marital, Genhlth, Diabetes, Hi_chol, Stroke, Oth_ill, Bptes, 

Diabtest, Eyetest, and Choltest, all were p<.05. 

The next step was to examine the relationship between the CVD IQ Quiz key 

questions and each of the compliance outcome variables.  This produced the results that 

can be seen in Table 9.  

Table 9  p-Values Resulting from Bivariate Screening for the Relationship between CVD 

questions and Compliance Measures 

Bivariate for SA 2 CVD2 CVD3 CVD6 CVD10 CVD14 CVD15 CVD19 CVDRIGHT 

BPCompliant 0.07 0.55 0.96 0.05 0.96 0.18 0.90 0.36 

DiabCompliant 0.06 0.22 0.51 0.09 0.96 0.63 0.75 0.57 

EyeCompliant 0.05 0.78 0.53 0.53 0.39 0.57 0.49 0.16 

CholCompliant 0.62 0.06 0.61 0.09 0.56 0.71 0.44 0.99 
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Note that in the case of the comparison between EyeCompliant and CVD15, the 

logistic model did not converge properly, so the results of a cross tab was used instead. 

The cross tab revealed that this relationship was not statistically significant. The only 

statistically significant relationship found was the relationship between the outcome 

variable EyeCompliant and whether the study participants correctly answered CVD IQ 

Quiz question number 2 which asked if the following statement was true or false “A 

blood pressure higher or equal to 140/90 is generally considered good.” Again, since this 

was a screening process, there is no interpretation here at this point of effect sizes, or 

even the direction of the relationships.  However, for the screening process where the 

CVD and LPQ variables are paired off with each of the four compliance variables, the 

resulting odds ratios and 95% confidence intervals are presented in Appendix F.  The 

next step was to examine the bivariate relationships between the LPQ-1 variables and the 

four compliance outcome variables. As a reminder, the LPQ-1 variables indicate whether 

that particular value was chosen as the study participant’s highest priority.  Table 10 

shows the p-values for these screening tests. 
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Table 10  p-Values Resulting from Bivariate Screening for the Relationship between 

LPQ-1 variables and Compliance Measures 

Bivariate for SA 2 FAM1 

Well 

Being1 Education1 Work1 Home1 Money1 God1 

Bpcompliant 0.03 0.46 0.20 0.59 0.82 0.22 0.04 

Diabcompliant 0.34 0.87 0.43 0.44 0.52 0.27 0.15 

Eyecompliant 0.24 0.01 1.00 0.55 0.10 0.63 0.65 

Cholcompliant 0.02 0.56 0.46 0.36 0.36 0.44 0.01 

 

There were several interesting statistical relationships found in this screening 

process.  The outcome variable Bpcompliant was significantly associated (at p<0.05) 

with Fam1 (family), Education1 (Education), and God1 (stating some type of religion). 

Also, there was a statistically significant relationship found between the outcomes 

variable Eyecompliant and the explanatory variable WellBeing1 (wellbeing). Finally, 

there was a statistical relationship found between both the outcome variables 

Eyecompliant and Cholcompliant with the explanatory variables Fam1 (family) and God1 

(religion).   

Table 11 shows the screening process for the LPQ-Ever variables with the four 

compliance variables.  There were only three statistically significant relationships found 

in these sets of logistical models: a relationship between the outcome variable 

Diabcompliant and the explanatory variable GodEver, p <.05;  a relationship between the 

outcome variable Eyecompliant and the explanatory variable WorkEver, p <.05; and a 
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relationship between the outcome variable Cholcompliant and the explanatory variable 

from the life priorities questionnaire, GodEver, p<.01.   

Table 11  Logistic Screening For Relationship of Compliant Variables With LPQ 

Responses 

 FE WBE EE WE HE ME GE OE ORE 

Bpcompliant 0.37 0.93 0.82 0.25 0.76 0.12 0.07 1.00 0.39 

Diabcompliant 0.78 0.34 0.65 0.42 0.11 0.83 0.03 0.74 0.14 

Eyecompliant 0.46 0.14 0.74 0.01 0.78 0.10 0.65 0.90 0.09 

Cholcompliant 0.17 0.26 0.76 0.32 0.24 0.63 0.01 0.49 0.07 

 

Final Models 

Once all bivariate screening had taken place, final models were constructed for 

each of the four compliance measures.  For each compliance measure, a backwards 

elimination model was used.  In these models all candidate variables are entered into the 

model at the same time, and the model discards non-significant variables until only the 

significant ones are left.  The candidate variables for the compliance models included all 

baseline socio-demographic and other independent variables that were significantly 

associated with the compliance variable in the bivariate screening process, all LPQ and 

CVD variables that were significantly associated with the compliance variable in the 

bivariate screening process, and any baseline variables that were significantly associated 

with any of those LPQ and CVD variables in the screening performed in specific aim 1. 

The models for Specific Aim 2 are shown in Table 12.  
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Logistic regression analysis was used to determine the best predictors of people 

receiving blood pressure checks as scheduled (12a). People who had health insurance had 

3.1 times greater odds of compliance with blood pressure checks.  Those who reported 

receiving a cholesterol test had 17.3 times greater odds of compliance with blood 

pressure checks.  Finally, those using alcohol regularly had only 0.21 times the odds of 

compliance with blood pressure checks.  MoneyEver was also included as a predictor 

with a p-value of 0.062, and an odds ratio of 1.2. While not statistically significant at the 

0.05 level, this variable may still lend valuable information. 

Overall, Health Insurance, Alcohol usage, and Cholesterol test were all 

statistically significant at the p<. 05 value. The findings make sense.  Health insurance 

makes blood pressure screening more affordable; those who get cholesterol checked 

probably have blood pressure checked at the same time, and it seems reasonable that 

regular alcohol use would be associated with less medical care seeking behavior. 

Table 12 .  Logistic Regression Results for Specific Aim 2 

 
12a MODEL FOR BPCOMPLIANT 

 
xi:logistic bpcompliant Hlth_ins MoneyEver choltest  Alc_reg if Assess==1 

 

Logistic regression                               Number of obs   =        183 

                                                  LR chi2(4)      =      69.84 

                                                  Prob > chi2     =     0.0000 

Log likelihood = -73.363976                       Pseudo R2       =     0.3225 

 

------------------------------------------------------------------------------ 

 bpcompliant | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

    Hlth_ins |   3.125354   1.299782     2.74   0.006     1.383244    7.061541 

   MoneyEver |   1.273206   .1650795     1.86   0.062     .9874949    1.641582 

    choltest |   17.33322   9.000627     5.49   0.000     6.264342    47.96042 

     Alc_reg |   .2117781   .1159414    -2.84   0.005     .0724231    .6192774 

------------------------------------------------------------------------------ 
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12b MODEL FOR DIABCOMPLIANT 

 
xi:logistic diabcompliant diabetes Hlth_ins choltest OutreachEver if Assess==1 

 

Logistic regression                               Number of obs   =        184 

                                                  LR chi2(4)      =      97.52 

                                                  Prob > chi2     =     0.0000 

Log likelihood =  -76.63947                       Pseudo R2       =     0.3888 

 

------------------------------------------------------------------------------ 

diabcompli~t | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

    diabetes |   11.14881    7.00341     3.84   0.000     3.254802    38.18849 

    Hlth_ins |   2.611934   1.098251     2.28   0.022     1.145654    5.954848 

    choltest |   13.14091   5.394445     6.27   0.000     5.877605    29.37989 

OutreachEver |   1.125434   .0800051     1.66   0.096     .9790605    1.293691 

------------------------------------------------------------------------------ 

 

 

12c MODEL FOR EYECOMPLIANT 
 

 

xi:logistic eyecompliant Age Hlth_ins diabtest if Assess==1 

 

Logistic regression                               Number of obs   =        182 

                                                  LR chi2(3)      =      43.98 

                                                  Prob > chi2     =     0.0000 

Log likelihood = -86.894329                       Pseudo R2       =     0.2020 

 

------------------------------------------------------------------------------ 

eyecompliant | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   1.066908   .0193888     3.56   0.000     1.029575    1.105594 

    Hlth_ins |   2.348508   .9539117     2.10   0.036     1.059383    5.206324 

    diabtest |   4.943244   2.330734     3.39   0.001     1.961876    12.45525 

------------------------------------------------------------------------------ 

 

 

12d MODEL FOR CHOLCOMPLIANT 
 

 

xi:logistic cholcompliant diabetes Hlth_ins if Assess==1 

 

Logistic regression                               Number of obs   =        189 

                                                  LR chi2(2)      =      43.14 

                                                  Prob > chi2     =     0.0000 

Log likelihood = -108.67172                       Pseudo R2       =     0.1656 

 

------------------------------------------------------------------------------ 

cholcompli~t | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

    diabetes |   8.061861    3.79981     4.43   0.000     3.200642    20.30643 

    Hlth_ins |   4.271324   1.453097     4.27   0.000     2.192731    8.320316 

------------------------------------------------------------------------------ 
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Logistic regression analysis was used to determine the best predictors of people 

receiving glucose (diabetes) checks as scheduled (12b). People who answered yes to 

having diabetes had 11 times the odds of having their glucose checked on schedule.  

Those who had health insurance had 2.6 times the odds of being compliant with glucose 

testing.  And those getting cholesterol tested had 13.1 times greater odds of compliance 

with glucose testing.  These odds ratios were all statistically significant, and they all 

make sense, following the same reasoning as given for the previous table.  OutreachEver 

was also included as a predictor with a p-value of 0.096, and an odds ratio of 1.12. While 

not as statistically significant as those at the 0.05 level, this variable may still lend 

valuable information, although it is not clear what that relationship might be. 

Logistic regression analysis was used to determine the best predictors of people 

receiving their eye exams as scheduled (12c). For every year increase in age, the odds of 

receiving an eye exam increased by a factor of 1.06. People with health insurance had 

2.34  times greater odds of getting their eye exam. People who answered yes to receiving 

a glucose check up had 4.94. times greater odds of receiving a diabetes test. All of these 

variables make good sense.  Aging people lose eyesight and need checkups more often.  

Health insurance makes such checkups affordable, and those getting diabetes tests may 

well get eye tests at the same time, or are people who might be more likely to go for such 

tests.   

Logistic regression analysis was used to determine the best predictors of people 

receiving lipid (cholesterol) check-ups as scheduled (12d).   Again, the general health 
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questions seemed to be plagued with multi-collinearity and therefore were dropped from 

this model.  People who answered yes to the statement, “Did anyone ever tell you that 

you had diabetes?” had 8.01 times greater odds of having had their lipid checked. People 

with health insurance had 4.27 greater odds of receiving a lipid checkup more than those 

not having health insurance (all statistically significant at the less than 0.05 level).   All of 

these results make sense following the same kind of reasoning given for the tables 

immediately above. 

Specific Aim 3 

Relate responses to CVD IQ Quiz and LPQ to drop out rates.  

The modeling of dropout followed the same steps as the modeling for the 

difference compliance outcomes.  First, baseline socio-demographic and other 

independent variables were screened one at a time for any bivariate association with 

dropout status.  These results can be seen in Table 13.  

Table 13  Bivariate Screening Relationship of Baseline Variables with Dropout Status 

Variable 

Level of 

Measurement 

P-Value 

For Test 

Statistical Test 

Used 

Age CON 0.00 t-test 

Sex CAT 0.00 cross-tab 

Language CAT 0.12 cross-tab 

Marital CAT 0.37 cross-tab 

Educated CON 0.03 t-test 

Employ CAT 0.00 cross-tab 
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Variable 

Level of 

Measurement 

P-Value 

For Test 

Statistical Test 

Used 

Fte CAT 0.80 cross-tab 

Genhlth CAT 0.04 cross-tab 

Physhlth CON 0.62 t-test 

Diabetes CAT 0.43 cross-tab 

Asthma CAT 0.01 cross-tab 

hi_chol CAT 0.02 cross-tab 

Hbp CAT 0.00 cross-tab 

Cvd CAT 0.87 cross-tab 

Stroke CAT 0.78 cross-tab 

oth_ill CAT 0.18 cross-tab 

Hosp1 CAT 0.87 cross-tab 

Hlth_ins CAT 0.02 cross-tab 

Bptes CAT 0.01 cross-tab 

Diabtest CAT 0.01 cross-tab 

Eyetest CAT 0.00 cross-tab 

Choltest CAT 0.01 cross-tab 

BMI 1 CONT 0.71 t-test 

WHRATIO 1 CONT 0.70 t-test 

BP1S CONT 0.00 t-test 

BP1D CONT 0.17 t-test 

pulse1 CONT 0.96 t-test 

Avgbps CONT 0.00 t-test 

Avgbpd CONT 0.32 t-test 

Avgpulse CONT 0.92 t-test 

Alc_reg CAT 0.00 cross-tab 
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Table 13 revealed that just about half the baseline socio-demographic variables 

were statistically significant at the p<.05 level. The other half were not and included but 

were not limited to marital status, diabetes, cvd, stroke, bmi, and whratio.  

Next, CVD variables were screened for bivariate association with dropout status.  

Results can be seen in Table 14. 

Results for Specific Aim 3 produced the following results for the relationship 

between the CVD IQ Quiz and Dropout: CVDRIGHT 2, 14, and 15, and CVDRIGHT 

were all statistically significant at p<.05 and are potential predictors of dropout. 

Table 14 Bivariate Screening Relationship of CVD 2-19 and CVRIGHT with Dropout 

Status 

Variable 

Level of 

Measurement 

P-Value 

Assessment 1 

Statistical Test 

Used 

CVDRIGHT2 CAT 0.02 Logistic 

CVDRIGHT3 CAT 0.43 Logistic 

CVDRIGHT6 CAT 0.25 Logistic 

CVDRIGHT10 CAT 0.39 Logistic 

CVDRIGHT14 CAT 0.00 Logistic 

CVDRIGHT15 CAT 0.02 Logistic 

CVDRIGHT19 CAT 0.13 Logistic 

CVDRIGHT CONT 0.01 Regress 
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Finally, the LPQ-1 and LPQ-Ever variables were screened for bivariate 

association with dropout status.  These results can be seen in Table 15. 

Table 15  Bivariate Screening Relationship of LPQ-1Ever and LPQ-Ever with Dropout 

Status 

Variable 

Level of 

Measurement 

P-Value 

Assessment 1 

Statistical 

Test Used 

LPQ Fam1 CAT 0.56 Logistic 

LPQ WellBeing1 CAT 0.47 Logistic 

LPQ Education1 CAT 0.08 Logistic 

LPQ Work1 CAT 0.47 Logistic 

LPQHome1 CAT 0.30 Logistic 

LPQ Money1 CAT 0.20 Logistic 

LPQ God1 CAT 0.23 Logistic 

LPQ FamilyEver CAT 0.88 Logistic 

LPQ WellBeingEver CAT 0.55 Logistic 

LPQ EducationEver CAT 0.46 Logistic 

LPQ WorkEver CAT 0.33 Logistic 

LPQ HomeEver CAT 0.77 Logistic 

LPQ MoneyEver CAT 0.79 Logistic 

LPQ GodEver CAT 0.48 Logistic 

LPQ OtherEver CAT 0.62 Logistic 

LPQ OutreachEver CAT 0.71 Logistic 

 

As a result of running the logistic for dropout we see there are no variables for the 

LPQ-Ever ‘s that are statistically significant at p<.05 (Table 16).  
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Table 16  Logistic Regression Results for Specific Aim 3 [DROPOUT] 

 
xi:logistic dropout Age CVDRIGHT14 if Assess==1 

 

Logistic regression                               Number of obs   =        165 

                                                  LR chi2(2)      =      21.12 

                                                  Prob > chi2     =     0.0000 

Log likelihood = -101.24538                       Pseudo R2       =     0.0945 

 

------------------------------------------------------------------------------ 

     dropout | Odds Ratio   Std. Err.      z    P>|z|     [95% Conf. Interval] 

-------------+---------------------------------------------------------------- 

         Age |   .9743101   .0119378    -2.12   0.034     .9511911     .997991 

  CVDRIGHT14 |   .2224903    .089552    -3.73   0.000      .101089    .4896867 

------------------------------------------------------------------------------ 

 

Logistic regression analysis was used to determine the best predictors of dropping 

out of the study before scheduled. For every year increase in age, the odds of dropping 

out changed by a factor of 0.974. People correctly answering CVDRIGHT14 (“Blood 

cholesterol levels less than 200 are good levels for adults.”) had 0.222 the odds of 

dropout compared to those who answered it wrong.  Both results were statistically 

significant. It was surprising to see in this model that those of increased age were the 

dropouts in this final model when traditionally it is the younger people who drop out  

more. Age, as stated throughout this dissertation, is one of the main traditional predictors 

in most research studies and this is also applicable to health care settings. As for the non-

traditional predictor variable CVDRIGHT14, it was the only non-traditional variable to 

enter into the final model and become statistically significant. It is important to note that 

throughout several of the final models (from specific aim 1 as well as specific aim 2) 

anything pertaining to cholesterol was either statistically significant or had an effect size 
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(odds ratio) over the traditional 1.5. (For what is going on here and how it is relevant see 

Chapter 3 for Effect Size Determination).  

DISCUSSION 

Overall results will be discussed in the order of each specific aim and possible 

explanations of the findings will be provided with scenarios. For specific aim 1, 

highlights included baseline independent variables and CVDRIGHT 2-19, CVDRIGHT, 

LPQ-1’s, and LPQ-Ever’s. It is important to note that 22 logistical models were ran for 

specific aim 1. Below can be found a brief explanation for each model. 

Specific Aim 1 

CVDRIGHT 2-19 

The explanatory CVDRIGHT2 (blood pressure) variable and the independent 

asthma variable shared a statistically significant relationship that  it doesn’t make any real 

sense; however, had this relationship been between the CVDRIGHT3 variable (that 

pertains to smoking being a risk factor for CVD) and asthma it would have probably 

made more sense, because there is a relationship between asthma and smoking. 

The explanatory variable CVDRIGHT3 (smoking) and the independent variable 

education, was statistically significant. Intuitively this makes sense because it is very 

clear in the literature that those who are less educated tend to smoke more. 

The relationship between the explanatory variable CVDRIGHT6 (alcohol) and the 

independent variable diabetes (has anyone ever told you that you had diabetes), was 

statistically significant. Again, as stated earlier, this relationship between answering 
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CVDRIGHT6 correctly and being a diabetic makes intuitively good sense because most 

diabetics are aware of their cardiovascular risk factors, especially if they have been 

clinically diagnosis with the disease.  

As for the model relationship between CVDRIGHT 10 (CVD IQ Quiz question 

pertaining to exercise) and the independent variable employment, not only was it found to 

be statistically significant, it also appeared to make good sense. As mentioned earlier, 

perhaps participants who are employed are more active and are more aware of the 

importance of exercise than people who are unemployed and who may be less active. 

Today, in many work places, exercise is highly encouraged because most employers 

provide health insurance benefits, and there is a direct correlation between having more 

health conscious people  (as well as venues that encourage physical activity) at the work 

place and decreasing insurance premiums. For example, signs may be posted encouraging 

employees to take the stairs instead of using the elevator.  

In the final model of the explanatory variable CVDRIGHT 14 (CVD IQ Quiz 

question pertaining to knowledge about cholesterol) and age, the relationship was found 

to be statistically significant and intuitively made good sense. As stated earlier, this 

relationship makes sense presuming that people may keep learning more as they get older 

or have more health problems that make them learn more about these issues. Since 

cholesterol has a direct relationship with cardiovascular disease, a healthcare provider 

usually tells most study participants or patients who have been clinically diagnosised with 

high cholesterol of the dangers of having elevated lipids and how to avoid CVD 
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complications. Most who care about living, pay close attention to the grave relationship 

between having high cholesterol and CVD, and they are likely to adhere to a regimen to 

prevent the aforementioned consequences. 

As for the CVDRIGHT15 explanatory variable (CVD IQ Quiz question pertaining 

to knowledge about diabetes (glucose)) and baseline variables, none of the relationships 

reached statistical significance. 

As for the relationship between CVDRIGHT19 (Age increases CVD risk) and 

Age, though not statistically significant, this relationship may be important clinically. 

Older participants answered this question correctly more than the younger participants, 

and this makes sense because the older you are the more your risk increases for CVD and 

its co-risk factors. 

CVDRIGHT 

The best predictor for the CVDRIGHT variable was whether or not you had your 

blood pressure checked in the last 6months not including being a part of the parent study 

intervention (bptes). As a reminder, CVDRIGHT was a summary score of the CVD IQ 

Quiz variables and most study participants scored between 8 and 19. Receiving your 

blood pressure test and having a passing summary score meant that you were well aware 

of the fact that having high blood pressure was a major risk factor for CVD as well as it’s 

other co-risk factors.  
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LPQ-1 

The best predictors for the Fam1 variable were age and whether or not you 

answered yes or no to having high cholesterol (hi_chol). A possible explanation for this 

findings could be that as people age, family becomes their number one top life priority 

because they have more than likely achieved educational as well as career success and 

therefore can allocate more time to nurturing their families. Other explanations included 

for this model is that those who were divorced probably felt that a “sense of family” will 

comfort them as they embark on or continue to adjust to life without a partner, being 

single. Finally for this model, as your age increases and depending on how you have 

lived your adult life, you may have or be at increased risk of getting high cholesterol and 

so a “sense of family” here maybe the very support that is needed to cope with or avoid 

contracting this particular disease.   

The best predictors of Wellbeing1 were general health status (genhlth) and this 

relationship does make sense in that listing wellbeing as a top life priority and ranking 

your health status is highly correlated. Mentioned earlier and reiterating again here, that 

none of the independent variables were statistically significant in this final model. One 

possible explanation for this finding could be that there were too many variables in the 

model to display a significant result.   

The best predictor of Education1 was age. As mentioned earlier, older people 

were less likely to choose education as a top priority, maybe because they considered 

themselves too old to be thinking of obtaining more education. This model makes sense 
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because younger people now need a better education than older people because the world 

we currently live in has become so technologically advanced that well-educated people 

are in higher demand, especially for specialized career fields (computers, aviation, 

engineering). 

None of the baseline variables were a good predictor of Work1. 

As stated earlier, the best predictor for Home1 was the independent variable other 

illness (oth_ill). People who answered yes to other illness (oth_ill) had 4.32 times greater 

odds of listing home as their top life priority compared to people who answered no to 

having other illness (oth_ill).  On further investigation we found that the other illness 

responses included but were not limited to cancer, thyroid, gout, and arthritis. It is 

reasonable to assume that study participants who chose the category Home1 as their 

number one life priority did so because they probably needed the time at home to 

recuperate or to deal with their illness, and the environment at home may be a place that 

is more conducive to their healing process and additional family support may be available 

to help them cope with their diagnosis. 

The best predictor of Money1 was age. As stated earlier, this model appeared to 

make sense. Being or becoming financially stable may increase in value as you get older 

because life responsibilities tend to increase. Moreover, most find that it becomes an 

increasing priority, especially, if you have to care for others. 

The best predictor of God1 was answering yes to both the cholesterol test and 

regular alcohol usage (Alc_reg).  Again, as mentioned earlier, this model appears to be 
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nonsensical. Unless the study participants were both older and drank alcohol on a regular 

basis and believed in a spiritual approach to dealing with their disease and knew that 

excessive alcohol use is a sin or taboo when it comes to moral and/or religious practices, 

this model just does not make any sense.  

LPQ-Ever 

The best predictor of FamilyEver was marital status. Surprisingly, those who 

listed their marital status as divorced or single were more likely to state that family 

(FamilyEver) is one of their life top priorities. A possible explanation of this model could 

be that those who are divorced or single maybe value a family setting more, so as they 

think about one of their life priorities, being part of or making family has a sense of 

importance and perhaps urgency. 

The best predictor of WellBeingEver was general health status (genhlth). Again, 

as stated earlier, in the LPQ-1 result section it makes sense that these people rated their 

health status as very good and good also tended to state that wellbeing (WellBeingEver) 

was one of their top life priorities. Those who rated their health as excellent may be more 

motivated to keep it that way and so listing wellbeing as one of their top life priorities 

was appropriate. Finally, those who rated their health as poor may desire to change and 

decided to list wellbeing as one of their top life priorities, thus acknowledging that 

something needs to be done to improve their health. Admitting a need is usually the first 

step that has to be taken to make a change. 



  116 

 

 

The best predictors of Education1 were age and employment status (employ). 

This model makes intuitively good sense because as study participants’ age and complete 

their educational endeavors, obtaining a good career becomes more relevant. It allows 

them to the opportunity to become more independent as well as gives them the ability to 

handle more of life’s responsibilities.  

The best predictors of WorkEver were sex, employment status (employ), marital 

status (Marital), and general health status (genhlth). As mentioned earlier, a possible 

explanation of this model is that may be males take work for granted, while females see 

work as a way in this community in particular, to achieve independence or hope for a 

better future.  The employed had 8.1 times greater odds of listing work as a top life 

priority than the unemployed, suggesting that perhaps many of the unemployed were so 

by choice (eg, homemakers).   

None of the baseline variables were a good predictor of the explanatory variable 

HomeEver.  

As for the MoneyEver variable, language came close to statistical significant. 

Perhaps language (not speaking English or being bilingual) presented itself as a barrier to 

study participants who chose money as one of their life top priorities. And not speaking a 

certain language fluently may prevent them from obtaining the life style that they desire. 

The best predictor of GodEver was stroke. As mentioned before, people who 

answered yes to having an stroke had 7.07 greater odds of listing religion as one of their 

life priorities than people who did not have a stroke.  Rather than suggesting that 
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believers are more likely to have strokes, it seems more plausible that people having 

strokes are more likely to become fervent believers, due to their brush with mortality. As 

people age, religiosity sometimes gains significance because of the life challenges 

(injuries, lost of loved ones, etc…) that are associated with becoming older. 

None of the baseline variables were a good predictor of OtherEver except for the 

avgpulse variable. As stated earlier, this relationship became non-significant and fell out 

of the final logistic model. A probable explanation for this finding could be that the 

number of study participants who chose other as one of their top life priorities was too 

small to evaluate. 

Finally, the best predictor of OutreachEver were marital status 

(Marital_2=divorced).  Perhaps the divorced seek greater community involvement, 

having once had an intimate relationship that is now gone from their lives.  They also 

may have more time to devote to outreach activities as they may have been relieved of 

some of their regular duties pertaining to their families or other family related 

obligations. The general health status (genhlth) question again showed wildly inflated 

odds ratios and standard errors, and further investigations occurred and multi-collinearity 

was found and therefore the model was re-run without the general health status (genhlth) 

variable.  

It is also important to note for specific aim 1 that in the sub-study family and 

wellbeing were among the top two choices for top life priorities and categories like 

money and outreach were chosen much less.  Family is still the mainstay of the American 
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way of life, so it is s not surprising to see this as a number one top life priority. Wellbeing 

being the second highest life priority is a questionable result on first appraisal, and as a 

researcher you wonder if the study participants were just supplying socially desirable 

answers because they were participating in a health-related research study. The results 

did suggest though that the aforementioned maybe incorrect because those who listed 

wellbeing as one of their top life priorities tended to list their general health status from 

very good to good to fair, respectively.  

Also noteworthy was that those who listed their marital status as divorced or 

widowed surprisingly listed family as one of their top life priorities despite those 

circumstances. Divorced and widowed study participants in the sub-study also tended to 

be more religious and outreach oriented. Perhaps more free time away from direct family 

care giving activities has freed up some valuable time for these particular study 

participants to pay closer attention to their health status, thereby allowing them to 

participate more in research and healthcare related activities.   

Specific Aim 2 

For specific aim 2, overall there were statistically significant differences found 

among compliers and non-compliers for regular check-ups for blood pressure, diabetes, 

eye, and cholesterol exams. Overall the best predictors of all compliance measures 

(bpcompliant, diabcompliant, eyecompliant, and cholcompliant) were independent 

variables that included age, general health status (genhlth), health insurance (Hlth_ins), 

and whether study participants had a confirmed clinical diagnosis for diabetes (glucose). 
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In addition to the similarities between compliance measures, religiosity was also a good 

predictor for all compliance measures except for eye compliance (eyecompliant).  

Now we will turn our attention to each of the compliant measure dissimilarities. 

Specifically for the blood pressure compliance measure, in addition to having the 

independent variables listed above, CVDRIGHT15 (see Appendix) and MoneyEver (see 

appendix) came close to statistical significance. Of the additional diabetes compliance 

measures, the variable OutreachEver came close to statistical significance. Additionally 

eye compliance (eyecompliance) measures included employment status (Employ), 

ethnicity (Ethnic), and WorkEver where listed as one of the study participant’s top life 

priorities. Finally, for the cholesterol compliance, measures additional to the 

aforementioned included physical health in the last 30 days variable (physhlth) and the 

variable Money1 came close to statistical significance.  

In summary, the overall best  predictors for compliance were age, general health 

status, health insurance, and being clinical diagnosed with diabetes.  

Specific Aim 3 

Specific Aim 3 showed no significant differences between the dropout and non-

dropouts at the univariate stage for marital status, health insurance status, life priorities, 

hospitalizations, and key clinical variables except for glucose. Significant difference was 

found at the univariate stage for dropouts and non-dropouts for the independent variables 

age, sex, and regular alcohol usage (see dropout table results). Compared with dropouts, 

patients who stayed in the study were more likely to be older and female. So the perfect 
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univariate predictors for dropping out were age, sex, education, employment, alcohol 

usage pattern, self-reported health status, listing education as the number one life priority, 

and correctly (2,15) and incorrectly (14) answering certain CVD IQ Quiz questions 

(Appendix G), and having ADA recommended glucose levels less than 115mmHg . As 

mentioned before in Chapter 2, one of the most fundamental traditional dropout variables 

is being of a younger age, and this too prevailed in the sub-study final logistical model 

for dropouts. As far as the non-traditional predicator for the outcome dropout, 

explanatory variable CVDRIGHT14 was statistically significant and the only variable to 

make it through the logistical process.  

It is also important to mention that the sub-study did share both traditional (non-

compliance and dropout) predictors (being younger and male); however, it was surprising 

to see that the traditional predictors in the sub-study had an inverse relationship. 

Variables like education, employment, and health insurance at the univariate level were 

higher among dropouts than non-dropouts. In other words, the participants who were 

dropping out-of-this study were much more educated, gainfully employed, drank alcohol 

on a regular basis less than people who did not dropout, and had health insurance. 

Typically you find the reverse for traditional predictors of non-compliance and dropout, 

yet -we happen to find the opposite operating in the sub-study. Table17 expounds on the 

aforementioned further.  
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Table 17  Significant Predictors of Traditional and Non-Traditional Variables 

 Traditional Non-Traditional 

Bpcompliant 4 0 

Diabcompliant 3 0 

Eyecompliant 4 0 

Cholcompliant 2 0 

Dropout 1 1 

 

Also noteworthy was the relationship found between the CVDRIGHT3 

(Appendix C) question and whether the participants had elevated lipids (high 

cholesterol), as well as having an eye and blood pressure examination during the study 

period. Stated differently, if the participant had been diagnosed with high cholesterol they 

tended to be more compliant with both eye and blood pressure follow-up exams.  

Several predictors were found to be strongly associated with the baseline 

independent variables and included CVDRIGHT2, CVDRIGHT3, CVDRIGHT, Fam1, 

WellBeing1, Education1, Money1, God1, FamilyEver, WellBeingEver, EducationEver, 

WorkEver, MoneyEver, and GodEver.  Five predictors were found to be strongly 

associated with the compliant outcome variables Age, genhlth, Hlth_ins, clinical 

diagnosis of diabetes, and religiosity. Two predictors were found to be strongly 

associated with the dropout variable, and they include Age and the explanatory 

CVDRIGHT14 variable. Multivariate analyses among the study participants confirmed 

that compliers were more prone to get eye check-ups and dropouts were more common 
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among the young and employed. Drop out was also more frequent for those who were not 

regular alcohol users and completers of high school.  

WHAT HAVE WE LEARNED? & WHAT CAN WE DO? 

As stated earlier, discussion of dropout, loss to follow-up, and attrition is taboo in 

the research industry; it happens but is not really discussed enough. We found that our 

non-traditional predictors (CVD IQ Quiz and LPQ) were not the best predictors to predict 

non-compliance and attrition in this sub-study; however, we feel with some minor 

modification that both tools could do a better job (See below).  

Recommended Structural Changes To Current CVD IQ Quiz and LPQ  

The CVD IQ Quiz and the LPQ, were chosen to measure adherence (compliance) 

and dropout (attrition) in this study. We found these instrument useful, but in retrospect, 

limited, as predictors for both compliance and dropout. Based upon our experience, 

supplemental strategies (for the CVD IQ Quiz) and questions (for the LPQ) could be 

added to remedy these shortcomings. 

CVD IQ QUIZ 

Change the order of the T/F questions to gain more variation among the question 

patterns (mix-up the T/F answers, most of the questions were T). 

LPQ  

Add supplementary questions: 

Have you ever received healthcare or participated in a health related research 

study? 
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Your experience in healthcare or research was on a scale of 1 to 5; 1 being poor 

and 5 being superb? 

What barriers would prevent you from participating in healthcare or research 

activities? A) Time B) Employment C) Family D) Daycare Issues E) Lack of Interest and 

F) Other Commitments? 

What is the best time for you to participate in healthcare or research activities? 

After these supplemental questions have been asked then the LPQ could be 

administered. 

Clearly, further work is needed to validate both tools. 

Despite the sub-study findings, I believe we can still build cost effective 

prevention and intervention strategies around simple to administer IQ quizzes; ask and 

examine study participants (patients) life priorities; and then develop baseline participant 

profiles around behaviors of both non-compliers and/or potential dropouts.  

More strategies to off-set (decrease, eliminate) potential non-compliers and 

dropouts could be tailored to more study or healthcare activities that are safe, simple, 

flexible, and located around work and education-sites, computers, sporting events, and 

perhaps daycares facilities for our younger female participants, since the current research 

as well as the sub-study results has proven that non-adheres and dropouts tend to be 

younger and male.  
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Moreover, I think we can develop participant (patient) compliant or noncompliant 

as well as dropout and non-dropout profiles for research studies and afterwards make 

them applicable to other healthcare settings (see the proposed Cook method below).  

Cook Compliance and Dropout Participant Predictor Profile For The Sub-Study 

Compliant Dropout 

Age (Older) Younger (<51) 

Female Male 

Good Attendance Educated 

Religiosity Top life priority: Education 

General Health Status Employed 

Outreach Oriented Decreased to No Alcohol Usage 

Health Insurance (Yes) Rate Health as good 

Diabetic Glucose levels less than ADA recommended 

 Answered CVDRIGHT 2&15 correctly 

 Answered CVDRIGHT 14 incorrectly 

 

For our compliers and non-dropout study participants (or patients if in a 

healthcare delivery setting) we can conduct focus groups and collect data on what 

motivates participation and/or staying active with health related activities. Some of what 

we learn from this process can help us shape what to do about the high rates of non-

adherence and dropout in research and/or other healthcare settings. Since they both (non-

adherers and dropouts) tend to have or display the same attributes, I think we can treat 

them as one in the same with the exception that there maybe a few more factors keeping a 
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person from dropping out of research studies and/or healthcare than preventing non-

compliance to treatment regimens. The overall goal should be to ensure study participants 

(patients) continue to adhere and or participate in preventive, secondary, or tertiary 

research and/or health care related activities.  

The public health significance of the aforementioned can perhaps decrease 

morbidity and mortality from chronic diseases like diabetes and CVD and decrease 

overall health care expenditures. Based on the sub-study results, a non-adherer will tend 

to have the following attributes or display certain types of behaviors or attitudes at their 

initial visit and these include but are not limited to younger age, male, married, and 

stating time as a barrier to participation. Dropouts also share some of the non-adherer’s 

attributes and, in addition, tend to be more educated and have health insurance. These 

were some of the important lessons learned from the sub-study results. Now that we 

know all this, how do we combat and decrease and/or eliminate non-adherence and 

attrition? We can start by, as earlier mentioned, conducting more focus groups, becoming 

more pro-active at reaching those at highest risk for chronic disease, and if time permits, 

performing direct observations studies.  

In addition, conducting a clinical trial (gold standard) and ensuring that the trial is 

both warranted and relatively harmless can also aid in the aforementioned process. 

Moreover and taking this step even further would be to implement study (healthcare) 

protocols that are both simple and safe for the study participants and patients. This action 

will also decrease your chances of non-compliance and dropouts..  
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Additionally, as stated earlier in Chapter 2, it wouldn’t hurt to allocate funding 

and spice up or offer study or healthcare appropriate incentives. Finally, cross-training 

the research team to adhere to strict study protocols would also enhance the chances of 

not having an encounter with a non-adherer or dropout. Similarly, if you are participating 

in healthcare, cross-training the front office staff is also a “barrier breaker.”  Healthcare 

staff should always be certified, competent, and trained at least quarterly on patient 

satisfaction, clinical effectiveness, and in some cases, cultural sensitivity training; 

unfortunately, such training is needed.  

The next step to prevent or decrease non-compliance and/or dropouts would be to 

train study or healthcare staff on the non-compliant/compliant and dropout/non-dropout 

profiles, so they will know what signs to look for and what constitute a potential non-

complier or dropout. In conducting a brief literature search to validate and support the 

aforementioned, nothing was found specifically on noncompliant (compliant) or non-

dropout (dropout) study participant profiles. Instead there was a plethora of literature 

pertaining to criminal profiles, which unfortunately is not applicable to the sub-study 

research goals.  

Briefly, there was an article by Wood-Dauphinee looking at health profiles and 

patient preference or utility approaches but here again the treatment not applicable to the 

sub-study research goals of developing profiles for non-compliance and dropout 84. 

Finally, there was an interesting article by Drs. Deyo and Patrick that examined barriers 

to using health status measures in clinical investigation, patient care, and policy research. 
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This particular research lends important information that maybe helpful as we explore 

developing these profiles in that they have found that trying to do this type of research 

brings much uncertainty, yet it is important to do so and may help us close the gap 

between the have and the have-nots.  

But the first crucial step toward developing and implementing these profiles is to 

make sure no one has performed the work. As a follow-up, if there is an existing scale, 

then we must further validate its use or refine it if necessary.   

Ultimately, our findings were similar to the preliminary results of parent study in 

that the average participant who completed the program (non-dropout) was, largely, are 

Hispanic woman who had not graduated from high school, with an average age of 49 

years., Those who were younger and employed either part time or full time tended to be 

dropouts. This type of research is time and labor intensive, and it may require a number 

of years to fully reach an understanding of why people do not comply and drop out of 

research studies. The CVD IQ Quiz has shown that even if you are fully aware of the 

major CVD risk factors you still may not be in the best of health nor compliant with your 

treatment regime. So knowledge is power but knowledge may be powerless in this 

situation. In other words, knowing alone does not change behavior. 

The LPQ demonstrated that competing life priorities shown to cause non-

compliance and dropout in studies perform in white rural asthmatic children in Seattle, 

WA (Asthma Study-Chapter 2) and young urban black men in Baltimore, MD (YBM 

Study-Chapter 2) did not prevail in this sub-study. However, we did see that the young 
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black male life priorities (family and employment) were not similar to the sub-study 

population’s life priorities. Finally, we were surprised by these findings and were under 

the assumption that being aware of what participants life priorities were would assist us 

with predicting, or at the very least suggesting useful information about whether or not 

the study participants were going to be non-compliant and/or drop out in the sub-study.  

Further suggestions on how we could improve the utility of the both the CVDIQ 

Quiz and LPQ have already been discussed in the “What Have We Learned & What Can 

We Do?” section of this dissertation.  

Strengths 

The parent study was originally designed as a randomized control study, which is 

considered the gold standard in epidemiological research designs. Utilizing a logistic 

regression model for data analysis was a strength of the sub-study because it implied 

strong assumptions about the relationship between outcome risk (compliance and 

dropout) and the predictor(s) (CVD IQ Quiz and LPQ questionnaire). 

Limitation 

The parent research study was originally designed as a randomized control 

clinical trial and as recruitment proved too challenging, the research design was modified. 

In addition, the data collection was also modified because of patient burden; 

subsequently, some of the variables were not collected at all time points. This 

inconsistency flaws the data, and can affect the validity and reliability of the results. 

Another drawback to the sub-study and the parent study was the lack of younger and 
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male participation. Therefore, it will be important in future research of this nature to 

determine how the study could be tailored to include more younger participants as we as 

male participants. Despite this disparity, however, the parent study findings did 

demonstrate that an educational curriculum in conjunction with the support of community 

health workers could motivate people to adopt healthy lifestyle behaviors, especially, in 

communities with limited resources.  

A major limitation of this research was the inclusion of too many categories of 

categorical variables, thereby decreasing precision, particularly if several covariates have 

to be considered simultaneously, the rule rather than the exception in epidemiological 

research. Also important to note is that inclusion of too many terms in linear and logistic 

models tends to decrease the precision and may be harmful rather than beneficial since 

the size of the study population was limited (Assessment 1, even though there were 3 

Assessment periods) and several confounders had to be controlled.  

In this study we looked at a lot of variables, so this was a problem. We tried to 

control the number of independent variables by using stepwise methods. But these 

methods have problems of their own. As a result, another major limitation is that stepwise 

models resulted in inflated Type I error rates. Research by Harrell states more specifically 

that some of the major problems with using stepwise models include the following; 

1. It yields R-squared values that are badly biased to be high. 
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2.  The F and chi-squared tests quoted next to each variable on the STATA 

output do not have the claimed distribution3. The method yields confidence 

intervals for effects and predicted values that are falsely narrow. 

3. It yields p-values that do not have the proper meaning, and the proper 

correction for them is a difficult problem. 

4. It has severe problems in the presence of collinearity (when two variables 

are so highly correlated that you are unable to determine which variable is 

doing the work in the model). 

5. It is based on methods that were intended to be used to test pre-specified 

hypotheses. 

6. Increasing the same size does not help much. 

7. It allows us to think about the problem in its entirety.   

8. It uses a lot of paper.86 

Unfortunately all the possible subsets in regression will not solve any of the above 

problems. Future research is needed to further elucidate the relationships that were found 

statistically significant using stepwise selection in the final models of the sub-study. 

To illustrate the aforementioned point further, the Western Collaborative Group 

Study (WCGS) found that multi-predictor models can be troublesome. They conducted a 

prospective epidemiological study of 3,154 initially well men, aged 39-59 years at intake 

in 1960-61, who were employed in ten participating companies in California 85. The 

investigators measured a number of potential predictors of coronary heart disease, 
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including total serum cholesterol, diastolic and systolic blood pressure, smoking, age, 

body size, and behavioral patterns. They soon realized that these variables all may 

contribute to outcome risk (CHD) in addition to being potentially associated with each 

other and that in the assessment of the influence of a selected predictor, it might be 

important to control for the potential confounder.85   Much like the WCGS, we also found 

in the sub-study that many variables that were highly correlated (BP1S, BP1D, and HBP) 

had to be removed from the models to see the true relationship between the predictor 

variables and the sub-study main outcomes. 

Indications for Future Work 

There are three major indications for future work. The first is further elucidation 

of the LPQ and understanding of the factors specified in the quantitative portion of this 

study using qualitative methodologies. Secondly, examination of the reliability and 

validity of the CVD IQ Quiz being utilized in the Border Study Projects would help to 

refine it and make it a more useful tool. Finally, validation of the CVD IQ Quiz in other 

ethnicities and younger age groups is needed. 

CONCLUSIONS 

This dissertation has been both challenging and a rewarding experience, as it was 

designed to determine what causes dropout in border community participatory research 

studies. One of the most surprisingly findings, an extremely high odds ratio in this 

research, was the statistically significant relationship between the variable choltest 

(cholesterol test) (answering yes or no) and whether or not you responded yes or no to the 
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bpcompliant (blood pressure) and/or diabcompliant (diabetes/glucose) variable. 

Intuitively this relationship makes sense because they are all considered CVD risk 

factors, and it was found at the logistical regression screening level. The finding that 

made the most sense was that if you tended to keep your blood pressure appointment then 

you were more likely to keep your glucose, eye, and lipid appointment or check-up. The 

most promising variables at the univariate and bivariate level failed at the linear and 

logistic screening level and included but were not limited to the baseline variables and the 

EducationEver, WorkEver, and Eyecompliant variables. It was no surprise when age, 

which is considered a traditional predictor of dropout, was also confirmed in this sub-

study. To the extent that we can reduce health disparities in underserved SW border 

communities by developing strategies to reduce dropout rates in research as well as 

healthcare, we can save those at risk from experiencing CVD and its co-risk factors, and 

we can, hopefully, decrease their morbidity and mortality. To this end, continued 

collection of epidemiological data stratified by race, ethnicity, sex, educational level, 

socioeconomic status, and geographic location of residence is necessary to support this 

effort.  
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APPENDIX A: CONSENT FORMS  
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APPENDIX B: PARENT STUDY CORE QUESTIONNAIRES 



139 

 

Today’s Date  ____/ ____ / ____ Interviewer ID  Participant ID  

  Mo   Day    Year    

Final April 4, 2005 
 

Southwest Center for Community Health Promotion 

Comprehensive Diabetes Core Intervention Research Project 

 

  PARTICIPANT INFORMATION 
 
 
 
 
 
Name (print):  

 

DOB 
 

____/ ____ / ____ 

 First Last 
 Mo   Day    Year 

 
Address      

 
House #  Street Name  Apartment # 

 
   

City  Zip Code 
 

                                

Home Telephone  Work Telephone  Other Contact Telephone 
 
 Specify:  

Email address 
  

 

Assessment ���� Pre ���� Post ���� Final 

 

 



Southwest Center for Community Health Promotion 140 

Comprehensive Diabetes Core Intervention Research Project 

Core Assessment 
 

Final April 4, 2004  

            SWCCHP Core p 140 

Today’s Date 
 
____/ ____ / ____ Participant ID  Interviewer ID  

 Mo   Day    Year     

Gender M       F Date of Birth 
 
____/ ____ / ____ Age  

  
 Mo   Day    Year  years 

Circle one Baseline Post-intervention Final Measurement   
      

 
I would like to start with some questions about your personal information. Please remember that everything 
you tell me will be treated confidentially.  
 
1. What language do you prefer to speak? (CHOOSE ONLY ONE)  

� English � Spanish � No preference (Eng/Sp) � Other. Specify____________ 
 
2. What language do you prefer to read? (CHOOSE ONLY ONE) 

� English � Spanish � No preference (Eng/Sp) � Other. Specify____________ 
 
3. How long have you lived in the Douglas community? (READ ANSWERS OUT LOUD) 

� <1 year 
� 1-5 years 

� 6-10 years 
� More than 10 years 

 
4. Where were you born? (READ ANSWERS OUT LOUD) 

� United States � Mexico � Other. Specify ___________ 
 
5a. What is your ethnicity? (READ ANSWERS OUT LOUD) 

� African American � Anglo � American Indian/Alaskan Native 

� Asian/ Pacific Islander � Hispanic � Other:________________ 

 
5b. If Hispanic, are you 
� Mexican American � Puerto Rican � Cuban 

� Mexican Other:  � NA 

 
6. What is your marital status? 

� Married/Cohabitating � Divorced � Separated 
� Single � Widowed   
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7. How many years of formal education or schooling have you had? (Completed high school or has GED 
= 12 years. ADD UP TOTAL NUMBER OF YEARS IN SCHOOL OR IN TRAINING) 

 Number of Years 

8a. Are you currently employed? 
� Yes � No  Skip to Q 9   

 
 8b. If yes, are you employed full time or part time? 

� Full time � Part time � Seasonal work 
 
 8c. Is this paid work? 

� Yes � No 
 
Now I am going to ask you about your priorities. More specifically, things that are important to you in 
your everyday life. 
9. What are your priorities? That is, what are the five things you are most concerned about, the things that 
you worry about and put first? 

9a.  

  
9b.  

  
9c.  

  
9d.  

  
9e.  

 
Next I would like to ask you about your physical activity. (International Physical Activity Questionnaire) 
We are interested in finding out about the kinds of physical activities that people do as part of their 
everyday lives.  The questions will ask you about the time you spent being physically active in the last 7 
days.  Please answer each question even if you do not consider yourself to be an active person.  Please 
think about the activities you do at work, as part of your house and yard work, to get from place to place, 
and in your spare time for recreation, exercise or sport. 
Think about all the vigorous activities that you did in the last 7 days.  Vigorous physical activities refer to 
activities that take hard physical effort and make you breathe much harder than normal.  Think only about 
those physical activities that you did for at least 10 minutes at a time.  
 
10. During the last 7 days, on how many days did you do vigorous physical activities like heavy lifting, 
digging, aerobics, or fast bicycling? Do not include walking. 

 days per week If “0” or no vigorous physical activities, skip to Q 12   

 
11. How much time did you usually spend doing vigorous physical activities on one of those days? 

 hours per day
  

OR  minutes per day 
777 

Don’t know/Not sure 
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Think about all the moderate activities that you did in the last 7 days.  Moderate activities refer to 
activities that take moderate physical effort and make you breathe somewhat harder than normal.  

Think only about those physical activities that you did for at least 10 minutes at a time. 

 
12. During the last 7 days, on how many days did you do moderate physical activities like carrying light 

loads, or bicycling at a regular pace?  Do not include walking. 
 days per week If “0” or no moderate physical activities, skip to Q14   

 
13. How much time did you usually spend doing moderate physical activities on one of those days? 

 hours per day
  

OR  minutes per day 777 Don’t know/Not sure 

 
Think about the time you spent walking in the last 7 days.  This includes at work and at home, 

walking to travel from place to place, and any other walking that you might do solely for recreation, 

sport, exercise, or leisure. 
 
14. During the last 7 days, on how many days did you walk for at least 10 minutes at a time?   

 days per week If “0” or no moderate physical activities, skip to Q16   

 
15. How much time did you usually spend walking on one of those days? 

 hours per day
  

OR  minutes per day 
777 

Don’t know/Not sure 

 

The last question is about the time you spent sitting on weekdays during the last 7 days.  

Include time spent at work, at home, while doing course work and during leisure time.  This may 

include time spent sitting at a desk, visiting friends, reading, or sitting or lying down to watch television. 

 
16. During the last 7 days, how much time did you spend sitting on a weekday? 

 hours per day
  

OR  minutes per day 
777 

Don’t know/Not sure 

 
Now, I would like to ask you about the foods you usually eat or drink. (BRFSS) 
17. What kind of milk do you usually drink? (SELECT ONE) 

� Whole milk � Skim milk � Evaporated/canned milk 
� 2% milk � Soy milk � I don't drink milk 
� 1% milk � Goat's milk   

 

Please tell me how often you eat or drink each of the following foods, for example, once a day, twice 
a week, three times a month, and so on. (SELECT ONE TO ANSWER)  
18. In general, how often do you drink 100% fruit juice (apple, orange, grapefruit, etc.)? 

 Times a day OR  Times a week OR  Times a month OR 

 Times a year OR  Never OR 7777 DK  

 
19. In general, how often do you drink diet soda?  
 

 Times a day OR  Times a week OR  Times a month OR 

 
Times a year OR  Never OR 7777 

DK 
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20. In general, how often do you drink soda (not diet)?  
 Times a day OR  Times a week OR  Times a month OR 

         
 Times a year OR  Never OR 7777 DK  

 
21. In general, how often do you drink other sugared drinks such as lemonade, iced tea, kool-aide, horchata, tampico, 

or sports drinks such as Gatorade™ (not sodas)?  
 Times a day OR  Times a week OR  Times a month OR 

         
 Times a year OR  Never OR 7777 DK  

 
22. In general, how often do you eat vegetables (not including potatoes)?  

 Times a day OR  Times a week OR  Times a month OR 

         
 Times a year OR  Never OR 7777 DK  

 
23. In general, how often do you eat fruit (not including juice)?  

 Times a day OR  Times a week OR  Times a month OR 

         
 Times a year OR  Never OR 7777 DK  

 
Now, I will be asking you about how you cook. If you don't cook, please try to answer for the cook in your 
house. 
24. What kinds of fat does the cook use most often? Please tell me your first (1) and second (2) choices.  

a.  Don't cook with fat e.  Canola oil i.  Manteca vegetal (Crisco/Inca) 

b.  Lard (manteca animal) f.  Oil spray j.  Olive oil 

c.  Corn oil g.  Butter k.  Other (specify)___________ 

d.  Vegetable oil h.  Margarine    

 

 
Now I would like to ask you about the support and encouragement you get from people in your life.  
25.  Do you have someone in your life who provides you with personal support? 

� 
Ye
s 

If yes, who? 
a. 

 � No.  Skip to Q28    

  Give relationships  b.   

      c.   

   d.   

 
 

 
26. If BASELINE OR POST INTERVENTION: If you decide to make healthy changes to your diet or increase your 

physical activity in the future, will they support you to make these changes? 
 If FINAL ASSESSMENT: If you decided to make healthy changes to your diet or increase your physical 

activity, did they support you to make these changes? 
� Yes � No � Don’t know 
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27. If BASELINE OR POST INTERVENTION:  Will this person/these people make these changes with you? 
� Yes � Maybe (or they will try) � No � Don’t know 

 
 If FINAL ASSESSMENT:  Did this person/these people make these changes with you? 

� Yes � They tried � No � Don’t know 
  

 

Now I am going to ask you some questions about your health status. (BRFSS QOL) 
28. Would you say that in general your health is: (READ ANSWERS OUT LOUD) 

� � � � � � � 
Excellent Very good Good Fair Poor DK/Not sure Refused 

     (DO NOT 
READ) 

(DO NOT 
READ) 

 
29. Now thinking about your physical health, which includes physical illness and injury, for how many days during 

the past 30 days was your physical health not good? 
__ __  Number of days 77 Don’t know / Not sure 99 Refused 

 
30. Now thinking about your mental health, which includes stress, depression, and problems with emotions, for how 

many days during the past 30 days was your mental health not good?  
__ __  Number of days 77 Don’t know / Not sure 99 Refused 

 

IF ZERO “0” FOR BOTH Q29 AND Q30, SKIP TO Q 32a  
31. During the past 30 days, for about how many days did poor physical or mental health keep you from doing your 

usual activities, such as self-care, work, or recreation?  
__ __  Number of days 77 Don’t know / Not sure 99 Refused 

 
32a. In the past 30 days, has your physical and mental health improved?  

� Yes � No � Don’t know 
 
32b. If yes, what has happened to improve your health? (PROBE FOR MEDICATION AND BEHAVIOR 

CHANGE) 

Medication 

 

Behavior 

 

Other 

 

  

 
Now I would like to ask you about your medical history.  
33a. Has a doctor, nurse or physician’s assistant ever told you that you have diabetes?  If no, skip to Q34a   

� Yes � No � Don’t know 
 

33b. If yes, how long have you been diabetic? 
� < 1 year � 1-5 years � 6-10 years � more than 10 years 

 
34a. Have any of your family members been diagnosed with diabetes? If no, skip to Q35   

� Yes � No � Don’t know 
 

34b. If yes, who? (WRITE NUMBER IN THE BLANK FOR ALL THAT APPLY, PLACE ZERO IN 
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THE  
REST OR 77 FOR DON’T KNOW) 

a.  Brothers  g.  Sisters 

b.  
Mother 

h.  
Father 

c.  Grandmother (mother's) i.  Grandmother (father's) 

d.  Grandfather (mother's) j.  Grandfather (father's) 

e.  Aunts (mother’s) k.  Aunts (father’s) 

f.  Uncles (mother’s) l.  Uncles (father’s) 

 
35. Has a doctor, nurse or physician’s assistant ever told you that you have or have had ________? 

  Yes No Don’t Know 
a. Asthma � � � 
b. High cholesterol � � � 
c. High blood pressure � � � 
d. Heart disease � � � 
e. A stroke � � � 
f. Other medical condition? � � � 

 Specify ___________________    
 
Now I would like to ask you about medications you are taking and whether you are taking them as prescribed 
by your doctor, nurse or physician’s assistant.   
Are you currently taking any medication for: (SHOW CARD AND READ OUT LOUD. ANSWER ALL 

QUESTIONS; IF IT DOES NOT APPLY, MARK NA) 

36.  Yes, 
as prescribed 

Yes, but not 
as prescribed 

No, but was 
prescribed 

NA 

a. Diabetes � � � � 
b. Asthma � � � � 
c. High cholesterol � � � � 
d. High blood pressure � � � � 
e. Heart disease � � � � 
f. Stroke � � � � 
g. Other: ________________  � � � � 
h. Other: ________________  � � � � 
i. Other: ________________  � � � � 

 

IF RESPONDENT SAYS “YES, BUT NOT AS PRESCRIBED” OR “NO, BUT WAS PRESCRIBED” FOR ANY 

OF THE QUESTIONS (Q36 a-f), ASK Q37, OTHERWISE SKIP TO Q38: 
37.  Here is a list of reasons why patients don't fill their prescriptions or comply with medication instructions. What 
were the reasons that you did not take your medication as prescribed? (READ ALOUD; MARK ALL THAT APPLY.)  

a.� Sometimes forget to use g.� Can't get prescription filled, picked up or delivered  

b.� Sometimes forget to refill h.� Other (specify):  

c.� Don't know how to use the drug   

d.� Don't want the side effects   

e.� Don't think I need the drug   

f.� The drug costs too much   
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My next questions are about the past 6 months.  
38. How many times in the past 6 months have you been hospitalized and why were you hospitalized?  
 

 # times  For (specify reason for hospitalization)    
a.     

b.     
0 

Not hospitalized in the 
past 6 months. 

c.     77 Don’t remember 

39a. Some people have difficulty getting or using medical care when they need it. Was there a time in the past 6 

months that you needed care but did not get it? 

� Yes � No � Don’t Know � Refused 

 

 

If No, Don’t know or Refused, Skip to Q40      

39b. If yes: Which of the following reasons apply to the most recent time you did not get care or health 
services that you needed? (READ OUT LOUD, MARK ALL THAT APPLY.) 

 
a.� My insurance was not accepted i.� Language a problem 

b.� Insurance did not cover j.� Family care hard to arrange 

c.� I did not have insurance k.� Family objected to treatment 

d.� I couldn’t afford cost l.� Transportation problems 

e.� Hard to get appointment m.� Issues with crossing the border 

f.� The office wait was too long n.� Other:   

g.� Hours not convenient   

h.� No doctor, nurse or physician’s  o.� Don’t know (Do not read) 

 assistant available p.� Refused (Do not read) 
 
40. Do you have health insurance now, including AHCCCS? IF RESPONSE IS “CHIRICAHUA” ASK: Do you 

pay a sliding fee or does your insurance pay for it? 
� Yes � No 

 
41a. Is there a particular clinic, health center or health provider that you usually go to when you are sick or need 
routine health care? (Douglas Community Health Survey) 

� Yes � No � Don’t Know � Refused 

 

 

If No, Don’t know or Refused, Skip to Q42     

 
41b.  Is this place in the: 
� United States � Mexico � Both 

 
42. Have you had any of the following clinical tests in the past 6 months (not including the tests you have had done as 
part of this program)? (READ OUT LOUD) DR= Don’t remember 

  Yes No DK/ DR 
a.  Blood pressure checked � � � 
b.  Test for blood sugar � � � 
c.  Vision test � � � 
d.  Blood test for cholesterol � � � 
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The next few questions are about how you feel and how things have been with you during the past week. For 
each question, please tell me how often you have felt this way during the past week. SHOW CARD AND READ 

OUT LOUD. (CES-D) 

 

 0 Rarely or none of the time (less than 1 day) 
1 Some or a little of the time (1- 2 days) 

2 Occasionally or a moderate amount of time (3 – 4 days) 
3 Most or all of the time (5 – 7 days) 

 

 During the past week,  0 1 2 3 

43. I was bothered by things that usually don’t bother me. � � � � 
44. I did not feel like eating; my appetite was poor. � � � � 
45. I felt that I could not shake off the blues even with help 

from my family or friends. 
� � � � 

46. I felt that I was just as good as other people. � � � � 
47. I had trouble keeping my mind on what I was doing. � � � � 
48. I felt depressed. � � � � 
49. I felt that everything I did was an effort. � � � � 
50. I felt hopeful about the future. � � � � 
51. I thought my life had been a failure. � � � � 
52. I felt fearful. � � � � 
53. My sleep was restless. � � � � 
54. I was happy. � � � � 
55. I talked less than usual. � � � � 
56. I felt lonely. � � � � 
57. People were unfriendly. � � � � 
58. I enjoyed life. � � � � 
59. I had crying spells. � � � � 
60. I felt sad. � � � � 
61. I felt that people dislike me. � � � � 
62. 

I could not get “going”. 
� � � � 

IF Q43, 48, OR 49 HAS 1, 2, OR 3 AS A RESPONSE, CHECK THAT RESPONDENT REPORTED AT 

LEAST 1 DAY WHERE MENTAL HEALTH WAS NOT GOOD (PAGE 6 – Question 30). 
 
The next few questions are about your use of alcoholic beverages. (AUDIT items) 

63a. Have you ever used alcohol on a regular basis? � Yes � 
 
Never Skip to Q67a  

63b. How old were you when you first used alcohol 
regularly? 

  
Years � Never.   
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Now I am going to ask you about the past 12 months. A “drink” refers to a can or bottle of beer, a glass of wine, 
a wine cooler, or cocktail or shot of hard liquor. 

64. How often do you have a 
drink containing alcohol? 
(past year) 

� � � � � 

  
Never 

< once a 
month 

2 – 4 
times per 

month 

2 – 3 times 
per week 

4 or more 
times per 

week 
 If “Never”, Skip to Q67a                                             

 
    

65.  � � � � � 
 

How many drinks containing 
alcohol do you have on a 
typical day when you are 
drinking? 

1 – 2 
drinks 

3 - 4 drinks 5 – 6 drinks 7 – 9 
drinks 

> 10 drinks 

 
66. When you drink, what type of beverage do you drink most often? 
 � Liquor/ mixed drinks � Wine/ wine coolers � Beer 
 � Other. Specify. _________________________________________________ 

 
Now I am going to ask you several questions about cigarette smoking. (Epidemiology Standardization Project; 
NHLBI) 

67a. Have you ever smoked cigarettes? If no, skip to Q70  
� Yes � No 

 67b. Have you smoked at least 20 packs of cigarettes (or 12 oz of 
tobacco) in your lifetime? If yes, skip to Q68  � Yes � No 

 
67c. 

Have you smoked at least 1 cigarette a day for 1 year? If no, skip to 

Q70  � Yes � No 

 

68. 
How old were you when you first started regular cigarette 
smoking? 

 
Age in 
Years 99 

Never started 
regular 

69. How many cigarettes do you smoke per day now? 

 

Cigarettes 
per day 0 

Do not smoke 
now 

 
70.  How did you hear about the program? (MARK ALL THAT APPLY) 

a.� Clinic 

b.� Friend 

c.� Family 

d.� Promotora 

e.� Community Event/Health Fair Flyer (specify location):  

  

f.� Group presentation (specify group):  
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g.� Other (specify):  

  

 

IF THERE IS AN INTERVENTION SPECIFIC COMPONENT: 
Thank you. Now I would like to ask you some questions that are specific to the program you will be starting 

(OR have just completed).  

 

IF FINAL ASSESSMENT: 
That ends our interview. Thank you very much for taking part in this survey. Before we finish, is there 
anything you would like to comment on, or suggestions to improve the different parts of our program? 
 

� Respondent Comments:  

  
  
  

  
  
  
  

  

 
 

� Interviewer Comments: (Note overall interview quality. Indicate specific question number if 

commenting on response) 
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Steps Forward Component 

Component Specific Questionnaire – PRE 

Today’s Date ____/ ____ / ____ Participant ID  Interviewer #  

 Mo   Day    Year     

 
Now, I would like to ask you a few more questions about the physical activity you do during a typical 

week.  Tell me if you do any of the following activities for at least 10 minutes each time during a typical 
week.   
 

(If participant is concerned that having their heart rate go up means that something is wrong with 

them, let them know that it is natural for their heart rate to go up or to breathe heavily. Give them the 

example of sitting and then standing up. Their heart rate will go up.) 
 

Activity 

Circle 

Yes, No 

How 

many 

times 

per 

week? 

For how long 

each time 

(minutes)? 

Circle Yes, No, 

Don’t Know 

(dk) 

Did your 

heart rate go 
up? 

Circle Yes, 

No 

Did you do 

this activity 

with others? 

1. Fast walking (hard to talk 
and walk) 
 

yes  no         yes no dk yes  no 

2. Moderate walking (brisk but 
can talk) 
 

yes  no         yes no dk yes  no 

3. Jogging 
 

yes  no         yes no dk yes  no 

4. Bicycling 
 

yes  no         yes no dk yes  no 

5. Swimming 
 

yes  no         yes no dk yes  no 

6. Dancing 
 

yes  no         yes no dk yes  no 

7. Exercise class 
 

yes  no         yes no dk yes  no 

8. Lifting/carrying objects 
 

yes  no         yes no dk yes  no 

9. Major cleaning (such as 
cleaning a garage, car, rugs, 
windows, scrubbing the floors 
or walls) 
 

yes  no         yes no dk yes  no 
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Activity 

Circle 

Yes, No 

How 

many 

times 

per 

week? 

For how long 

each time 

(minutes)? 

Circle Yes, No, 

Don’t Know 

(dk) 

Did your 

heart rate go 
up? 

Circle Yes, 

No 

Did you do 

this activity 

with others? 

10. Heavy yard work (such as 
spading, digging, filling in a 
garden, chopping down trees or 
bushes, chopping wood, using a 
push lawnmower) 
 

yes  no         yes no dk yes  no 

11. Other:  
_______________________ 
 
_______________________ 
 

 
yes 

 
yes 

 

  
no 
 

no 

         
yes 

 
yes 

 
no 
 

no 

 
dk 
 

dk 

 
yes 

 
yes 

  
no 

 
no 

 
 
12a. Will you be joining this program with a friend or family member? 

 
 Yes  No 

 Ask 

Q12b 

 Skip to Q13 

 

 
12b. Who:  

 
 
13. Why are you joining the Steps Forward Program?   
 
 

 

 

 

 
14. What do you expect to get from the program? (Probe for benefits) 
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15a. Do you expect your family or friends to help you be healthier?   
 

 Yes  No 

 Ask Q15b  Skip to Q15c 
 
 15b. In what ways? (Probe: Who will help you to be healthier?)  
 

 

 

 

 

 
 
15c. Why not? 
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Southwest Center for Community Health Promotion – 

Comprehensive Diabetes Core Intervention Research Project 

Steps Forward Component 

 

Component Specific Questionnaire – POST 
Today’s 

Date 

____/ ____ / ____ Participant ID  Interviewer #  

 Mo   Day    Year     

      

 
Now, I would like to ask you a few more questions about the physical activity you do during a typical 

week.  Tell me if you do any of the following activities for at least 10 minutes each time during a typical 
week.   
 
(If participant is concerned that having their heart rate go up means that something is wrong with them, 

let them know that it is natural for their heart rate to go up or to breathe heavily. Give them the example 

of sitting and then standing up. Their heart rate will go up.) 

 

Activity 

Circle 

Yes, No 

How 
many 

times 

per 

week? 

For how 
long each 

time 

(minutes)? 

Circle Yes, 

No, Don’t 

Know (dk) 

Did your 

heart rate go 

up? 

Circle Yes, 

No 

Did you do 

this activity 

with 

others? 

1. Fast walking (hard to talk and 
walk) 
 

yes  no         yes no dk yes  no 

2. Moderate walking (brisk but 
can talk) 
 

yes  no         yes no dk yes  no 

3. Jogging 
 

yes  no         yes no dk yes  no 

4. Bicycling 
 

yes  no         yes no dk yes  no 

5. Swimming 
 

yes  no         yes no dk yes  no 

6. Dancing 
 

yes  no         yes no dk yes  no 

7. Exercise class 
 

yes  no         yes no dk yes  no 

8. Lifting/carrying objects 
 

yes  no         yes no dk yes  no 

9. Major cleaning (such as 
cleaning a garage, car, rugs, 
windows, scrubbing the floors or 
walls) 
 

yes  no         yes no dk yes  no 
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Activity 

Circle 

Yes, No 

How 

many 

times 

per 

week? 

For how 

long each 

time 

(minutes)? 

Circle Yes, 

No, Don’t 

Know (dk) 

Did your 

heart rate go 
up? 

Circle Yes, 

No 

Did you do 

this activity 

with 
others? 

10. Heavy yard work (such as 
spading, digging, filling in a 
garden, chopping down trees or 
bushes, chopping wood, using a 
push lawnmower) 
 

yes  no         yes no dk yes  no 

11. Other:  
_______________________ 
 
_______________________ 
 

 
yes 

 
yes 

 

  
no 
 

no 

         
yes 

 
yes 

 
no 
 

no 

 
dk 
 

dk 

 
yes 

 
yes 

  
no 

 
no 

 
 
12a. Did you join this program with a friend or family member? 
 

   Yes  No 

 Ask Q12b  Skip to Q13a 
 

12b. Who:  

 
 
13a. Was the program what you expected? (Probe for benefits)  

 
   Yes  No 

 Ask Q13b  Skip to Q13c 
 
 13b. In what ways? 
 

 

 

 
 

13c. Why not? 
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14a. Did you notice any changes either good or bad in your health?  
 

   Yes  No 

 Ask Q14b and Q14c  Skip to Q14d 
 

14b. What were the changes?   
 

 

 

 

 
 
14c. What do you think caused those changes? 
 

 

 

 

 
 
14d. Why not? 

 
 

 

 

 
15a. Did you participate in the Steps Forward walking groups?   
 

 Yes  No 

 Ask Q15b and Q15c  Skip to Q15d 
    

15b. Why?  
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15c. Do you plan on continuing to walk with others from the Step Forward Program?  (Probe: What are 

the plans to continue?) 
 
 

 

 

 
 
15d. Why not? 

 
 

 

 

 
 
16a. Do you believe that you can do something to make your community healthier, for example, call city 
officials when a street light at the park burns out?   
 

 Yes  No 

 Ask Q16b and Q16c  Skip to Q16d 
 
 

16b. What else can you do to make your community healthier?  
 
 

 

 

 
 
16c. Have you done that or are you planning on doing it? (If no, probe for why not.) 
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16d. Why do you believe that you cannot make your community healthier? 
 
 

 

 

 

 
 
17a. Were your friends or family supportive of your participation in the Steps Forward Program?   
 

 Yes  No 

 Ask Q17b  Skip to Q17c 
 

17b. In what ways? (Probe: Who was supportive?)   
 
 

 

 

17c. Why not? 
 

 

 

 

 
 
18. How can we improve the Steps Forward Program? 
 
 

 

 

 
 
19. Is there anything else you would like to say about the Steps Forward Program?   
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Southeast Arizona Medical Center

SAMC Draw Station

 

 

 

 

Laboratory Test Request 

 

Southwest Center fo r Community Health Promotion – 

Comprehensive Diabetes Core Intervention Research Project 
 

Patient Name______________________  Date of Birth______________________ 
 
Address_____________________________________________________________________ 
 
Collection Date, Time and Initials_________________________________________________ 
 
  Standing Order ____________      Physician: Steps Forward, Family, and Patient Programs 

 
BLOOD DRAW MEASUREMENT  

 
 BASELINE     POST MEASUREMENT  FINAL MEASUREMENT  

 
 TO BE PICKED UP BY:   

Maria Lourdes Fernández or Blanca Robles 
1932 -11th Street    
Douglas, AZ  85607    
Phone: 520-559-3175 
Fax: 520-805-0239 

   Email: promotoras@theriver.com 
  

FASTING? 

 YES      NO (*IF PARTICIPANT IS NOT FASTING PLEASE RE-SCHEDULE*) 
 
PROFILES 

 Lipid Panel (Cholesterol,  Triglycerides, HDL, LDL) 
 
CHEMISTRY 

 Glucose                                                                    
                                  _____________________________________ 

                         Steps Forward, Family, and Patient Programs  
 
 

               _____________________________________ 
                     Date 
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Southwest Center for Community Health Promotion – 

Comprehensive Diabetes Core Intervention Research Project 

Laboratory Referral Form 

 
 

Date:   Monday – Friday    Lipid Panel    Glucose 

 
*REMEMBER TO HAVE YOUR BLOOD DRAWN BEFORE THE FIRST CLASS* 

  
Time:                        Any time between 7 AM and 11 AM   

 

Place:   SAMC Draw Station 
1932 -11th Street    

Douglas, AZ  85607    

Phone: (520) 805-9685 
  

Price: FREE to participants in the STEPS FORWARD, FAMILY, AND PATIENT Programs 
 

If you have any questions, please contact: 
  Maria Lourdes Fernández or Blanca Robles 

1932 -11th Street    

Douglas, AZ  85607 
Phone: 520-559-3175 

Fax: 520-805-0239 

   Email: promotoras@theriver.com 
Referred by ______________________________________________ 

 

*REMEMBER TO FAST…… 
This means that you may not eat or drink anything (including coffee) after 10:00 the 

night before your visit.  You may drink water!!! 

   
NOTES: 

________________________________________________________________________ 
________________________________________________________________________ 

________________________________________________________________________ 

 
  Today’s Date 

____/ ____ / ____ 

 

 

 

 

Mo   Day    Year Participant ID  

      

Circle one: Baseline 
Post 
Measurement Final Measurement Program: 

 
              
C      F        P    
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So uthw est C enter for  C om munity Health Prom otion –  

Com prehensiv e Diab etes C ore In terven tion Research  Project 

B ody M easu re ment  Form  

D escrib e Clothing - c lothin g tigh tness, we ight of clothin g (denim versus p olyeste r): 
_ _____ ____ _____ ____ _____ _____ ____ _____ ____ _____ _____ ____ _____ ___ 

_ _____ ____ _____ ____ _____ _____ ____ _____ ____ _____ _____ ____ _____ ___ 
 

H eight 1 ___ _____ ____  (cm )   W eigh t 1 __ _____ _____  (kg ) 

H eight 2 ___ _____ ____  (cm )   W eigh t 2 __ _____ _____  (kg )    
H eight 3 ___ _____ ____  (cm )   W eigh t 3 __ _____ _____  (kg )   

If differen ce in readin gs m ore  th an   If dif ference  in  rea dings more than 

±1 .0 cm , take a fo urth  rea ding    ± 0.5 kg, take a fourth readin g 

 

H eight 4 ___ _____ ____  (cm )     We ight 4 ____ _____ ___ (kg)            

_ ____ 
                  

Inter view er ID  

   

W aist 1 _____ ____ ____ (cm)   H ips 1 ___ _____ ____ __ (cm) 

W aist 2 _____ ____ ____ (cm)   H ips 2 ___ _____ ____ __ (cm) 
W aist 3 _____ ____ ____ (cm)   H ips 3 ___ _____ ____ __ (cm) 

If differen ce in readin gs m ore  th an ±1.5  c m, tak e a fourth reading   

 

W aist 4 _____ ____ ____ (cm)    Hips 4 ____ _____ _____  (cm )          __ ___ 

                  

Inter view er ID  

 

R esting  B lood pressu re 1  _ _____ ____ ____ ___ Pulse 1 _____ ____ ___ (30 
seconds) 

5  mi nutes   

apart  B lood pressu re 2  _ _____ ____ ____ ___ Pulse 2 _____ ____ ___ (30 
sec onds) 

 
If ext reme differences in re adin gs take a th ird  read ing  

 

B lood  pressure 3 ____ ____ _____ ____  Pu lse  3 ___ _____ ____  (30 seco nds) 
              

 

 

 

I n t e r v ie w e r  I D   _ _ _ _ _ _ _ _ _  

 
N o te s :  _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _   

 
 

T o d a y ’ s  

D a te  

_ _ _ _ /  _ _ _ _  /  _ _ _ _  

 

 D a t e  o f  

B ir t h  

_ _ _ _ /  _ _ _ _  /  _ _ _ _  

M o    D a y     Y e a r  P a r t ic i p a n t  I D  M o    D a y     Y e a r  

      

C ir c le  

o n e :  B a s e l in e  

P o s t -

in te r v e

n t io n  

F in a l  

M e a s u r e m e n t  P r o g r a m :  C          F            P         

      

D a ta  

e n tr y  ID   

D a ta  

e n t ry  

d a t e :  

_ _ _ _ /  _ _ _ _  /  

_ _ _ _  

D u p l ic a te  

e n t r y  d a te :  _ _ _ _ /  _ _ _ _  /  _ _ _ _  
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Centro del Suroeste para la Promoción de la Salud Comunitaria – 

Proyecto de Investigación para el Estudio de Intervención  
Comprensivo de Diabetes 

Hoja de referido para pruebas de laboratorio 

 

Fecha:  lunes – viernes    Pruebas de lípidos    Glucosa 

 
*RECUERDE SACAR LA MUESTRA DE SANGRE ANTES DE LA PRIMERA 

CLASE* 
 

Hora:                        Durante cualquier hora entre 7 AM hasta 11 AM 

 
Lugar:   Estación de Sangre de SAMC 

1932 -11th Street    

Douglas, AZ  85607    
Teléfono: (520) 805-9685 

 
Costo: GRATIS para los participantes de los Programas PASOS ADELANTE, FAMILIA, Y  

PACIENTE 
 

Si tiene alguna pregunta por favor comuníquese con: 

  Maria Lourdes Fernández o Blanca Robles 
1932 -11th Street  

Douglas, AZ  85607    

Phone: 520-559-3175 
Fax: 520-805-0239 

Email: promotoras@theriver.com 
Referido por ______________________________________________ 

 

*RECUERDE DE IR EN AYUNAS…… 
No debe haber comido o bebido (incluyendo café) después de las 10:00 de la noche 

del día anterior… ¡Puede tomar agua! 

   
COMENTARIOS: 
________________________________________________________________________ 

________________________________________________________________________ 
________________________________________________________________________  

 

 

 

Today’s Date 

____/ ____ / ____ 

 

 

 

 

Mo   Day    Year Participant ID  

      

Circle one: Baseline 
Post 
Measurement Final Measurement Program: 

 
              
C      F        P    
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APPENDIX C: CARDIOVASCULAR DISEASE IQ QUESTIONNAIRE 

Cardiovascular Disease IQ Test 

NOTE: HIGHLIGHT AND BOLDED  
QUESTIONS ARE FOR THE CVD IQ QUIZ  

UTLIZED IN ANALYSIS 

 

Directions: Answer “true” or “false” to the questions to test your knowledge of 

cardiovascular disease and its major risk factors. 

1. Heart and other cardiovascular diseases (of the blood vessels) is 
the leading killer of all men and women in the United States. 

T F 

   

2. A blood pressure higher or equal to 140/90 is generally 

considered good. 
T F 

   

3. Smoking is not considered a major risk or cause for heart 

disease. 
T F 

   

4. Being overweight puts you at risk for heart disease.  T F 

   

5. You need to get your blood pressure, blood sugar, and cholesterol 
checked regularly. 

T F 

   

6. Drinking alcohol lowers your blood pressure. T F 

   

7. If close family members (mother, father, sister, or brother) have 
diseases like heart disease, high blood pressure, diabetes, or high 
cholesterol you may also get these diseases.  

T F 

   

8. Excessive salt is a risk factor for high blood pressure. T F 

   

9. If you have lots of stress in your life, you are more likely to have a T F 
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heart attack. 

   

10. Regular exercise can reduce your chances of having a heart 

attack. 
T F 

   

11. Illegal drugs (such as cocaine, crack cocaine, heroin, marijuana, 
and methamphetamine) can affect your heart health. 

T F 

   

12. Reading food labels can help you eat the right foods to protect 
your heart. 

T F 

   

13. Saturated fats raise your blood cholesterol level. T F 

   

14. Blood cholesterol levels less than 200 are good levels for 

adults. 
T F 

   

15. A healthy glucose level for adults should be a score between 

80-115. 

T F 

   

16. A diet high in fiber lowers your risk of heart disease. T F 

   

17. High sugar foods like cakes, cookies, candies, and sodas are rich 
in vitamins, minerals, and proteins. 

T F 

   

18. Walking is a low cost and fun way to burn calories (or to lose 
weight). 

T F 

   

19. As you get older your risk for heart disease increases. T F 
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Directions: Each question is worth 1 point. Please add up all of your correct answers 

and check your ranking below. 
 

 

If you scored between 17-19, you are heart smart and we encourage you to 
get the word out to others. Congratulations! 
 
 
If you scored between 13-16, you know enough to prevent a heart attack, 
we encourage you to get more information and speak with a doctor, nurse, 
or promotora to learn more about heart disease.  
Very Good! 
 
 
If you scored 12 or less, you need to learn more about the importance and 
dangers of cardiovascular disease. We encourage you to get more 
information and speak with a doctor, nurse, or promotora to learn more 
about heart disease. Let’s Try Again! 
 
 
NOTE: Highlighted (yellow) CVD IQ Quiz questions were found 
statistically significant during the bivariate screening of the baseline socio-
demographic variables.  
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APPENDIX D: SWCCHP DATA DICTIONARY 

Variable 
Name 

Variable 
Type 

Question Codes Min, Max 

Date Categorical Date of Measurements Month/Day/Year N/a 

PID Categorical Participant ID n/a N/a 

DOB Categorical Date of Birth Month/Day/Year N/a 

Baseline (1) 

Post-intervention (2) 

Assess Categorical Assessment Period 

Final Measurement (3) 

(1,3) 

Community 

Family 

Group Categorical Intervention Component 

Patient 

N/a 

DataID Categorical Data Entry ID   N/a 

DataDate Categorical Data Entry Date Month/Day/Year N/a 

Dupdate Categorical Duplicate Entry Date Month/Day/Year N/a 

English (0) 

Spanish (1) 

No preference (2) 

Other (9) 

Speak Categorical 1. What language do you 
prefer to speak? 

Missing (-99) 

(-99,9) 

SpeakOth Text 1. Specify n/a N/a 

English (0) 

Spanish (1) 

No preference (2) 

Other (9) 

Read Categorical 2. What language do you 
prefer to read? 

Missing (-99) 

(-99,9) 

ReadOth Text 2. Specify n/a N/a 

<1 year (0) 

1-5 years (1) 

6-10 years (2) 

More than 10 years (3) 

Douglas Categorical 3. How long have you lived 
in the Douglas community? 

Missing (-99) 

(-99, 3) 

United States (1) 

Mexico (2) 

Other (9) 

Born Categorical 4. Where were you born? 

Missing (-99) 

(-99,9) 
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BornOth Text 4. Specify n/a n/a 

African American (1) 

Anglo (2) 

American Indian/Alaskan 
Native (3) 

Asian/Pacific Islander(4) 

Hispanic (5) 

Other (9) 

Ethnic Categorical 5a. What is your ethnicity? 

Missing (-99) 

(-99,9) 

EthOth Text 5a. Specify n/a n/a 

Mexican American (1) 

Puerto Rican (2) 

Cuban (3) 

Mexican (4) 

Other (9) 

N/A (-88) 

Hispanic Categorical 5b. If Hispanic, are you 

Missing (-99) 

(-99,9) 

HispOth Text 5b. Specify n/a n/a 

Married/Cohabitating(1) 

Divorced (2) 

Separated (3) 

Single (4) 

Widowed (5) 

Marital Categorical 6. What is your marital 
status? 

Missing (-99) 

(-99,5) 

Educated Continuous 7. How many years of formal 
education or schooling have 
you had? 

n/a n/a 

Yes (1) 

No  Skip to Q9 (0) 

Don’t know / N/A (-88) 

Employ Categorical 8a. Are you currently 
employed? 

Missing (-99) 

(-99,1) 

Full Time (1) 

Part Time (2) 

Seasonal Work (3) 

Don’t know/ N/A (-88) 

Fte Categorical 8b. If yes, are you employed 
full time or part time? 

Missing (-99) 

(-99,3) 

Yes (1) 

No (0) 

Don’t know / N/A (-88) 

PaidWork Categorical 8c. Is this paid work? 

Missing (-99) 

(-99,1) 

Priorit1 Text 9a. What is your first 
priority? 

n/a n/a 
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Priorit2 Text 9b. What is your second 
priority? 

n/a n/a 

Priorit3 Text 9c. What is your third 
priority? 

n/a n/a 

Priorit4 Text 9d. What is your fourth 
priority? 

n/a n/a 

Priorit5 Text 9e. What is your fifth 
priority? 

n/a n/a 

Vig_exer Continuous 10. During the last 7 days, on 
how many days did you do 
vigorous physical activities 
like heavy lifting, digging, 
aerobics, or fast bicycling? 
Do not include walking. 

n/a n/a 

Min_vig Continuous 11. How many hours per day 
did you usually spend doing 
vigorous physical activities 
on one of those days? 

n/a n/a 

Minutes (1) 

Hours (2) 

Never (3) 

Don’t know / Not sure (-88) 

Min_vig1 Categorical 11. How many minutes per 
day did you usually spend 
doing vigorous physical 
activities on one of those 
days? 

Missing (-99) 

(-99,3) 

Mod_exer Continuous 12. During the last 7 days, on 
how many days did you do 
moderate physical activities 
like carrying light loads, 
bicycling at a regular pace, or 
playing doubles tennis?  Do 
not include walking. 

n/a (0, 7) 

Min_mod Continuous 13. How many hours per day 
did you usually spend doing 
moderate physical activities 
on one of those days? 

n/a n/a 

Min_mod1 Categorical 13. How many minutes per 
day did you usually spend 
doing moderate physical 
activities on one of those 
days? 

Minutes (1) 
Hours (2) 
Never (3) 
Don’t know / Not sure (-88) 
Missing (-99) 

(-99,3) 

1 day (1) 

2 days (2) 

3 days (3) 

4 days (4) 

5 days (5) 

6 days (6) 

7 days (7) 

Walk Continuous 14. During the last 7days, 
how many days did you walk 
for at least 10 minutes at a 
time? 

Missing (-99) 

(0, 7) 
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Minwalk Continuous 15. How many hours per day 
did you usually spend 
walking on one of those 
days? 

n/a n/a 

Minutes (1) 

Hours (2) 

Never (3) 

Don’t know / Not sure (-88) 

Minwalk1 Categorical 15. How many minutes per 
day did you usually spend 
walking on one of those 
days? 

Missing (-99) 

(-99,3) 

Min_sit Continuous 16. During the last 7 days, 
how many hours per day did 
you spend sitting on a 
weekday? 

n/a n/a 

Min_sit1 Categorical 16. During the last 7 days, 
how many minutes per day 
did you spend sitting on a 
weekday? 

Minutes (1) 
Hours (2) 
Never (3) 
Don’t know / Not sure (-88) 
Missing (-99) 

(-99,3) 

Whole milk (1) 

1% Milk (2) 

2% Milk (3) 

Skim Milk (4) 

Soy Milk (5) 

Goat’s milk (6) 

Evaporated/canned milk (7) 

I don’t drink milk (8) 

Milktype Categorical 17. What kind of milk do you 
usually drink? 

Other (9) 

(1, 9) 

Juicemo Continuous 18. In general, how often do 
you drink 100% fruit juice 
(apple, orange, grapefruit, 
etc.)? 

n/a n/a 

Times a day (1) 

Times a week (2) 

Times a month (3) 

Times a year (4) 

Never (5) 

Don’t know (-88) 

Juicemo1 Categorical 18. In general, how often do 
you drink 100% fruit juice 
(apple, orange, grapefruit, 
etc.)? 

Missing (-99) 

(-99, 5) 

Dietmo Continuous 19. In general, how often do 
you drink diet soda? 

n/a n/a 

Times a day (1) 

Times a week (2) 

Times a month (3) 

Times a year (4) 

Never (5) 

Don’t know (-88) 

Dietmo1 Categorical 19. In general, how often do 
you drink diet soda? 

Missing (-99) 

(-99, 5) 
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Sodamo Continuous 20. In general, how often do 
you drink soda (not diet)? 

n/a n/a 

Times a day (1) 

Times a week (2) 

Times a month (3) 

Times a year (4) 

Never (5) 

Don’t know (-88) 

Sodamo1 Categorical 20. In general, how often do 
you drink soda (not diet)? 

Missing (-99) 

(-99, 5) 

Sugarmo Continuous 21. In general, how often do 
you drink other sugared 
drinks such as lemonade, iced 
tea, kool-aide, horchata, 
Tampico, or sports drinks 
such as Gatorade (not sodas)? 

n/a n/a 

Sugarmo1 Categorical 21. In general, how often do 
you drink other sugared 
drinks such as lemonade, iced 
tea, kool-aide, horchata, 
Tampico, or sports drinks 
such as Gatorade (not sodas)? 

Times a day (1) 
Times a week (2) 
Times a month (3) 
Times a year (4) 
Never (5) 
Don’t know (-88) 
Missing (-99) 

(-99, 5) 

Veggiemo Continuous 22. In general, how often do 
you eat vegetables (not 
including potatoes)? 

n/a n/a 

Times a day (1) 

Times a week (2) 

Times a month (3) 

Times a year (4) 

Never (5) 

Don’t know (-88) 

Veggiemo1 Categorical 22. In general, how often do 
you eat vegetables (not 
including potatoes)? 

Missing (-99) 

(-99, 5) 

Fruitmo Continuous 23. In general, how often do 
you eat fruit (not including 
juice)? 

n/a n/a 

Fruitmo1 Categorical 23. In general, how often do 
you eat fruit (not including 
juice)? 

Times a day (1) 
Times a week (2) 
Times a month (3) 
Times a year (4) 
Never (5) 
Don’t know (-88) 
Missing (-99) 

(-99, 5) 

Don’t cook w/ fat (1) 

Lard (Manteca animal)(2) 

Corn oil (3) 

Vegetable oil (4) 

Canola oil (5) 

Cookfat1 Categorical 24. What kinds of fat does 
the cook use most often.  
Please tell me your first (1) 
and second (2) choices. 

Oil spray (6) 

(-99, 11) 
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Butter (7) 

Margarine (8) 

Manteca vegetal (Crisco/Inca) 
(9) 

Olive oil (10) 

Other (11) 

Missing (-99) 

Don’t cook w/ fat (1) 

Lard (Manteca animal)(2) 

Corn oil (3) 

Vegetable oil (4) 

Canola oil (5) 

Oil spray (6) 

Butter (7) 

Margarine (8) 

Manteca vegetal (Crisco/Inca) 
(9) 

Olive oil (10) 

Other (11) 

Cookfat2 Categorical 24. What kinds of fat does 
the cook use most often.  
Please tell me your first (1) 
and second (2) choices. 

Missing (-99) 

(-99, 11) 

CookOth Text 24. What kinds of fat does 
the cook use most often.  If 
other, please specify. 

n/a n/a 

Per_supp Categorical 25.  Do you have someone in 
your life who provides you 
with personal support? 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99,1) 

Whosuppa Text 25.  Do you have someone in 
your life who provides you 
with personal support? 

n/a n/a 

Whosuppb Text 25.  Do you have someone in 
your life who provides you 
with personal support? 

n/a n/a 

Whosuppc Text 25.  Do you have someone in 
your life who provides you 
with personal support? 

n/a n/a 

Whosuppd Text 25.  Do you have someone in 
your life who provides you 
with personal support? 

n/a n/a 

No (0) 

Yes (1) 

Refused (2) 

Maybe (3) 

They tried (4) 

hlpchnge Categorical 26.  If baseline or post 
intervention: If you decide to 
make healthy changes to your 
diet or increase your physical 
activity in the future, will 
they support you to make 
these changes?  If final 

Missing  (-99) 

(-99,4) 
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Don’t Know/NA (-88) 

No (0) 

Yes (1) 

Refused (2) 

Maybe (3) 

They tried (4) 

Missing  (-99) 

chngewth Categorical 27. If baseline or post 
intervention: Will this 
person/these people make 
these changes with you? If 
final assessment: Did this 
person/these people make 
these changes with you? 

Don’t Know/NA (-88) 

(-99,4) 

Excellent (1) 

Very Good (2) 

Good (3) 

Fair (4) 

Poor (5) 

Refused (6) 

Missing  (-99) 

genhlth Categorical 28.  Would you say that in 
general your health is: 

Don’t Know/NA (-88) 

(-99,6) 

-- Number of days 

Don’t Know/NA (77) 

physhlth Continuous 29.  Now thinking about your 
physical health, which 
includes physical illness and 
injury, for how many days 
during the past 30 days was 
your physical health not 
good? 

Refused (99) 

n/a 

-- Number of days 

Don’t Know/NA (77) 

menthlth Continuous 30.  Now thinking about your 
mental health, which includes 
stress, depression, and 
problems with emotions, for 
how many days during the 
past 30 days was your mental 
health not good? 

Refused (99) 

n/a 

-- Number of days 

Don’t Know/NA (77) 

Notactive Continuous 31.  During the past 30 days, 
for about how many days did 
poor physical or mental 
health keep you from doing 
your usual activities, such as 
self-care, work or recreation? 

Refused (99) 

n/a 

No (0) 

Yes (1) 

Refused (2) 

Maybe (3) 

They tried (4) 

Missing  (-99) 

Better30 Categorical 32a.  In the past 30 days, has 
your physical and mental 
health improved? 

Don’t Know/NA (-88) 

(-99,4) 

medhelp Text 32b. If yes, what has 
happened to improve your 
health? 

n/a n/a 
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behhelp Text 32b. If yes, what has 
happened to improve your 
health? 

n/a n/a 

othhelp Text 32b. If yes, what has 
happened to improve your 
health? 

n/a n/a 

No (0) 

Yes (1) 

Refused (2) 

Maybe (3) 

They tried (4) 

Missing  (-99) 

diabetes Categorical 33a. Has a doctor, nurse or 
physician’s assistant ever told 
you that you have diabetes? 

Don’t Know/NA (-88) 

(-99,4) 

<1 year (0) 

1-5 years (1) 

6-10 years (2) 

More than 10 years (3) 

longdiab Categorical 33b.  If yes, how long have 
you been diabetic? 

Missing (-99) 

(-99, 3) 

No (0) 

Yes (1) 

Missing  (-99) 

famdiab Categorical 34a.  Have any of your 
family members been 
diagnosed with diabetes? 

Don’t Know/NA (-88) 

(-99, 1) 

dxbro Continuous 34b. If yes, who? Don’t know (77) n/a 

sxmom Continuous 34b. If yes, who? Don’t know (77) n/a 

dsmomma Continuous 34b. If yes, who? Don’t know (77) n/a 

dsmompa Continuous 34b. If yes, who? Don’t know (77) n/a 

dsmomsis Continuous 34b. If yes, who? Don’t know (77) n/a 

dsmombro Continuous 34b. If yes, who? Don’t know (77) n/a 

dxsis Continuous 34b. If yes, who? Don’t know (77) n/a 

dxdad Continuous 34b. If yes, who? Don’t know (77) n/a 

dxdadma Continuous 34b. If yes, who? Don’t know (77) n/a 

dxdadpa Continuous 34b. If yes, who? Don’t know (77) n/a 

dxdadsis Continuous 34b. If yes, who? Don’t know (77) n/a 

dxdadbro Continuous 34b. If yes, who? Don’t know (77) n/a 

No (0) 

Yes (1) 

Missing  (-99) 

asthma Categorical 35.  Has a doctor, nurse or 
physician’s assistant ever told 
you that you have or have 
had ---? Don’t Know/NA (-88) 

(-99, 1) 

No (0) 

Yes (1) 

Missing  (-99) 

hi_chol Categorical 35.  Has a doctor, nurse or 
physician’s assistant ever told 
you that you have or have 
had ---? Don’t Know/NA (-88) 

(-99, 1) 

No (0) 

Yes (1) 

Missing  (-99) 

hbp Categorical 35.  Has a doctor, nurse or 
physician’s assistant ever told 
you that you have or have 
had ---? Don’t Know/NA (-88) 

(-99, 1) 
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No (0) 

Yes (1) 

Missing  (-99) 

cvd Categorical 35.  Has a doctor, nurse or 
physician’s assistant ever told 
you that you have or have 
had ---? Don’t Know/NA (-88) 

(-99, 1) 

No (0) 

Yes (1) 

Missing  (-99) 

stroke Categorical 35.  Has a doctor, nurse or 
physician’s assistant ever told 
you that you have or have 
had ---? Don’t Know/NA (-88) 

(-99, 1) 

No (0) 

Yes (1) 

Missing  (-99) 

othill Categorical 35.  Has a doctor, nurse or 
physician’s assistant ever told 
you that you have or have 
had ---? Don’t Know/NA (-88) 

(-99, 1) 

what_ill Text 35f. Specify other medical 
condition 

n/a n/a 

No, but was 

prescribed (0) 

Yes, as prescribed (1) 

Yes, but not as prescribed (2) 

Missing (-99) 

meddiad Categorical 36.  Are you currently taking 
medication for a) diabetes? 

NA (-88) 

(-99, 2) 

No, but was 

prescribed (0) 

Yes, as prescribed (1) 

Yes, but not as prescribed (2) 

Missing (-99) 

medasthma Categorical 36.  Are you currently taking 
medication for b) asthma? 

NA (-88) 

(-99, 2) 

No, but was 

prescribed (0) 

Yes, as prescribed (1) 

Yes, but not as prescribed (2) 

Missing (-99) 

medchol Categorical 36.  Are you currently taking 
medication for c) High 
Cholesterol? 

NA (-88) 

(-99, 2) 

No, but was 

prescribed (0) 

Yes, as prescribed (1) 

Yes, but not as prescribed (2) 

Missing (-99) 

medhbp Categorical 36.  Are you currently taking 
medication for d)High blood 
pressure? 

NA (-88) 

(-99, 2) 

No, but was 

prescribed (0) 

Yes, as prescribed (1) 

Yes, but not as prescribed (2) 

Missing (-99) 

medcvd Categorical 36.  Are you currently taking 
medication for e) Heart 
disease? 

NA (-88) 

(-99, 2) 

No, but was medstroke Categorical 36.  Are you currently taking 
medication for f) Stroke? prescribed (0) 

(-99, 2) 
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Yes, as prescribed (1) 

Yes, but not as prescribed (2) 

Missing (-99) 

NA (-88) 

No, but was 

prescribed (0) 

Yes, as prescribed (1) 

Yes, but not as prescribed (2) 

Missing (-99) 

med1 Categorical 36.  Are you currently taking 
medication for g) Other? 

NA (-88) 

(-99, 2) 

med1a Text 3636.  Are you currently 
taking medication for g) 
Other? Please Specify: 

n/a n/a 

No, but was 

prescribed (0) 

Yes, as prescribed (1) 

Yes, but not as prescribed (2) 

Missing (-99) 

med2 Categorical 36.  Are you currently taking 
medication for h) Other? 

NA (-88) 

(-99, 2) 

med2b Text 36.  Are you currently taking 
medication for h) Other? 
Please specify: 

n/a n/a 

No, but was 

prescribed (0) 

Yes, as prescribed (1) 

Yes, but not as prescribed (2) 

Missing (-99) 

med3 Categorical 36.  Are you currently taking 
medication for i) Other? 

NA (-88) 

(-99, 2) 

med3c Text 36.  Are you currently taking 
medication for i) Other? 
Please specify: 

n/a n/a 

rxnouse Categorical 37. What were the reasons 
that you did not take your 
medication as prescribed?   
a) Sometimes forget to use 
  
  

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

rxnorefil Categorical 37. What were the reasons 
that you did not take your 
medication as prescribed? 
 b) Sometimes forget to refill 
  
  

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 
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rxnaive Categorical 37. What were the reasons 
that you did not take your 
medication as prescribed?   
c) Don’t know how to use the 
drug 
  
  

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

rxeffect Categorical 37. What were the reasons 
that you did not take your 
medication as prescribed?   
d) Don’t want the side effects 
  
  

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

rxnoneed Categorical 37. What were the reasons 
that you did not take your 
medication as prescribed?   
e) Don’t think I need the drug 
  
  

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

rxcost Categorical 37. What were the reasons 
that you did not take your 
medication as prescribed?   
f) The drug costs too much 
  
  

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

rxissue Categorical 37. What were the reasons 
that you did not take your 
medication as prescribed?   
g)Can’t get prescription 
filled, picked up or delivered 
  
  

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

rxoth Categorical 37. What were the reasons 
that you did not take your 
medication as prescribed?   
h) Other 
  
  

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

rxtxt Text 37. What were the reasons 
that you did not take your 
medication as prescribed?   
h) Other (specify) 
  
  

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

Hosp1 Continuous 38a. How many times in the 
past 6 moths have you been 
hospitalized? 

Not hospitalized in the   past 6 
months (0) 
Don’t remember (77) 

n/a 

Hosp1txt Text 38a. Why were you 
hospitalized? 

n/a n/a 
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Hosp2 Continuous 38b. How many times in the 
past 6 moths have you been 
hospitalized? 

Not hospitalized in the   past 6 
months (0) 
Don’t remember (77) 

n/a 

Hosp2txt Text 38b. Why were you 
hospitalized? 

n/a n/a 

Hosp3 Continuous 38c. How many times in the 
past 6 moths have you been 
hospitalized? 

Not hospitalized in the   past 6 
months (0) 
Don’t remember (77) 

n/a 

Hosp3txt Text 38c. Why were you 
hospitalized? 

n/a n/a 

needcare Categorical 39a. Was there a time in the 
past 6 months that you 
needed care but did not get 
it? 

No (0) 
Yes (1) 
Refused (2) 
Maybe (3) 
They tried (4) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 4) 

noaccept Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? a) My 
insurance was not accepted 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

nocover Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? b) 
Insurance did not cover 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

noinsure Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? c) I did not 
have insurance 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

servcost Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? d) I 
couldn’t afford cost 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

getappt Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? e) Hard to 
get appointment 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 
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longwait Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? f) The 
office wait was too long 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

badhours Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? g) Hours 
not convenient 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

nomedico Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? h) No 
doctor, nurse or physician’s 
assistant available 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

langprob Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? i) Language 
problem 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

famcare Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? j) Family 
care hard to arrange 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

famsayno Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? k) Family 
objected to treatment 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

transport Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? l) 
Transportation problems 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

X_border Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? m) Issues 
with crossing the border 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 
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No_care Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? n) Other 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

nocartxt Text 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? n) Other 
(specify) 

n/a n/a 

dknocare Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? o) Don’t 
know 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

rfnocare Categorical 39b. If yes: Which of the 
following reasons apply to 
the most recent time you did 
not get care or health services 
that you needed? p) Refused 

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

Hlth_ins Categorical 40. Do you have health 
insurance now, including 
AHCCS?   

No (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

whichchc Categorical 41a. Is there a particular 
clinic, health center or health 
provider that you usually go 
to when you are sick or need 
routine health care? 

No (0) 
Yes (1) 
Refused (2) 
Maybe (3) 
They tried (4) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 4) 

wherechc Categorical 41b. Is this place in the: United States (1) 
Mexico (2) 
Both (3) 
Other/Don’t Have (9) 
Missing (-99) 

  

bptes Categorical 42. Have you had any of the 
following clinical tests in the 
past 6 months (not including 
the tests you have done as 
part of this program)? a) 
Blood pressure checked 

No (0) 
Yes (1) 
Refused (2) 
Maybe (3) 
They tried (4) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 
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diabtest Categorical 42. Have you had any of the 
following clinical tests in the 
past 6 months (not including 
the tests you have done as 
part of this program)? b) Test 
for blood sugar 

No (0) 
Yes (1) 
Refused (2) 
Maybe (3) 
They tried (4) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

eyetest Categorical 42. Have you had any of the 
following clinical tests in the 
past 6 months (not including 
the tests you have done as 
part of this program)? c) 
Vision test 

No (0) 
Yes (1) 
Refused (2) 
Maybe (3) 
They tried (4) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

choltest Categorical 42. Have you had any of the 
following clinical tests in the 
past 6 months (not including 
the tests you have done as 
part of this program)? d) 
Blood test for cholesterol 

No (0) 
Yes (1) 
Refused (2) 
Maybe (3) 
They tried (4) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

Cbother Categorical 43. In the past week, was 
bothered by things that 
usually don’t bother me. 

(0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

cno_eat Categorical 44. I did not feel like eating; 
my appetite was poor. 

(0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

Cblues Categorical 45. I felt that I could not 
shake off the blues even with 
the help from m family or 
friends. 

(0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 
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Cmegood Categorical 46. I felt that I was just as 
good as other people. 

(0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

Cnofocus Categorical 47. I had trouble keeping my 
mind on what I was doing. 

(0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

cdepres Categorical 48. I felt depressed. (0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

ceffort Categorical 49. I felt that everything I did 
was an effort. 

(0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

chope Categorical 50. I felt hopeful about the 
future. 

(0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

Cfail Categorical 51. I though my life had been 
a failure. 

(0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 
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cfear Categorical 52. I felt fearful. (0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

crestless Categorical 53. My sleep was restless. (0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

chappy Categorical 54. I was happy. (0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

clesstalk Categorical 55. I talked less than usual. (0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

clonely Categorical 56. I felt lonely. (0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

cnotice Categorical 57. People were unfriendly. (0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 
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clife Categorical 58. I enjoyed life. (0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

ccrying Categorical 59. I had crying spells. (0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

cfeltsad Categorical 60. I felt sad. (0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

cdislike Categorical 61. I felt that people dislike 
me. 

(0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

cnomojo Categorical 62. I could not get “going.” (0) Rarely or none of the time   
      (less than 1 day) 
(1)Some or a little of the time     
    (1-2 days) 
(2)Occasionally or a moderate  
     amount of time (3-4 days)  
(3)Most or all of the time (5-7 
days) 

(0, 3) 

Alc_reg Categorical 63a. Have you ever used 
alcohol on a regular basis? 

Never (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

agedrink Continuous 63b. How old were you when 
you first used alcohol 
regularly? 

n/a n/a 
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alcfreq Categorical 64. In the past year, how 
often do you have a drink 
containing alcohol? 

Never (0) 
≤ once a month (1) 
2-4 times a month (2) 
2-3 times per week (3) 
4 or more times per week (4) 
Missing (-99) 

(-99, 4) 

numdrink Categorical 65. In the past year, how 
many drinks containing 
alcohol do you have on a 
typical day when you are 
drinking? 

1-2 drinks (1) 
3-4 drinks (2) 
5-6 drinks (3) 
7-9 drinks (4) 
≥ 10 drinks (5) 

(1, 5) 

drink Categorical 66. When you drink, what 
type of beverage do you 
drink most often? 

Liquor/ mixed drinks (1) 
Wine/ wine coolers (2) 
Beer (3) 
Other (9) 
Missing (-99) 

(-99, 3) 

drinktxt Text 66. When you drink, what 
type of beverage do you 
drink most often? Other 
(specify) 

n/a n/a 

evercig Categorical 67a. Have you ever smoked 
cigarettes? 

Never (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

cig20 Categorical 67b. Have you smoked at 
least 20 packs of cigarettes 
(or 12 oz of tobacco) in your 
lifetime? 

Never (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

cigaday Categorical 67c. Have you smoked at 
least 1 cigarette a day for 1 
year? 

Never (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

agesmoke Continuous 68. How old were you when 
you first started regular 
cigarette smoking? 

n/a n/a 

numcig Continuous 69. How many cigarettes do 
you smoke per day now? 

n/a n/a 

  Categorical 69. How many cigarettes do 
you smoke per day now? 

Do not smoke now (0) 
Cigarettes per day (1) 
Cigarettes per week (2) 
Missing (-99) 

(-99, 2) 

hearcli Categorical 70. How did you hear about 
the program? 
a) Clinic 
  
  

Never (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 
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hearpal Categorical 70. How did you hear about 
the program? 
b) Friend 
  
  

Never (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

hearfam Categorical 70. How did you hear about 
the program? 
c) Family 
  
  

Never (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

hearpro Categorical 70. How did you hear about 
the program? 
d) Promotora 
  
  

Never (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

hearfair Categorical 70. How did you hear about 
the program? 
e) Community Event / Health 
Fair Flyer 
  

Never (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

fairtxt Text 70. How did you hear about 
the program? 
e) Community Event / Health 
Fair Flyer 
(specify location) 

n/a n/a 

heargrp Categorical 70. How did you hear about 
the program? 
f) Group presentation 

Never (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

grptxt Text 70. How did you hear about 
the program? 
f) Group presentation 
(specify group) 

n/a n/a 

hearoth Categorical 70. How did you hear about 
the program? 
g) Other 
  

Never (0) 
Yes (1) 
Missing  (-99) 
Don’t Know/NA (-88) 

(-99, 1) 

othtxt Text 70. How did you hear about 
the program? 
g) Other (specify) 

n/a n/a 

respcom Text Respondent Comments n/a n/a 

intcom Text Interviewer Comments n/a n/a 
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APPENDIX E: UNIVARIATE ANALYSIS TABLE FOR THE SUB-STUDY 

Variable Type RESULTS COMMENTS 

Date CAT Discard Date not important 

PID CAT We using small pid 
Data base would not link 
with big PID 

Pid CAT Linking the 9 bases 
Needed to drop big PID for 
small pid 

Round CAT Round 1-8 Round 2 well attended 

DOB CON Date of Birth 
Cross-check with age, most 
people born 1932-1960 

Age CON Oldest is 86; youngest 18 
Normally distributed bell-
shaped curve 

Sex CAT Male=49; Female=642 
Females completed more 
visit than males 

Assess CAT 1st=296; 2nd=214; 3rd=179 
We see some attrition from 
visit 1 to 3 

Speak CAT English=71 & Spanish=607 
Most prefer to speak 
Spanish 

Ethnic CAT Almost 100% Hispanic 
We have 4=Asian/Pacific 
and 1=Other 

Hispanic CAT Almost 85% Mexican 
About 13% say Mexican 
American; 2% other 

Marital CAT Almost 70% Married 
Married or Cohabitating; 
20% Single or Widowed 

Educated CON 21% has a high school diploma 
2% 4-year college degree; 
majority <6yrs of edu 

Employ CAT 65% unemployed Only 33% employed; 

Fte CAT Not a lot working 
52%fulltime; 43% part-
time; 4% seasonal 

LPQ1 CAT Family # 1 response 
Followed by well-being and 
God 

LPQ2 CAT Family # 1 response 
Followed by well-being and 
work 

LPQ3 CAT Family # 1 response 
Followed by well-being and 
work 

LPQ4 CAT Family # 1 response 
Followed by well-being and 
outreach 

LPQ5 CAT Family # 1 response 
Followed by well-being and 
outreach 
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Variable Type RESULTS COMMENTS 

LPQ 
Familyever 

CAT Family as a response ever 
45.56% of total responses & 
mention all p1-p5 

LPQ Well-
being ever 

CAT Well-being as a response ever 
27.72% of total response & 
mention all p1-p5 

LPQ 
Education ever 

CAT Education as a response ever 
2.90% of total responses & 
mention all p1-p5 

LPQ Work 
ever 

CAT Work ever as a response 
7.17% of total response & 
mention all p1-p5 

LPQ Home 
ever 

CAT Home ever as a response 
5.13% of total responses & 
mention all p1-p5 

LPQ Money 
ever 

CAT Money ever as a response 
3.37% of total response & 
mention all p1-p5 

LPQ God CAT God ever as a response 
3.60% of total responses & 
mention all p1-p5 

LPQ Other CAT Other ever as a response 
0.15% of total responses & 
mention p2 & p4 

LPQ Outreach CAT Outreach ever as a response 
4.35% of total responses & 
mention p2-p5 

Genhlth CAT Only 5% say excellent 
40% say Good health and 
36% saying fair 

Physhlth CON 42% say they were not sick 9% sick for 30 days or more 

Diabetes CAT 75% say no dm 25% has DM 

Asthma CAT 93% say no asthma 7%has asthma 

hi_chol CAT 53% no hi_chol 47% has hi_chol 

Hbp CAT 59% no hbp 41% has hbp 

Cvd CAT 91% no CVD event 
10% had a CVD event, got 
find out when 

Stroke CAT 97% no stroke 
3% had a stroke, got to find 
out when 

Oth_ill CAT 67% no other illness 
33% had, I got a table of 
what other illness is 

Meddiad CAT 
7% as nobutpres  
92%=yesaspres 

Lots of missing data 

medasthma CAT 14% notaspres; 19%yesaspresc Lots of missing data 

Medchol CAT 8%notaspresc; 88%yesaspres Lots of missing data 

Medhbp CAT 4%notaspresc; 95%yesaspres Lots of missing data 

Medcvd CAT 14%notaspresc;86%yesaspresc Lots of missing data 

Medstroke CAT No observations No data available 
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Variable Type RESULTS COMMENTS 

med1_coded CAT Describes the meds/taking meds 
Got a separate table for the 
meds 

med2_coded CAT Describes the meds/taking meds 
Got a separate table for the 
meds 

med3_coded CAT Describes the meds/taking meds 
Got a separate table for the 
meds 

Hosp1 CON 90% not hospitalized 10% hospitalized 

Hosp2 CON 99% not hospitalized 1% hospitalized 

Hosp3 CON 99.26% not hospitalized .74 hospitalized 

Hlth_ins CAT 45% no health insurance 55% have health insurance 

bptes CAT 31%= no and 69% =yes 
Does this coincide with 
health insurance yes/no 

diabtest CAT 43%=no and 57%=yes Higher than bptest 

eyetest CAT 68%=no and 32%=yes 
Higher than bptest and 
diabtest 

choltest CAT 46%=no and 54%=yes 
About the same as health 
insurance stats 

What_ill CAT Allegeries; Thyroid; Arthritis 
Do we need this variable; I 
have a table 

Hosp1 CAT Hosp for what 
Do we need this variable; I 
have a table 

Hosp2 CAT Hosp for what 
Do we need this variable; I 
have a table 

Hosp3 CAT Hosp for what 
Do we need this variable; I 
have a table 

ColDate CAT Do we need this variable? 
maybe cross check with 
Date,Assess,or Round) 

Choles CONT 10% has chol test over 200 
Maybe put in <200 and 
>200; How do I do this? 

Trigly CONT 10% has chol test over 200 
Looks a lot like Choles-
maybe use one 

HDL CONT  
Can't get a histogram for 
this variable? Help? 

LDL CONT 5% has LDL test over 200 Do we need this variable? 

VLDL CONT Majority under 100 
Got an outlier around 400 or 
so. Do we need? 

CHDL CONT Majority under 10 
Got an outlier around 40 or 
so. Do we need? 

HDL percent CONT  
Can't get a histogram for 
this variable? Help? 
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Variable Type RESULTS COMMENTS 

Glucose CONT 10% over recommended 115 
Some elevated glucose 
readings 

DateID CAT Date entered 
One data entry person for 
the entire data set 

Group CAT All community participants 
One group-there is 
participant and family 
components 

Dupdate CAT Re-entered date Quality Assurance 

height1 CONT Just need 1st one or avg 
140-180cm, needs 
converting, normalbellshape 

height2 CONT  
140-180cm, needs 
converting, normalbellshape 

height3 CONT  
140-180cm, needs 
converting, normalbellshape 

height4 CONT  
Taken for discrepancies-
only 

weight1 CONT Just need 1st one or avg 42-230cm, needs converting 

weight2 CONT  42-150cm, needs converting 

weight3 CONT  42-150cm, needs converting 

weight4 CONT  
Taken for discrepancies 
only 

coldate1 CAT No observations Var stuck in my data set 

IID1 CAT Who collected the data 
Blanca collected most of the 
data-CHW's 

waist1 CONT Just need 1st one or avg 59-155cm, needs converting 

waist2 CONT  59-155cm, needs converting 

waist3 CONT  59-155cm, needs converting 

waist4 CONT  
Taken for discrepancies 
only 

hips1 CONT Just need 1st one or avg 85-165cm, needs converting 

hips2 CONT  85-165cm, needs converting 

hips3 CONT  85-165cm, needs converting 

hips4 CONT  
Taken for discrepancies 
only 

IID2 CAT Who collected the data 
Blanca collected most of the 
data-CHW's 

BP1S CONT Systolic BP reading 1 
CHW's collected; Range 90-
200 

BP1D CONT Diastolic BP reading 2 CHW's collected; Range 50-
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Variable Type RESULTS COMMENTS 

120 

BP2S CONT Systolic BP reading 2 
CHW's collected; Range 90-
200 

BP2D CONT Diastolic BP reading 2 
CHW's collected; Range 48-
120 

BP3S CONT Systolic BP reading 3 
CHW's collected; only for 
discrepancies just 2 

BP3D CONT Diastolic BP reading 3 
CHW's collected; only for 
discrepancies just 2 

pulse1 CONT Pulse 1 reading Range 23-83 

pulse2 CONT Pulse 2 reading Range 24-82 

pulse3 CONT Pulse 3 reading 
only for discrepancies- just 
4 readings 

ReadDate CAT Second data entry clerk Quality Assurance 

IID3 CAT Who collected the data 
Blanca collected most of the 
data-CHW's 

Avgbps CONT 
Avg BP 1 & 2, & 3 if diff from 
1&2 

Range 64.6-180 for systolic 
BP 

avgbpd CONT 
Avg BP 1 & 2, & 3 if diff from 
1&2 

Range 38.5-120 for diastolic 
BP 

avgpulse CONT 
Avg Pul 1 & 2, & 3 if diff from 
1&2 

Range 18.5-82.5 

component CAT Community 
All participants in this data 
set came from comm 

clothing CAT What type of clothing 
Recording of what the 
participants had on 

notes BMF CAT 
Extra notes taking during 
measure 

Only recorded if there were 
discrepancies 

Coltime CAT What time data was collected Discard 

HDL_percent CONT Not sure of purpose??? 
Range from 11-52; string 
not allowed for histogram 

CVD1-19 CAT Equals CVDRIGHT Discard 

Alc_reg CAT Ever drank ETOH  Yes= 20% and No=80% 

evercig CAT Ever smoked cigarettes 
Yes= 134  participants and 
No=not sure dots… 

CVDRIGHT1 CAT CVD killer of all Americans T 
Right (1)=294 Wrong (0)=5 
out of 299 responses 

CVDRIGHT2 CAT BP 140/90 F 
Right (1)=186 Wrong 
(0)=107 out of 293 
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Variable Type RESULTS COMMENTS 

responses 

CVDRIGHT3 CAT Smoking F 
Right (1)=242 Wrong 
(0)=57 out of 299 responses 

CVDRIGHT4 CAT Overweight T 
Right (1)=299 Wrong (0)=1 
out of 300 responses 

CVDRIGHT5 CAT Get checked regular T 
Right (1)=293 Wrong (0)=7 
out of 300 responses 

CVDRIGHT6 CAT Drinking ETOH F 
Right (1)=135 Wrong (0)= 
152 out of 287 responses 

CVDRIGHT7 CAT If family members T 
Right (1)=280 Wrong 
(0)=20 out of 300  
responses 

CVDRIGHT8 CAT Excessive salt T 
Right (1)= 298 Wrong 
(0)=1 out of 299   responses 

CVDRIGHT9 CAT Stress T 
Right (1)= 291Wrong (0)=9 
out of 300  responses 

CVDRIGHT10 CAT Exercise  T 
Right (1)=284 Wrong 
(0)=16 out of 300  
responses 

CVDRIGHT11 CAT Illegal Drugs T 
Right (1)= 299 Wrong 
(0)=1 out of 300  responses 

CVDRIGHT12 CAT Reading labels  T 
Right (1)=299 Wrong (0)=1 
out of 300  responses 

CVDRIGHT13 CAT Saturated fat   T 
Right (1)=293 Wrong (0)=6 
out of  299 responses 

CVDRIGHT14 CAT Cholesterol levels T 
Right (1)= 245 Wrong 
(0)=48 out of  293 
responses 

CVDRIGHT15 CAT Glucose levels T 
Right (1)=267 Wrong 
(0)=19 out of  286 
responses 

CVDRIGHT16 CAT High fiber diet  T 
Right (1)= 286 Wrong 
(0)=13 out of  299 
responses 

CVDRIGHT17 CAT High sugar foods   F 
Right (1)=288 Wrong 
(0)=11 out of 299  
responses 

CVDRIGHT18 CAT Walking   T 
Right (1)= 299 Wrong 
(0)=1 out of  300 responses 
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Variable Type RESULTS COMMENTS 

CVDRIGHT19 CAT Getting older T 
Right (1)=264 Wrong 
(0)=36 out of 300  
responses 

CVDRIGHT 
ORD/C
ONT 

Total sum score 
275 total, various scores, 
range 8-19 
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APPENDIX F: LOGISTIC REGRESSION OF BPCOMPLIANT ON CVD 1-19, 

CVDRIGHT, LPQ-1’S, & LPQ-EVER’S VARIABLES 

VARIABLE NAME ODDS RATIO P-VALUE 95% CI 

CVDRIGHT    

2 1.37 0.469 .584-3.21 

3 1.88 0.219 .698-5.11 

6 1.42 0.424 .603-3.33 

10 3.2 0.216 .508-20.17 

14 .644 0.532 .162-2.56 

15 6.52 0.111 .650-65.40 

19 1.51 0.516 .440-5.16 

CVDRIGHT (coef) .042 0.276 -.034-.119 

LPQ-1’s    

Fam1 .653 0.195 .342-1.24 

WellBeing1 .977 0.896 .691-1.38 

Education1 - - - 

Work1 - - - 

Home1 1.04 0.802 .752-1.45 

Money1 1.20 0.399 .816-1.67 

God1 - - - 

LPQ-EVER’s    

FamilyEver 1.62 0.417 .513-5.19 

WellBeingEver 1 1 .684-1.46 

EducationEver 1 0.945 .722-1.35 

WorkEver 1.08 0.422 .893-1.31 

HomeEver .945 0.461 .812-1.10 

MoneyEver 1.21 0.074 .981-1.49 

GodEver 1.03 0.651 .904-1.20 

OtherEver - - - 

OutreachEver 1.02 0.779 .910-1.13 
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On closer examination, it was also important to examine in detail the odds ratio 

and 95% Confidence Intervals for the bpcompliant outcome variable. The odds ratios of 

participants answering CVD IQ Quiz questions 3 and 19 (CVDRIGHT3 and 

CVDRIGHT19) correctly were1.88 and 1.51, respectively, higher than study participants 

who did not answer this question correctly. In addition those who had their blood 

pressure check-up during the intervention period were also more likely to list family 

(FamilyEver) as one of their top life priorities. Unfortunately, none of the aforementioned 

relationships were found to be statistically significant.  

Next we examine the outcome variable diabcompliant and its relationship 

between the explanatory variables. 
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APPENDIX G: LOGISTIC REGRESSION OF DIABCOMPLIANT ON CVD 1-19, 

LPQ-1’S, & LPQ-EVER’S VARIABLES 

VARIABLE NAME ODDS RATIO P-VALUE 95% CI 

CVDRIGHT’s    

2 1.39 0.424 .620-3.11 

3 1.70 0.296 .630-4.62 

6 .883 0.762 .400-1.98 

10 4.36 0.196 .470-40.44 

14 .470 0.240 .130-1.66 

15 3.27 0.312 .330-32.64 

19 1.02 0.970 .310-3.42 

CVDRIGHT (coef) .012 0.777 -.070-.093 

LPQ-1’s    

Fam1 .781 0.405 .440-1.40 

WellBeing1 .914 0.582 .670-1.26 

Education1 - - - 

Work1 1.11 0.731 .610-2.03 

Home1 1.05 0.742 .784-1.41 

Money1 1.30 0.152 .914-1.85 

God1 1.31 0.081 .978-1.73 

LPQ-EVER’s    

FamilyEver 1.15 0.804 .373-3.58 

WellBeingEver .881 0.480 .620-1.25 

EducationEver 1.10 0.571 .811-1.46 

WorkEver 1.12 0.205 .941-1.33 

HomeEver .967 0.641 .839-1.11 

MoneyEver 1.09 0.316 .930-1.26 

GodEver 1.05 0.409 .933-1.18 

OtherEver - - - 

OutreachEver 1.10 0.090 .933-1.23 
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It is important to note that in this table, the odds ratio of participants answering CVD IQ 

question 10 (CVDRIGHT10) correctly was 4.36 higher than study participants who did 

not answer this question correctly. Also there were no statistically significant 

relationships to report from these sets of models. 

Finally we examine these same relationships between the outcome variables 

eyecompliant and cholcompliant (cholesterol). 
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APPENDIX H: LOGISTIC REGRESSION OF EYECOMPLIANT ON CVD 1-19, LPQ-

1’S, & LPQ-EVER’S VARIABLES 

VARIABLE NAME ODDS RATIO P-VALUE 95% CI 

CVDRIGHT’s    

2 2.23 0.117 .823-6.04 

3 .690 0.503 .231-2.10 

6 1.11 0.838 .423-2.88 

10 1.30 0.821 .138-12.20 

14 .403 0.156 .114-1.42 

15 - - - 

19 3.95 0.200 .483-32.34 

CVDRIGHT (coef) .009 0.805 -.060-.077 

LPQ-1’s    

Fam1 .801 0.503 .433-1.51 

WellBeing1 1.18 0.327 .845-1.66 

Education1 - - - 

Work1 - - - 

Home1 .797 0.294 .522-1.22 

Money1 1.22 0.129 .944-1.57 

God1 1.02 0.823 .835-1.25 

LPQ-EVER’s    

FamilyEver 1.48 0.566 .390-5.58 

WellBeingEver 1.05 0.799 .720-1.53 

EducationEver 1.05 0.717 .780-1.43 

WorkEver .721 0.006 .572-.909 

HomeEver .977 0.705 .836-1.14 

MoneyEver .991 0.910 .847-1.16 

GodEver .927 0.280 .808-1.06 

OtherEver - - - 

OutreachEver .975 0.650 .874-1.09 
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It is important to note that in this table the odds ratios of participant’s answering CVD IQ 

questions 2 and 19 (CVDRIGHT2 and CVDRIGHT19) correctly were 2.23 and 3.95, 

respectively, higher than study participants who did not answer these questions correctly. 

In addition the only statistically significant value produced from this set of models was 

the relationship between the outcome variable eyecompliant and the dependent variable 

WorkEver (from the LPQ-Ever categories) at p.006.  
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APPENDIX I: LOGISTIC REGRESSION OF CHOLCOMPLIANT ON CVD 1-19, 

LPQ-1’S, & LPQ-EVER’S VARIABLES 

VARIABLE NAME ODDS RATIO P-VALUE 95% CI 

CVDRIGHT’s    

2 .920 0.837 .411-2.10 

3 2.22 0.126 .800-6.15 

6 1.47 0.353 .653-3.30 

10 4.36 0.196 .470-40.44 

14 .731 0.616 .215-2.49 

15 .320 0.330 .032-3.18 

19 1.5 0.516 .442-5.09 

CVDRIGHT (coef) .011 0.870 -.072-.091 

LPQ-1’s    

Fam1 .648 0.143 .362-1.15 

WellBeing1 .986 0.930 .718-1.35 

Education1 - - - 

Work1 .803 0.478 .438-1.47 

Home1 1.07 0.632 .802-1.44 

Money1 1.32 0.125 .925-1.88 

God1 - - - 

LPQ-EVER’s    

FamilyEver 1.43 0.533 .463-4.44 

WellBeingEver .771 0.151 .541-1.10 

EducationEver .995 0.972 .747-1.32 

WorkEver 1.06 0.511 .894-1.25 

HomeEver .993 0.927 .862-1.14 

MoneyEver 1.03 0.687 .892-1.19 

GodEver 1.04 0.475 .928-1.17 

OtherEver - - - 

OutreachEver 1.05 0.274 .956-1.17 
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Among the subjects, those who reported receiving an eye exam were also those 

who reported WorkEver as their top life priority at an odds ratio of .721 or less than those 

who did not receive an eye exam during the intervention.  It is important to note that in 

this table, the odds ratio of participants answering CVD IQ question 10 (CVDRIGHT10) 

correctly was 4.36 higher than study participants who did not answer this question 

correctly. Also unfortunately, there were no statistically significant relationships to report 

from these set of logistic models. 
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APPENDIX J: RELATIONSHIP BETWEEN DROPOUTS AND NONDROPOUTS 

Results for Specific Aim and Hypothesis 3, produced the following results for the 
relationship between the Dropouts and Non-Dropouts 

 

 Drop out Non-Drop out P-value 

 N % N %  

Gender      

Male 13 57% 10 43% 

Female 93 34% 180 66% 

0.03 
 

Age (median)      

<=51 68 42.50% 92 57.50% 

>52 35 28% 90 72% 

0.01 
 

Ethnicity      

Hispanic 95 34% 187 66% 

Non-Hispanic 0 0% 2 100% 

0.31 
 

Marital      

Married/Cohabitating 62 33% 127 67% 

Divorced 9 37.50% 15 62.50% 

Separated 3 37.50% 5 62.50% 

Single 14 42% 19 58% 

Widowed 7 25% 21 75% 

0.67 

Education      

0-11 53 30% 122 70% 

>12 32 55% 26 45% 

0.00 
 

Working Status      

Employed 43 44% 54 56% 

Unemployed 53 28% 135 72% 

0.01 
 

Health Insurance      

Yes 46 30% 108 70% 

No 49 38% 81 62% 

0.16 
 

Dependent Variables      

CVD IQ Quiz  Key: answered right (r=1) or wrong (w=0) 

CVDRIGHT 2 (r) 51 49% 53 51% 

CVDRIGHT 2 (w) 18 30% 43 70% 

0.01 
 

CVDRIGHT 3 (r) 53 40% 79 60% 

CVDRIGHT3 (w) 18 47% 20 53% 

0.43 

CVDRIGHT 6 (r) 30 37.50% 50 62.50% 

CVDRIGHT 6 (w) 39 46% 45 54% 

0.25 

CVDRIGHT 10 (r) 66 41% 94 59% 0.39 
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 Drop out Non-Drop out P-value 

 N % N %  

CVDRIGHT 10 (w) 6 55% 5 45% 

CVDRIGHT 14 (r) 41 33% 85 67% 

CVDRIGHT 14 (w) 27 69% 12 31% 

0.00 
 

CVDRIGHT 15 (r) 56 38% 92 62% 

CVDRIGHT 15 (w) 10 71% 4 29% 

0.01 

CVDRIGHT 19 (r) 57 40% 87 60% 

CVDRIGHT 19 (w) 15 56% 12 44% 

0.12 

CVDRIGHT <=12 1 100% 0 0% 

CVDRIGHT>=13 104 35% 190 65% 

0.16 

LPQ-1 Key: 0=not your top life priority 

FAM1=1 56 34% 107 66% 

FAM1=0 50 38% 83 62% 

0.56 

WellBeing1=2 26 32.50% 54 67.50% 

WellBeing1=0 80 37% 136 63% 

0.47 

Education1=3 4 80% 1 20% 

Education1=0 102 35% 189 65% 

0.04 

Work1=4 3 50% 3 50% 

Work1=0 103 35% 187 65% 

0.46 

Home1=5 2 20% 8 80% 

Home1=0 104 36% 182 64% 

0.29 

Money1=6 1 12.50% 7 87.50% 

Money1=0 105 36% 183 64% 

0.16 

God1=7 2 18% 9 82% 

God1=0 104 36% 181 64% 

0.21 

LPQEver Key: 0=not your top life priority 

FamilyEver=1 88 33% 176 67% 

FamilyEver=0 6 32% 13 68% 

0.88 

WellBeingEver=2 76 34% 147 66% 

WellBeingEver=0 18 30% 70 42% 

0.55 

EducationEver=3 15 38% 24 62% 

EducationEver=0 79 32% 165 68% 

0.45 

WorkEver=4 28 38% 46 62% 

WorkEver=0 66 32% 143 68% 

0.33 

HomeEver=5 18 32% 39 68% 

HomeEver=0 76 34% 150 66% 

0.77 

MoneyEver=6 13 35% 24 65% 

MoneyEver=0 81 33% 165 67% 

0.79 

GodEver=7 11 28% 28 72% 0.47 
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 Drop out Non-Drop out P-value 

 N % N %  

GodEver=0 83 34% 161 66% 

OtherEver=8 1 50% 1 50% 

OtherEver=0 93 33% 188 67% 

0.61 

OutreachEver=9 10 30% 23 70% 

OutreachEver=0 84 34% 166 66% 

0.71 

Medical Domain: Rate Your Health? 

Excellent 5 45% 6 55% 

Very Good 4 12% 30 88% 

Good 44 40% 65 60% 

Fair 37 33% 74 67% 

Poor 5 29% 12 71% 

0.04 
 

Alc_reg      

Yes 32 45% 39 55% 

No 63 30% 149 70% 

0.02 
 

Hospitalized in the last 6 mos? 

Yes 8 25% 24 75% 

NO 86 34% 165 66% 

0.30 
 

Clinical Variables      

Weight      

BMI <25 6 32% 13 68% 

BMI>25 92 35% 169 65% 

0.75 
 

Blood Pressure Control      

BP1S<140 95 38% 157 62% 0.11 

BP1D<90 99 35% 181 65% 0.50 

Not Controlled      

BP1S>141 11 25% 33 75% 0.11 

BP1D>91 7 44% 9 56% 0.50 

Cholesterol      

<200 61 35% 111 65% 

>200 44 36% 77 65% 

0.90 
 

Glucose      

Normal <115 74 33% 153 67% 

Elevated >116 32 47% 36 53% 

0.03 
 

 

Results for the differences between dropout and non-dropout are as follows: 
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Males were more likely to dropout of the study than females; 57% of the males 

dropped out, while only 34% of the females dropped out, a difference that was 

statistically significantly different (p=0.03). Moreover dropouts were also younger, more 

educated and employed and more likely to answer the CVD IQ Quiz questions 2 and 15 

correctly and CVD IQ Quiz question number 14 incorrectly. In addition, dropouts were 

more likely to choose education as one of their life top priorities and to rate their health 

as good. Finally, dropouts were less likely to consume alcohol on regular basics and have 

a glucose level at or below the ADA recommended level.    
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