


Table 2. Summary of Results of Repeated Measures
Analysis of Variance*
Source of
Variance SS df MS F P
Between subjects
Within cells 64 430.23 50 128.6 - L
Group 6061.88 1 6061.88 4.70 .035
Within subjects
Within cells 3588738 50 71675 . L
Time 3840.62 1 3840.62 5.36 g5

*SS indicates sums of squares; MS, mean square.

test screening. Because of this large subject loss, a Stu-
dent t test was conducted on pretest scores for both groups
between participants included at posttest screening and
those not included at posttest screening. The null hy-
pothesis stated that no systematic bias was present to ac-
count for subject attrition. An « value of .05 was used as
the cutoff value. A comparison of the scores for partici-
pants in the experimental group included at posttest
screening (N=29; x2=244.00; SD=31.47) vs those ex-
cluded at posttest screening (n=16; x>=240.93; SD=45.94)
revealed no statistically significant differences (t=—0.26,
which was not significant). A comparison of the scores
between participants in the comparison group included
at posttest screening (N=34; x*=230.71; SD=26.40) and
participants excluded at posttest screening (n=16;
x?=230.31; SD=34.52) revealed no statistically signifi-
cant differences (t=—0.05, which was not significant).

COLLATERAL MEASURES

We found that three (4.8%) of the participants indicated
that the health goal of reducing their risk for cardiovas-
cular disease was notimportant, 10 (16.1%) were neutral
about the topic, and 49 (79%) indicated that the health
goal was important or very important. Satisfaction with
the procedures was also rated by the participants, with two
(3.9%) of the participants notsatisfied that the study pro-
cedures helped them lower their serum cholesterol lev-
els, 16 (25.4%) of the participants neutral,and 33 (64.7%)
of the participants satisfied or very satisfied with the study
methods. In the group having access to the cash prize, 17
(27.9%) of the participants indicated that the cash prize
was notimportant to lowering their serum cholesterol lev-
els, four (6.6%) of the participants were neutral, and six
(9.8%) of the participants indicated that the cash prize was
important or very important to their results.

Health experts were asked to rate the clinical sig-
nificance of the risk for cardiovascular disease among the
participants. The average responses changed from more
than slightly significant risk for cardiovascular disease
at pretest screening to a neutral risk among participants
at posttest screening.

— O

The primary finding is that incentives for the reduction of
cholesterol levels combined with health fair participa-
tion, risk information, and announced posttest screening
may produce a greater reduction in serum cholesterol lev-
els than the health fair, risk information, and posttest screen-
ing without the incentive. Both groups significantly re-
duced their serum cholesterol levels, although the
experimental group showed greater reductions.

These findings also have clinical significance. Based
on the findings of the Lipid Research Clinics Program’
and the observed reduction in serum cholesterol levels,
the average participant in the experimental group could
expect a reduction of 31.35% in risk for cardiovascular
disease due to serum cholesterol levels; the average par-
ticipant in the comparison group, a reduction of 28.03%.

Effects of the health fair may be due to a combina-
tion of factors that included screening information on risk,
health education information, and the informal setting
of personal goals that may accompany announcements
of a posttest screening. Participant ratings suggest that
changing health-related behaviors was already impor-
tant to most participants in this study. Since the partici-
pants had an average age of over 50 years, perhaps they
saw the adverse effects of cardiovascular disease, as some
of their friends and family may have suffered heart at-
tacks and strokes, and were ready to make lifestyle changes.
Health fair programs—consisting of free initial screen-
ing, information and advice based on the assessment, and
follow-up screening—may enable many participants to
reduce their serum cholesterol levels.

Although the experimental design nicely con-
trolled for alternate explanations of effects, the general-
izability of the findings may be limited. Selection bias—
the idea that people who participate in health fairs and
agree to follow-up assessments may be atypical—may con-
tribute to the observed effects in both groups. Perhaps
the effects would not hold, at least in the same magni-
tude, for the general population. Similarly, the reactive
arrangements of an announced posttest screening may
limit the generalizability of the findings to people who
have such knowledge of future assessment. A compari-
son group from the same population, but without knowl-
edge of a second screening, might help determine whether
the opportunity for a second screening and setting the
goal of reducing serum cholesterol levels below a pre-
defined level are also contributors to the success dem-
onstrated here.

The collateral measures provided useful informa-
tion about the clinical and public health significance of
this intervention. Changes in the health expert’s ratings
were small compared with the clinical literature describ-
ing a reduction of risk for cardiovascular disease of 19%
for every 8% reduction in serum cholesterol level. When
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this standard is applied to the experimental group in this
study, one could expect a reduction in risk for cardio-
vascular disease of more than 31%. Perhaps additional
information such as self-reported changes in lifestyle would
enable health experts to make more sensitive assess-
ments of reduction in risk for cardiovascular disease as-
sociated with empirical information about changes in se-
rum cholesterol levels. Further, collecting information
from the participants on satisfaction with procedures and
the difference in procedures relative to the effects pro-
duced are likewise important. For risk reduction pro-
grams to be effective, the consumers they are designed
to serve must be satisfied with the procedures. Partici-
pants and public health officials must also be satisfied
with the effects.

Future research should examine the relative con-
tributions of intervention components and whether the
effects are maintained for longer durations. Would pro-
viding information on serum cholesterol levels alone be
sufficient? Is it necessary to offer information on im-
proving health risk status, usually provided in health fairs?
What are the effects of other types of incentives, such as
the reduction of health insurance premiums for demon-
strated improvement in health risk status? It is also im-
portant to examine the maintenance of effects demon-
strated here by conducting posttreatment probes at
intervals beyond the 6-month posttest screening and in-
cluding a 1-year follow-up.

This study enhances our understanding of the ef-
fects of a community health innovation on reducing a key
risk factor associated with cardiovascular disease. Such
an outcome evaluation of the effects of health fairs on
health risk status are rare in the literature on health pro-
motion. Our study is an improvement in the methods of
some previous studies" since high quality control pro-
cedures were used in the screening.

Perhaps similar community health innovations could
be used to provide screening opportunities for people who
do not have access to regular health care. Such persons,
usually belonging to less empowered groups in our so-
ciety, are often more at risk for long-term consequences
of elevated serum cholesterol levels and other health risk
factors. Mass screening and health-related education, with
follow-up at regular intervals, might assist in reducing
the costs of health-related services. Ultimately, such com-
munity health innovations might reduce the incidence
of cardiovascular disease, the most prevalent cause of pre-
mature death in our society.
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